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Program Introduction 
The 41st Annual CALTCM meeting shines a Spotlight on Patient Safety, Care 
Coordination, & Cutting-Edge Updates.  Attendees will be challenged to find ways to 
integrate advances in medical and post-acute care practices into current care 
systems, while preparing for the transition to a more efficient and streamlined Post-
Acute and Long-Term Care (PA/LTC) delivery system. 

The 2015 Annual Meeting was designed for the practical training of essential 
members of the interdisciplinary team, in areas where PA/LTC has struggled to 
improve quality.  The first half-day workshop, Cutting-Edge Updates, is presented in 
a format that enables physicians and other interdisciplinary team members to keep 
up with the ever-expanding medical literature. Our Keynote Speaker, Dr. Joseph 
Ouslander, sets the stage for an invigorating and interactive second half-day 
workshop on Care Coordination. Patient Safety is an ever-present issue in PA/LTC, 
and constitutes the final half-day workshop, with a lively and informative Mock Trial 
presented as the grand finale.  

Learning Objectives 
By participation in the annual meeting, participants will have the ability to: 

• Explain models and incentives for improving care coordination, and take
appropriate steps to improve care integration with their partners;

• Develop at least one QAPI performance improvement project for
implementation in the coming year;

• Understand how to effectively integrate recent advances in medical
knowledge into their practice within the post-acute continuum;

• Identify and implement two new tools to improve transitions of care and
care coordination;

• Identify four preventive steps a facility can take to improve care and
thereby reduce its exposure to regulatory or civil actions.



	
  

CALTCM Annual Meeting Accreditation Statement 
Continuing Medical Education (CME) 
The California Association of Long Term Care Medicine (CALTCM) is accredited by the Institute for Medical 
Quality/California Medical Association (IMQ/CMA) to provide continuing medical education for physicians. 

The California Association of Long Term Care Medicine (CALTCM) designates this Live activity for a 
maximum of 10 AMA PRA Category 1 Credit(s)™. Physicians should claim only the credit commensurate 
with the extent of their participation in the activity. This credit may also be applied to the CMA Certification in 
Continuing Medical Education. 

This course complies with Assembly Bill 1195 Continuing Education: Cultural and Linguistic Competency. 

American Academy of Family Physicians (AAFP) 
This Live activity, 41st Annual CALTCM Meeting, Spotlight: Patient Safety, Care Coordination, and Cutting 
Edge Updates, with a beginning date of 04/24/2015, has been reviewed and is acceptable for up to 10.00 
Prescribed credit(s) by the American Academy of Family Physicians. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 

Board of Registered Nursing (BRN) 
SCAN Health Plan® is a provider approved by the California Board of Registered Nursing (Provider #CEP-
13453). This activity has been approved for up to 10 contact hours. 

California Board of Behavioral Sciences (BBS) 
Course meets the qualifications for 10 hours of continuing education credit for MFT’s and/or LCSW’s as 
required by the California Board of Behavioral Sciences (BBS). California Association of Long Term Care 
Medicine (CALTCM) BBS Provider No. PCE-3077. 

American Board of Post-Acute and Long-Term Care Medicine (Formerly AMDCP) 
This live activity has been pre-approved by the American Board of Post-Acute and Long-Term Care 
Medicine (ABPLM) for a total of 7 management hours and 3 clinical hours toward certification as a Certified 
Medical Director (CMD) in post-acute and long-term care medicine. The CMD program is administered by 
the ABPLM.  Each physician should claim only those hours of credit actually spent on the activity. 

Nursing Home Administrators Program (NHAP) 
This activity has been approved by the Nursing Home Administrator Program for up to 10.0 hours of NHAP 
credit. Course approval number: 1797010-4875/P 

Continuing Pharmaceutical Education 
SCAN Health Plan® is accredited by the California Accreditation of Pharmacy Education (CAPE) as a 
provider of continuing pharmacy education. Pharmacists completing this course on 4/24/2015-4/25/2015 will 
receive up to 10.00 hours of credit through SCAN Health Plan® (CAPE Provider #199). CEU credits are 
also accepted by the Pharmacy Technician Certification Board (PTCB) to meet re-certification requirements 
(please retain program brochure and the certificate in event of an audit). 

This course meets multiple requirements of the California Business and professions Codes 2190–2196.5 for physician 
CME, including cultural competency and geriatric credits. 
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KJ Page, RN-BC, LNHA 
Licensed Administrator for Chaparral House (a non-profit SNF in Berkeley CA) 
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Faculty and Planner Disclosures
It is the policy of California Association of Long Term Care Medicine (CALTCM) to ensure balance, 
independence, objectivity, and scientific rigor in all of its sponsored educational programs.  All 
faculty participating in any activities which are designated for AMA PRA Category 1 Credit(s) are 
expected to disclose to the audience any real or apparent conflict(s) of interest that may have a 
direct bearing on the subject matter of the CME activity.  This pertains to relationships with 
pharmaceutical companies, biomedical device manufacturers, or other corporations whose 
products or services are related to the subject matter of the presentation topic.  The intent of this 
policy is not to prevent a speaker with a potential conflict of interest from making a presentation.  It 
is merely intended that any potential conflict should be identified openly so that the listeners may 
form their own judgments about the presentation with the full disclosure of the facts.  It remains for 
the audience to determine whether the speakers’ outside interests may reflect a possible bias in 
either the exposition or the conclusions presented. 
The following faculty and planners have indicated any affiliation with organizations which have 
interests related to the content of this conference.  This is pointed out to you so that you may form 
your own judgments about the presentations with full disclosure of the facts.  All conflicts of interest 
have been resolved in accordance with the ACCME’s Standards for Commercial Support. 

Faculty and Planners Role Affiliation/
Financial Interest 

Name of 
Organization 

Debra Bakerjian, PhD, APRN, 
FAAN, FAANP Planner None 

Mira Cantrell, MD Planner None 

Steve Castle, MD Faculty None 
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CGP, FASCP Planner Grant Recipient, PI Novartis 



 

 

Faculty and Planners (cont.)	
   Role	
   Affiliation/
Financial Interest	
  

Name of
Organization	
  

Barbara Hulz Planner None 

Ashkan Javaheri, MD, CMD Planner None 

Jim Jensen, MHA, MA Planner None 

Albert Lam, MD Planner None 

Jay Luxenberg, MD Faculty None 

Renee McNally Planner None 

James Mittelberger, MD, MPH, 
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Joseph Ouslander, MD Faculty None 

KJ Page, RN, NHA, ND Faculty/ Planner None 
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FCAP Faculty None 

Jennifer Pearce Faculty None 

Bryan Reid Faculty None 

Keith Savell, PhD, CTRS Faculty None 

Rajneet Sekhon, MD Planner None 

Karl Steinberg, MD, CMD Faculty/ Planner 
Speaker for non-
branded transitions 
talks 

Boehringer Ingelheim 

Randall Walton Faculty None 

Jennifer Wieckowski, MSG Faculty/ Planner None 

Bill Wilson Faculty None 

Tom Yoshikawa, MD Faculty None 



2015 CALTCM Leadership Award 
The CALTCM Leadership Award recognizes individuals who have demonstrated 
exceptional leadership and made outstanding contributions in the areas of 
education, practice, administration or policy in long term care. This leadership is 
characterized by results of increased visibility of critical issues, creation of solutions 
to significant problems, and positive impacts on the overall quality of care in long 
term care.   

CALTCM is proud to present the 2015 CALTCM Leadership Award to: 

Joseph G. Ouslander, MD 
Dr. Ouslander is Professor and Senior Associate Dean for Geriatric Programs and 
Interim Chair of the Department of Integrated Medical Science at the Charles E. 
Schmidt College of Medicine of Florida Atlantic University (FAU) in Boca Raton 
Florida. Dr. Ouslander is an internationally recognized geriatrician and is a Past-
President of the American Geriatrics Society, and serves as the Executive Editor of 
the Society’s Journal. He is a co-author of Essentials of Clinical Geriatrics and an 
editor of Principles of Geriatric Medicine and Gerontology.   
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Program Agenda 
Friday, April 24, 2015 
11:00 a.m. Registration/Exhibits Open 

11:45 a.m. Industry Supported Lunch 

1:00 p.m. Welcome & Introductions 

1:10 p.m. Opening Comments 

1:15 p.m. Recommendations for Systolic Blood Pressure Management 
in Very Elderly Patients 

1:35 p.m. New Guidelines for Diabetes Mellitus Management in the 
Elderly 

1:50 p.m. Controversies in Lipid Management in the Very Elderly 
Patients 

2:10 p.m. Substance Abuse and Dependence 

2:30 p.m. Delirium Update 

2:45 p.m. Break & Exhibits 

3:15 p.m. UTI Antibiotic Stewardship Including Update on C. diff. – 
Diagnosis and Management in PA/LTC 

3:40 p.m. Oral Health 

4:00 p.m. The Medical Director as a Quality Improvement Champion 

4:20 p.m. Care of Younger Adults Tool Kit 

4:40 p.m. POLST 2014 Update: New Consumer Education on 
Hydration and Ventilators 

5:00 p.m. Q&A Panel Discussion 

5:30 p.m. CALTCM Update  

6:00 p.m. Poster Session & Reception | Exhibits Close 

7:00 p.m. Industry Sponsored Dinner 



Program Agenda 
Saturday, April 25, 2015 
6:45 a.m. Industry Supported Breakfast /Exhibits Open  

8:00 a.m. Welcome 

8:05 a.m. Presentation of 2015 CALTCM Leadership Award 

8:15 a.m. Raising the Bar on Care Coordination: 
Lessons Learned from INTERACT 

9:00 a.m. Overview of INTERACT in California 

9:15 a.m. Incentives to Improve Care Coordination 

9:30 a.m. Break & Exhibits 

10:00 a.m. GeriNet Care Coordination Model 

10:30 a.m. Literate Medical Care 

11:00 a.m. Develop a QAPI Performance Improvement Project (PIP) 

11:30 a.m. Q&A Panel Discussion 

12:00 p.m. Industry Supported Lunches & Exhibits 

1:05 p.m. CALTCM Awards 

1:20 p.m. AMDA 

1:30 p.m. Behavior Mapping for the Care of Dementia Behaviors 

1:50 p.m. Elder Abuse Detection and Prevention 

2:10 p.m. Falls Prevention and Risk Management 

2:30 p.m. Break & Exhibits 

3:00 p.m. Care of the Un-Befriended Patient 

3:20 p.m. Mock Trial 

4:40 p.m. Q&A Panel Discussion 

5:10 p.m. Closing Comments / Evaluations/ Adjourn 



Cutting-Edge 
Updates 

Friday 
April 24, 2015 
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Lessons Learned from Implementing INTERACT

Professor of Clinical Biomedical Science
Senior Associate Dean for Geriatric Programs

Chair, Department of Integrated Medical Sciences
Charles E. Schmidt College of Medicine

Professor (Courtesy), Christine E. Lynn College of Nursing
Florida Atlantic University

Executive Editor, Journal of the American Geriatrics Society

Joseph G. Ouslander, M.D.

Lessons Learned from Implementing INTERACT

 Provide an overview of the INTERACT
(Interventions To Reduce Acute Care Transfers) 
quality improvement program relevant medical 
directors and primary care clinicians in SNFs, 
and the lessons learned from implementation 
projects thus far.

Objective of this Presentation
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Lessons Learned from Implementing INTERACT

The INTERACT Interdisciplinary Team
Joseph G. Ouslander, MD Florida Atlantic University
Jill Shutes, GNP Florida Atlantic University
Ruth Tappen, EdD, RN, FAAN Florida Atlantic University
Gabriellla Engstrom, PhD, RN         Florida Atlantic University
Nancy Henry, PhD, GNP Florida Atlantic University
Maria Rojido, MD Florida Atlantic University
David Wolf, Ph.D., CNHA                  Florida Atlantic University
Sanya Diaz, MD Florida Atlantic University
Laurie Herndon, MSN, GNP-BC Mass Senior Care  Foundation
Alice Bonner, PhD, GNP Northeastern University
Jo Taylor, RN, MPH Carolinas QIO
Gerri Lamb, PhD, RN, FAAN Arizona State University
Annie Rahman, PhD, MSW USC Davis School of Gerontology
Dan Osterweil, MD California Association of LTC Medicine
Amy E. Boutwell, MD, MPP Collaborative Healthcare Strategies
Adrienne Mihelic, PhD Colorado Foundation for Medical Care 
Mary Perloe, GNP Georgia Medical Care Foundation
John Schnelle, PhD Vanderbilt University

In collaboration with many participating LTC professionals and facilities

Lessons Learned from Implementing INTERACT

 Dr. Joseph Ouslander is a full-time employee of Florida Atlantic
University (FAU) and has received support through FAU to conduct
research evaluating INTERACT from the National Institutes of Health ,
CMS, The Commonwealth Fund, the Retirement Research
Foundation, PointClickCare, Medline Industries, and Think Research.

 Dr. Ouslander and his wife have ownership interest in INTERACT
Training, Education, and Management (“I TEAM”) Strategies, a
business that has a license agreement with FAU for use of INTERACT
materials for training and management consulting.

 Work on this and other projects are subject to terms of Conflicts of
Interest Management plans developed and approved by the FAU
Division of Research Financial Conflict of Interest Committee.

Disclosures
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Lessons Learned from Implementing INTERACT

 Feasible interventions
 Practicality
 Cost
 Targeting of interventions to responders

 Leadership and  staff  “buy  in”
 Incentives 

 Financial 

 Regulatory

 Legal

 Resident/family preferences for care

Keys to Success

Lessons Learned from Implementing INTERACT

Urinary Incontinence

Sleep

Studying Urinary Incontinence 
Led to Other Clinical Observations

FallsMobility, 
Exercise
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Lessons Learned from Implementing INTERACT

85
78%
12

40%

Age
Female
MMSE
Ambulatory

76 incontinent residents of 4 
NHs were randomized to 8 

weeks of PV vs. FIT

Functional Incidental Training
“FIT”

8

Lessons Learned from Implementing INTERACT

85
78%
12

40%

Age
Female
MMSE
Ambulatory

76 incontinent residents of 4 
NHs were randomized to 8 

weeks of PV vs. FIT

Functional Incidental Training
“FIT”

Clinical interventions must be combined with better 
medical and nursing care of chronic and acute 

health conditions to impact outcomes and costs.
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Lessons Learned from Implementing INTERACT

Hospitalization

 At risk for complications 
 Delirium 
 Polypharmacy
 Falls
 Incontinence and catheter use
 Hospital acquired infections
 Immobility, de-conditioning, 

pressure ulcers

 At the beauty salon

Lessons Learned from Implementing INTERACT

10

 Research suggests that a 
substantial percent of hospital 
transfers, admissions, and 
readmissions are unnecessary 
and can be prevented

 Potentially preventable 
hospitalizations cost the federal 
government several billion 
dollars per year

Some Hospitalizations of Geriatric Patients 
are Preventable
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Lessons Learned from Implementing INTERACT

 Pay-for-Performance (“P4P”)  
 No payment for certain complications; disincentives 

for avoidable hospitalizations
 Bundling of payments for episodes of care
 Accountable Care Organizations that include 

hospitals, physicians, home health agencies, and SNFs 
that are responsible for the care of a defined group of 
patients

 State Duals Programs and Medicaid Managed Care
 Other models – e.g. most recent CMS contracts for 

reducing unnecessary hospitalizations of long-stay NH 
residents

Changes in Medicare and Health Care  Financing

Lessons Learned from Implementing INTERACT

 The Affordable Care Act is 
focused on a “triple  aim”:
 Improving care
 Improving health
 Making care affordable

 This presents major 
opportunities to improve 
geriatric care in the U.S.

Health Care Reform
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Lessons Learned from Implementing INTERACT

Safe Reduction in Unnecessary 
Acute Care Transfers

Morbidity

CostsQuality

What is Needed for Successful Reduction of 
Unnecessary Hospitalizations?

QI Programs

Tools

Incentives

Infrastructure

Lessons Learned from Implementing INTERACT

Is a quality improvement program designed 
to improve the care of older people with acute 

changes in condition in nursing homes, 
assisted living facilities, and home health care

http://interact.fau.edu

http://interact.fau.edu/
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Lessons Learned from Implementing INTERACT

“BOOST”
(Better Outcomes for Older Adults

Through Safe Transitions)
http://www.hospitalmedicine.org

“Project  RED”
(Re-Engineered Discharge)

https://www.bu.edu/fammed/projectred

• Enhanced hospital discharge planning

“Care  Transition  Program”
http://www.caretransitions.org

• Transition coach
• Trained volunteers
• Empowered patients and caregivers

“POLST” (or  “MOLST”)
(Physician (or Medical) Orders
For life Sustaining Treatment)

http://www.ohsu.edu/polst

• Advance care planning

“Bridge  Model”
http://www.transitionalcare.org/the-bridge-model

• Social Worker coordinating Aging Resource 
Center Services at hospital discharge

“Transitional  Care  Model”
http://www.transitionalcare.info/index.html

• APN coordinates care during and after 
discharge

• Home, SNF, and clinic visits

“INTERACT”
(Interventions to Reduce

Acute Care Transfers)
http://interact.fau.edu

• Communication Tools, Care Paths,
Advance Care Planning Tools, and QI 
tools for nursing homes and SNFs

High Quality Care 
Transitions for

Older Adults &
Caregivers

INTERACT is One of Several Evidence-Based 
Care Transitions Interventions

Lessons Learned from Implementing INTERACT

 The goal of INTERACT is to improve care, 
not to prevent all hospital transfers

 In fact, INTERACT can help with more 
rapid transfer of residents who need 
hospital care

http://www.hospitalmedicine.org/
https://www.bu.edu/fammed/projectred
http://www.caretransitions.org/
http://www.ohsu.edu/polst
http://www.transitionalcare.org/the-bridge-model
http://www.transitionalcare.info/index.html
http://interact.fau.edu/
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Lessons Learned from Implementing INTERACT

1. Prevent conditions from becoming severe enough to require 
hospitalization through early identification and evaluation of 
changes in resident condition

2. Manage some conditions  without transfer when this is feasible and safe
3. Improve advance care planning and the use of palliative care plans 

when appropriate as an alternative to hospitalization for some residents
4. Improve communication and documentation within LTC facilities 

and programs, and between LTC and acute care
5. Integrate into ongoing QI initiatives (e.g. QAPI)
6. Combine INTERACT with other care transitions interventions
7. Embed in Health Information Technology across care settings

INTERACT Strategies

Lessons Learned from Implementing INTERACT

http://interact.fau.edu

Quality Improvement Tools

Communication Tools

Decision Support Tools

Advance Care Planning Tools

http://interact.fau.edu/
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Lessons Learned from Implementing INTERACT

 On site training (part of one day)

 Facility-based champion
 Collaborative phone calls with up to 10 

facility champions twice monthly facilitated 
by an experienced nurse practitioner
 Availability for telephone and email consults

 Completion and faxing of QI Review (root 
cause analysis) Tools

Implementation Model in the 
Commonwealth Fund Grant Collaborative

Ouslander et al, J Am Geriatr Soc 59:745–753, 2011

Lessons Learned from Implementing INTERACT

Commonwealth Fund Project Results 

Facilities Relative Reduction in All-
Cause Hospitalizations

All INTERACT facilities  
(N = 25)

17%

Engaged facilities  
(N = 17)

24%

Not engaged facilities 
(N = 8)

6%

Ouslander et al, J Am Geriatr Soc 59:745–753, 2011
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Lessons Learned from Implementing INTERACT

Commonwealth Fund Project Results - Implications

1. For a 100-bed NH, the average would result in:
 25 fewer hospitalizations in a year (~2 per month)
 $125,000 in savings to Medicare Part A (using a conservative 

DRG payment of $5,000)

2. The intervention as implemented in this project cost of        
$7,700 per facility

3. Net savings ~ $117,000 per facility per year
 Medicare could share these savings to support NHs to further 

improve care

Ouslander et al, J Am Geriatr Soc 59:745–753, 2011

Lessons Learned from Implementing INTERACT

 This Checklist is intended to 
assist organizations in 
determining the degree to which 
the INTERACT Program is being 
implemented. 

 Self-reported data are suspect.

 Use of HIT can help monitor 
care processes more objectively 
and relate them to outcomes.
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Lessons Learned from Implementing INTERACT

Quality Improvement Tools

Lessons Learned from Implementing INTERACT

Quality Improvement

HIT
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Lessons Learned from Implementing INTERACT

Available at:
http://interact.fau.edu

What Measures 
Should You 

Track?

Lessons Learned from Implementing INTERACT

 Tracking tools available:
 INTERACT website (http://interact.fau.edu)
 Advancing Excellence Website (https://www.nhqualitycampaign.org)

 PointClickCare (incorporates INTERACT program)

 Loopback Analytics (incorporates INTERACT program)

 PointRight (used by AHCA)

 Daylight IQ
 Abaqis
 Others

Tracking 30-day Readmission Rates

http://interact.fau.edu/
https://www.nhqualitycampaign.org/
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Lessons Learned from Implementing INTERACT

Lessons Learned from Implementing INTERACT
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Lessons Learned from Implementing INTERACT

Lessons Learned from Implementing INTERACT
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Lessons Learned from Implementing INTERACT

Lessons Learned from Implementing INTERACT
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Lessons Learned from Implementing INTERACT

Lessons Learned from Implementing INTERACT

Quality Improvement

HIT 0
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Lessons Learned from Implementing INTERACT

http://www.loopbackanalytics.com

Lessons Learned from Implementing INTERACT

Communication Tools

http://www.loopbackanalytics.com/
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Lessons Learned from Implementing INTERACT

Lessons Learned from Implementing INTERACT
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Lessons Learned from Implementing INTERACT

Lessons Learned from Implementing INTERACT

Decision Support Tools
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Lessons Learned from Implementing INTERACT

 Acute Mental Status Change
 Change in Behavior: New or Worsening 

Behavioral Symptoms
 Dehydration
 Fall
 Fever
 GI Symptoms – nausea, vomiting, 

diarrhea
 Shortness of Breath
 Symptoms of CHF 
 Symptoms of Lower Respiratory Illness
 Symptoms of UTI 

INTERACT Care Paths

Lessons Learned from Implementing INTERACT

 At 10:30 pm, complains moderate 
diffuse abdominal pain since yesterday 

 No fever, nausea, or vomiting
 Afebrile, abdomen mildly tender with 

decreased bowel sounds
 Recently begun on narcotic for arthritis 

unresponsive to PT and acetominophen

Sol
An 89 year old long-stay NH resident
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Lessons Learned from Implementing INTERACT

Sol
An 89 year old long-stay NH resident

Audience Response

Does the clinician on call 
need to be notified 
immediately?

 Yes
 No

Lessons Learned from Implementing INTERACT
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Lessons Learned from Implementing INTERACT

 After a dose of Pepto Bismol and Milk 
of Magnesia Sol is no better

 He had two episodes of vomiting over 
night

 The morning nurse exams him and 
finds moderate abdominal tenderness 
and no bowel sounds

 His temperature is 100.9 F

Sol
An 89 year old long-stay NH resident

Lessons Learned from Implementing INTERACT

Sol
An 89 year old long-stay NH resident

Audience Response

Does the clinician on call 
need to be notified 
immediately?

 Yes
 No

INTERACT  Decision Support Tools:
Change in Condition File Cards and Care Paths
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Lessons Learned from Implementing INTERACT

Lessons Learned from Implementing INTERACT

Communication Tools
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Lessons Learned from Implementing INTERACT

Does one or more of the facilities you work in or with 
meet in person regularly with representatives of the 
hospital in a cross-continuum team approach to 
reducing unnecessary hospital admissions?

1. Yes

2. No

Audience Response Question

Lessons Learned from Implementing INTERACT

Nursing Home 
Capabilities List

 Hang it in the ED
 Give it to case 

managers
 Give it to hospitalists
 Give it to on-call primary 

care clinicians in your 
facility
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Lessons Learned from Implementing INTERACT

This Acute Care Transfer 
Document Checklist can be 
printed or taped onto an 
envelope, and is meant to 
compliment the Transfer Form 
by indicating which documents 
are included with the Form

Lessons Learned from Implementing INTERACT

The NH to Hospital 
Transfer Form has 
two pages.  

 The first page has 
information that ED 
physicians and nurses 
identified as essential 
to make decisions 
about the resident

 Consistent and clear 
clinical terms are used
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Lessons Learned from Implementing INTERACT

The NH to Hospital Transfer 
Data List has recommended 
contents for transfer forms for 
incorporation into standard forms 
and electronic sharing of data

Lessons Learned from Implementing INTERACT

The Hospital to Post-Acute 
Care Data List has 
recommended contents for 
transfer forms for incorporation 
into standard forms and 
electronic sharing of data

Information Transfer 
From the Hospital
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Lessons Learned from Implementing INTERACT

INTERACT has a sample 
Hospital to Post-Acute Care  
Transfer Form that puts the data 
into a format that is easy to read 
and flows logically for a receiving 
clinician. 

Information Transfer From the Hospital

Lessons Learned from Implementing INTERACT

Information Transfer From the Hospital

 The Hospital to Post-
Acute Care  Transfer 
Form highlights Critical 
Time Sensitive Information

But, there is no 
substitute for a 
warm handoff.
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Lessons Learned from Implementing INTERACT

Lessons Learned from Implementing INTERACT

Advance Care 
Planning Tools
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Lessons Learned from Implementing INTERACT

 93 year old living with son and 
daughter-in-law

 Progressive multi-infarct dementia
 Former LPN, who does not want CPR 

or other intensive end of life care
 Had “Yellow  DNR  form”

 Fell and fractured hip – DNR form lost 
on the way to the hospital

 Another Yellow form completed in the 
hospital – lost on the way to the SNF

ACP Gone Wrong – A Case Example

Lessons Learned from Implementing INTERACT

© 2013
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Lessons Learned from Implementing INTERACT

Lessons Learned from Implementing INTERACT
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Lessons Learned from Implementing INTERACT

Vendors with INTERACT License Agreements

 ADL Data Systems
 American HealthTech
 AOD Software
 BlueStep Systems
 BV HealthCare Dart Chart
 Health MedX
 Interactive Health Network
 LoopBack Analytics
 MatrixCare/MDI Achieve
 Optimus EMR
 PatientOrderSets/Think Research
 PointClickCare/Wescom
 Think Research/Patient Order Sets

Vendors in the Process of Obtaining License Agreements

 American-Data
 Cerner

Lessons Learned from Implementing INTERACT

Decision Support

HIT
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Lessons Learned from Implementing INTERACT

Decision Support

 Automated alerts to 
primary care clinicians 
(MD, NP, PA)

 Standardized evidence-
based order sets

HIT

Lessons Learned from Implementing INTERACT

INTERACT Compatible Order Sets

http://www.thinkresearchgroup.com

http://www.thinkresearchgroup.com/
http://www.thinkresearchgroup.com/
http://www.thinkresearchgroup.com/
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Lessons Learned from Implementing INTERACT

 Full menu of 
evidence- based
ordering options

 Optional and 
default 
orders

 Free-text 
order lines

 Intuitive, 
standardized 
format

 Integrated 
patient 
demographics

 Customized to 
situational 
needs

 Visual alerts 
for reminders

Lessons Learned from Implementing INTERACT

The CNA has notes the 
resident seems short of 

breath, completes a 
STOP and WATCH tool 
and gives it to the RN. 

The clinician 
selects an

ORDER SET and 
places an order 

which is 
automatically 
queued for 
processing.    

The nurse calls 
the clinician and 

they agree that an 
ORDER SET is 

appropriate.

INTERACT Compatible Order Sets

The RN completes a 
SBAR Form and 

Progress Note prior 
to calling the clinician 

(MD/NP/PA)

The RN reviews the 
Decision Support 
Tools (Change in 

Condition cards and 
SOB Care Path) and 

determines that 
further evaluation is 

indicated
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Lessons Learned from Implementing INTERACT

1. Test INTERACT in clinical trials to improve the evidence-
base (NIH/NINR grant; VA randomized trial)

2. Refine the program education and implementat online
training curriculum (Retirement Research Foundation,
Medline Industries)

3. Further spread the INTERACT program in conjunction
with federal quality improvement initiatives by training
“INTERACT educators” (Commonwealth Fund grant)

4. Develop ethnically and culturally sensitive person-
centered decision tools about hospital transfer (Patient-
Centered Outcomes Research Institute grant)

INTERACT Projects
2012 - 2016

Lessons Learned from Implementing INTERACT

4. Further spread the INTERACT program in other settings
a. ALFs, home health care (CMS Innovations Grant with

UNTHSC and Brookdale Senior Living)
b. INTERACT NYC (supported by NY state)
c. Other countries (e.g. UK, Province of Ontario, Singapore) (all

involved in INTERACT dissemination)

5. Embed INTERACT into electronic health records and health
information technology (PointClickCare, Think Research)

6. Combine INTERACT with other interventions such as
enhanced hospital discharge planning (CMS Innovations
Grant with Vanderbilt)

7. Work with regulators and payers to incentivize INTERACT
implementation (CMS demonstration projects)

INTERACT Projects
2012 - 2016
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Lessons Learned from Implementing INTERACT

 Feasible interventions
 Practicality
 Cost
 Targeting of interventions to responders

 Leadership and  staff  “buy  in”
 Incentives 

 Financial 

 Regulatory

 Legal

 Resident/family preferences for care

Keys to Success

Lessons Learned from Implementing INTERACT

 Questions?
 Comments? 
 Suggestions?
http://interact.fau.edu
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Antecedent Behavior Monitor Guidelines 
 

As healthcare providers within long term care environments, we are often called upon 
to assist residents who present with a variety of challenging behaviors.  Central to our 
ability to address these behaviors is our skill in identifying the root cause of these 
behaviors – otherwise known as behavioral antecedents.  Since all behaviors occur for a 
reason, our job becomes that of the detective.  Indeed, rather than turning to the 
physician for a psychotropic medication targeting the challenging behavior, we should 
instead seek to identify the underlying reason for the behavior, thereby addressing the 
problem rather than the resultant symptom. 

 
The Antecedent Behavior Monitor is based upon the assumption that all behaviors 

have meaning.  In an effort to identify the meaning behind challenging behaviors the 
facility must first ascertain the antecedent, trigger or cause of the behavior.  Once the 
antecedent has been determined, the facility will then be able to develop a plan of care to 
proactively meet the resident’s need, thereby preventing future occurrences of the 
behavior. 

The Antecedent Behavior Monitor provides a useful tool for identifying the meaning 
behind challenging behaviors.  The monitor requires the staff member who observes the 
behavioral incident to document the incident – regardless of discipline or role within the 
facility.  The Antecedent Behavior Monitor should be maintained  

a) for those residents whose behaviors pose risk for harm to self or others,  
b) for those behaviors which negatively effect the resident’s ability to function at 

his/her highest practicable level 
c) for those residents for whom psychoactive and/or psychotropic medications are 

under consideration to control the challenging behaviors. 
The Antecedent Behavior Monitor should be located at the nursing station in a binder that 
is accessible to all staff.   

 
The Antecedent Behavior Monitor requires staff to document: 
1. The date of the incident 
2. The time of the incident.  Be certain to identify whether the behavior occurred in the 

AM or the PM. 
3. The location of the resident. Be as specific as possible.  For example, “resident was 

walking past room 34 in the East Hallway”. 
4. The events that occurred prior to the behavior. Provide as much information as 

possible as to what occurred prior to the incident.  Remember that the precipitating 
event may have occurred within 24 hours of the actual behavior (i.e. interrupted sleep 
the night prior to the behavior).   

5. The exact behavior.  Describe what the resident did and/or said during the behavioral 
incident.  Be certain to identify the intensity of the behavior. 



 

Savell, Keith.  Ph.D., 2015. Geriatric Healthcare Consultants, LLC.  www.gerontologyresources.com (510) 387-8130 
 

6. The staff intervention. Describe the staff response.  What did the staff do and say in 
response to the situation.  Include both successful and unsuccessful interventions. 

7. The resident’s response to the intervention. Identify the resident’s response to the 
staff interaction.  Be certain to identify both positive and negative responses. 

8. Antecedent: Identify whether the suspected antecedent is related to: 
• Human factor antecedents (health related conditions such as UTI, dehydration, 

over/under medication, medication side effect, etc.),  
• Environmental antecedents (noisy or distracting environment, sunlight streaming 

through a window, temperature, major weather event, lunar cycle, etc.), 
• Situational antecedents (staff or others infringing on resident personal space, fear 

of contact or injury, change of environment or care provider, etc),  
• Care delivery antecedents (lack of timely response to call bell or requests for 

assistance, change in care provider, misleading or inaccurate instructions, staff 
expectations which exceed resident abilities, etc). 

9. Signature:  The staff member who completed the Antecedent Behavior Monitor must 
date and sign the entry.  The completed entry must then be presented to (and 
discussed with) the charge nurse to ensure that nursing staff are aware of the 
incident.  The Charge Nurse must co-sign the entry. 

10. Communication at Change of Shift Report: To ensure that oncoming shifts are aware 
of behavioral incidents and behavioral antecedents, the Antecedent Behavior Monitor 
should be presented for discussion at the Change of Shift Report. 

 
Guidelines: 
• Documentation should be objective. Objective documentation includes factual 

information obtained through observation; it should be stated in specific behavioral 
terms.  For example, rather than writing “resident appeared agitated”, it would be 
more helpful to write “resident appeared agitated as evidenced by (or as manifested 
by) continuous pacing throughout the facility and constant tugging at shirt sleeve”. 

• A licensed nurse must co-sign all entries on the Antecedent Behavior Monitor.  This will 
help to ensure consistency in documentation procedures as well as the communication 
of documented incidents. 

• Behaviors which should be documented on the Antecedent Behavior Monitor include: 
1) Behaviors which pose risk for harm to self or others,  
2) Behaviors which negatively effect the resident’s ability to function at his/her 

highest practicable level 
3) Behaviors for which psychoactive and/or psychotropic medications are under 

consideration to control the challenging behaviors. 
 

• Behavioral incidents documented on the Antecedent Behavior Monitor should be 
consistent with both Nursing and Social Service documentation. 

• The Antecedent Behavior Monitor should be reviewed during the monthly Behavior 
Management Committee meeting (also referred to as the psychotropic drug review 
committee), as well as during the resident’s Interdisciplinary Team (IDT) conference. 

• Entries to the Antecedent Behavior Monitor should be presented for discussion at the 
Change of Shift Report to the oncoming shifts to ensure that behavioral incidents and 
behavioral antecedents are discussed. 



      
 

DIRECTIONS: Following each behavioral incident, the following antecedent behavior monitor should be completed.  
When completing each section, provide as much detail as possible.  The purpose of this monitor is to gather information 
which will begin to illuminate causal (antecedent) factors for the demonstrated behavior(s).  Refer to the Antecedent 
Behavior Monitor Guidelines. Use as much space as necessary.   
 

Date Time Where was the  
resident? 

What was happening  
before the behavior  
occurred? 

Describe the behavior. 
What did the resident do 
and say? 

What did the staff do 
to intervene? 

What was the 
resident’s 
response? 

Antecedent: 
(HF) Human Factor  
(E) Environmental 
(S) Situational 
(C) Care Delivery 

Initial Charge 
Nurse 
Initial 

          

          

          

          

          

          

          

          

          

          

 
 
RESIDENT:    .  ROOM #:  .  PHYSICIAN:    .  MED. #:   . 
Developed by: D. Michael Splain, LCSW.  Revised by:  Savell,/Boothman 2002, Savell, 2015.  Geriatric Healthcare Consultants, LLC (2015)  
For Behavior Management Support:  Dr. Keith Savell (510) 387-8130 Geriatric Healthcare Consultants, LLC 
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