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Objectives

• Provide an overview of current osteoporosis prevalence in Nursing 
Homes

• Discuss guidelines addressing osteoporosis treatment strategies 
for Nursing Home residents

• Discuss practical recommendations for clinical decision making in 
osteoporosis management
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PATIENT BPATIENT A

 90-year-old woman, ambulatory, 
uses no assisted device

o PMH: 3 falls in one year, no 
history of fracture, on prednisone 
for temporal arteritis

 80-year-old woman, wheelchair 
bound

o PMH: Parkinson's Disease, 
moderate dementia, orthostatic 
hypotension, hip fracture, 
frequent falls

Who would you treat?

Osteoporosis

 Over 1.3 million Americans live in a Nursing Home and are at a 
risk for osteoporotic fractures

 1 in 3 Nursing home residents die within 6 months of a 
hip fracture

 Nursing home residents have higher incidence of osteoporosis 
than community living patients
 Risk factors: polypharmacy, pill dysphagia, and chronic kidney disease

PRESENTATION TITLE 5

Current approaches in management

PRESENTATION TITLE 6

 Inconsistent use of pharmacologic therapies
 Treatment ranges from 1.5-40%, indicating undertreatment 

and lack of consistency in management
• Vitamin D/Calcium, bisphosphonates-alendronate, zoledronic 

acid, denosumab, anabolic agents
 Significant lack of clear guidelines

• NH residents are missing from the clinical trials
• Limited study findings in only healthy, ambulatory nursing 

home residents
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Which screening tools to be used in 
NH?

Using history of fractures with FRAiL or FRS model
BMD: barriers to testing in nursing home
 Individualized decision making

• Incorporate life expectancy, goals of care and 
personal factors
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What approaches are recommended?

 Fall prevention strategies 
 Deprescribing medications
Multifaceted fracture preventions strategies
 Combining screening and pharmacologic 

treatment with non-pharmacologic strategies
 Recommendations based on individual clinical 

consideration
 Patient centered approaches!

Which therapies are most appropriate?

Bisphosphates likely as effective for NH residents with sufficient life 
expectancy as in community dwelling older adults
• Consider de-prescribing if life expectancy less than 2 years

Use of Vitamin D and dietary calcium is a low-risk intervention
• No evidence for immobile, end of life residents

Patient centered approach incorporating pill burden, dysphagia, and 
magnitude of fracture risk reduction

Evidence of treatment other than bisphosphonates is limited
 Denosumab: duration of use and risk of rebound fractures

Next steps

PRESENTATION TITLE 12

• Clear Guidelines for risk stratification and prevention strategies for NH residents
• Discussions around life expectancy, goals of care and potential burden of 

treatment
• Determine the medication optimal risk cut point, duration, time-to-benefit and 

deprescribing
• Evaluate comparative evidence of different treatment and feasibility of 

medication administration
• Focus on NH residents with advanced dementia, multimorbidity, or severe 

mobility impairment
- NH population: 48% with dementia and 92% require ambulation assistance
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PATIENT BPATIENT A

 90-year-old woman, ambulatory, 
uses no assisted device

o PMH: 3 falls in one year, no 
history of fracture, on prednisone 
for temporal arteritis

 80-year-old woman, wheelchair 
bound

o PMH: Parkinson's Disease, 
moderate dementia, orthostatic 
hypotension, hip fracture, 
frequent falls

Who would you treat?

Thank you
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Osteoporotic fractures are a common and serious health problem for older adults living in nursing homes
(NHs). Risk of fracture increases with age and dementia status, yet gaps in evidence result in controversies
around when to start and stop treatment for osteoporosis in NH residents, particularly those who have high
fracture risk but have limited life expectancy. In this article, we discuss these areas of controversy. We
provide an overview of current guidelines that explicitly address osteoporosis treatment strategies for NH
residents, review the evidence for osteoporosis medications in NH residents, and use these sources to
suggest practical recommendations for clinical practice and for research. Three published guidelines (from
the United States, Canada, and Australia) and several studies provide the current basis for clinical decisions
about osteoporosis treatment for NH residents. Practical approaches may include broad use of vitamin D
and selective use of osteoporosis medication based on risks, benefits, and goals of care. Clinicians still lack
strong evidence to guide treatment of NH residents with advanced dementia, multimorbidity, or severe
mobility impairment. Future priorities for research include identifying optimal approaches to risk strati-
fication and prevention strategies for NH residents and evaluating the risk-benefit profile of pharmacologic
treatments for osteoporosis NH residents across key clinical strata. In the absence of such evidence, de-
cisions for initiating and continuing treatment should reflect a patient-centered approach that incorporates
life expectancy, goals of care, and the potential burden of treatment.

� 2022 AMDA e The Society for Post-Acute and Long-Term Care Medicine.
Consider 2 NH patients. Ms A is an 80-year-old woman with
Parkinson’s disease complicated by moderate dementia and ortho-
static hypotension who is admitted to a long-term care facility after
a hip fracture. She uses a wheelchair, but because of forgetfulness
and impulsivity, she attempts to walk independently and falls
frequently. Our second patient, Ms B, is a 90-year-old ambulatory
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woman with mild dementia and 3 falls in the past year. She has no
prior fractures but is taking prednisone for temporal arteritis. For
these patients, who have both high fracture risk and limited life
expectancy, is osteoporosis treatment an important component of a
comprehensive care plan, or a potentially burdensome regimen that
is more likely to harm than benefit them? In what situations would
you not offer treatment or recommend deprescribing existing
treatment?
Significance of Fractures in Nursing Homes

Osteoporotic hip fractures are a common and serious health
problem for the 1.3 million older adults living in American nursing
homes (NHs).1 The rate of hip fracture is twice the rate of those living
IVERSITY from ClinicalKey.com by Elsevier on September 
ssion. Copyright ©2023. Elsevier Inc. All rights reserved.
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in the community. Fractures are also prevalent in the assisted living
(AL) setting, where more than half of adults aged �75 years fall each
year.2 In the 6 months after a hip fracture, more than 1 in 3 NH resi-
dents die.3 Nursing home residents with recent fractures are also at
higher risk of reduced mobility, infections, pressure ulcers, rehospi-
talization, and other complications that adversely affect quality of
life.4,5
Current Practice Patterns

Observational studies of NH residents with osteoporosis demon-
strate inconsistent use of pharmacologic therapies for fracture pre-
vention.6e10 Treatment rates range from as high as 40% to as low as
1.5%, suggesting potential undertreatment.10 At the same time, one
study found that more than 10% of residents with severe mobility
dependence and more than 10% of residents with <6 months’ life
expectancy continued to receive pharmacologic therapy for fracture
prevention.8 Variable patterns of treatment in real-world practicemay
be due to the lack of clear recommendations available to guide
osteoporosis treatment in NHs.
The Controversy

Despite the significance of osteoporotic fractures, older adults
living in NHs are rarely included in clinical trials of osteoporosis
screening and treatment. Thus, clinicians face challenging deci-
sionsdestimating the likelihood of benefit from treatment in the
context of life expectancy and fall risk and weighing this against the
potential harms and burden of treatment, considering patient pref-
erences around these issues.

Clinical trials enrolling community-dwelling older adults show
that several medications are effective for fracture prevention in older
people with osteoporosis, including bisphosphonates and others
(denosumab, romosozumab, parathyroid hormone analogues, and
selective estrogen receptor modulators). NH residents, however, differ
from their community-dwelling counterparts in ways that may affect
the balance of benefits and risks, including higher rates of poly-
pharmacy,11 pill dysphagia,12 and chronic kidney disease.13 Many of
these issues are also prevalent in the AL population, albeit to a lesser
degree.14 Given that the median life expectancy of an older adult
entering a skilled nursing facility is about 2 years,15 care must also be
taken to select patients with sufficient time to have a chance of
benefiting from treatment.16

Clinicians are challenged by an additional gap in research as to
whether osteoporosis medications achieve the same degree of
benefit for key subpopulations, such as those with limited ambu-
lation, dementia, and multimorbidity resulting in reduced life ex-
pectancy. Most NH residents have a high burden of multimorbidity
and impairments of functional status: nearly half (48%) have de-
mentia, and 92% need assistance with walking.1 Observational
studies show that greater dementia severity and comorbidity
burden are associated with lower likelihood of osteoporosis treat-
ment,8 indicating concerns about the likelihood of benefit, or that
fracture prevention is incompatible with more palliative goals of
care. Nursing home clinicians must make choices about strategies
for fracture prevention in the face of this uncertaintydshould they
initiate, continue, or deprescribe treatment based on their assess-
ment of risks and benefits, life expectancy, and goals of care? In the
sections that follow, we will (1) provide an overview of guidelines
that explicitly address osteoporosis treatment strategies for NH
residents, (2) present a scoping review of evidence for osteoporosis
medications in NH residents, and (3) provide practical recommen-
dations for clinical decision-making regarding osteoporosis medi-
cations, and for research.
Downloaded for Anonymous User (n/a) at JOHNS HOPKINS UNI
15, 2023. For personal use only. No other uses without permis
What Do National Guidelines Recommend for Osteoporosis
Management in the Long-Term Care Setting?

We conducted targeted searches and engaged clinician experts to
identify national osteoporosis guidelines and reviewed these for
content specific to NH residents.

In the United States, several national expert groups publish practice
guidelines that address osteoporosis broadly, but do not explicitly provide
guidance on the NH setting. The Bone Health and Osteoporosis Foun-
dation (formerly National Osteoporosis Foundation) Clinician’s Guide to
Prevention and Treatment of Osteoporosis (2022)17 briefly mentions that
alendronate and zoledronic acid have been shown to improve bone
mineral density (BMD) in frail NH residents. Otherwise, clinical practice
guidelines from the American Academy of Clinical Endocrinologists,18

American College of Physicians,19 and the American Society for Bone
and Mineral Research20 do not reference NH populations or individuals
with mobility impairment or limited life expectancy.

Three guidelines from the United States, Canada, and Australia
focus on osteoporosis treatment as well as fall injury prevention in the
NH setting. In the United States, the American Medical Directors As-
sociation (now Society for Post-Acute and Long-Term Care Medicine)
publishes a set of clinical practice guidelines that include osteoporosis
management, last updated in 2009.21 The Scientific Advisory Council
of Osteoporosis Canada22 developed guidelines graded by level of
evidence and updated in 2015 for osteoporosis management in long-
term care residents, stratifying recommendations by high fracture-
risk and low fracture-risk residents. The third Consensus Conference
on Treatment of Osteoporosis in Residential Aged Care Facilities in
Australia was held in October 2020,23 resulting in evidence- and
consensus-based recommendations.

In Table 1, we have summarized key recommendations presented
in the US, Canadian, and Australian guidelines on strategies for risk
assessment and pharmacologic treatment for osteoporosis. For each
recommendation, we determined whether the rationale was based on
evidence collected in the NH setting, in the community and extrapo-
lated to the NH setting, or expert consensus in the absence of pub-
lished evidence.

The referenced guidelines differ in their overall scope and focus but
have consensus on key components. All 3 guidelines address individ-
ualized fall and/or fracture risk assessment and recommend broad
prescription of vitamin D and calcium supplements, while differing in
specifics on dose and administration. All recommend selective phar-
macologic treatment of osteoporosis after considering life expectancy
and goals of care, with a few notable differences. The Australian
guideline23 does not recommend oral bisphosphonates as first-line
treatment, citing the complexities of administration for frail NH resi-
dents (eg, sitting upright and swallowing difficulty), differing from the
other 2 NH guidelines and US national guidelines. The US AMDA
guideline was last updated in 2009,21 and therefore does not include
more recently approved treatment options (eg, denosumab) and in-
cludes treatments no longer widely used (eg, raloxifene and calcitonin).

Guidelines are based on available evidence and on expert opinion. In
the next section, we present a scoping narrative review and evidence
synthesis of pharmacologic treatments for osteoporosis and fracture
prevention for the NH population, guided by the evidence referenced in
the guidelines above. We do not address nonpharmacologic strategies,
as falls prevention interventions are heterogeneous in design and scope
and severalmeta-analyses have beenpublished that adequately address
this expansive body of literature.24,25

What Evidence Supports Osteoporosis Treatment Decisions
for NH Residents?

We conducted a scoping review of studies evaluating the effec-
tiveness of osteoporosis treatments in NH residents. Our literature
VERSITY from ClinicalKey.com by Elsevier on September 
sion. Copyright ©2023. Elsevier Inc. All rights reserved.



Table 1
Summary of Recommendations and Strategies for Risk Assessment and Pharmacologic Treatment for Osteoporosis

Recommendation Source Rationale

US (AMDA 2009)21 Australia
(CCPOFR 2021)23

Canada (Osteoporosis
Canada 2015)22

NH
Evidence

Community
Evidence

Expert
Consensus

Interventions for all NH residents
Employ fall injury prevention
strategies (medication
review, environmental
assessment, etc)

x x x x

Assess fracture and/or fall risk
on NH admission

x x x x

Consider cholecalciferol
(vitamin D3) in ambulatory
residents

800-1000 IU/d
or 50,000 IU monthly

1000 IU/d
(avoid periodic high doses)

800-2000 IU/d
(avoid periodic high doses)

x

Consider 1200-1300 mg
calcium intake daily from
diet and/or supplements

Max supplement 1500 mg/d Max supplement 600 mg/d Max supplement 500 mg/d x

Medications for NH residents with osteoporosis
Treat patients with high
fracture risk with oral
bisphosphonates

x x x

Treat patients with high
fracture risk with zoledronic
acid

x x x x

Treat patients with high
fracture risk with
denosumab

x x x

Avoid oral bisphosphonates
in patients with dysphagia
or disordered swallowing

x x x x

For patients with low GFR
(mL/min), use denosumab
first line

If GFR < 35 If GFR < 30 x

Consider using anabolic
therapy for some high-risk
patients

If intolerant to other drugs If fracture after �1 y of
antiresorptive use

and T score <e3 or 2þ fractures

“High risk” patients only x

Consider life expectancy and
goals of care in treatment
decisions for antifracture
medications

x LE > 1 y LE > 1 y x

GFR, glomerular filtration rate; LE, life expectancy.
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review highlights key studies referenced in the guidelines presented
above. We also conducted a targeted literature search in Medline us-
ing terms related to aging, nursing homes, osteoporosis, and medi-
cations to identify additional observational or other studies conducted
specifically among NH residents. Two authors reviewed all studies
with input from clinician scientist experts in the field regarding
strengths, limitations, and generalizability to subpopulations. The
following sections present a narrative synthesis of evidence for sup-
plementation with vitamin D and calcium as well as prescription
medications for treating osteoporosis.
Vitamin D and Calcium Supplementation

Evidence for supplementation with vitamin D alone or in combi-
nation with calcium requires careful interpretation. Although most
trials evaluating supplementation have been conducted among
community-dwelling older adults, some randomized studies either
include a large proportion of NH residents26 or focus on this popula-
tion specifically.27,28 A Cochrane Review that included NH residents26

noted that vitamin D alone is unlikely to reduce fractures, including
hip fractures. However, the combination of vitamin D and calciumwas
associated with reduced fractures in older adults, noting that benefits
were most likely attributable to frail older adults residing in NHs. A
systematic umbrella review of meta-analyses29 supports this asser-
tion, showing no significant fracture risk reduction among studies
conducted in community-dwelling participants, vs modest risk
Downloaded for Anonymous User (n/a) at JOHNS HOPKINS UN
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reduction when limited to participants in NHs (range of absolute risk
reduction: 0.67-0.85). Just 2 studies27,28 have been conducted specif-
ically in the NH setting and were limited to relatively healthy,
ambulatory older adults with no severe medical conditions and
excluded those who receivedmedications that alter bone metabolism.
Thus, a limited but consistent body of evidence supports broad use of
vitamin D and calcium supplements for NH residents, particularly for
those who remain ambulatory.
Prescription Osteoporosis Medications

Several randomized studies have evaluated the effectiveness of
antiresorptive osteoporosis medications in the NH setting. The first
was a randomized placebo-controlled trial of alendronate conducted
among older women living in NHs or an AL setting.30 Participants (n¼
327) were required to be ambulatory with a BMD T score <e2.0 and
were randomized to receive either alendronate 10 mg/d or placebo
over 24 months. Compared with studies in community-dwelling
women, this study found greater increases in BMD at the spine and
femoral neck and greater decreases in bone turnover markers. The
second study31 was a randomized placebo-controlled trial of a 1-time
zoledronic acid infusion among 181 older women living in NHs or AL
with either low BMD or a history of vertebral or hip fracture. Those
with a life expectancy <2 years and those with impaired renal func-
tion were excluded. As in the prior study, a statistically significant
increase in BMD was observed compared to placebo at 12 and
IVERSITY from ClinicalKey.com by Elsevier on September 
ssion. Copyright ©2023. Elsevier Inc. All rights reserved.



Fig. 1. Flow diagram of practical considerations for pharmacologic fracture prevention treatment for older nursing home residents.
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24 months. Neither study was powered to detect a difference in the
rate of fractures, falls, or deaths.

Two observational studies have examined the comparative effec-
tiveness of pharmacologic treatments among long-stay NH residents
using Medicare data. A retrospective cohort study of approximately
10,000 residents32 evaluated the effectiveness of bisphosphonates
among new initiators against an active comparator, calcitonin.
Bisphosphonate initiation was associated with a modest reduction in
hip fractures over 2.5 years of follow-upwith a time to benefit as early
as 6 months. Results were consistent across subgroup analyses strat-
ified by age, sex, and baseline fracture risk. A second observational
study33 examined the comparative effectiveness of denosumab, ter-
iparatide, and zoledronic acid for prevention of hip fractures in a
sample of approximately 2000 residents. Denosumab and zoledronic
acid were found to have comparable effectiveness to teriparatide in
preventing hip fractures.
Recommendations for Practice and Research

We present a suggested approach to osteoporosis treatment de-
cisions in NH residents in Figure 1.
What Screening Tools Should Be Used to Identify NH Residents Who
Are Most Likely to Benefit from Osteoporosis Treatment?

Recommendations

� We recommend use of a clinical screening tool, such as
history of fracture þ/� FRAiL or FRS model (described
below), when feasible, to identify candidates for osteopo-
rosis treatment.

� We do not recommend routinely incorporating BMD into
decision making, because of barriers to testing for most NH
residents, although it may be useful for considering fracture
risk when available.

� Candidates for osteoporosis treatment should undergo
individualized decision making incorporating life expectancy,
goals of care, and other personal factors.

Rationale
There is a lack of consensus as to what constitutes the target

population for osteoporosis medications in the NH setting. Guidelines
recommend fracture risk assessment, but there is no optimal assess-
ment for the NH setting. Community-based fracture prevention
models such as the Fracture Risk Assessment Tool (FRAX)34 that
incorporate BMD suggest that >90% of NH women would be eligible
for treatment.35 However, these tools may not be appropriate for this
setting, as they do not incorporate fall risk or functional characteristics
and bone densitometry is not often accessible in NHs. At least 2
models specific to NH patients utilize the interRAI-Minimum Data Set
(MDS) but have not been widely studied. The FRAiL model36 has been
validated to predict 2-year risk of hip fracture in US NHs, whereas the
FRS model37 has been validated to predict 1-year hip fracture risk in
Canadian NHs. However, studies are needed to determine the optimal
risk cut point for treatment. Whether these or other risk models are
feasible for incorporation in an electronic medical record or at the
bedside is ripe for study in future research. Estimation of life expec-
tancy and communication of the risks, benefits, costs, and hassle of
starting osteoporosis medications in the context of a patient’s health
trajectory and goals of care also remains unaddressed for fracture
prevention.
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Which Pharmacologic Therapies Are Most Appropriate for NH
Residents?

Recommendations

� Available therapies, particularly bisphosphonates, are
likely to be at least as effective for NH residents with
sufficient life expectancy as they are in community-
dwelling older adults.

� Although supplementation with vitamin D and calcium is a
low-risk intervention for which even a modest benefit may
outweigh the risk, there is no evidence for reduced fracture risk
in immobile residents or those approaching end-of-life.

� Decision making should reflect a patient-centered approach
that considers pill burden, dysphagia, and risk for adverse
effects relative to risk for fracture.

� The choice to use bisphosphonates should be positively
influenced by a resident’s ambulatory status and risk for falls,
preserved renal function, and life expectancy of least 1 year.

� Consider whether the magnitude of fracture risk reduction is
clinically meaningful to the patient (0.4%-1% absolute risk
reduction for nonvertebral fractures at 1 year, increasing with
longer duration of treatment).

� Consider deprescribing bisphosphonates if life expectancy is
less than 2 years, unless fracture risk is particularly high and
patient goals continue to prefer treatment.

� Evidence for treatments other than bisphosphonates is limited
and cannot be recommended with certainty. If denosumab is
used, attention should be given to duration of use and risk for
rebound fractures after deprescribing.

Rationale
The benefits of supplementationwith vitamin D plus calcium likely

outweighs the low risk and low burden associated with these pre-
ventive measures for many patients, except for those particularly
affected by pill burden or constipation. However, the populations
included in randomized studies evaluating these benefits may not be
representative of the NH population at large.

For bisphosphonates, observational studies have identified sub-
populations of NH residents for which the likelihood for benefit may
be reduced, for example, those who are no longer ambulatory and
those with short life expectancy. One study of NH residents newly
starting bisphosphonates reports a number needed to treat (NNT) to
prevent 1 nonvertebral fracture compared to calcitonin after 1 year of
270 (individual absolute risk reduction [ARR] 0.4%).32 This estimate is
higher than that of a recent meta-analysis of randomized trials of
bisphosphonates in community-dwelling women, which reported an
NNT of 100 (ARR 1%) to prevent 1 nonvertebral fracture at about
1 year.16 The difference in these estimates is likely due to research
methodologies, though differences in NH vs community-dwelling
adults may also play a role.

Data on the optimal duration of treatment is also limited, which
may hamper efforts to reduce low-value prescribing. Although there
are some data to suggest that the benefits of bisphosphonates may
persist for 2 or more years after stopping treatment,38e42 data on
fractures is too limited to make a strong recommendation on optimal
time frame for deprescribing and should also consider fracture risk
and goals of care. Considering the barriers to conducting randomized
studies in this medically frail population, there is opportunity for well-
designed, large observational studies to address questions related to
treatment allocation, time-to-benefit, optimal treatment duration,
and deprescribing for this population. However, observational studies
may be limited by data availability across care transitions, duration of
follow-up, and residual confounding because of the high prevalence of
multimorbidity.
IVERSITY from ClinicalKey.com by Elsevier on September 
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Finally, there is limited data on the relative risks and benefits of
nonbisphosphonate therapies for osteoporosis such as denosumab,
PTH analogues, and sclerostin inhibitors in NH residents. Denosumab
presents an opportunity to treat patients with stage 4 chronic kidney
disease and/or dysphagia and has lower administration burden
(subcutaneous, twice yearly). However, there is a risk of rapid bone
loss and “rebound fractures” when deprescribing denosumab in pa-
tients who remain at fall risk, complicating treatment toward the end
of life.43 Higher cost and insurance coverage may also be barriers.
Additional studies are needed to evaluate the comparative effective-
ness of different treatments considering feasibility of administration,
medication costs, and risk for adverse effects.

What Other Approaches Are Recommended in the NH Setting?

Recommendations

� Multifaceted fracture-prevention interventions that combine
screening and pharmacologic treatment options with non-
pharmacologic strategies are likely to have a synergistic effect
on health outcomes.

� Recommendations should not be strictly applied based on care
setting, but rather based on individual clinical considerations
as relevant to patient-centered decision making.

Rationale
Clinicians should also consider the value of falls prevention as part

of osteoporosis management. Fall prevention in NH is beyond the
scope of this article and has been described elsewhere.25,44 Hip pro-
tectors provide modest benefit in preventing fractures45 for very high-
risk patients who are willing to wear them, but adherence may be
limited by patient comfort and staffing. Targeted deprescribing of fall
riskeincreasing drugs is a logical strategy to reduce fractures,
although interventions often fail to show significant reductions in
negative outcomes.46,47 This may be attributable to low adherence to
deprescribing recommendations or the narrowed focus on central
nervous systemeactive medications that fails to consider other
medications that contribute to falls, such as antihypertensives,
antidiabetics, and anticholinergics.

Finally, we acknowledge that much of the evidence presented does
not explicitly address the AL population or other frail older adults.
Many individuals living in AL are similarly affected bymultiple chronic
conditions (66%), dementia (34%), and mobility limitations (69%).48

Yet, the AL setting lacks extensive regulatory oversight to encourage
initiatives for fracture prevention.

Conclusion

Several guidelines address considerations specific to the NH
population, but there is a general lack of strong evidence regarding
optimal management of osteoporosis for NH residents across key
clinical strata (eg, advanced dementia, multimorbidity, and severe
mobility impairment). Decisions for initiating and continuing
treatment should reflect a patient-centered approach that in-
corporates life expectancy, goals of care, and the potential burden
of treatment. Future priorities for research include identifying
optimal risk stratification and further evaluation of the risk-benefit
profile of pharmacologic treatments for osteoporosis NH residents.
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Learning Objectives
After attending this session, participants will be able to:

1. Discuss concerns related to social isolation and loneliness among 
residents in nursing homes during the COVID-19 pandemic;

2. Describe strategies used by nursing homes and perceived effectiveness 
to mitigate social isolation and loneliness during the COVID-19 pandemic;

3. Identify staffing and resident factors that were barriers to implementing 
strategies to mitigate social isolation and loneliness.
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Background
• The COVID-19 pandemic introduced unprecedented social disruptions in 

nursing homes due to policies and practices implemented to ensure the 
safety of residents and staff (e.g., social distancing, isolation, quarantine)

• Prior to the pandemic, social isolation and loneliness was prevalent among 
nursing home residents and there are known negative health consequences.

• Nursing homes have deployed numerous strategies to alleviate social 
isolation and loneliness among residents during the pandemic.

Purpose of the Study

• This study sought to describe interventions nursing homes 
used, document the perceived effectiveness of efforts, and 
determine barriers to implementing strategies to mitigate 
social isolation and loneliness.

Methods
• Study design: Cross-sectional descriptive design

• Sample participants: Nursing Home Directors of Nursing/Administrators 

• Sample nursing home settings: Selected a sample of 1,676 nursing homes 
in the U.S. from a sampling frame of 14,613 nursing homes with ≥30 beds

• To ensure representation of the sample, nursing homes were purposively selected 
by facility size (beds: 30-99, 100+) and quality ratings (1, 2-4, 5)
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Methods
• Survey procedures:

• National survey of nursing homes sampled was conducted between 
February and May 2022 

• Surveys were provided via email and/or mail; phone and email reminders 
were sent to encourage survey completion

• Response rate: 30%; n = 504, weighted n = 14,506
• Participants were provided $45 upon completion of the survey

Survey Questions
• Sociodemographic and work-related questions (e.g., gender, age, 

race/ethnicity, job title, length of time working at nursing home)
• Perceptions of and concern about resident social isolation and loneliness 

(before vaccines were widely available and after)
• Interventions used and perceived effectiveness to mitigate social isolation 
• Barriers to implementing strategies to mitigate social isolation and 

loneliness
• Stressors at work that direct care staff experienced

Results
Among the nursing home survey respondents (n = 504):
• 87.4% were Directors of Nursing
• 88.3% were female
• 37.6% were ≥ 51 years old
• 79.2% were non-Hispanic White
• Length of time working at nursing home:

• 22.7% had worked for ≥ 15 years
• 33.8% had worked between 5-14 years
• 43.2% had worked < 4 years
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Ability to Meet Needs during COVID-19 before and after vaccines
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Barriers to implementation of strategies to mitigate resident loneliness
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Discussion
• Nearly half of respondents rated resident loneliness and 

social isolated as much worse compared to before the 
pandemic. Although, concerns reduced after vaccines were 
available.

• Numerous strategies were implemented to address social 
isolation (e.g., use of technology such as tablets), with 
some being more effective than others.

• Barriers were mostly related to staffing issues and also 
included changes in processes and disruption to resident 
routines.

Limitations
• Residents, families, and direct care staff were not included in the study 

sample and may have offered different perspectives
• Low response rate (30.1%) may lead to non-response bias
• Survey did not include questions about the physical environment 

(e.g., limited shared space, narrow hallways) which may have impacted the 
implementation of interventions to address social isolation and loneliness
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Conclusions and Implications
• These findings may help nursing homes to identify 

promising strategies to address social isolation and 
loneliness, and also others that did not work.

• Ongoing research is needed from the perspectives of 
residents, families, and direct care staff to better 
understand strategies that will reduce social isolation 
and loneliness in the future.

THANK YOU!
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Abstract

Background: Nursing home residents face many barriers to accessing special-

ist physician outpatient care. However, little data exists on how specialty care

use changes when individuals transition to a nursing home in the US.

Methods: We studied specialist outpatient visits for new long-term care (LTC)

residents within 1 year before and after their transition to nursing home residence

using the Minimum Data Set v3.0 (MDS) and a 20% sample of Medicare fee-for-

service claims in 2014–2018. To focus on residents requiring specialty care at base-

line, we limited the cohort to residents with specialty care in the 13–24 months

before LTC transition. We then measured the proportion of residents receiving at

least one visit in the 12 months before the transition and the 12 months after the

transition. We also examined subgroups of residents with a prior diagnosis likely

requiring long-term specialty care (e.g., multiple sclerosis). Finally, we examined

whether there was continuity of care within the same specialty care provider.

Results: Among 39,288 new LTC transitions identified in 2016–2017, 17,877
(45.5%) residents had a prior specialist visit 13–24 months before the transition.

Among them, the proportion of residents with specialty visits decreased consis-

tently in all specialties in the 12 months after the transition, ranging from a rela-

tive decrease of 14.4% for orthopedics to 67.9% for psychiatry. The relative

decrease among patients with a diagnosis likely requiring specialty care ranged

from 0.9% for neurology in patients with multiple sclerosis to 67.1% for psychiatry

in patients with severe mental illness. Among residents who continued visiting a

specialist, 78.9% saw the same provider as before the transition.

Conclusions: The use of specialty care falls significantly after patients transi-

tion to a nursing home. Further research is needed to understand what drives

this drop in use and whether interventions, such as telemedicine can amelio-

rate potential barriers to specialty care.

KEYWORD S

long-term care, nursing home, outpatient, skilled nursing facility, specialist
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INTRODUCTION

The population of Americans requiring institutional
long-term care (LTC) will increase substantially in the
coming decades.1,2 Many have multiple complex chronic
conditions3 that require specialist physician care. How-
ever, LTC residents face many barriers to accessing spe-
cialty care. Given that nursing homes are often
understaffed,4,5 residents without family and other social
support may not be able to schedule visits or have the
necessary support to travel to the specialist. Many nurs-
ing home residents also require special transportation,
which might be difficult to organize, and specialists are
not incentivized to visit residents in nursing homes as
their travel time is not reimbursed.6 Accessing specialists
might be especially difficult for otherwise vulnerable
groups of residents, such as those with developmental
disorders, dementia, or mental health issues.7 Although
there is limited direct research quantifying the benefits of
specialty care among nursing home residents,10,11

decreases in specialty care use could lead to avoidable
hospitalizations,8 emergency room visits, potentially
inappropriate prescribing,9 and poorer health.

The use of specialty care among US nursing home
residents is little studied. Prior research has largely
focused on access to and use of specialty care among
community-dwelling older adults,12–15 demonstrating an
increasing use of specialty care. Existing evidence among
nursing home residents has mostly focused on cross-sec-
tional, rather than longitudinal, studies of specialty
care.16–19 No prior work has examined the transition to a
nursing home or the use of specialists among residents
with a high need for specialty care. More evidence on the
utilization of specialty care could guide efforts to improve
the quality of care, point to areas that could benefit from
interventions or higher uptake of telemedicine, and iden-
tify groups of residents who might be facing the greatest
barriers.

To address this evidence gap, we examined patterns
of utilization of specialty care among LTC residents
before and after entry to a nursing home. We focused on
persons who used specialty care before health events that
likely contributed to the LTC transition as well as sub-
groups of patients diagnosed with diseases likely requir-
ing long-term specialty care, and groups of particularly
vulnerable nursing home residents, such as those with
developmental disabilities or severe mental illness.
Directly measuring the clinical need for specialty care
and thus comparing the observed use of such care with
an “appropriate” level of visits is difficult with routinely
collected health care use data.15,20 Therefore, in this
study, we focused on patients with previous specialty care
use, particularly those with diagnoses likely necessitating

consistent specialty care, as a proxy for patients with
likely ongoing specialty care needs.

METHODS

Data source and study population

Using a 20% random sample of Medicare fee-for-service
claims and the corresponding Minimum Data Set (MDS)
v3.0 files, we identified persons continuously enrolled in
Part A and Part B from 2014–2018 (or death, if earlier).
Based on a previously described algorithm,21,22 we
defined our study population of new LTC residents as
beneficiaries who moved to a nursing home and stayed at
least 180 days without being discharged home (based on
MDS records), and did not spend a significant amount of
time in a nursing home within 12 months before the
move (i.e., no skilled nursing facility stay longer than

Key points

• There is a substantial decline in the use of spe-
cialty care after the transition to a nursing
home, even among those residents with dis-
eases typically requiring regular specialty care.

• Most of the patients who continued visiting a
specialist after the transition to a nursing home
were visiting the same provider that they saw
before the transition.

Why does this paper matter?

The overall clinical quality of care in nursing
homes is often suboptimal, with high rates of
unnecessary hospitalizations and low-value care
like inappropriate medication use. Appropriate
outpatient specialty care could improve the qual-
ity of medical care in nursing homes, but acces-
sing specialty care may be difficult for residents.
Understanding potential gaps in specialty care
can inform interventions to facilitate appropriate
specialty care use, such as implementing tele-
medicine programs. We find that specialty care
in US nursing homes decreases across specialties
once a patient moves to a nursing home, motivat-
ing further research to understand the causes,
consequences, and, to the degree this drop in spe-
cialty care is harmful, ways to mitigate it.
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14 days). In sensitivity analyses, we also tested limits of
30 or 90 days for skilled nursing facility stays (see Supple-
mental Figure S2). To focus on beneficiaries moving to
nursing homes for LTC (rather than end-of-life care) and
to ensure the same length of follow-up period for all per-
sons, we excluded patients who died within 12 months
after the transition or used hospice services for more than
14 days within 6 months before or after the transition.

Our observation period was 36 months (24 months
before and 12 months after the transition). We defined pre-
vious users of specialty care as those with a relevant visit
13–24 months before the transition. This restriction
excludes the year prior to LTC transition to minimize the
probability that the observed specialty care was directly
linked to the health event leading to the transition
(e.g., orthopedic surgery care for a hip fracture). This
restriction addresses the concern that if we selected patients
with specialty care directly before the transition, use would
naturally fall after the transition due to regression to the
mean. In a sensitivity analysis, we tested how our main
results change with different definitions of previous users
(using 6 months before and after the transition to capture
the outcome (see Supplemental Figure S3) and one or two
visits within 7–12 months before, one visit in 7–12 months
and 13–18 months, and one visit in 7–12, 13–18, and
19–24 months before the transition to define previous
users). Finally, we also tested if the main results were robust
when excluding 3 months before and after the transition, as
outpatient care during that period is likely to be affected by
an acute health event that led to the LTC transition.

As an alternate approach to identifying likely spe-
cialty care needs, we also identified patients with prede-
fined psychiatric, neurological, cardiac, and other
comorbidities with diagnoses recorded in claims before
the transition to a nursing home. Recognizing that, while
there is some evidence that specialty care can lead to bet-
ter outcomes in acute care settings,23 there is little
research focused on whether chronic condition care is
improved if specialists are involved.24 Therefore, we
selected a set of comorbidities and diagnoses that likely
require specialty care based on the input of two authors
who are internal medicine specialists (AM, MLB).
Finally, we selected the groups of potentially vulnerable
residents with developmental disorders, severe mental ill-
ness (bipolar disorder, schizophrenia, and other psychotic
disorders), and Alzheimer's disease or other dementia for
sensitivity analysis. Variables and codes used to identify
these patient groups with the selected diagnoses and con-
ditions are provided in Table S1.

The study was approved by the Office of Human
Research Administration at Harvard Medical School. The
requirement for informed consent was waived because
the data were deidentified.

Outcome measures

Our main outcomes were the count and proportion of
beneficiaries receiving at least one specialist visit within
the 12 months before and after the transition to LTC in a
nursing home. We focused on the top 10 specialties
by office volume based on specialty codes in visits 13–
24 months before the transition. Secondary outcomes
included the count of specialist visits per observation
period. As a point of comparison, we also captured gen-
eralists (defined in this study as physicians of general,
internal, family medicine, or geriatrics as well as nurse
practitioners), who are the most common nursing home
clinicians. Specialist physician visits were identified in
Part B carrier and outpatient claim files by Healthcare
Common Procedure Coding System (HCPCS) codes,
provider specialty, place of service, and revenue center
codes (Table S1), so that we capture visits provided in
“outpatient” settings (which can include any setting of
care that is not acute care) and exclude inpatient and
emergency department consultations. We tested in a
sensitivity analysis if adding inpatient consultations
(HCPCS codes 99,221-3 and 99,251-5, delivered in an
inpatient place of service or revenue center) changed
the results meaningfully.

Study variables

We examined the following beneficiary characteristics
from Medicare enrollment files: age at the time of transi-
tion to a nursing home, sex, race/ethnicity, dual eligibil-
ity status (defined as at least 1 month of dual eligibility
for Medicaid in 2014), reason for Medicare enrollment in
2014, state and ZIP code of residence (at the start of
2014), and the number of comorbidities (identified with
Chronic Conditions Data Warehouse (CCW) flags in
2014). We also captured flags for severe mental illness;
epilepsy; Alzheimer's disease and other dementias, and
developmental disorders using indicators from the
CCW25; and Parkinson's disease, multiple sclerosis, rheu-
matoid or psoriatic arthritis, and cancer using at least
one relevant diagnosis in inpatient and outpatient claims
from 2014 until the transition to the nursing home
(Table S1).

Statistical analysis

We used proportions, the median, the interquartile range
(IQR), mean, and the standard deviation (SD) to summa-
rize relevant characteristics of the study population. We
visualized the trajectories of specialty care at the time of
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transition to a nursing home by plotting the monthly pro-
portion of beneficiaries with at least one specialist visit
from 12 months before to 12 months after the transition.
We calculated the change in the proportion of specialty

care users within 12 months before and after the
transition.

To estimate the continuity of care among patients
with specialist visits within 12 months, both before and

TABLE 1 Characteristics of new LTC residents at nursing homes who were previous users of specialty care

N

Overall

Specialty visits in LTC

p-value
No Yes

17,877 6305 (35.3%) 11,572 (64.7%)

Age (mean, SD) 80.4 (11.3) 81.5 (11.0) 79.7 (11.3) <0.001

Sex <0.001

Female 11,900 (66.6%) 4391 (69.6%) 7509 (64.9%)

Male 5977 (33.4%) 1914 (30.4%) 4063 (35.1%)

Race 0.028

White 15,587 (87.2%) 5447 (86.4%) 10,140 (87.6%)

Black 1568 (8.8%) 574 (9.1%) 994 (8.6%)

Other 722 (4.0%) 284 (4.5%) 438 (3.8%)

Dually eligible for Medicaid (%) 6293 (35.2%) 2095 (33.2%) 4198 (36.3%) <0.001

Reason for Medicare enrollment in 2015a <0.001

Old age 15,881 (88.8%) 5713 (90.6%) 10,168 (87.9%)

Disability 1996 (11.2%) 592 (9.4%) 1404 (12.1%)

Comorbidities

Total (median, IQR) 10 (7–12) 9 (7–12) 10 (7–12) <0.001

Alzheimer's/other dementia (%) 11,309 (63.3%) 4559 (72.3%) 6750 (58.3%) <0.001

Heart failure (%) 9757 (54.6%) 3075 (48.8%) 6682 (57.7%) <0.001

Severe mental illness (%) 2831 (15.8%) 996 (15.8%) 1835 (15.9%) 0.916

Liver disease and cirrhosis (%) 2395 (13.4%) 747 (11.9%) 1648 (14.2%) <0.001

Cancer (%) 2116 (11.8%) 553 (8.8%) 1563 (13.5%) <0.001

Epilepsy (%) 1887 (10.6%) 658 (10.4%) 1229 (10.6%) 0.702

Parkinson's disease (%) 1672 (9.3%) 503 (8.0%) 1169 (10.1%) <0.001

Developmental disorders (%) 1201 (6.7%) 429 (6.8%) 788 (6.3%) 0.735

Rheumatoid/psoriatic arthritis (%) 894 (5.0%) 266 (4.2%) 628 (5.4%) <0.001

Multiple sclerosis (%) 307 (1.7%) 64 (1.0%) 243 (2.1%) <0.001

Setting (before transition) <0.001

Metropolitan 6767 (37.8%) 2568 (40.7%) 4199 (36.3%)

Micropolitan 5935 (33.2%) 2032 (32.2%) 3903 (33.7%)

Non-metro, non-rural 4554 (25.5%) 1503 (23.8%) 3051 (26.4%)

Rural 621 (3.5%) 202 (3.2%) 419 (3.6%)

US region (before transition) <0.001

West 1776 (9.9%) 614 (9.7%) 1162 (10.0%)

Midwest 5166 (28.9%) 1690 (26.8%) 3476 (30.0%)

Northeast 4277 (23.9%) 1657 (26.3%) 2620 (22.6%)

South 6658 (37.2%) 2344 (37.2%) 4314 (37.3%)

Note: Patients are considered previous users of specialty care if they had at least one specialist visit 13–24 months before the transition to a nursing home. Visits
in LTC are evaluated in the first 12 months after the transition. We used chi-square test for categorical variables and t-test for continuous variables

comparisons. A – patients with end stage renal disease are included in the disability category.
Abbreviation: IQR, interquartile range; LTC, long-term care; SD, standard deviation.
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after the transition, we calculated the proportion seeing
one of their previous providers at least once at the nurs-
ing home, as recorded in the analyzed specialty visits
using national provider identifier codes. As a sensitivity
analysis and a narrower definition of continuity of care,
we calculated the proportion of patients with 80% or
greater specialty care visits after LTC transition with a
previously seen provider.

RESULTS

We identified 39,288 individuals as new LTC residents at
nursing homes who survived at least 12 months after
their transition to LTC. Among them, we selected those
with a prior specialist visit 13–24 months before the tran-
sition (17,877, 45.5%; Table 1).

Among patients with any previous specialist visit, those
who visited a specialist at least once during the first
12 months of LTC were slightly more likely to be male
(35.1% vs 30.4%), enrolled in Medicare due to disability
(12.1% vs. 9.4%), and less likely to have Alzheimer's disease
or other dementia (58.3% vs. 72.3%) than those without
specialist visits in LTC (Table 1). Patients with most of the
other examined comorbidities were more likely to receive
specialist visits during LTC. Age, race, dual eligibility for
Medicaid, urban or rural setting, and region were distrib-
uted similarly among those with and without visits to LTC.

Patterns of specialty care

The relative drop in the proportion of residents with
specialty visits ranged from 14.4% for orthopedics to
67.9% for psychiatry (Figure 1A,B). Results were simi-
lar when comparing the total number of visits rather
than the proportion of beneficiaries with visits
(Figure S1). Among subgroups of potentially vulnera-
ble residents with developmental disorders, severe
mental illness, and Alzheimer's disease or other
dementia, there were similar changes in the use of spe-
cialty care (Figure 2). The change was similar, with dif-
ferent thresholds of days at a SNF in the year before
the transition to LTC (Figure S2) and different defini-
tions of previous users of specialty care (Figure S3), as
well as when inpatient specialist consultations were
considered in addition to outpatient visits (Figure S4).
The decrease was also similar when 6 months around
the transition were excluded (Figure S5). In contrast,
among previous specialty care users, the proportion
with a generalist visit increased from 87.5% in the
12 months before to 97.8% in the 12 months after the
transition (relative increase of 11.8%).

Among patients with a diagnosis likely requiring
specialty care, there was also a drop in specialist use
after the transition (Table 2). The relative decrease in
the proportion of beneficiaries with relevant specialist
visits ranged from 0.9% (neurology for patients with
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FIGURE 1 Proportion of previous specialty care users with specialist visit before and after transition to nursing home. (A) Relative

change in the number of previous users with a specialist visit from 12 months before to 12 months after the transition to nursing home.

(B) Monthly proportion of previous users with a specialist visit.
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multiple sclerosis) to 67.1% (psychiatry for patients with
severe mental illness).

Continuity of specialty care

Among the residents who visited a specialist within the
year before as well as after the transition, the majority
(78.9% on average across the specialties) were seen at
least once by the same provider as before the transition
(Table S2). The proportion of continued specialty users
visiting the same provider ranged from 62.0% (orthope-
dics), 72.4% (podiatry), and 72.5% (general surgery) to
82.4% (cardiology and neurology), 84.2% (psychiatry),
and 90.0% (hematology and oncology). The results were

similar with a narrower definition of continued care (80%
or greater specialty care visits after LTC transition with a
previously seen provider, Table S2).

DISCUSSION

In a national sample of Medicare beneficiaries, we found
that specialty visits decreased substantially upon transi-
tion to a nursing home. If the levels of specialty care use
prior to their LTC transition captured an appropriate
level of care, these findings could suggest a substantial
lack of access to specialty care in nursing homes. How-
ever, we are unable to assess the appropriateness of visit
frequency or specialist access before or after the LTC

TABLE 2 Proportion of previous specialty care users with health conditions potentially requiring specialty care with such a visit before

and after transition to a nursing home

Specialty-specific diagnosis Relevant specialty N 12 months before 12 months after % change

Heart failure Cardiology 3718 2047 1535 �25.0%

Parkinson's disease Neurology 871 578 434 �24.9%

Epilepsy Neurology 616 331 223 �32.6%

Multiple sclerosis Neurology 178 110 109 �0.9%

Severe mental illness Psychiatry 974 629 207 �67.1%

Cancer Hematology/oncology 421 260 183 �29.6%

Rheumatoid or psoriatic arthritis Rheumatology 318 205 119 �42.0%

Liver disease and cirrhosis Gastroenterology 252 70 46 �34.3%

Note: Severe mental illness includes bipolar disorder, schizophrenia, and other psychotic disorders, Diagnoses codes and Chronic Conditions Data Warehouse
flags for chronic or potentially disabling conditions used to define each diagnosis group are listed in Supplemental Table S1.

Orthopedics

Cardiology

General surgery

Ophthalmology

Urology

Neurology

Hematology/oncology

Dermatology

Podiatry

Psychiatry

−100 −75 −50 −25 0
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With severe mental illness

With Alzheimer's disease or other dementia

FIGURE 2 Relative change in the number of previous users with a specialist visit from 12 months before to 12 months after the

transition to a nursing home in groups of vulnerable residents. Specialties are ranked by the relative change among all previous users of

specialty care (corresponding to the decrease shown in Figure 1A; shown as diamonds here). The relative change in the subgroups of

vulnerable patients among the previous users is shown as colored dots (pink – residents with developmental disorders; dark blue – residents

with severe mental illness; yellow – residents with Alzheimer's disease or other dementia).
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transition with claims data alone. To our knowledge, this
is the first national examination of specialty care use in
the transition to nursing homes in the US. Our results
echo the use of specialty care in other countries. In
France, the proportion of persons with specialty care
decreased moderately across most of the specialties.26 But
this is not true in all counties. In a cohort of new nursing
home residents in Germany, a significant overall decrease
in specialty care use was found only for ophthalmology
(by 20%), while contacts with neurologists and psychia-
trists increased after the transition.27

There was wide variation in the change in use across
specialties. The groups of specialties with similar magni-
tudes of change have some clinical characteristics in com-
mon: Specialties with a smaller decrease (e.g., orthopedics
and cardiology) may reflect care for health conditions that
led to the need for institutional LTC, while specialties with
larger decreases (e.g., podiatry and dermatology) might be
those perceived to provide care for less severe or function-
ally disabling conditions. In contrast to the decrease in
visits by specialists, patients received more visits by gener-
alist providers after the transition, almost certainly due to
the mandated regular primary care provider visits for
Medicare beneficiaries in nursing facilities. Primary care
providers, especially physicians specializing in care for
skilled nursing facility residents,27 might take over some
routine specialty care for some of the patients. Indeed, care
consolidation by a regularly attending nursing home phy-
sician might be preferred by some patients than the
increasingly fragmented care among multiple specialty
providers.13,28,29

Importantly, many services of some of the specialties
with the largest drop in use, such as psychiatry or neurol-
ogy, could be delivered via telemedicine, overcoming the
need for transportation as a barrier to specialty care.
Indeed, tele-psychiatry30 and telehealth services for
patients with Parkinson's disease31,32 have already been
successfully implemented in nursing homes.33 In con-
trast, specialties requiring specialized physical examina-
tions or procedures, such as ophthalmology, are hard to
substitute for without physically transporting residents to
outside offices, via telemedicine, or by a nursing home
primary care provider.

The decrease in specialty care was slightly lower for
patients with specific diagnoses identified as requiring
specialty care. For example, neurologist visits
decreased by 37% overall among previous users, while
the relative decrease was by 33%, 25%, and 1% for
patients with epilepsy, Parkinson's disease, and multi-
ple sclerosis, respectively. The decrease among such
patients is particularly concerning that some may
receive less attention than their comorbidities may
ideally need.

One unexpected finding is that residents receiving
specialty care before as well as after the transition most
often continued seeing the same provider. Such consis-
tent continuity of care with the same specialty provider
might signal that patients value retaining their outpatient
specialty care provider across residential settings. It
might also reflect a selection effect; patients who consis-
tently visit specialty providers regardless of their commu-
nity or nursing home setting are perhaps more likely to
have social and financial resources that might also help
them keep visiting the same physician. Regardless of the
underlying mechanisms, the high prevalence of continu-
ity with prior physicians suggests that for many SNFs,
receiving outside specialty care is an established model
for residents. More evidence is needed to understand the
processes that enable SNFs to have their patients con-
tinue to see their specialists.

These results are consistent with other evidence on
barriers to specialty care among LTC populations, an
issue that has received limited empirical evaluation. In a
national survey of German nursing homes, high and
unmet needs for specialty care were documented, partic-
ularly in ophthalmology and urology.19 Research on the
lack of access to specialty care in the US has focused only
on some areas, such as mental and behavioral health ser-
vices.34 A national study of nursing home administrators
in 2017 identified unmet needs for behavioral health ser-
vices in one-third of nursing homes.7 Half of nursing
homes named a lack of behavioral health education
among staff, and a third noted inadequate coordination
with community providers and a lack of infrastructure
for referrals and transportation of residents as major bar-
riers. Nursing home residents without family caregivers
might also have worse access to care; the lack of caregiv-
ing by a health care proxy was associated with worse
quality of care in several studies.35,36 These reported bar-
riers to care, together with the decrease in specialist visits
observed in our study, imply that access to specialty care
in nursing homes might be suboptimal.

This study has limitations. First, it is important to
emphasize that a decrease in specialty care utilization
could be clinically justified. In some circumstances, a
decrease may reflect a substitution of primary health care
services provided directly at the nursing home or chang-
ing patient preferences. The optimal frequency of spe-
cialty follow up is not known for many diseases and
conditions. Some specialty care, for example, provided as
part of post-surgical care under a global payment or via
informal networks of physicians in the nursing homes,
was not captured with fee-for-service claims data. Simi-
larly, visits provided by nurse practitioners providing spe-
cialty care would be misclassified as generalist visits.
Thus, the decrease could potentially be slightly smaller
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than we observe. However, although specialty care utili-
zation is only a proxy for care need, the consistent and
striking drop could signal barriers to access and is, there-
fore, concerning. Second, this is an observational cohort
study, and as such, cannot establish causality around the
relationship between LTC transition and specialty use as
distinct from other concurrent processes. The frequency
of visits might change over time regardless of the residen-
tial setting, for example, due to regression to the mean
after a period of more intense health care use—a bias
that we could not completely exclude. To decrease this
bias, we restricted our sample to specialty care users
13–24 months rather than immediately before the transi-
tion. We also confirmed the findings in a subset of
patients with diagnoses likely necessitating regular spe-
cialty care. Still, our results should be interpreted as
exploratory, especially as moving to a nursing home
might be in part motivated by health care preferences
and needs changing from single-disease management to
more integrated nursing and clinical care with a higher
presence of the primary care provider. Third, our capacity
to identify the barriers to specialty care utilization is lim-
ited by the information included in the studied claims
and MDS data. For example, we cannot quantify the rela-
tive importance of many factors that drive a decrease in
specialty care use including lack of available transporta-
tion, social or personnel support, the patient's preference
to forego specialty care outside the nursing home, and
other reasons. We also did not adjust for patient, provider
or nursing home factors that might be associated with
the probability of continuous specialty care. In the future,
it will be important to compare the decrease in use
in new residents to that in a reference population of
matched persons (e.g., experiencing a hospitalization
without an eventual transfer to a nursing home for LTC).
Finally, it was beyond the scope of this study to investi-
gate whether the observed decrease in specialty care
results in worse patient outcomes, such as a greater risk
of hospitalization.

In conclusion, this study showed a substantial drop in
specialty care utilization after transitioning to a nursing
home for LTC among persons likely in need of such care,
suggesting the existence of potential barriers to care at
nursing homes, with likely variation across specialties.
Further research should examine the reasons for this
decrease and, considering the recent rise in telemedicine
use during the COVID-19 pandemic, the potential role of
telemedicine to supplement or substitute in-person spe-
cialist visits after the LTC transition.
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SUPPORTING INFORMATION
Additional supporting information can be found online
in the Supporting Information section at the end of this
article.

Table S1. Codes used to identify patients and specialist
visits.
Figure S1. Count of specialist visits among the previous
specialty care users before and after transition to a nurs-
ing home. (A) Relative change in the number of specialist
visits among the previous users from 12 months before to
12 months after the transition to a nursing home.
(B) Monthly specialist visits among the previous users of
specialty care.
Table S2. Continuity of specialty care in residents visit-
ing specialists in the year before and after the transition
to a nursing home.
Figure S2. Relative change in the number of specialist
visits among the previous users after the transition to a
nursing home, with different threshold of allowed days
in SNF within the year before the transition.

Figure S3. Relative change in the number of specialist
visits among the previous users in 6 months before to
6 months after the transition to a nursing home, with dif-
ferent definitions of previous care users.
Figure S4. Relative change in the number of previous
users with a specialist visit in outpatient or inpatient set-
ting from 12 months before to 12 months after the transi-
tion to nursing home.
Figure S5. Relative change in the number of previous
users with a specialist visit before and after the transition to
the nursing home, comparing periods of 12 months and
9 months (excluding 6 months around the transition).
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Objectives 

 Examine the transition to a nursing home and the use 
of specialists among residents with a high need for 
specialty care

 Identify gaps in providing specialists care

Introduction 

 Many individuals residing in long-term 
care institutions have multiple complex 
chronic conditions that require 
specialist physician care

 The use of specialty care among US 
nursing home
residents not well studied

 LTC residents face many barriers to 
accessing specialty care

4

5
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Barriers to 
Specialty 
Care 
Access 

Understaffing in LTCUnderstaffing in LTC

Lack of family/social support Lack of family/social support 

Need for special transportationNeed for special transportation

Vulnerable groups of residents 
(developmenetal disorders, 
dementia, or mental health issues)

Vulnerable groups of residents 
(developmenetal disorders, 
dementia, or mental health issues)

Benefits of Specialty Care in LTC 

Reduce or avoid hospitalizations 
and emergency room visits 

More safe and effective 
prescribing practices 

Improve quality of medical care 

Purpose of the study

No prior studies to examine the 
use of specialists among 

residents with a high need for 
specialty care

Specialty care in US nursing 
homes decreases across 

specialties once a patient 
moves to a nursing home, 

motivating further research to 
understand the causes,

consequences, and, to the 
degree this drop in specialty 

care is harmful, ways to mitigate 
it

7

8
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Focus groups of study

 Previous specialty care use before health events that likely 
contributed to LTC transition 

 Diagnoses and disease likely necessitating consistent and long-
term specialty care

 selected a set of comorbidities and diagnoses that likely 
require specialty care based on the input of two authors who 
are internal medicine specialists 

 identified patients with predefined psychiatric, neurological, 
cardiac, and other comorbidities with diagnoses recorded in 
claims before the transition to a nursing home. 

 Particularly vulnerable nursing home residents

Methods 

Study population

Previous users of 
specialty care with a 

relevant visit 13–24 
months before the 

transition

Moved to a nursing 
home and stayed at 

least 180 days without 
being discharged home

Continuously enrolled in 
medicare from 2014–

2018 (or death, if earlier)

Excluded patients who 
died within 12 months 
after the transition or 

used hospice

•excludes the year prior 
to LTC transition 

10
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Outcome 
measures 

 Primary outcome: count and 
proportion of beneficiaries receiving 
at least one specialist visit within
the 12 months before and after the 
transition to LTC in a nursing home

 Secondary outcomes: count of 
specialist visits per observation 
period. 

 observation period was 36 months 
(24 months before and 12 months 
after the transition) 

Specialist physician visits

 Identified in Part B carrier and outpatient claim files by 
Healthcare Common Procedure Coding System 
(HCPCS) codes, provider specialty, place of service, 
and revenue center codes
 Ensured “outpatient” settings (which can include any 

setting of care that is not acute care) and exclude 
inpatient and emergency department consultations.

Study variables 

Age

Age at the 
time of 
transition to a 
nursing home

Sex

Sex/race/ethni
city, dual 
eligibility status

Reason

Reason for 
Medicare 
enrollment

State and 
ZIP

State and ZIP 
code of 
residence

Number

Number of 
comorbidities

13
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Statistical 
analysis

 the monthly proportion of beneficiaries 
with at least one specialist visit from 12 
months before to 12 months after the 
transition.

 the change in the proportion of 
specialty care users within 12 months 
before and after the transition.

 the proportion seeing one of their 
previous providers at least once at the 
nursing home

 the proportion of patients with 80% or 
greater specialty care visits after LTC 
transition with a previously seen 
provider

Results 

16
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Discussion

19
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Discussion points 

Specialty visits 
decreased 

substantially upon 
transition to a 
nursing home

Speciality use 
variation Limits to study 

Comparison to 
other countries Role of generalist 

Telehealth services 
vs. procedure 

based visits

Specific diagnoses Unexpected 
findings 

Conclusion

Summary 
of study

 There is a substantial decline in the 
use of specialty care after the 
transition to a nursing home, even 
among those residents with diseases 
typically requiring regular specialty 
care.

 Most of the patients who continued 
visiting a specialist after the transition 
to a nursing home were visiting the 
same provider that they saw before 
the transition.

22
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LEGAL PITFALLS
IN POST ACUTE/LONG TERM CARE

Goodell, DeVries, Leech & Dann, LLP

Janet A. Forero, Esquire Craig Brodsky, Esquire

2

Why are Lawsuit filed
Bedsores:  More than 1 in 10 nursing home 

residents have bedsores

Medication Errors:  

Nursing home acquired infections

Unexplained injuries such as broken bones

Weight loss and dehydration

Falls/inadequate safety measures

Abuse – physical or emotional

3
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4

5

According to recent jury verdict
research data, the median award in
nursing home negligence cases in
the U.S. is $329,000. Plaintiffs win
at trial approximately 63% of time
when suing a nursing home,
compared to only 8% in other
malpractice cases.

6

A shocking 66% of nursing home
staff members admitted to abusing
residents in a 2020 study from the
World Health Organization. The
areas of abuse range from sexual
touching to punching or beating a
resident.

4
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7

2023, Maryland:  64-year-old man was recuperating at a post acute care 
facility after suffering a stroke.  He developed severe bedsores and died.  His 
family was awarded $9,000,000.

2023, Pennsylvania:  96-year-old patient with chronic dysphasia choked and 
aspirated leading to brain damage.  Case settled for $240,000.

2023, California:  86-year-old man admitted to post acute care facility after 
fracturing his hip.  During two-week admission developed severe pressure 
wounds.  Jury awarded $30,912,802 which included $25 million in punitive 
damages.

2021, Florida:  A 65-year-old nursing home resident, whose medical history 
included dementia and bilateral leg amputations, fell from her wheelchair. 
She sustained a subarachnoid hemorrhage. Verdict was entered for 
$755,144.

WHAT IS MEDICAL MALPRACTICE?

8

Professional negligence by act or omission of 
a health care provider

FOUR LEGAL ELEMENTS

 Duty of Care 
(reasonableness standard)

 Breach of Duty

 Causation

 Damages
(Economic and Non-economic)

DUTY OF CARE

9

What a reasonably competent [insert specialty] 
would do under the same or similar 

circumstances

 Standard is REASONABLE care, not “best 
practices” and not safest

 Perfection is not required

7

8
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VIOLATION OF DUTY OF CARE

10

 Adverse outcome does not mean breach of 
duty 

 Expert witness testimony is necessary

CAUSATION

11

 Plaintiff must show that breach was the 
cause of the alleged harm

 If breach occurs but there is an alternative 
cause of harm, no recovery for Plaintiff

DAMAGES

12

 Civil case = monetary damages

 Plaintiff must prove the monetary value of 
her injuries

 Non-economic damages (pain, suffering)

 Economic damages (worklife expectancy, 
household services, etc.)

10

11
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•
•
•
•
•
•

•

REDUCING THE RISK OF 
LAWSUITS

14

•

•

•

15
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14
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WHAT CONSTITUTES
GOOD DOCUMENTATION 

16

•
•
•

•
•
•

COMPLETE

17

 Discussions with patient
 Significant statements made by patient 

in quotation marks
 Patient’s behavior if it is abnormal

 Discussions with other health care 
providers
 Notification of physicians
 Clarity is critical

•
•
•
•
•
•

The pen is mightier than the sword!

16
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Q: Doctor, do you recall Mrs. Smith?
A: No

Q:  So it’s true that all you can tell us about 
her today is based on what you wrote in 
the chart, correct?

A:  Yes

Q: Will you read your note from May 1, 
2006 into the records please ma’am?

A:  Certainly.  
At 1350 the patient began to (pause)  

I can’t make it out.
I paged the attending at (pause) I 

can’t make it out.
The doctor (pause) I can’t make it 

out.
And then my initials

You get the picture . . .

•

•
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•

•

•
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•

•

•

•
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Advantages:

•Reduction of  documentation time 
by as much as 45%

•Increasing completeness of  
information

•Access to medical history and 
tracking adverse medication 
reactions.

DISADVANTAGES

• Privacy and Security Issues

• Inaccurate Information:  drop downs and carry forwards

• Enables easy patient access, so frightens patients 
needlessly

• Create potential liability issue.  

• Medical data can get lost, destroyed or misfiled during 
Conversion from paper to electronic

• Medical Providers are expected to know more about 
what came before

•
•
•
•
•

•

•

27
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COMMUNICATION

28

The most frequent risk 
management issue

Patient’s impression of 
overall treatment begins 
with first contact

Each contact will set the 
tone for the patient’s 
perception of his/her 
medical experience

When patients are left in 
the dark, they are more 
likely to sue

29

 Patient	Stressors

◦ Lack of information

◦ Lack of control

◦ Perceived lack of respect

 Patient	De‐Stressors

◦ Give information

◦ Give patients control, decision making power (e.g., would you like to 
reschedule on this day or that?)

◦ Respect their time

REAL PATIENT COMMENTS

30

1.Why aren’t I being treated like other patients…..I feel so alone”.
Having an illness, especially one you do not understand is scary and 
isolating.

2.“Doctors don’t believe me…I know it’s real…There must be 
something wrong….They really don’t know what I’m going 
through….sometimes I feel like I’m going crazy”.

3.“My doctor doesn’t treat me like a person”.   

4.“My doctor doesn’t listen to what I have to say…He doesn’t believe 
me”.

5.“I’m getting much better treatment from a holistic doctor”

6.“She just tells me what to do”. Patients want to participate in the 
decision-making regarding the options for treatment. Those that do 
not need to be encouraged to do so.

28

29
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SHOULD A PROBLEM ARISE . . .

31

Calming

ANGRY
Patients

ANGRY

32

 Allow	patients	to	vent

 Keep	your	cool

Be aware of one’s own emotions 

Don’t counter-attack with anger or self-praise

 Use	the	patient’s	name

 Use	a	quiet	voice	tone
 Remain	calm	and	gracious:		Resist the desire to argue with the 

patient who disagrees with your recommendations:  It’s about the 
patient, not you

ANGRY

33

•Pause	and	be	attentive

•Stay	curious	about	the	patient’s	concern

•Acknowledge	the	concern

•Request	details

•Express	empathy

•Offer	suggested	remedies

•Take	action	and	be	an	advocate

Strategies	to	strengthen	communication	and	the	relationship

31
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What patients want

35

36
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37

What patients do not want

38

Nurse Ratched

More Strategies to strengthen 
communication and the relationship

Try to understand what lies beneath the dissatisfaction:  what 
does the patient want; what does he/she feel is missing; what is 
the patient worried about; what is making him/her so hopeless; 
in what ways are we not meeting his/her needs?

Screen for psychiatric disorders such as depression and anxiety

Consider involving the family

Involve other providers

37

38
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In D.C. and in other places, a health care
provider is permitted (not required) to
apologize for a poor outcome without fear that
the apology will be used against him or her in a
later malpractice suit.

Apologies

BUT, if the provider admits to negligence in the course of providing that 
apology, then the admission may well come into evidence.  

There is a difference between:

Mr. Jones, please accept my most sincere apology for the	difficulty	you	
have	had	since	your	procedure.  We are doing all that we can to 
ensure that you are well cared for, and I truly regret all that you have 
been through.

-and-

Mr. Jones, I am incredibly sorry for injuring	your	ulnar nerve during 
this procedure.  I realize that you have had a very difficult recovery 
from this injury, and I will do all that I can to help you through this 
difficult recovery.

Social	Media:
It should be obvious that health care providers should not 
post information on social media about their patients, but 
it happens more frequently than you might think.

40
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He had a left-toe amputation one month ago. He also had 
a left-knee amputation last year.”

46
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Interdisciplinary intervention and 
infection prevention and control

Panel Discussion Team

• Ronald D. Jeffreys, DO, CMD Medical Director Oak Crest CCRC. 
Erickson Living Community

• Andrea Brauch, RN; Infection Preventionist; Oak Crest, 
Parkville, MD 

• Daryl Hawkins, MSN, RN, CIC; Infection Prevention and Control 
Senior Specialist, Maryland Department of Health

Discussion Objectives

• Identify the roles of leadership and coordinating a risk prevention plan.
• Review best practices of the COVID protocols and current updates from 

CDC
• Define the role of the infection preventionist in promoting antibiotic 

stewardship and monitoring outcomes to reduce antibiotic resistance.
• Identify current challenges with CRE, MDRO, and Candida Auris and 

relationship and coordination of care between CCRC leadership and the 
MDH coordinator

• Review current vaccine plan and understand implementation of challenges 
of a comprehensive plan.

1
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Goals of the panel discussion

An interactive discussion on the role of the Infection 
Preventionist, (IP) in order to formulate a prevention 
infection control plan highlighting the interaction of the 
medical team with the IP, and the interplay with MDH 
nurses recommendations.

COVID RECAP

• Massive outbreaks which, frequent hospitalizations and high total deaths 

• COVID cohorts with residents locked into their rooms and lost socialization 
to family and friends

• Staffing shortages 

• Working as essential risks and healthcare hero’s

• Have we had adequate debriefing and mental health checks for the 
posttraumatic trauma of staff residents and families?

Lessons Learned from the COVID-19 Pandemic in 
Nursing Homes: A Systematic Review

Int J Environ Res Public Health. 2022 Dec; 19(24): 16919.
Published online 2022 Dec 16. doi: 10.3390/ijerph192416919

• A systematic review to identify and describe best practices

• Implement measures aimed at strengthening the resilience of staff

• Review summarizes the most common measures to manage the COVID-19

• Identify common measures aimed at staff, training, and impact on staff 
well-being. 

4
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Redefining Roles

• Prior to COVID IP was often just an “add-on role”

• The COVID pandemic has shown us that a full-time IP is essential to 
successful Infection control.

• IP can start preventing infections instead of being just reactive to outbreaks

• Greater emphasis on daily surveillance 

Never Be Unprepared Again

• Staying on top with medical clearance forms and annual N95 fit testing

• Updated disaster plan knowing that a disaster can strike any time

• You never know what the next organism we find that can create harm to our 
residents….

• Just think cryptosporidium 

Increased communication between departments 
and with the health department

• Reporting uptick in cases in standup and stand-down meetings

• Discuss how activities and dining might be impacted on new development

• Keeping all departments in the loop about infection activity

• Utilize TAT nurse for best practices in outbreak situations

7
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Tasks of Infection Preventionist

• Daily surveillance practices

• Active participant of the facility’s antibiotic stewardship program

• Overseeing vaccination program

Daily Surveillance 

• Looking for trends through data analysis

• Not every infection is COVID. 

• Share findings with medical providers and clinical managers

• When we don’t know a potential problem exists we can’t do anything about 
that problem!

Outbreak Definitions

• ILI 3 or more clinically defined cases in facility within 7 day period

• Influenza: 2 patients having onsets of ILI or PNA within 3 days of each other and at 
least one of them has influenza confirmed by test

• PNA: 2 or more cases of PNA in a unit within a 7 day period

• GI outbreak: 3+ cases among residents from a single unit within a 7 day period

• Scabies: two or more concurrent cases of scabies within a facility, or two or more 
consecutive cases of scabies within 6 weeks of each other 

10
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Ready, Set, Go
• Ready, set, go process, guides us through  the course of a potential 

outbreak

• Ready: geared towards preventions of transmissible illness

• Set: geared towards preparation for a potential transmissible illness 
outbreak 

• Go: geared towards the actual response to an outbreak

• Surge: geared towards assessing for potential gaps and opportunities if 
outbreak can’t be controlled

• Reset: go back to pre-outbreak protocols

Antibiotic and Diagnostic Stewardship

• Antibiotics are the most common type of medication prescribed 

• The majority of antibiotic prescriptions are unnecessary. 

• Most antibiotics in nursing homes are for suspected urinary tract infections

• Does resident require an antibiotic?

• Does a resident require a UA C&S ?

13
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Antibiotic Stewardship =
antimicrobial/ diagnostic stewardship

• In the past we thought about antibiotic stewardship as 
appropriate prescription of antibiotics.

• We now focus on diagnostic stewardship and appropriate 
diagnostic tests in regards to possible infections.

What is Antimicrobial Stewardship

Antibiotic stewardship is the effort to measure and improve how 
antibiotics are prescribed by clinicians and used by patients. 

Improving antibiotic prescribing and use is critical to effectively treat 
infections, protect patients from harms caused by unnecessary 
antibiotic use, and combat antibiotic resistance. 

https://www.cdc.gov/antibiotic-use/core-elements/index.html

What is Diagnostic Stewardship

Diagnostic stewardship means improving diagnostics and diagnosis as part of 
patient care. 

Good laboratory diagnostic stewardship means ordering the right tests, for 
the right patient, at the right time, to provide the right treatment.

https://blogs.cdc.gov/safehealthcare/advancing-laboratory-diagnostic-
stewardship-for-healthcare-associated-infections-hais-antibiotic-resistance-
and-sepsis/

16
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How do we practice Antibiotic Stewardship

• Educating front line nurses and medical providers about 
antibiotic stewardship

• Identify minimum criteria of potential infections

• Create talking points for staff to use for patient/ family education

How do we practice Antibiotic Stewardship

• Completing infection assessment prior to contacting medical 
provider

• Audit every new antibiotic start, as well as ordered culture 

• IP reviews findings with clinical managers

• Clinical manager will follow up with provider

• IP will be updated next day about discussions

How do we practice Antibiotic Stewardship

• IP will provide feedback on antibiotic prescribing practices

• IP will provide cases studies for potential unnecessary antibiotics

• Utilize appropriate precautions such as enhanced barrier 
precautions

19
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MDROs: Carbapenem resistant 
organisms, Candida auris 

What are MDROs?

• Resistant to one key drug (e.g., MRSA, VRE). OR 
• Resistant to one or more drugs from several drug classes (e.g., ESBL)
• Positive for an FDA approved test that identifies the MDRO (e.g., MRSA, 

carbapenamese, ESBL)

Practical Perspective: 

• Organisms which are “R” (resistant) “I” (intermediate) to drug(s) of choice. 
• Organisms for which there are few or no therapeutic options.

22
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MDROs

C. auris

CRE
CRPA

CRAB

MRSA VRE

ESBLs C. diff

25

MDROs

C. auris

CRE
CRPA

CRAB

MRSA VRE

ESBLs C. diff

26

C. auris= Candida auris 

CRO = Carbapenem-Resistant Organism
CRE = Carbapenem-Resistant Enterobacterales 
(like E. coli, Klebsiella sp.)
CRAB = Carbapenem-Resistant Acinetobacter 
baumannii
CRPA= Carbapenem-Resistant Pseudomonas 
aeruginosa

CP-CRO= Carbapenemase-Producing Carbapenem-
Resistant Organism

Alphabet Soup

25
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Carbapenem-Resistant Organisms

• Carbapenem-resistant Enterobacterales (CRE)

• E. coli, Klebsiella species, Enterobacter species, Citrobacter species, 
Proteus species,  Serratia marcescens, etc.

• Carbapenem-resistant Acinetobacter baumannii (CRAB)

• Carbapenem-resistant Pseudomonas aeruginosa (CRPA)

“CROs”

Class of antibiotics, e.g., 
ertapenem, imipenem, 

meropenem

Order or species 
of gram-negative 

bacteria

Carbapenem resistant organisms 

29

• Highly resistant to antibiotics
• Including penicillins, cephalosporins, and carbapenems

• For some, mortality rate for invasive infections as 
high as 50%

• Causes a variety of infections including 
bloodstream, respiratory, and wound infections

• Spread through contact with infected or colonized 
people and the environment

Carbapenemase-Producing Carbapenem 
resistant Organisms (CP-CROs)

30

▪ Carbapenemases are enzymes that destroy antibiotics 
called carbapenems and beta-lactam antibiotics 
(penicillins, cephalosporins)
• Examples: KPC, NDM, VIM, IMP, OXA-48 (there are lots and lots 

of OXA’s!)

▪ Bacteria that can make enzymes that break down 
carbapenems are called CP-CRO (or CPO)
• Examples: CP-CRE, CP-CRAB, CP-CRPA
• Are often resistant to many/most antibiotics 
• Can share how to make these enzymes with other bacteria-

even other species

28
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Carbapenemase and Plasmids

Many carbapenemase genes are on mobile genetic elements (plasmids) that can be 
transmitted from one bacterium to another.

This helps spread antibiotic resistance from one bacteria to another. 

E. coli (with KPC Carbapenemase) E. cloacae now with KPC Carbapenemase

The Big 5 Carbapenemases
1. Klebsiella pneumoniae Carbapenemase 

(KPC) – common in Maryland

2. New Delhi Metallo-β-lactamase (NDM) 

3. Oxacillin-hydrolyzing carbapenemase 
(OXA-type)

4. Verona Integron-Mediated Metallo-β-
lactamase (VIM)

5. Imipenemase Metallo-β-lactamase (IMP)

VIM

Carbapenemases detected in CRE Nationally 2017-2022 

CDC AR Patient Safety Portal 

31
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Carbapenemases detected in CRE 2022 by Region

CDC AR Patient Safety Portal 

Candida auris: “a super fungus”

35

• C. auris is a drug-resistant yeast 
• Some cases have been resistant to all known antifungals

• Colonizes patients’ skin and can cause 
clinical infection

• CDC estimates 30-60% of invasive 
clinical infections result in death

• Risk factors: wounds, invasive devices, 
ventilator-dependent, diabetes

Why are we concerned about 
Candida auris?

34

35

36



10/30/2023

13

• Colonization means that a person is 
carrying an MDRO but does not have 
symptoms of an infection.

• Colonized people can play a large role in 
the spread of MDROs to other people in 
healthcare settings

• Some colonized people will develop 
infections                                                                                                                   

Infection

Asymptomatic 
colonization 

MDROs: Infection vs. Colonization

MDROs Have Significant Impact in Nursing 
Homes

• Many nursing home residents are unknowingly colonized with an 
MDRO, especially residents with risk factors like indwelling medical 
devices or wounds

• Residents who have an MDRO can develop serious infections, remain 
colonized for long time periods, and spread MDROs to others

• Healthcare personnel can spread MDROs through contaminated hands 
and clothing

The Large Burden of MDROs in Nursing Homes

Actual MDRODocumented
MDRO

Facility Type

58%17%Nursing Homes
(n = 14)

76%20%Ventilator-Capable Nursing 
Homes
(n = 4)

McKinnell JA et al, Clin Infect Dis. 2019; 69(9):1566-1573
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The Large Burden of MDROs in Nursing Homes
Actual MDRODocumented

MDRO
Facility Type

58%17%Nursing Homes
(n = 14)

76%20%Ventilator-Capable Nursing 
Homes
(n = 4)

McKinnell JA et al, Clin Infect Dis. 2019; 69(9):1566-1573

41

Colonization Duration
▪ Example: Candida auris

Pacilli et al, SHEA 2019

Reporting to Health Department 
Timeframe to report Laboratory Definition and 

Isolate submission 
Healthcare 
Provider/Institutions

Organism/Condition

Immediately YesYesCandida auris 

Within One Working DayAny Acinetobacter 
baumannii resistant to 
dori-, imi- or meropenem 
by most recent CLSI 
breakpoints/ Yes 

YesCarbapenem-resistant 
Acinetobacter baumannii 
(CRAB)

Within One Working DayAny Enterobacterales 
species resistant to 1 or 
more carbapenems by 
most recent CLSI 
breakpoints/ YES

Yes*Carbapenem-resistant 
Enterobacterales (CRE)

MDH List of Reportable Conditions
MDH What to Report 

40
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CDC/MDH MDRO Containment Response

CDC MDRO Containment Guidance

• Cryptosporidium is a microscopic parasite that causes the diarrheal disease 
cryptosporidiosis. 

• The parasite is protected by an outer shell that allows it to survive outside 
the body and makes it very tolerant to chlorine disinfection.

• While this parasite can be spread in several different ways, water (drinking 
water and recreational water) is the most common way to spread

• Cryptosporidium is a leading cause of waterborne disease among humans in 
the United States.

Cryptosporidium

43

44

45



10/30/2023

16

How can we prepare for the future ?

• Ready set go program

• Offer flu, pneumonia and COVID vaccines to residents

• Adequate PPE PAR levels

• Educate staff on proper PPE use and hand hygiene

• Have a plan in place that can be readily executed when needed

Final remarks

Question and answer session
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LONG TERM CARE MEETS 
EMERGENCY CARE

 Cecilia Y. Cai, MD, CMD
Medical Director, FutureCare NorthPoint/Pineview

 Phillip D. Magidson, MD, MPH
Associate Clinical Director, Johns Hopkins Bayview 
Department of Emergency Medicine

Describe the importance of transitions of care between post-
acute care facilities and the emergency department

 Identify challenges in transitions from post-acute care 
perspective and emergency room perspective. 

Discuss examples of strategies to improve transitions from 
post-acute care facility to emergency room. 

Transitions in care are a vulnerable time for patients.

Over 2.2 million emergency room (ER) visits annually are from 
nursing home (NH) residents. 
 1.6 ER visit for every NH resident in the US per year. ¹

Poor communication between NH and ER. 
 86% of ER transfers from nursing home or senior residence lacked clinically 

important information.²

Poor communication leads to higher costs, increased healthcare 
utilization, unnecessary duplication of services, inappropriate 
treatments. ³

1. Wang HE et al.. Emergency department visits by nursing home residents in the United States. J Am Geriatr Soc. 2011 Oct;59(10):1864-72.
2. Cwinn MA et al. Prevalence of information gaps for seniors transferred from nursing homes to the emergency department. CJEM. 2009 Sep;11(5):462-71.
3. Hustey, F.M.. Care transitions between nursing homes and emergency departments: A failure to communicate. Annals of Long-Term Care. 2010. 18.17-19. 

1
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 System Factors

 Provider Factors

 Patient Factors

Bambach K and Southerland LT. Applying geriatric principles to transition of care in the emergency department. Emerg Med Clin North Am. 2021;39(2):429-442. 

Staffing shortage

Staff handoffs

Multiple documents to print or make copies  

1. Geng F, Stevenson DG, Grabowski DC. Daily nursing home staffing levels highly variable, often below CMS expectations. Health Aff. 2019;38:1095-1100.
2. Terrell KM, Miller DK. Challenges in transitional care between nursing homes and emergency departments. J Am Med Dir Assoc. 2006 Oct;7(8):499-505. 

4
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Limited time in facilities for in-person 
evaluations

On-call providers cover multiple NHs and may 
not know all the patients 

Terrell KM, Miller DK. Challenges in transitional care between nursing homes and emergency departments. J Am Med Dir Assoc. 2006 Oct;7(8):499-505. 

Communication challenges 

Patient/ family expectations 

EHR Communication (or lack there of)

Multiple providers/handoffs

Metric Expectations

Sinha M, et al. Need for standardized sign-out in the emergency department: a survey of emergency medicine residency and pediatric emergency medcie fellowship program directors. 
Acad Emerg Med. 2007;14(2):192-6.
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Patient load/requirements 

Biases (i.e. ageism)

Lack of training in transitions

Westbrook J, et al. The impact of interruption on clinical task completion. Qual Saf Health Care. 2010;19(4):284-9. 
Shiao-Bin Eng M, et al. Perceived vs. actual distractions in the emergency department. The American Journal of Emergency Medicine. 2019;37(10):1896-1903. 
Chary A, et al. Strategies to combat ageism in emergency medicine. The Journal of Geriatric Emergency Medicine. 2022;3(2):article 2. 

Complex patients

Communication challenges

Social support/barriers

Lowenstein SR, et al. Care of the elderly in the emergency department. Ann Emerg Med.1986;15(5):528-535.
Wilber ST, et al. Does functional decline prompt emergency department visits and admissions in older patients? Acad Emerg Med. 2006;13(6):680-2.
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Standardized NH-ER transfer form.1,2

Verbal communication across care settings.1,2

Partnership building and collaborative problem 
solving.2

1. Terrell KM, Hustey FM, Huang U, et al; Society for Academic Emergency Medicine (SAEM) Geriatric Task Force. Quality indicators for geriatric emergency care. Acad Emerg
Med 2009;16(5):441-449. 

2. Terrell KM, Miller DK. Strategies to improve care transitions between nursing homes and emergency departments. J Am Med Dir Assoc. 2011 Oct;12(8):602-605. 

Johns Hopkins Medicine Skilled Nursing 
Facility Collaborative
Regular communication between collaborative 
and SNF representatives 

Conway, S. J. , Parekh, A. K. , Hughes, A. H. , Sylvester, C. , Himmelrich, S. , Hebert, L. C. , Doyle, D. , Bellantoni, M. & Berkowitz, S. A. (2019). Postacute Care Transitions. Journal of Hospital 
Medicine, 14 (3), 174-177.

Dr. Kyle R. Burton
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Dr. Kyle R. Burton

Goal of Project: To optimize the 
emergency medicine provider 
experience in care transitions of 
geriatric patients from post-acute 
care/nursing home facilities to the 
emergency department. 

Pre-implementation information

16
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Post-implementation results

19
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 Transitions of care are challenging
We can improve
 Future steps:
 Post-acute and NH staff feedback
 Expand to other sites
 Patient or health system focused outcomes
Diagnostic tests, LOS, admission rates, 
satisfaction, etc

What challenges have you experienced in 
transition of care between NH and ER? 
What other strategies do you recommend to 
improve transitions between NH and ER?

Dr.Cecilia Cai- caic@futurecare.com
Dr. Phillip D. Magidson- pmagidson@jhmi.edu
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1. Geng F, Stevenson DG, Grabowski DC. Daily nursing home staffing levels highly variable, often below 
CMS expectations. Health Aff. 2019;38:1095-1100.

2. Terrell KM, Miller DK. Challenges in transitional care between nursing homes and emergency 
departments. J Am Med Dir Assoc. 2006 Oct;7(8):499-505. 

3. Wang HE et al.. Emergency department visits by nursing home residents in the United States. J Am 
Geriatr Soc. 2011 Oct;59(10):1864-72.

4. Cwinn MA et al. Prevalence of information gaps for seniors transferred from nursing homes to the 
emergency department. CJEM. 2009 Sep;11(5):462-71.

5. Hustey, F.M.. Care transitions between nursing homes and emergency departments: A failure to 
communicate. Annals of Long-Term Care. 2010. 18.17-19. 

6. Lowenstein SR, et al. Care of the elderly in the emergency department. Ann Emerg Med. 
1986;15(5):528-35. 

7. Wilber ST, et al. Does functional decline prompt emergency department visits and admission in older 
patients? Acad Emerg Med. 2006;13(6):680-2.

8. Terrell KM, Hustey FM, Huang U, et al; Society for Academic Emergency Medicine (SAEM) Geriatric 
Task Force. Quality indicators for geriatric emergency care. Acad Emerg Med 2009;16(5):441-449. 

9. Terrell KM, Miller DK. Strategies to improve care transitions between nursing homes and emergency 
departments. J Am Med Dir Assoc. 2011 Oct;12(8):602-605. 
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Maryland’s Health Care Decisions Act (HCDA) 

 Effective October 1, 1993. Applies in all health care 
settings and in the community throughout Maryland. 

 
Advance Directives 
A written or electronic document or oral directive that: 
1. Appoints a health care agent, and/or 
2. States the patient’s wishes about medical treatments 

when the patient no longer has capacity to make 
decisions (living will). 

 
Only a patient – not an authorized decision maker – can 
make or revoke an advance directive. 

 

Presumption of Capacity 

 A patient is presumed to have capacity to make his or 
her own treatment decisions unless the attending 
physician and a second physician or nurse practitioner 
have certified that the individual lacks capacity or a 
court has appointed a guardian of the person. 

 
Physicians’ and NP’s Certifications of Incapacity 

 The attending physician and a second physician or 
nurse practitioner certify in writing that a patient lacks 
the capacity to make a treatment decision. 

 One of the physicians or the nurse practitioner must 
examine the patient within two hours of making the 
certification. 

 If patient is unconscious or unable to communicate  by 
any means, only the attending physician’s certification 
is needed. 

 
Who is the decision maker if a patient lacks capacity? 
Authorized Decision Makers: 
1. Designated health care agent(s) 
2. Surrogate: 

a. guardian of the person 
b. spouse or domestic partner (two individuals in a 

relationship of mutual interdependence in which 
each contributes to the maintenance and support 
of the other, gender is irrelevant) 

c. adult child 
d. parent 
e. adult brother or sister 
f. friend or other relative: Must have a written 

affidavit in the medical record. 
 
Facts About Surrogates 

 All surrogates in a category have the same authority. 

 A physician may not withhold or withdraw a life- 
sustaining procedure if there is disagreement among 
persons in the same class. 

Facts About Surrogates 

 All surrogates of equal authority must agree on a 
decision regarding life-sustaining interventions. 

 If surrogates do not agree, refer the issue to the 
Patient Care Advisory Committee (PCAC). There is 
immunity for following the PCAC’s recommendations. 

 

Withdrawing Life-Sustaining Treatments: If no health 
care agent is appointed, then a life-sustaining treatment 
may only be withheld or withdrawn when: 
1. Certification of incapacity by attending physician and 

second physician or nurse practitioner, and 
certification of a terminal or end-stage condition by the 
attending physician and a second physician or a nurse 
practitioner or certification of a persistent vegetative 
state by the attending physician and a neurologist, 
neurosurgeon, or other physician who is an expert in 
cognitive functioning. 
- or - 

2. Determination of medical ineffectiveness by two 
physicians. 

 
Qualifying Conditions 
1. Terminal condition: incurable. Despite life-sustaining 

procedures, death is imminent as determined by a 
physician. 

2. End-stage condition: An advanced, progressive, and 
irreversible condition caused by injury, disease, or 
illness. Severe and permanent deterioration indicated 
by incompetency and complete physical dependency. 
Treatment of the irreversible condition would be 
medically ineffective. 

3. Persistent vegetative state: No awareness of self or 
surroundings. Only reflex activity and low level 
conditioned responses. Wait medically appropriate 
time for diagnosis. 

 
Medical Ineffectiveness 

 A medically ineffective treatment is a medical 
procedure that will not prevent or reduce the 
deterioration of the patient’s health or prevent 
impending death. 

 The patient or authorized decision maker must be 
informed of the decision. 

 The physician must make a reasonable effort to 
transfer the patient to another physician if the patient 
or authorized decision maker requests it. 

 Pending transfer, the physician must provide the 
requested treatment if the failure to do so would likely 
result in the patient’s death. 

 In an Emergency Room, if only one physician is 
available, a second physician’s certification is not 
required. 
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Understanding the Health Care Decisions 
Act and the Maryland Medical Orders for 
Life-Sustaining Treatment (MOLST) Form

Maryland MOLST Training Task Force
October 2023

What is the Health Care Decisions Act?

2

Health Care Decisions Act 
Health-Gen. §§ 5-601 – 5-618

 Applies in all health care settings and in the community 
throughout Maryland

 It became effective on October 1, 1993
 A health care provider is not subject to criminal prosecution or 

civil liability or deemed to have engaged in unprofessional 
conduct by withholding or withdrawing health care in 
accordance with the HCDA. Health-Gen. § 5-609

3

1

2

3



10/17/2023

2

Who is the Decision Maker?

4

Presumption of Capacity

 A patient is presumed to have capacity until the attending 
physician and a second physician or nurse practitioner certify 
that the individual lacks the capacity to make a health care 
decision or a court has appointed a guardian of the person to 
make health care decisions

5

Certification of Incapacity 
Health-Gen. § 5-606(a)

 If the individual lacks capacity, the attending physician and a 
second physician or nurse practitioner must certify in writing 
that a patient lacks the capacity to make health care decisions
 One of these healthcare professionals must have examined the patient 

within two hours before making the certification
 Only the attending physician’s certification is needed if the 

patient is unconscious or unable to communicate by any 
means

 Simply using supported decision making to communicate does 
not mean a patient is unable to communicate by any means

6
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Who Makes Decisions if the Patient Lacks Capacity
Health-Gen. § 5-605 and § 6-101

If there is no health care agent, Maryland law
specifies the type and order of the surrogate
decision maker(s) as follows:
1. Guardian of the person
2. Spouse or domestic partner
3. Adult child
4. Parent
5. Adult brother or sister
6. Friend or other relative

7

Who may not be a surrogate decision maker?
Health-General § 5-605(a)(4)

 A spouse if the spouse or the patient has filed for divorce
 A spouse if the spouse and the patient have entered into a 

separation agreement for divorce
 An individual who is the subject of a protective order 

regarding the patient

8

Authority of Surrogates

 All surrogates in a category have the same authority
 All surrogates of equal authority must agree on a decision 

regarding life-sustaining interventions
 A physician may not withhold or withdraw life-sustaining 

procedures if there is disagreement among persons in the 
same class

9
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Resolving Disputes Among Equally Ranked Surrogates

 Hospitals and nursing homes are required to have a patient 
care advisory committee
Health-Gen. §§ 19-370 – 19-374

 Refer the issue to the patient care advisory committee
 Attending physician has immunity for following the 

recommendations of the patient care advisory committee

10

Documenting the Process

 The process that has been used in determining the correct 
surrogate decision maker should be documented in the 
medical record

 When the patient is transferred to another care setting, 
contact information for the surrogate decision maker should 
be sent to the receiving facility or program

11

What are Qualifying Conditions?

12

10
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Withdrawing Life-Sustaining Treatments 
Health-Gen. § 5-606(b) and § 5-611(b)

 When using a surrogate decision maker, life-sustaining 
treatments may only be withdrawn when:

1. Certification of incapacity by attending physician and second 
physician or nurse practitioner

2. Certification of condition by attending physician and second 
physician or nurse practitioner:
 Terminal condition
 End-stage condition
 Persistent vegetative state (certification by two physicians, one of whom is a 

specialist)
 Or when the attending physician and a second physician 

certify a treatment as medically ineffective for this patient. 

13

Terminal Condition 
Health-Gen. § 5-601(x)

 A terminal condition is incurable
 There is no recovery despite life-sustaining procedures
 Death is imminent, as defined by a physician

14

End-stage Condition
Health-Gen. § 5-601(l)

 An advanced, progressive and irreversible condition
 Severe and permanent deterioration indicated by 

incompetency and complete physical dependency
 Treatment of the irreversible condition would be medically 

ineffective

15
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Persistent Vegetative State
Health-Gen. § 5-601(s) and § 5-606(b)(2)

 The individual has no awareness of self or surroundings
 Only reflex activity and low level conditioned responses
 Wait “medically appropriate period of time” for diagnosis
 One of two physicians who certify a persistent vegetative state 

must be a neurologist, neurosurgeon, or other physician who 
is an expert in cognitive functioning

16

What are Advance Directives?

17

Advance Directive 
Health-Gen. § 5-602

 An advance directive is a written or electronic document or 
oral directive that:

1. Appoints a health care agent to make health care decisions -
and/or –

2. States the patient’s wishes about medical treatments when the 
patient no longer has capacity to make decisions (living will)

18
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Living Will

 A living will contains a patient’s wishes about future health 
care treatments.

 It is written “if, then”:
 “If I lose capacity and I’m in (specified conditions),
 Then use or do not use a specific medical intervention

19

Authority of a Health Care Agent
Health-Gen. § 5-602(e)

 The advance directive determines when the health care agent 
has authority
 “When I can no longer decide for myself”:  The individual may decide 

whether one or two physicians must determine incapacity
 “Right away”:  When the document is signed, the agent has authority

20

Basis of Agent’s Decisions
Heath-Gen. § 5-605(c) and § 5-602(h)

 The health care agent is to make decisions based on the 
“wishes of the patient” 

 If the patient’s wishes are “unknown or unclear,” then 
decisions are to be based on the “patient’s best interest”

21

19

20

21



10/17/2023

8

Can an ADM make or revoke an advance directive?

 An authorized decision maker cannot make or revoke a 
patient’s advance directive

22

What is Medical Ineffectiveness?

23

Medical Ineffectiveness
Health-Gen. § 5-601(q) and § 5-611(b)

 A medically ineffective treatment is a medical procedure that 
will not prevent or reduce the deterioration of the patient’s 
health or prevent impending death

 Physicians need not offer medically ineffective treatments

24

22

23
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Advising Patients of Medical Ineffectiveness
Health-Gen. § 5-611(b) and § 5-613(a)

 If two physicians determine an intervention is medically 
ineffective, the patient or ADM must be informed of the 
decision

 The physician must make a reasonable effort to transfer the 
patient to another physician if the patient or ADM requests it

 Pending transfer, the physician must provide the requested 
treatment if failure to do so would likely result in the patient's 
death

25

Medical Ineffectiveness in the Emergency Room
Health-Gen. § 5-611(b)(2)(ii)

 In an Emergency Room, if only 
one physician is available, a 
second physician certification 
of medical ineffectiveness is 
not required

26

What is Maryland MOLST?

27

25

26

27
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What is Maryland MOLST?
Health-Gen. § 5-608.1 and COMAR 10.01.21

 It is a standardized medical order form covering options for 
CPR and other life-sustaining treatments

 It is portable and enduring
 It is valid in all health care settings and in the community
 It helps to increase the likelihood that a patient’s wishes 

regarding life-sustaining treatments are honored

28

How does MOLST fit into Maryland’s existing processes?

 Maryland MOLST replaces the MIEMSS EMS DNR order form 
and the Life-Sustaining Treatment Options (LSTO) form that 
was previously used primarily in nursing homes

29

How is a MOLST form different from an Advance Directive?

 A MOLST form contains medical orders regarding a patient’s 
current medical condition

 An advance directive’s living will instructions typically contain 
a person’s care preferences about future hypothetical medical 
conditions

 A health care agent is appointed through an advance directive, 
not through a MOLST form

 An advance directive is signed by the patient while the MOLST 
form is signed by the practitioner

30

28

29

30
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How do you reconcile an advance directive with MOLST?

 The MOLST statute, Health-Gen § 5-608.1(c)(3)(ii), requires 
that the MOLST form be consistent with any known advance 
directive if the patient is incapable of making an informed 
decision

31

What is the certification for the basis of these orders?

 The practitioner is certifying that the order is entered as a 
result of a discussion with, and the informed consent of, the:
 Patient, or
 Patient’s health care agent as named in the patient’s advance 

directive, or
 Patient’s guardian of the person, or
 Patient’s surrogate, or
 Minor’s legal guardian or another legally authorized adult

32

What is the certification for the basis of these orders?

 “I hereby certify that these orders are based on”:
 Instructions in the patient’s advance directive
 Other legal authority in accordance with the Health Care Decisions Act

33

31

32

33
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What if the patient declines or is unable to make a selection?

 An individual or ADM has the right to decline to discuss life-
sustaining treatments and the right to not make a decision

 “Mark this line if the patient or ADM declines to discuss or is 
unable to make a decision about these treatments.  If the 
patient or ADM has not limited care, except as otherwise 
provided by law, CPR will be attempted and other treatments 
will be given.”

34

What orders do EMS clinicians follow?

 Follow Maryland Medical Protocols 
for Emergency Medical Services

 Follow orders in Section 1
 Do not follow orders in Section 2 

through Section 9
 Do not follow an advance directive’s 

living will instructions

35

Section 1:  CPR Status

 Attempt CPR:  If cardiac or pulmonary arrest occurs, CPR will 
be attempted

 No CPR, Option A-1, Intubate:  Comprehensive efforts to 
prevent arrest, including intubation

 No CPR, Option A-2, Do Not Intubate:  Comprehensive efforts 
to prevent arrest; do not intubate, but use CPAP or BiPAP

 No CPR, Option B:  Palliative and supportive care

36

34

35
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Section 2:  Artificial Ventilation

 Accept artificial ventilation indefinitely, including intubation, 
CPAP, and BiPAP

 Time limited trial of intubation
 Time limited trial of CPAP and BiPAP, but no intubation
 No artificial ventilation:  No intubation, CPAP, or BiPAP

37

Section 3:  Blood Transfusion

 Accept transfusion of blood products, including whole blood, 
packed red blood cells, plasma, or platelets

 No blood transfusions

38

Section 4:  Hospital Transfers

 Accept hospital transfer
 Hospital transfer only for limited situations, including severe 

pain or severe symptoms that cannot be controlled otherwise
 No hospital transfer, but treat with options available outside 

of the hospital

39

37

38
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Section 5:  Medical Workup

 Accept any medical tests
 Limited medical tests are acceptable when necessary for 

symptomatic treatment or comfort
 No medical testing for diagnosis or treatment

40

Section 6:  Antibiotics

 Accept antibiotics
 Oral antibiotics only (not IV or IM)
 Oral antibiotics for relief of symptoms only
 No antibiotics

41

Section 7:  Artificially Administered Fluids and Nutrition

 Accept artificial fluids and nutrition, even indefinitely
 Accept time-limited trial of artificial fluids and nutrition
 Accept a time-limited trial of artificial hydration only
 No artificial fluids or nutrition

42

40

41
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Section 8:  Dialysis

 Accept dialysis, including hemodialysis and peritoneal dialysis
 Accept time-limited trial of dialysis
 No dialysis

43

Section 9:  Other Orders

 This section may be used to indicate preferences for other life-
sustaining treatments, such as chemotherapy and radiation

 It should not be used for ambiguous phrases such as “comfort 
care”

44

Does a choice have to be made in each section?

 Section 1, CPR status, must be completed for everyone
 Sections 2 - 9 are only completed if the patient or authorized 

decision maker makes a selection regarding that specific life-
sustaining treatment and/or if specific treatments are 
determined to be medically ineffective

45

43

44
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Who may sign Maryland MOLST? 
Health-Gen. 5-608.1(b)(2) 

 Any physician that has applied for and received an active 
Maryland physician’s license may sign MOLST

 Medical residents and interns may sign MOLST while 
performing assigned duties Health Occ. § 14-302(a)(1)

 Nurse practitioners who are licensed in Maryland may sign 
MOLST

 Physician assistants with an active Maryland’s license may sign 
MOLST

46

Who completes the Maryland MOLST order form?

 The physician, nurse practitioner, or physician assistant who 
signs the Maryland MOLST order form is responsible for the 
orders

 Before signing this or any order sheet, the practitioner must 
validate the accuracy of the orders

 Health care practitioners shall not pre-sign any blank order 
forms

47

What is a practitioner’s responsibility regarding MOLST?

 To ensure that the orders are internally consistent
 For instance, choosing full resuscitation is inconsistent with refusing hospital 

transfer from an assisted living facility

48

46

47

48



10/17/2023

17

May nurses accept verbal orders to complete a MOLST form?

 A nurse may accept verbal orders for CPR and LST, but must 
document these orders on a standard order form rather than 
on the MOLST form

 The MOLST order form is not valid until it is signed by a 
physician, nurse practitioner, or physician assistant
 EMS clinicians cannot follow unsigned or verbal MOLST orders

49

May blank sections of Maryland MOLST be struck through?

 As with other preprinted orders, sections that are not relevant 
to the patient’s current medical condition can be left blank or 
a line may be drawn through a section that is intentionally left 
blank

50

When shall Maryland MOLST orders be reviewed?

1. Annually
2. Patient is transferred between health care facilities, the 

receiving facility reviews it
3. Patient is discharged
4. Patient has a substantial change in health status
5. Patient loses capacity to make health care decisions
6. Patient changes his or her wishes

51

49
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What if a patient changes his or her mind?

 Patients who have the capacity to 
make health care decisions may 
change their advance directive and 
ask their physician, nurse 
practitioner, or physician assistant 
to revise their Maryland MOLST 
order form at any time

52

Should a practitioner initial the choices on the MOLST form?

 It is strongly recommended that the practitioner initial the 
specific treatment orders on the MOLST form
 Checking or otherwise marking the orders rather than initialing them is 

permitted

53

How are MOLST orders revised?

 Void the existing MOLST form
 Complete and sign a new MOLST form to reflect the current 

orders

54
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How is MOLST voided?

 A physician, nurse practitioner, physician assistant, or nurse 
may void the form by drawing a single diagonal line across the 
page, writing “VOID” in large letters across the page, and then 
signing and dating below the line

 A nurse may take a verbal order to void the MOLST form
 The voided order form shall be kept in the patient’s active or 

archived medical record

55

Is a copy of MOLST a valid order?

 The original, a copy, and a 
faxed MOLST form are all 
valid orders

56

Is the Maryland MOLST form printed on colored paper?

 No, the Maryland MOLST form is on white paper

57
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What are the legal requirements for completing MOLST?
Health-Gen. § 5-608.1

 The Maryland MOLST form must be completed or an existing 
form reviewed when a patient is admitted to:

1. Nursing home
2. Assisted living facility
3. Home health agency
4. Hospice
5. Kidney dialysis center
6. Hospital (for certain patients)

58

When are hospitals required to complete a MOLST form?
Health-Gen. § 5-608.1(c)(1)(ii)2

 All hospitalized inpatients who are transferred to another 
facility (nursing home, assisted living facility, home health 
agency, hospice, and kidney dialysis center, or another 
hospital) must have a completed Maryland MOLST form

 It is not required for Emergency Room, observation, or short-
stay patients

59

How is “patient” defined?
COMAR 10.01.21.02B(20)

 “Patient” does not include someone: 
 Whose primary diagnosis for the current treatment is a psychiatric 

disorder, except for dementia, delirium, or mental disorders due to a 
medical condition; or

 Whose primary diagnosis is related to a current pregnancy; or
 Who is younger than 18 years old and who is unlikely to require a life-

sustaining treatment

60
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Who may discuss life-sustaining treatments with patients?

 In addition to physicians, nurse practitioners, and physician 
assistants, many other health care professionals have the 
knowledge, skills, and experience to discuss CPR and other life-
sustaining treatments with patients

 However, the practitioner that signs the Maryland MOLST 
order form is held accountable for its content and accuracy

61

Is there a patient worksheet for Maryland MOLST?

 Yes, the Health Care Decision Making Worksheet is a voluntary 
form that can be used to guide current medical decision 
making

 It is not an advance directive or medical order form
 It includes the individual’s goals of care, the name of the 

authorized decision maker, and the patient’s signature

62

Does the patient get a copy of a completed MOLST form?
Health-Gen. § 5-608.1(e)(3)

 Yes, within 48 hours of its completion, the patient or 
authorized decision maker shall receive a copy or the original 
of a completed Maryland MOLST form

 If the patient leaves a facility or program in less than 48 hours, 
the patient shall have a copy or the original of MOLST when 
they are discharged or transferred

63
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Is the form otherwise available to the patient or ADM?
COMAR 10.01.21.04E(3)

 The health care facility shall inform the competent patient or 
authorized decision maker that the MOLST form is part of the 
medical record and can be accessed through the procedures 
used to access a medical record

64

What happens when the patient is discharged or transferred?
Health-Gen. § 5-608.1(e)(2)

 The Maryland MOLST form shall accompany a patient when 
transferred to a new facility or program

 EMS clinicians shall take a copy or the original MOLST order 
form when the patient is transported

 The transferring facility or program shall always keep the 
original or a copy of MOLST in the patient’s medical record

65

For More Information

http://www.marylandattorneygeneral.gov
(Click on Advance Directives/Living Wills)

marylandmolst.org

maryland.molst@maryland.gov

Paul Ballard, Assistant Attorney General
410-767-6918
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Regulatory Updates

Steven Levenson, M.D.

Disclosures

• No disclosures
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What’s New is Old
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Critical Element Pathways
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Antipsychotics Indications
• FDA-approved indications

– Treatment resistant major depression 
– Bipolar depression 
– Bipolar mania
– Schizophrenia (including schizoaffective disorder)
– Autism with irritability 

• Non-FDA approved indications that may be clinically appropriate 
– Delusional disorder 
– Delirium with severe agitation 
– Dementia with severe psychotic symptoms 
– Dementia with severe aggression 
– Parkinson’s disease psychosis 
– Medical condition causing severe psychotic symptoms (e.g., hyperthyroidism, 

stroke, TBI)
– Substance induced severe psychotic symptoms

7

Examples of Guidance on Unnecessary 
Drugs (F757 / F758)

• As part of medication management, consider indications and 
clinical need for a medication, dose (including duplicate therapy), 
duration, adequate monitoring for efficacy and  adverse 
consequences

• Give psychotropics only when necessary to treat a specific 
diagnosed and documented condition

• Implement dose reduction and non-pharmacologic interventions, 
unless contraindicated

• Limit the timeframe for PRN psychotropic medications, including 
antipsychotics, and justify renewing orders for their continuation 
over a longer timeframe 

• Document and communicate to the interdisciplinary team a 
resident’s goals and preferences  

• Attempt nonpharmacological interventions unless there is 
documented clinical contraindication

8

Schizophrenia

9

7

8
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Medical Marijuana in NHs

• Current status of medical marijuana laws
– https://disa.com/marijuana-legality-by-state

• 38 states + DC have legalized medical marijuana 
• Nursing homes are federally regulated because 

they participate in the Medicare program 
– Consumption in nursing homes still violates federal 

law even if complying with state law
• Prospects for federal legalization eventually

10

Legalization Status As of 10/1/2023

11

Medical Marijuana in NHs
• Marijuana remains a Schedule I drug under the Controlled 

Substances Act (CSA). Drugs classified as Schedule I are 
determined to have a high potential for abuse and there is 
no currently accepted medical use for treatment in the U.S.

• Providers that accept Medicare and Medicaid funding are 
required to comply with certain federal standards and laws

• HUD has also addressed the issues through various 
memoranda or guidance
– HUD prohibits housing communities from admitting new 

residents who use medical marijuana, but gives community 
discretion on how to address existing residents who use medical 
marijuana

12

10
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Medical Marijuana in NHs
• Many issues arise when devising a policy on medical marijuana 
• Storage

– Follow state law on storage of medical marijuana
– Alternative is to allow residents to use a locked storage box in room

• Administration of the Medical Marijuana
– Determine under state law who can administer medical marijuana
– Some states mandated that only the patient can administer medical 

marijuana, while other states allow a designated “caregiver.” 
– If there is a “caregiver” designation, explore whether that person can 

be an employee or a friend or relative of the resident. 
– Administration of medical marijuana will depend on the form of 

marijuana the resident is prescribed

13

Medical Marijuana in NHs
• Procurement

– How does a resident procure the medical marijuana
– Typically medical marijuana is available from 

dispensaries throughout the state. 
– Check state law to determine procedures for residents 

to procure their medical marijuana and whether that 
person may be a relative or friend, “caregiver,” or 
employee

• Providers with non-smoking policies can limit 
usage of medical marijuana to other available 
forms

14

Medical Marijuana in Nursing homes: 
Resources

• Department of Justice Resources
– Memo on investigations and prosecutions in 

states authorizing the medical use of marijuana 
(Ogden 2009)

– Memo on guidance regarding the Ogden memo in 
jurisdictions seeking to authorize marijuana for 
medial use (Cole 2011)

– Memo on guidance regarding marijuana 
enforcement (Cole 2013)

– Memo on marijuana enforcement (Sessions 2018)

15

13
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Medical Marijuana in Nursing homes: 
Resources

• HUD Resources
– Memo on medical use of marijuana and reasonable 

accommodation in federal public and assisted housing
– Memo on marijuana in multi-family assisted 

properties
– Memo on medical marijuana use in public housing

• Miscellaneous
– Rohrabacher-Farr Amendment Language
– McIntosh Opinion
– 2017 Spending Bill (including Rohrabacher-

Blumenauer Amendment text)

16

Medical Marijuana in MD
• § 13-3313. Exemption from arrest, prosecution, or penalty; 

penalty for distributing, possessing, manufacturing, or using 
diverted cannabis.

• (a) Any of the following persons acting in accordance with the 
provisions of this subtitle may not be subject to arrest, prosecution, 
or any civil or administrative penalty, including a civil penalty or 
disciplinary action by a professional licensing board, or be denied 
any right or privilege, for the medical use of cannabis:
– (1) A qualifying patient:

• (i) In possession of an amount of medical cannabis determined by the 
Commission to constitute a 30-day supply; or

• (ii) In possession of an amount of medical cannabis that is greater than a 30-
day  supply if the qualifying patient's certifying physician stated in the written 
certification that a 30-day supply would be inadequate to meet the medical 
needs of the qualifying patient;

17

Medical Marijuana in MD
– (2) A grower licensed under § 13-3306 of this subtitle or a 

grower agent registered under § 13-3306 of this subtitle;
– (3) A certifying physician;
– (4) A caregiver;
– (5) A dispensary licensed under § 13-3307 of this subtitle 

or a dispensary agent registered under § 13-3308 of this 
subtitle;

– (6) A processor licensed under § 13-3309 of this subtitle or 
a processor agent registered under § 13-3310 of this 
subtitle; or

– (7) A hospital, medical facility, or hospice program where a 
qualifying patient is receiving treatment.

18
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MOLST FAQs
• A1 - Advance care planning 
• Requirements for provider to review 
• Patient Care Advisory Committee 
• A2 - Advance directives
• A2.1 Valid advance directive
• Required, recommended, and optional approaches
• Eligibility to complete an advance directive 
• Incomplete or questionable information
• Completed in another state
• Witnessing and notarization
• Different versions (older, newer, etc.)
• Done in other states
• “Dementia” advance directives  

19

MOLST FAQs
• A2.2 Types of advance directives 
• Proxy directive / durable power of attorney
• Treatment directive
• A2.3 Formats – written, oral, video, electronic 

advance directives, registry
• Different formats
• A2.4 Interpretation, implementation, and updating 
• Modifying, updating
• Revocation
• Triggering an advance directive

20

MOLST FAQs

• A2.5 Specific treatments
• Food and water
• A2.6 General considerations
• Translations
• Advance directive registry
• Durability
• Regulatory and legal responsibilities 

and liability of providers

21
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MOLST FAQs
• B1 - Substitute decision making
• B1.1 Substitute decision making   
• Validity of POA claim or designation (e.g., 

witnessed and unwitnessed)
• POA authority, prerogatives, responsibilities
• Triggering substitute decision maker authority
• B1.2 Categories of substitute decision makers
• Agents
• Surrogate decision making 
• Spouses and domestic partners
• Guardianship
• B1.3 Sequence of decision making 

22

MOLST FAQs
• B1.4 Special situations
• Health care provider giving consent
• Multiple potential or authorized decision makers
• Differences among decision makers
• Proximity of a substitute decision maker 
• Substitute decision maker for a parent
• Differences between patient wishes and substitute 

decision maker choices
• Substitute decision making for individuals with 

disabilities or mental illness
• Substitute decision maker is unwilling or unable to 

perform duties
• Step-parents

23

MOLST FAQs
• C. Certifications
• C1 Decision making capacity and consent
• Implications of certification of incapacity
• C1.1 Determining and certifying decision-making capacity 
• Timing and duration of certifications
• Authorized certifications 
• C1.2 Consent to, or refusing, specific treatments
• Sterilization, ECT
• C1.3 Emergency treatment without consent
• Individuals lacking capacity who require or refuse 

treatment 
• C1.4 Qualifying Conditions
• Medical ineffectiveness

24

22
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MOLST FAQs
• D. MOLST 
• D1 Purpose of MOLST 
• D1.1 MOLST vs. advance directives
• D2 MOLST Orders
• Settings where required and optional
• Eligibility to complete a MOLST 
• Preparation of MOLST
• MOLST worksheet
• Certifying basis of MOLST orders
• Scope of MOLST orders
• Completeness and missing items / time frame for completing MOLST form
• Required MOLST orders
• Second page options
• MOLST orders differ from wishes of patient or substitute decision maker 
• MOLST worksheet
• Consent
• Consistency
• Requesting organ donation

25

MOLST FAQs
• D3 MOLST form signatures
• Signing MOLST orders
• Authorized signers
• Patient signatures
• Electronic provider signatures
• D4 MOLST formats 
• Printing and copying MOLST forms
• Electronic MOLST forms
• EMS bracelet
• Translations

26

MOLST FAQs
• D5 Reviewing and updating
• Validation
• Matching to treatment directives
• On transfer from or return to a facility 
• Voiding a MOLST 
• Modifying parts of MOLST orders
• MOLST notification requirement
• D6 MOLST and emergencies / EMS involvement
• EMS identification / bracelet
• Storage and availability of the form
• Death during EMS transport

27

25
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MOLST FAQs
• D7 Specific situations and providers 
• Assisted Living 
• Death at home
• Patients undergoing special procedures
• Consent by minors
• Pregnancy and Neonates
• Regulatory and legal responsibilities and liability of providers
• D8 MOLST to/from Elsewhere
• Reliance on MOLST from elsewhere
• Other POLSTs / Other states
• POLST Transfers to/from another state 
• Portability
• National POLST advocacy
• Transferring copies

28

MOLST FAQs
• E Treatment options
• E1 Validating specific requests
• E2 Supportive / palliative care
• E3 CPR
• E3.1 Suspending DNR during surgery
• E3.2 Ventilation and other options during CPR
• E3.3 DNR orders in schools
• E3.4 Limits on specific treatment options 
• E4 Other treatment choices
• Intubation / artificial ventilation
• Artificial nutrition / hydration
• Diagnostic testing
• Time-limited trials
• Transfusions
• ECT

29

28

29



10/26/2023

1

Opioid Use Disorder – Screening, 
Diagnosis, and Management

Jasleen K Salwan, MD, MPH, FASAM

Speaker Background and 
Disclosures 
• Addiction Medicine and Internal Medicine 

Physician at Montgomery Family & Internal 
Medicine Associates

• Silver Spring, MD

• Consultant, District Addiction Consultation 
Service

Objectives

Recognize

Recognize the 
prevalence of 
opioid use 
disorder and the 
harms associated 
with 
underdiagnosis 
and barriers to 
care

Utilize

Utilize screening 
tools and apply 
DSM-5 criteria to 
detect opioid use 
disorder in 
patients 
presenting for 
primary care 
and/or chronic 
pain 
management 

Implement

Implement 
interventions to 
reduce harm for 
patients with 
opioid use 
disorder and/or 
offer low-barrier 
treatment within 
primary care

Leverage

Leverage 
telehealth to 
reduce barriers to 
care for patients 
with opioid use 
disorder 

1
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Epidemiology 

• Over 100,000 drug 
overdose deaths in 
2021

• 2.5 – 3 million people 
in the U.S. living with 
OUD

• 1 million older adults 
(≥ 65)

• 4-9% of adults ≥ 65 
prescribed opioids for 
pain 

• 2020 overdose death 
rate among Black 
males 65 and older 
almost seven times 
that of White 
counterparts

Screening for OUD in general medicine settings

• June 9, 2020: USPSTF 
recommends screening 
for unhealthy drug use 
in all adults (Grade B)

• Opioid Use Disorder 
Screening required for 
annual Medicare 
Wellness visits 

• Special importance 
during a pandemic: 
Psychosocial stress, job 
losses leading to 
increased idle time, 
addiction treatment 
facility closures 

4

5
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Screening Tools

• NIDA Single Item Screen
• How many times in the past year have you used an illegal 

drug or used a prescription medication for non-medical 
reasons?

• Can clarify: “for instance because of the experience or 
feeling it caused”

• Positive: >= 1
• SUD: 100% sensitive / 74% specific
• Past-year drug use: 93% / 94% 
• Operating characteristics similar to those of longer 

questionnaires 

Harm Reduction Screening for OUD in 
Patients with Chronic Pain: Key Components

Opioid Risk Tool 
Used in patients 

being considered 
for long-term 
opioid therapy for 
chronic pain
Evidence weak
Lack of blinding 

during development
However, better 

validated tools are 
lengthy (>20 items)

Screening for OUD in Patients 
with Chronic Pain, Cont’

• Current Opioid Misuse 
Measure

• 17-item, patient-
administered 
questionnaire 

• Well validated
• 77% sensitive / 66% 

specific using a 
cutoff score of >= 9 

7
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COMM, Continued

OUD DSM-5 Diagnostic Criteria

Cravings

Strong desire
Taking more than 
intended
Great deal of time 
spent

Consequences

Giving up social or 
work activities
Failure to fulfill 
major role 
obligations
Use in hazardous 
situations

Loss of 
Control

Unable to cut 
down
Use despite 
interpersonal 
problems
Use despite 
knowledge of 
physical or mental 
health 
consequences 

Diagnostic Criteria Continued

• 9 items of the “3 C’s” + 
tolerance, withdrawal* = 11 
total criteria

• 2 or 3: mild 
• 4 or 5: moderate
• 6 or more: severe

• *Patients taking prescribed 
controlled substances with 
tolerance and/or withdrawal, 
not meeting any other criteria 
should NOT be diagnosed 
with OUD

10

11
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Harm Reduction
• “Harm reduction is an 

approach that emphasizes 
engaging directly with 
people who use drugs to 
prevent overdose and 
infectious disease 
transmission, improve the 
physical, mental, and social 
wellbeing of those served, 
and offer low-threshold
options for accessing 
substance use disorder 
treatment and other health 
care services.”

• Source: Substance Abuse and Mental 
Health Services Administration 
(SAMHSA)

• (emphasis added)

• “You can’t recover if you’re 
dead.” 

Management of OUD in 
General Medicine Settings: 
A Harm Reduction 
Approach 

• Nonjudgmental regard

• Meeting patients where they are

• Advice for safe use of drugs

• Providing access to care

• Offering treatment that is not 
conditional on formal counseling

• Taking advantage of multiple 
tools for monitoring rather than 
relying solely on urine drug 
testing in the clinic 

Naloxone 

• Traditionally, 
prescribed for patients 
on a morphine 
milliequivalent daily 
dose (MEDD) of >= 50 
mg

• More recent guidelines 
suggest naloxone co-
prescribing in “high-
risk” or “high-dose” 
cases

• Now available over the 
counter! 

13
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Medications for Opioid Use 
Disorder (MOUD)
• Buprenorphine-naloxone 

• Partial opioid agonist 
• Max total daily dose traditionally 24 mg, evidence for 32 mg

• Naltrexone 
• Opioid antagonist 
• 50 mg PO daily / 380 mg IM monthly 
• Requires a 7-14 day opioid-free interval prior to initiation

• Methadone
• Few nursing facilities accommodate methadone 

MOUD Continued 

• Buprenorphine and methadone are first line
• Both associated with decreased risk of overdose

• 76% at 3 months / 59% at 12 months 

• Same benefits not observed with naltrexone or 
non-medication treatment modalities 

Regulatory Barriers in OUD 
Treatment in the U.S. 
• Former buprenorphine (“X”) waiver requirement –

REMOVED
• OUD training now built into DEA requirements 
• Shortage of trained/experienced providers remains an 

issue
• Insurance coverage denials of buprenorphine

• Prior Authorizations required for dosing above 24 
mg/day

• Denials based on urine drug test results positive for non-
prescribed drugs 

• Opioid Treatment Program certification 
requirement for methadone 

• Can be delivered to a nursing facility 
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Tapering Prescription Opioids 
• Rate of taper: 

Anywhere from 5-
20%/4 weeks

• Patient-centered: 
Calculate # pills based 
on percent reduction 
and advise patient to 
make this # last 4 
weeks 

• Flexible: Can slow the 
rate of the taper or 
pause with a plan to 
restart 

• If patient taking both 
a short-acting and a 
long-acting opioid, 
often helpful to taper 
off the long-acting 
medication first

Virtual Peer Supports

• Narcotics Anonymous
• https://www.baltoareana.org/meetings

• Self-Management And Recovery Training 
(SMART) Recovery 

• https://www.smartrecoverytest.org/local/meetings
/?search_location=21215&search_radius=50&searc
h_lat=0&search_lng=0&listing_label%5B%5D=Pu
blic

Undertreatment of Opioid Use 
Disorder in the U.S. 
• In 2021, 22% of people who needed treatment 

for OUD received medications
• Disparities in access to medications:

• Black adults, women, unemployed, living outside of 
metropolitan areas  less likely to receive tx

• Telehealth increased likelihood of treatment!
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Leveraging Telehealth

• Benefits
• Reduces barriers to treatment

• DEA and SAMHSA now allow bup-nal initiation via telehealth 
• Frequent touchpoints
• Improved adherence

• Drawbacks
• Fewer standard monitoring tools

Frequent use of tools that remain available (checking PDMP, 
involving family)

Implement new tools (pill counts over video, home drug testing 
by family members, observed medication-taking)

Special Considerations in 
Older Adults
• Comorbid chronic pain
• Paucity of data on MOUD
• Loneliness 
• Peer recovery support groups may comprise 

younger individuals 

1-866-337-DACS (3227)  • www.DistrictACS.org

DACS provides support to primary care and specialty prescribers in addressing the needs of their 
patients with substance use disorders and chronic pain management.

All Services are FREE

• Phone consultation for clinical questions provided by expert addiction medicine 
specialists

• Education and training opportunities related to substance use disorders and chronic 
pain management

• Assistance in the identification of substance use and behavioral health resources and 
referrals that meet the needs of the patients in your community

Funding for DACS is provided by The District of Columbia Government, DC Health, Health Regulation and Licensing 
Administration (HRLA), Pharmaceutical Control Division (PCD). DACS is administered by the University of Maryland School of 

Medicine staff and faculty.
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Osteoporosis Management in 
Nursing Homes
What do we really know?

Pavitri Dwivedi, DO MPH
Geriatrics Fellow

Johns Hopkins Medicine

Objectives

• Provide an overview of current osteoporosis prevalence in Nursing 
Homes

• Discuss guidelines addressing osteoporosis treatment strategies 
for Nursing Home residents

• Discuss practical recommendations for clinical decision making in 
osteoporosis management

PRESENTATION TITLE 2
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PRESENTATION TITLE 4

PATIENT BPATIENT A

 90-year-old woman, ambulatory, 
uses no assisted device

o PMH: 3 falls in one year, no 
history of fracture, on prednisone 
for temporal arteritis

 80-year-old woman, wheelchair 
bound

o PMH: Parkinson's Disease, 
moderate dementia, orthostatic 
hypotension, hip fracture, 
frequent falls

Who would you treat?

Osteoporosis

 Over 1.3 million Americans live in a Nursing Home and are at a 
risk for osteoporotic fractures

 1 in 3 Nursing home residents die within 6 months of a 
hip fracture

 Nursing home residents have higher incidence of osteoporosis 
than community living patients
 Risk factors: polypharmacy, pill dysphagia, and chronic kidney disease

PRESENTATION TITLE 5

Current approaches in management

PRESENTATION TITLE 6

 Inconsistent use of pharmacologic therapies
 Treatment ranges from 1.5-40%, indicating undertreatment 

and lack of consistency in management
• Vitamin D/Calcium, bisphosphonates-alendronate, zoledronic 

acid, denosumab, anabolic agents
 Significant lack of clear guidelines

• NH residents are missing from the clinical trials
• Limited study findings in only healthy, ambulatory nursing 

home residents
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PRESENTATION TITLE 7

Which screening tools to be used in 
NH?

Using history of fractures with FRAiL or FRS model
BMD: barriers to testing in nursing home
 Individualized decision making

• Incorporate life expectancy, goals of care and 
personal factors
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What approaches are recommended?

 Fall prevention strategies 
 Deprescribing medications
Multifaceted fracture preventions strategies
 Combining screening and pharmacologic 

treatment with non-pharmacologic strategies
 Recommendations based on individual clinical 

consideration
 Patient centered approaches!

Which therapies are most appropriate?

Bisphosphates likely as effective for NH residents with sufficient life 
expectancy as in community dwelling older adults
• Consider de-prescribing if life expectancy less than 2 years

Use of Vitamin D and dietary calcium is a low-risk intervention
• No evidence for immobile, end of life residents

Patient centered approach incorporating pill burden, dysphagia, and 
magnitude of fracture risk reduction

Evidence of treatment other than bisphosphonates is limited
 Denosumab: duration of use and risk of rebound fractures

Next steps

PRESENTATION TITLE 12

• Clear Guidelines for risk stratification and prevention strategies for NH residents
• Discussions around life expectancy, goals of care and potential burden of 

treatment
• Determine the medication optimal risk cut point, duration, time-to-benefit and 

deprescribing
• Evaluate comparative evidence of different treatment and feasibility of 

medication administration
• Focus on NH residents with advanced dementia, multimorbidity, or severe 

mobility impairment
- NH population: 48% with dementia and 92% require ambulation assistance
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PRESENTATION TITLE 13

PATIENT BPATIENT A

 90-year-old woman, ambulatory, 
uses no assisted device

o PMH: 3 falls in one year, no 
history of fracture, on prednisone 
for temporal arteritis

 80-year-old woman, wheelchair 
bound

o PMH: Parkinson's Disease, 
moderate dementia, orthostatic 
hypotension, hip fracture, 
frequent falls

Who would you treat?

Thank you
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Osteoporotic fractures are a common and serious health problem for older adults living in nursing homes
(NHs). Risk of fracture increases with age and dementia status, yet gaps in evidence result in controversies
around when to start and stop treatment for osteoporosis in NH residents, particularly those who have high
fracture risk but have limited life expectancy. In this article, we discuss these areas of controversy. We
provide an overview of current guidelines that explicitly address osteoporosis treatment strategies for NH
residents, review the evidence for osteoporosis medications in NH residents, and use these sources to
suggest practical recommendations for clinical practice and for research. Three published guidelines (from
the United States, Canada, and Australia) and several studies provide the current basis for clinical decisions
about osteoporosis treatment for NH residents. Practical approaches may include broad use of vitamin D
and selective use of osteoporosis medication based on risks, benefits, and goals of care. Clinicians still lack
strong evidence to guide treatment of NH residents with advanced dementia, multimorbidity, or severe
mobility impairment. Future priorities for research include identifying optimal approaches to risk strati-
fication and prevention strategies for NH residents and evaluating the risk-benefit profile of pharmacologic
treatments for osteoporosis NH residents across key clinical strata. In the absence of such evidence, de-
cisions for initiating and continuing treatment should reflect a patient-centered approach that incorporates
life expectancy, goals of care, and the potential burden of treatment.

� 2022 AMDA e The Society for Post-Acute and Long-Term Care Medicine.
Consider 2 NH patients. Ms A is an 80-year-old woman with
Parkinson’s disease complicated by moderate dementia and ortho-
static hypotension who is admitted to a long-term care facility after
a hip fracture. She uses a wheelchair, but because of forgetfulness
and impulsivity, she attempts to walk independently and falls
frequently. Our second patient, Ms B, is a 90-year-old ambulatory
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woman with mild dementia and 3 falls in the past year. She has no
prior fractures but is taking prednisone for temporal arteritis. For
these patients, who have both high fracture risk and limited life
expectancy, is osteoporosis treatment an important component of a
comprehensive care plan, or a potentially burdensome regimen that
is more likely to harm than benefit them? In what situations would
you not offer treatment or recommend deprescribing existing
treatment?
Significance of Fractures in Nursing Homes

Osteoporotic hip fractures are a common and serious health
problem for the 1.3 million older adults living in American nursing
homes (NHs).1 The rate of hip fracture is twice the rate of those living
IVERSITY from ClinicalKey.com by Elsevier on September 
ssion. Copyright ©2023. Elsevier Inc. All rights reserved.
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in the community. Fractures are also prevalent in the assisted living
(AL) setting, where more than half of adults aged �75 years fall each
year.2 In the 6 months after a hip fracture, more than 1 in 3 NH resi-
dents die.3 Nursing home residents with recent fractures are also at
higher risk of reduced mobility, infections, pressure ulcers, rehospi-
talization, and other complications that adversely affect quality of
life.4,5
Current Practice Patterns

Observational studies of NH residents with osteoporosis demon-
strate inconsistent use of pharmacologic therapies for fracture pre-
vention.6e10 Treatment rates range from as high as 40% to as low as
1.5%, suggesting potential undertreatment.10 At the same time, one
study found that more than 10% of residents with severe mobility
dependence and more than 10% of residents with <6 months’ life
expectancy continued to receive pharmacologic therapy for fracture
prevention.8 Variable patterns of treatment in real-world practicemay
be due to the lack of clear recommendations available to guide
osteoporosis treatment in NHs.
The Controversy

Despite the significance of osteoporotic fractures, older adults
living in NHs are rarely included in clinical trials of osteoporosis
screening and treatment. Thus, clinicians face challenging deci-
sionsdestimating the likelihood of benefit from treatment in the
context of life expectancy and fall risk and weighing this against the
potential harms and burden of treatment, considering patient pref-
erences around these issues.

Clinical trials enrolling community-dwelling older adults show
that several medications are effective for fracture prevention in older
people with osteoporosis, including bisphosphonates and others
(denosumab, romosozumab, parathyroid hormone analogues, and
selective estrogen receptor modulators). NH residents, however, differ
from their community-dwelling counterparts in ways that may affect
the balance of benefits and risks, including higher rates of poly-
pharmacy,11 pill dysphagia,12 and chronic kidney disease.13 Many of
these issues are also prevalent in the AL population, albeit to a lesser
degree.14 Given that the median life expectancy of an older adult
entering a skilled nursing facility is about 2 years,15 care must also be
taken to select patients with sufficient time to have a chance of
benefiting from treatment.16

Clinicians are challenged by an additional gap in research as to
whether osteoporosis medications achieve the same degree of
benefit for key subpopulations, such as those with limited ambu-
lation, dementia, and multimorbidity resulting in reduced life ex-
pectancy. Most NH residents have a high burden of multimorbidity
and impairments of functional status: nearly half (48%) have de-
mentia, and 92% need assistance with walking.1 Observational
studies show that greater dementia severity and comorbidity
burden are associated with lower likelihood of osteoporosis treat-
ment,8 indicating concerns about the likelihood of benefit, or that
fracture prevention is incompatible with more palliative goals of
care. Nursing home clinicians must make choices about strategies
for fracture prevention in the face of this uncertaintydshould they
initiate, continue, or deprescribe treatment based on their assess-
ment of risks and benefits, life expectancy, and goals of care? In the
sections that follow, we will (1) provide an overview of guidelines
that explicitly address osteoporosis treatment strategies for NH
residents, (2) present a scoping review of evidence for osteoporosis
medications in NH residents, and (3) provide practical recommen-
dations for clinical decision-making regarding osteoporosis medi-
cations, and for research.
Downloaded for Anonymous User (n/a) at JOHNS HOPKINS UNI
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What Do National Guidelines Recommend for Osteoporosis
Management in the Long-Term Care Setting?

We conducted targeted searches and engaged clinician experts to
identify national osteoporosis guidelines and reviewed these for
content specific to NH residents.

In the United States, several national expert groups publish practice
guidelines that address osteoporosis broadly, but do not explicitly provide
guidance on the NH setting. The Bone Health and Osteoporosis Foun-
dation (formerly National Osteoporosis Foundation) Clinician’s Guide to
Prevention and Treatment of Osteoporosis (2022)17 briefly mentions that
alendronate and zoledronic acid have been shown to improve bone
mineral density (BMD) in frail NH residents. Otherwise, clinical practice
guidelines from the American Academy of Clinical Endocrinologists,18

American College of Physicians,19 and the American Society for Bone
and Mineral Research20 do not reference NH populations or individuals
with mobility impairment or limited life expectancy.

Three guidelines from the United States, Canada, and Australia
focus on osteoporosis treatment as well as fall injury prevention in the
NH setting. In the United States, the American Medical Directors As-
sociation (now Society for Post-Acute and Long-Term Care Medicine)
publishes a set of clinical practice guidelines that include osteoporosis
management, last updated in 2009.21 The Scientific Advisory Council
of Osteoporosis Canada22 developed guidelines graded by level of
evidence and updated in 2015 for osteoporosis management in long-
term care residents, stratifying recommendations by high fracture-
risk and low fracture-risk residents. The third Consensus Conference
on Treatment of Osteoporosis in Residential Aged Care Facilities in
Australia was held in October 2020,23 resulting in evidence- and
consensus-based recommendations.

In Table 1, we have summarized key recommendations presented
in the US, Canadian, and Australian guidelines on strategies for risk
assessment and pharmacologic treatment for osteoporosis. For each
recommendation, we determined whether the rationale was based on
evidence collected in the NH setting, in the community and extrapo-
lated to the NH setting, or expert consensus in the absence of pub-
lished evidence.

The referenced guidelines differ in their overall scope and focus but
have consensus on key components. All 3 guidelines address individ-
ualized fall and/or fracture risk assessment and recommend broad
prescription of vitamin D and calcium supplements, while differing in
specifics on dose and administration. All recommend selective phar-
macologic treatment of osteoporosis after considering life expectancy
and goals of care, with a few notable differences. The Australian
guideline23 does not recommend oral bisphosphonates as first-line
treatment, citing the complexities of administration for frail NH resi-
dents (eg, sitting upright and swallowing difficulty), differing from the
other 2 NH guidelines and US national guidelines. The US AMDA
guideline was last updated in 2009,21 and therefore does not include
more recently approved treatment options (eg, denosumab) and in-
cludes treatments no longer widely used (eg, raloxifene and calcitonin).

Guidelines are based on available evidence and on expert opinion. In
the next section, we present a scoping narrative review and evidence
synthesis of pharmacologic treatments for osteoporosis and fracture
prevention for the NH population, guided by the evidence referenced in
the guidelines above. We do not address nonpharmacologic strategies,
as falls prevention interventions are heterogeneous in design and scope
and severalmeta-analyses have beenpublished that adequately address
this expansive body of literature.24,25

What Evidence Supports Osteoporosis Treatment Decisions
for NH Residents?

We conducted a scoping review of studies evaluating the effec-
tiveness of osteoporosis treatments in NH residents. Our literature
VERSITY from ClinicalKey.com by Elsevier on September 
sion. Copyright ©2023. Elsevier Inc. All rights reserved.



Table 1
Summary of Recommendations and Strategies for Risk Assessment and Pharmacologic Treatment for Osteoporosis

Recommendation Source Rationale

US (AMDA 2009)21 Australia
(CCPOFR 2021)23

Canada (Osteoporosis
Canada 2015)22

NH
Evidence

Community
Evidence

Expert
Consensus

Interventions for all NH residents
Employ fall injury prevention
strategies (medication
review, environmental
assessment, etc)

x x x x

Assess fracture and/or fall risk
on NH admission

x x x x

Consider cholecalciferol
(vitamin D3) in ambulatory
residents

800-1000 IU/d
or 50,000 IU monthly

1000 IU/d
(avoid periodic high doses)

800-2000 IU/d
(avoid periodic high doses)

x

Consider 1200-1300 mg
calcium intake daily from
diet and/or supplements

Max supplement 1500 mg/d Max supplement 600 mg/d Max supplement 500 mg/d x

Medications for NH residents with osteoporosis
Treat patients with high
fracture risk with oral
bisphosphonates

x x x

Treat patients with high
fracture risk with zoledronic
acid

x x x x

Treat patients with high
fracture risk with
denosumab

x x x

Avoid oral bisphosphonates
in patients with dysphagia
or disordered swallowing

x x x x

For patients with low GFR
(mL/min), use denosumab
first line

If GFR < 35 If GFR < 30 x

Consider using anabolic
therapy for some high-risk
patients

If intolerant to other drugs If fracture after �1 y of
antiresorptive use

and T score <e3 or 2þ fractures

“High risk” patients only x

Consider life expectancy and
goals of care in treatment
decisions for antifracture
medications

x LE > 1 y LE > 1 y x

GFR, glomerular filtration rate; LE, life expectancy.
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review highlights key studies referenced in the guidelines presented
above. We also conducted a targeted literature search in Medline us-
ing terms related to aging, nursing homes, osteoporosis, and medi-
cations to identify additional observational or other studies conducted
specifically among NH residents. Two authors reviewed all studies
with input from clinician scientist experts in the field regarding
strengths, limitations, and generalizability to subpopulations. The
following sections present a narrative synthesis of evidence for sup-
plementation with vitamin D and calcium as well as prescription
medications for treating osteoporosis.
Vitamin D and Calcium Supplementation

Evidence for supplementation with vitamin D alone or in combi-
nation with calcium requires careful interpretation. Although most
trials evaluating supplementation have been conducted among
community-dwelling older adults, some randomized studies either
include a large proportion of NH residents26 or focus on this popula-
tion specifically.27,28 A Cochrane Review that included NH residents26

noted that vitamin D alone is unlikely to reduce fractures, including
hip fractures. However, the combination of vitamin D and calciumwas
associated with reduced fractures in older adults, noting that benefits
were most likely attributable to frail older adults residing in NHs. A
systematic umbrella review of meta-analyses29 supports this asser-
tion, showing no significant fracture risk reduction among studies
conducted in community-dwelling participants, vs modest risk
Downloaded for Anonymous User (n/a) at JOHNS HOPKINS UN
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reduction when limited to participants in NHs (range of absolute risk
reduction: 0.67-0.85). Just 2 studies27,28 have been conducted specif-
ically in the NH setting and were limited to relatively healthy,
ambulatory older adults with no severe medical conditions and
excluded those who receivedmedications that alter bone metabolism.
Thus, a limited but consistent body of evidence supports broad use of
vitamin D and calcium supplements for NH residents, particularly for
those who remain ambulatory.
Prescription Osteoporosis Medications

Several randomized studies have evaluated the effectiveness of
antiresorptive osteoporosis medications in the NH setting. The first
was a randomized placebo-controlled trial of alendronate conducted
among older women living in NHs or an AL setting.30 Participants (n¼
327) were required to be ambulatory with a BMD T score <e2.0 and
were randomized to receive either alendronate 10 mg/d or placebo
over 24 months. Compared with studies in community-dwelling
women, this study found greater increases in BMD at the spine and
femoral neck and greater decreases in bone turnover markers. The
second study31 was a randomized placebo-controlled trial of a 1-time
zoledronic acid infusion among 181 older women living in NHs or AL
with either low BMD or a history of vertebral or hip fracture. Those
with a life expectancy <2 years and those with impaired renal func-
tion were excluded. As in the prior study, a statistically significant
increase in BMD was observed compared to placebo at 12 and
IVERSITY from ClinicalKey.com by Elsevier on September 
ssion. Copyright ©2023. Elsevier Inc. All rights reserved.



Fig. 1. Flow diagram of practical considerations for pharmacologic fracture prevention treatment for older nursing home residents.
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24 months. Neither study was powered to detect a difference in the
rate of fractures, falls, or deaths.

Two observational studies have examined the comparative effec-
tiveness of pharmacologic treatments among long-stay NH residents
using Medicare data. A retrospective cohort study of approximately
10,000 residents32 evaluated the effectiveness of bisphosphonates
among new initiators against an active comparator, calcitonin.
Bisphosphonate initiation was associated with a modest reduction in
hip fractures over 2.5 years of follow-upwith a time to benefit as early
as 6 months. Results were consistent across subgroup analyses strat-
ified by age, sex, and baseline fracture risk. A second observational
study33 examined the comparative effectiveness of denosumab, ter-
iparatide, and zoledronic acid for prevention of hip fractures in a
sample of approximately 2000 residents. Denosumab and zoledronic
acid were found to have comparable effectiveness to teriparatide in
preventing hip fractures.
Recommendations for Practice and Research

We present a suggested approach to osteoporosis treatment de-
cisions in NH residents in Figure 1.
What Screening Tools Should Be Used to Identify NH Residents Who
Are Most Likely to Benefit from Osteoporosis Treatment?

Recommendations

� We recommend use of a clinical screening tool, such as
history of fracture þ/� FRAiL or FRS model (described
below), when feasible, to identify candidates for osteopo-
rosis treatment.

� We do not recommend routinely incorporating BMD into
decision making, because of barriers to testing for most NH
residents, although it may be useful for considering fracture
risk when available.

� Candidates for osteoporosis treatment should undergo
individualized decision making incorporating life expectancy,
goals of care, and other personal factors.

Rationale
There is a lack of consensus as to what constitutes the target

population for osteoporosis medications in the NH setting. Guidelines
recommend fracture risk assessment, but there is no optimal assess-
ment for the NH setting. Community-based fracture prevention
models such as the Fracture Risk Assessment Tool (FRAX)34 that
incorporate BMD suggest that >90% of NH women would be eligible
for treatment.35 However, these tools may not be appropriate for this
setting, as they do not incorporate fall risk or functional characteristics
and bone densitometry is not often accessible in NHs. At least 2
models specific to NH patients utilize the interRAI-Minimum Data Set
(MDS) but have not been widely studied. The FRAiL model36 has been
validated to predict 2-year risk of hip fracture in US NHs, whereas the
FRS model37 has been validated to predict 1-year hip fracture risk in
Canadian NHs. However, studies are needed to determine the optimal
risk cut point for treatment. Whether these or other risk models are
feasible for incorporation in an electronic medical record or at the
bedside is ripe for study in future research. Estimation of life expec-
tancy and communication of the risks, benefits, costs, and hassle of
starting osteoporosis medications in the context of a patient’s health
trajectory and goals of care also remains unaddressed for fracture
prevention.
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Which Pharmacologic Therapies Are Most Appropriate for NH
Residents?

Recommendations

� Available therapies, particularly bisphosphonates, are
likely to be at least as effective for NH residents with
sufficient life expectancy as they are in community-
dwelling older adults.

� Although supplementation with vitamin D and calcium is a
low-risk intervention for which even a modest benefit may
outweigh the risk, there is no evidence for reduced fracture risk
in immobile residents or those approaching end-of-life.

� Decision making should reflect a patient-centered approach
that considers pill burden, dysphagia, and risk for adverse
effects relative to risk for fracture.

� The choice to use bisphosphonates should be positively
influenced by a resident’s ambulatory status and risk for falls,
preserved renal function, and life expectancy of least 1 year.

� Consider whether the magnitude of fracture risk reduction is
clinically meaningful to the patient (0.4%-1% absolute risk
reduction for nonvertebral fractures at 1 year, increasing with
longer duration of treatment).

� Consider deprescribing bisphosphonates if life expectancy is
less than 2 years, unless fracture risk is particularly high and
patient goals continue to prefer treatment.

� Evidence for treatments other than bisphosphonates is limited
and cannot be recommended with certainty. If denosumab is
used, attention should be given to duration of use and risk for
rebound fractures after deprescribing.

Rationale
The benefits of supplementationwith vitamin D plus calcium likely

outweighs the low risk and low burden associated with these pre-
ventive measures for many patients, except for those particularly
affected by pill burden or constipation. However, the populations
included in randomized studies evaluating these benefits may not be
representative of the NH population at large.

For bisphosphonates, observational studies have identified sub-
populations of NH residents for which the likelihood for benefit may
be reduced, for example, those who are no longer ambulatory and
those with short life expectancy. One study of NH residents newly
starting bisphosphonates reports a number needed to treat (NNT) to
prevent 1 nonvertebral fracture compared to calcitonin after 1 year of
270 (individual absolute risk reduction [ARR] 0.4%).32 This estimate is
higher than that of a recent meta-analysis of randomized trials of
bisphosphonates in community-dwelling women, which reported an
NNT of 100 (ARR 1%) to prevent 1 nonvertebral fracture at about
1 year.16 The difference in these estimates is likely due to research
methodologies, though differences in NH vs community-dwelling
adults may also play a role.

Data on the optimal duration of treatment is also limited, which
may hamper efforts to reduce low-value prescribing. Although there
are some data to suggest that the benefits of bisphosphonates may
persist for 2 or more years after stopping treatment,38e42 data on
fractures is too limited to make a strong recommendation on optimal
time frame for deprescribing and should also consider fracture risk
and goals of care. Considering the barriers to conducting randomized
studies in this medically frail population, there is opportunity for well-
designed, large observational studies to address questions related to
treatment allocation, time-to-benefit, optimal treatment duration,
and deprescribing for this population. However, observational studies
may be limited by data availability across care transitions, duration of
follow-up, and residual confounding because of the high prevalence of
multimorbidity.
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Finally, there is limited data on the relative risks and benefits of
nonbisphosphonate therapies for osteoporosis such as denosumab,
PTH analogues, and sclerostin inhibitors in NH residents. Denosumab
presents an opportunity to treat patients with stage 4 chronic kidney
disease and/or dysphagia and has lower administration burden
(subcutaneous, twice yearly). However, there is a risk of rapid bone
loss and “rebound fractures” when deprescribing denosumab in pa-
tients who remain at fall risk, complicating treatment toward the end
of life.43 Higher cost and insurance coverage may also be barriers.
Additional studies are needed to evaluate the comparative effective-
ness of different treatments considering feasibility of administration,
medication costs, and risk for adverse effects.

What Other Approaches Are Recommended in the NH Setting?

Recommendations

� Multifaceted fracture-prevention interventions that combine
screening and pharmacologic treatment options with non-
pharmacologic strategies are likely to have a synergistic effect
on health outcomes.

� Recommendations should not be strictly applied based on care
setting, but rather based on individual clinical considerations
as relevant to patient-centered decision making.

Rationale
Clinicians should also consider the value of falls prevention as part

of osteoporosis management. Fall prevention in NH is beyond the
scope of this article and has been described elsewhere.25,44 Hip pro-
tectors provide modest benefit in preventing fractures45 for very high-
risk patients who are willing to wear them, but adherence may be
limited by patient comfort and staffing. Targeted deprescribing of fall
riskeincreasing drugs is a logical strategy to reduce fractures,
although interventions often fail to show significant reductions in
negative outcomes.46,47 This may be attributable to low adherence to
deprescribing recommendations or the narrowed focus on central
nervous systemeactive medications that fails to consider other
medications that contribute to falls, such as antihypertensives,
antidiabetics, and anticholinergics.

Finally, we acknowledge that much of the evidence presented does
not explicitly address the AL population or other frail older adults.
Many individuals living in AL are similarly affected bymultiple chronic
conditions (66%), dementia (34%), and mobility limitations (69%).48

Yet, the AL setting lacks extensive regulatory oversight to encourage
initiatives for fracture prevention.

Conclusion

Several guidelines address considerations specific to the NH
population, but there is a general lack of strong evidence regarding
optimal management of osteoporosis for NH residents across key
clinical strata (eg, advanced dementia, multimorbidity, and severe
mobility impairment). Decisions for initiating and continuing
treatment should reflect a patient-centered approach that in-
corporates life expectancy, goals of care, and the potential burden
of treatment. Future priorities for research include identifying
optimal risk stratification and further evaluation of the risk-benefit
profile of pharmacologic treatments for osteoporosis NH residents.
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Learning Objectives
After attending this session, participants will be able to:

1. Discuss concerns related to social isolation and loneliness among 
residents in nursing homes during the COVID-19 pandemic;

2. Describe strategies used by nursing homes and perceived effectiveness 
to mitigate social isolation and loneliness during the COVID-19 pandemic;

3. Identify staffing and resident factors that were barriers to implementing 
strategies to mitigate social isolation and loneliness.
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Background
• The COVID-19 pandemic introduced unprecedented social disruptions in 

nursing homes due to policies and practices implemented to ensure the 
safety of residents and staff (e.g., social distancing, isolation, quarantine)

• Prior to the pandemic, social isolation and loneliness was prevalent among 
nursing home residents and there are known negative health consequences.

• Nursing homes have deployed numerous strategies to alleviate social 
isolation and loneliness among residents during the pandemic.

Purpose of the Study

• This study sought to describe interventions nursing homes 
used, document the perceived effectiveness of efforts, and 
determine barriers to implementing strategies to mitigate 
social isolation and loneliness.

Methods
• Study design: Cross-sectional descriptive design

• Sample participants: Nursing Home Directors of Nursing/Administrators 

• Sample nursing home settings: Selected a sample of 1,676 nursing homes 
in the U.S. from a sampling frame of 14,613 nursing homes with ≥30 beds

• To ensure representation of the sample, nursing homes were purposively selected 
by facility size (beds: 30-99, 100+) and quality ratings (1, 2-4, 5)
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Methods
• Survey procedures:

• National survey of nursing homes sampled was conducted between 
February and May 2022 

• Surveys were provided via email and/or mail; phone and email reminders 
were sent to encourage survey completion

• Response rate: 30%; n = 504, weighted n = 14,506
• Participants were provided $45 upon completion of the survey

Survey Questions
• Sociodemographic and work-related questions (e.g., gender, age, 

race/ethnicity, job title, length of time working at nursing home)
• Perceptions of and concern about resident social isolation and loneliness 

(before vaccines were widely available and after)
• Interventions used and perceived effectiveness to mitigate social isolation 
• Barriers to implementing strategies to mitigate social isolation and 

loneliness
• Stressors at work that direct care staff experienced

Results
Among the nursing home survey respondents (n = 504):
• 87.4% were Directors of Nursing
• 88.3% were female
• 37.6% were ≥ 51 years old
• 79.2% were non-Hispanic White
• Length of time working at nursing home:

• 22.7% had worked for ≥ 15 years
• 33.8% had worked between 5-14 years
• 43.2% had worked < 4 years
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Ability to Meet Needs during COVID-19 before and after vaccines
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Barriers to implementation of strategies to mitigate resident loneliness

82

67.4
59.7 57.7

52.1

0

10

20

30

40

50

60

70

80

90

100

Short staffing Turnover Low morale Staff fear of
COVID-19

Use of
temporary

staff

%
 R

es
po

nd
en

ts

Staffing factors that were barriers

70.5
66.6

57.9

44.5

28.3

0

10

20

30

40

50

60

70

80

90

100

Resident's
inability to

dine socially

Resident's
inability to be

with each
other

Changes in
resident's
routines

Cohorting to
unfamiliar

rooms

Increases in
resident

behavioral
problems

%
 R

es
po

nd
en

ts

Resident factors that were barriers

Discussion
• Nearly half of respondents rated resident loneliness and 

social isolated as much worse compared to before the 
pandemic. Although, concerns reduced after vaccines were 
available.

• Numerous strategies were implemented to address social 
isolation (e.g., use of technology such as tablets), with 
some being more effective than others.

• Barriers were mostly related to staffing issues and also 
included changes in processes and disruption to resident 
routines.

Limitations
• Residents, families, and direct care staff were not included in the study 

sample and may have offered different perspectives
• Low response rate (30.1%) may lead to non-response bias
• Survey did not include questions about the physical environment 

(e.g., limited shared space, narrow hallways) which may have impacted the 
implementation of interventions to address social isolation and loneliness

13

14

15



10/27/2023

6

Conclusions and Implications
• These findings may help nursing homes to identify 

promising strategies to address social isolation and 
loneliness, and also others that did not work.

• Ongoing research is needed from the perspectives of 
residents, families, and direct care staff to better 
understand strategies that will reduce social isolation 
and loneliness in the future.

THANK YOU!
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Abstract

Background: Nursing home residents face many barriers to accessing special-

ist physician outpatient care. However, little data exists on how specialty care

use changes when individuals transition to a nursing home in the US.

Methods: We studied specialist outpatient visits for new long-term care (LTC)

residents within 1 year before and after their transition to nursing home residence

using the Minimum Data Set v3.0 (MDS) and a 20% sample of Medicare fee-for-

service claims in 2014–2018. To focus on residents requiring specialty care at base-

line, we limited the cohort to residents with specialty care in the 13–24 months

before LTC transition. We then measured the proportion of residents receiving at

least one visit in the 12 months before the transition and the 12 months after the

transition. We also examined subgroups of residents with a prior diagnosis likely

requiring long-term specialty care (e.g., multiple sclerosis). Finally, we examined

whether there was continuity of care within the same specialty care provider.

Results: Among 39,288 new LTC transitions identified in 2016–2017, 17,877
(45.5%) residents had a prior specialist visit 13–24 months before the transition.

Among them, the proportion of residents with specialty visits decreased consis-

tently in all specialties in the 12 months after the transition, ranging from a rela-

tive decrease of 14.4% for orthopedics to 67.9% for psychiatry. The relative

decrease among patients with a diagnosis likely requiring specialty care ranged

from 0.9% for neurology in patients with multiple sclerosis to 67.1% for psychiatry

in patients with severe mental illness. Among residents who continued visiting a

specialist, 78.9% saw the same provider as before the transition.

Conclusions: The use of specialty care falls significantly after patients transi-

tion to a nursing home. Further research is needed to understand what drives

this drop in use and whether interventions, such as telemedicine can amelio-

rate potential barriers to specialty care.
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INTRODUCTION

The population of Americans requiring institutional
long-term care (LTC) will increase substantially in the
coming decades.1,2 Many have multiple complex chronic
conditions3 that require specialist physician care. How-
ever, LTC residents face many barriers to accessing spe-
cialty care. Given that nursing homes are often
understaffed,4,5 residents without family and other social
support may not be able to schedule visits or have the
necessary support to travel to the specialist. Many nurs-
ing home residents also require special transportation,
which might be difficult to organize, and specialists are
not incentivized to visit residents in nursing homes as
their travel time is not reimbursed.6 Accessing specialists
might be especially difficult for otherwise vulnerable
groups of residents, such as those with developmental
disorders, dementia, or mental health issues.7 Although
there is limited direct research quantifying the benefits of
specialty care among nursing home residents,10,11

decreases in specialty care use could lead to avoidable
hospitalizations,8 emergency room visits, potentially
inappropriate prescribing,9 and poorer health.

The use of specialty care among US nursing home
residents is little studied. Prior research has largely
focused on access to and use of specialty care among
community-dwelling older adults,12–15 demonstrating an
increasing use of specialty care. Existing evidence among
nursing home residents has mostly focused on cross-sec-
tional, rather than longitudinal, studies of specialty
care.16–19 No prior work has examined the transition to a
nursing home or the use of specialists among residents
with a high need for specialty care. More evidence on the
utilization of specialty care could guide efforts to improve
the quality of care, point to areas that could benefit from
interventions or higher uptake of telemedicine, and iden-
tify groups of residents who might be facing the greatest
barriers.

To address this evidence gap, we examined patterns
of utilization of specialty care among LTC residents
before and after entry to a nursing home. We focused on
persons who used specialty care before health events that
likely contributed to the LTC transition as well as sub-
groups of patients diagnosed with diseases likely requir-
ing long-term specialty care, and groups of particularly
vulnerable nursing home residents, such as those with
developmental disabilities or severe mental illness.
Directly measuring the clinical need for specialty care
and thus comparing the observed use of such care with
an “appropriate” level of visits is difficult with routinely
collected health care use data.15,20 Therefore, in this
study, we focused on patients with previous specialty care
use, particularly those with diagnoses likely necessitating

consistent specialty care, as a proxy for patients with
likely ongoing specialty care needs.

METHODS

Data source and study population

Using a 20% random sample of Medicare fee-for-service
claims and the corresponding Minimum Data Set (MDS)
v3.0 files, we identified persons continuously enrolled in
Part A and Part B from 2014–2018 (or death, if earlier).
Based on a previously described algorithm,21,22 we
defined our study population of new LTC residents as
beneficiaries who moved to a nursing home and stayed at
least 180 days without being discharged home (based on
MDS records), and did not spend a significant amount of
time in a nursing home within 12 months before the
move (i.e., no skilled nursing facility stay longer than

Key points

• There is a substantial decline in the use of spe-
cialty care after the transition to a nursing
home, even among those residents with dis-
eases typically requiring regular specialty care.

• Most of the patients who continued visiting a
specialist after the transition to a nursing home
were visiting the same provider that they saw
before the transition.

Why does this paper matter?

The overall clinical quality of care in nursing
homes is often suboptimal, with high rates of
unnecessary hospitalizations and low-value care
like inappropriate medication use. Appropriate
outpatient specialty care could improve the qual-
ity of medical care in nursing homes, but acces-
sing specialty care may be difficult for residents.
Understanding potential gaps in specialty care
can inform interventions to facilitate appropriate
specialty care use, such as implementing tele-
medicine programs. We find that specialty care
in US nursing homes decreases across specialties
once a patient moves to a nursing home, motivat-
ing further research to understand the causes,
consequences, and, to the degree this drop in spe-
cialty care is harmful, ways to mitigate it.
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14 days). In sensitivity analyses, we also tested limits of
30 or 90 days for skilled nursing facility stays (see Supple-
mental Figure S2). To focus on beneficiaries moving to
nursing homes for LTC (rather than end-of-life care) and
to ensure the same length of follow-up period for all per-
sons, we excluded patients who died within 12 months
after the transition or used hospice services for more than
14 days within 6 months before or after the transition.

Our observation period was 36 months (24 months
before and 12 months after the transition). We defined pre-
vious users of specialty care as those with a relevant visit
13–24 months before the transition. This restriction
excludes the year prior to LTC transition to minimize the
probability that the observed specialty care was directly
linked to the health event leading to the transition
(e.g., orthopedic surgery care for a hip fracture). This
restriction addresses the concern that if we selected patients
with specialty care directly before the transition, use would
naturally fall after the transition due to regression to the
mean. In a sensitivity analysis, we tested how our main
results change with different definitions of previous users
(using 6 months before and after the transition to capture
the outcome (see Supplemental Figure S3) and one or two
visits within 7–12 months before, one visit in 7–12 months
and 13–18 months, and one visit in 7–12, 13–18, and
19–24 months before the transition to define previous
users). Finally, we also tested if the main results were robust
when excluding 3 months before and after the transition, as
outpatient care during that period is likely to be affected by
an acute health event that led to the LTC transition.

As an alternate approach to identifying likely spe-
cialty care needs, we also identified patients with prede-
fined psychiatric, neurological, cardiac, and other
comorbidities with diagnoses recorded in claims before
the transition to a nursing home. Recognizing that, while
there is some evidence that specialty care can lead to bet-
ter outcomes in acute care settings,23 there is little
research focused on whether chronic condition care is
improved if specialists are involved.24 Therefore, we
selected a set of comorbidities and diagnoses that likely
require specialty care based on the input of two authors
who are internal medicine specialists (AM, MLB).
Finally, we selected the groups of potentially vulnerable
residents with developmental disorders, severe mental ill-
ness (bipolar disorder, schizophrenia, and other psychotic
disorders), and Alzheimer's disease or other dementia for
sensitivity analysis. Variables and codes used to identify
these patient groups with the selected diagnoses and con-
ditions are provided in Table S1.

The study was approved by the Office of Human
Research Administration at Harvard Medical School. The
requirement for informed consent was waived because
the data were deidentified.

Outcome measures

Our main outcomes were the count and proportion of
beneficiaries receiving at least one specialist visit within
the 12 months before and after the transition to LTC in a
nursing home. We focused on the top 10 specialties
by office volume based on specialty codes in visits 13–
24 months before the transition. Secondary outcomes
included the count of specialist visits per observation
period. As a point of comparison, we also captured gen-
eralists (defined in this study as physicians of general,
internal, family medicine, or geriatrics as well as nurse
practitioners), who are the most common nursing home
clinicians. Specialist physician visits were identified in
Part B carrier and outpatient claim files by Healthcare
Common Procedure Coding System (HCPCS) codes,
provider specialty, place of service, and revenue center
codes (Table S1), so that we capture visits provided in
“outpatient” settings (which can include any setting of
care that is not acute care) and exclude inpatient and
emergency department consultations. We tested in a
sensitivity analysis if adding inpatient consultations
(HCPCS codes 99,221-3 and 99,251-5, delivered in an
inpatient place of service or revenue center) changed
the results meaningfully.

Study variables

We examined the following beneficiary characteristics
from Medicare enrollment files: age at the time of transi-
tion to a nursing home, sex, race/ethnicity, dual eligibil-
ity status (defined as at least 1 month of dual eligibility
for Medicaid in 2014), reason for Medicare enrollment in
2014, state and ZIP code of residence (at the start of
2014), and the number of comorbidities (identified with
Chronic Conditions Data Warehouse (CCW) flags in
2014). We also captured flags for severe mental illness;
epilepsy; Alzheimer's disease and other dementias, and
developmental disorders using indicators from the
CCW25; and Parkinson's disease, multiple sclerosis, rheu-
matoid or psoriatic arthritis, and cancer using at least
one relevant diagnosis in inpatient and outpatient claims
from 2014 until the transition to the nursing home
(Table S1).

Statistical analysis

We used proportions, the median, the interquartile range
(IQR), mean, and the standard deviation (SD) to summa-
rize relevant characteristics of the study population. We
visualized the trajectories of specialty care at the time of
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transition to a nursing home by plotting the monthly pro-
portion of beneficiaries with at least one specialist visit
from 12 months before to 12 months after the transition.
We calculated the change in the proportion of specialty

care users within 12 months before and after the
transition.

To estimate the continuity of care among patients
with specialist visits within 12 months, both before and

TABLE 1 Characteristics of new LTC residents at nursing homes who were previous users of specialty care

N

Overall

Specialty visits in LTC

p-value
No Yes

17,877 6305 (35.3%) 11,572 (64.7%)

Age (mean, SD) 80.4 (11.3) 81.5 (11.0) 79.7 (11.3) <0.001

Sex <0.001

Female 11,900 (66.6%) 4391 (69.6%) 7509 (64.9%)

Male 5977 (33.4%) 1914 (30.4%) 4063 (35.1%)

Race 0.028

White 15,587 (87.2%) 5447 (86.4%) 10,140 (87.6%)

Black 1568 (8.8%) 574 (9.1%) 994 (8.6%)

Other 722 (4.0%) 284 (4.5%) 438 (3.8%)

Dually eligible for Medicaid (%) 6293 (35.2%) 2095 (33.2%) 4198 (36.3%) <0.001

Reason for Medicare enrollment in 2015a <0.001

Old age 15,881 (88.8%) 5713 (90.6%) 10,168 (87.9%)

Disability 1996 (11.2%) 592 (9.4%) 1404 (12.1%)

Comorbidities

Total (median, IQR) 10 (7–12) 9 (7–12) 10 (7–12) <0.001

Alzheimer's/other dementia (%) 11,309 (63.3%) 4559 (72.3%) 6750 (58.3%) <0.001

Heart failure (%) 9757 (54.6%) 3075 (48.8%) 6682 (57.7%) <0.001

Severe mental illness (%) 2831 (15.8%) 996 (15.8%) 1835 (15.9%) 0.916

Liver disease and cirrhosis (%) 2395 (13.4%) 747 (11.9%) 1648 (14.2%) <0.001

Cancer (%) 2116 (11.8%) 553 (8.8%) 1563 (13.5%) <0.001

Epilepsy (%) 1887 (10.6%) 658 (10.4%) 1229 (10.6%) 0.702

Parkinson's disease (%) 1672 (9.3%) 503 (8.0%) 1169 (10.1%) <0.001

Developmental disorders (%) 1201 (6.7%) 429 (6.8%) 788 (6.3%) 0.735

Rheumatoid/psoriatic arthritis (%) 894 (5.0%) 266 (4.2%) 628 (5.4%) <0.001

Multiple sclerosis (%) 307 (1.7%) 64 (1.0%) 243 (2.1%) <0.001

Setting (before transition) <0.001

Metropolitan 6767 (37.8%) 2568 (40.7%) 4199 (36.3%)

Micropolitan 5935 (33.2%) 2032 (32.2%) 3903 (33.7%)

Non-metro, non-rural 4554 (25.5%) 1503 (23.8%) 3051 (26.4%)

Rural 621 (3.5%) 202 (3.2%) 419 (3.6%)

US region (before transition) <0.001

West 1776 (9.9%) 614 (9.7%) 1162 (10.0%)

Midwest 5166 (28.9%) 1690 (26.8%) 3476 (30.0%)

Northeast 4277 (23.9%) 1657 (26.3%) 2620 (22.6%)

South 6658 (37.2%) 2344 (37.2%) 4314 (37.3%)

Note: Patients are considered previous users of specialty care if they had at least one specialist visit 13–24 months before the transition to a nursing home. Visits
in LTC are evaluated in the first 12 months after the transition. We used chi-square test for categorical variables and t-test for continuous variables

comparisons. A – patients with end stage renal disease are included in the disability category.
Abbreviation: IQR, interquartile range; LTC, long-term care; SD, standard deviation.
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after the transition, we calculated the proportion seeing
one of their previous providers at least once at the nurs-
ing home, as recorded in the analyzed specialty visits
using national provider identifier codes. As a sensitivity
analysis and a narrower definition of continuity of care,
we calculated the proportion of patients with 80% or
greater specialty care visits after LTC transition with a
previously seen provider.

RESULTS

We identified 39,288 individuals as new LTC residents at
nursing homes who survived at least 12 months after
their transition to LTC. Among them, we selected those
with a prior specialist visit 13–24 months before the tran-
sition (17,877, 45.5%; Table 1).

Among patients with any previous specialist visit, those
who visited a specialist at least once during the first
12 months of LTC were slightly more likely to be male
(35.1% vs 30.4%), enrolled in Medicare due to disability
(12.1% vs. 9.4%), and less likely to have Alzheimer's disease
or other dementia (58.3% vs. 72.3%) than those without
specialist visits in LTC (Table 1). Patients with most of the
other examined comorbidities were more likely to receive
specialist visits during LTC. Age, race, dual eligibility for
Medicaid, urban or rural setting, and region were distrib-
uted similarly among those with and without visits to LTC.

Patterns of specialty care

The relative drop in the proportion of residents with
specialty visits ranged from 14.4% for orthopedics to
67.9% for psychiatry (Figure 1A,B). Results were simi-
lar when comparing the total number of visits rather
than the proportion of beneficiaries with visits
(Figure S1). Among subgroups of potentially vulnera-
ble residents with developmental disorders, severe
mental illness, and Alzheimer's disease or other
dementia, there were similar changes in the use of spe-
cialty care (Figure 2). The change was similar, with dif-
ferent thresholds of days at a SNF in the year before
the transition to LTC (Figure S2) and different defini-
tions of previous users of specialty care (Figure S3), as
well as when inpatient specialist consultations were
considered in addition to outpatient visits (Figure S4).
The decrease was also similar when 6 months around
the transition were excluded (Figure S5). In contrast,
among previous specialty care users, the proportion
with a generalist visit increased from 87.5% in the
12 months before to 97.8% in the 12 months after the
transition (relative increase of 11.8%).

Among patients with a diagnosis likely requiring
specialty care, there was also a drop in specialist use
after the transition (Table 2). The relative decrease in
the proportion of beneficiaries with relevant specialist
visits ranged from 0.9% (neurology for patients with
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FIGURE 1 Proportion of previous specialty care users with specialist visit before and after transition to nursing home. (A) Relative

change in the number of previous users with a specialist visit from 12 months before to 12 months after the transition to nursing home.

(B) Monthly proportion of previous users with a specialist visit.
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multiple sclerosis) to 67.1% (psychiatry for patients with
severe mental illness).

Continuity of specialty care

Among the residents who visited a specialist within the
year before as well as after the transition, the majority
(78.9% on average across the specialties) were seen at
least once by the same provider as before the transition
(Table S2). The proportion of continued specialty users
visiting the same provider ranged from 62.0% (orthope-
dics), 72.4% (podiatry), and 72.5% (general surgery) to
82.4% (cardiology and neurology), 84.2% (psychiatry),
and 90.0% (hematology and oncology). The results were

similar with a narrower definition of continued care (80%
or greater specialty care visits after LTC transition with a
previously seen provider, Table S2).

DISCUSSION

In a national sample of Medicare beneficiaries, we found
that specialty visits decreased substantially upon transi-
tion to a nursing home. If the levels of specialty care use
prior to their LTC transition captured an appropriate
level of care, these findings could suggest a substantial
lack of access to specialty care in nursing homes. How-
ever, we are unable to assess the appropriateness of visit
frequency or specialist access before or after the LTC

TABLE 2 Proportion of previous specialty care users with health conditions potentially requiring specialty care with such a visit before

and after transition to a nursing home

Specialty-specific diagnosis Relevant specialty N 12 months before 12 months after % change

Heart failure Cardiology 3718 2047 1535 �25.0%

Parkinson's disease Neurology 871 578 434 �24.9%

Epilepsy Neurology 616 331 223 �32.6%

Multiple sclerosis Neurology 178 110 109 �0.9%

Severe mental illness Psychiatry 974 629 207 �67.1%

Cancer Hematology/oncology 421 260 183 �29.6%

Rheumatoid or psoriatic arthritis Rheumatology 318 205 119 �42.0%

Liver disease and cirrhosis Gastroenterology 252 70 46 �34.3%

Note: Severe mental illness includes bipolar disorder, schizophrenia, and other psychotic disorders, Diagnoses codes and Chronic Conditions Data Warehouse
flags for chronic or potentially disabling conditions used to define each diagnosis group are listed in Supplemental Table S1.

Orthopedics

Cardiology

General surgery

Ophthalmology

Urology

Neurology

Hematology/oncology

Dermatology

Podiatry

Psychiatry

−100 −75 −50 −25 0
Change after the transition, %

All previous users

With developmental disorders

With severe mental illness

With Alzheimer's disease or other dementia

FIGURE 2 Relative change in the number of previous users with a specialist visit from 12 months before to 12 months after the

transition to a nursing home in groups of vulnerable residents. Specialties are ranked by the relative change among all previous users of

specialty care (corresponding to the decrease shown in Figure 1A; shown as diamonds here). The relative change in the subgroups of

vulnerable patients among the previous users is shown as colored dots (pink – residents with developmental disorders; dark blue – residents

with severe mental illness; yellow – residents with Alzheimer's disease or other dementia).
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transition with claims data alone. To our knowledge, this
is the first national examination of specialty care use in
the transition to nursing homes in the US. Our results
echo the use of specialty care in other countries. In
France, the proportion of persons with specialty care
decreased moderately across most of the specialties.26 But
this is not true in all counties. In a cohort of new nursing
home residents in Germany, a significant overall decrease
in specialty care use was found only for ophthalmology
(by 20%), while contacts with neurologists and psychia-
trists increased after the transition.27

There was wide variation in the change in use across
specialties. The groups of specialties with similar magni-
tudes of change have some clinical characteristics in com-
mon: Specialties with a smaller decrease (e.g., orthopedics
and cardiology) may reflect care for health conditions that
led to the need for institutional LTC, while specialties with
larger decreases (e.g., podiatry and dermatology) might be
those perceived to provide care for less severe or function-
ally disabling conditions. In contrast to the decrease in
visits by specialists, patients received more visits by gener-
alist providers after the transition, almost certainly due to
the mandated regular primary care provider visits for
Medicare beneficiaries in nursing facilities. Primary care
providers, especially physicians specializing in care for
skilled nursing facility residents,27 might take over some
routine specialty care for some of the patients. Indeed, care
consolidation by a regularly attending nursing home phy-
sician might be preferred by some patients than the
increasingly fragmented care among multiple specialty
providers.13,28,29

Importantly, many services of some of the specialties
with the largest drop in use, such as psychiatry or neurol-
ogy, could be delivered via telemedicine, overcoming the
need for transportation as a barrier to specialty care.
Indeed, tele-psychiatry30 and telehealth services for
patients with Parkinson's disease31,32 have already been
successfully implemented in nursing homes.33 In con-
trast, specialties requiring specialized physical examina-
tions or procedures, such as ophthalmology, are hard to
substitute for without physically transporting residents to
outside offices, via telemedicine, or by a nursing home
primary care provider.

The decrease in specialty care was slightly lower for
patients with specific diagnoses identified as requiring
specialty care. For example, neurologist visits
decreased by 37% overall among previous users, while
the relative decrease was by 33%, 25%, and 1% for
patients with epilepsy, Parkinson's disease, and multi-
ple sclerosis, respectively. The decrease among such
patients is particularly concerning that some may
receive less attention than their comorbidities may
ideally need.

One unexpected finding is that residents receiving
specialty care before as well as after the transition most
often continued seeing the same provider. Such consis-
tent continuity of care with the same specialty provider
might signal that patients value retaining their outpatient
specialty care provider across residential settings. It
might also reflect a selection effect; patients who consis-
tently visit specialty providers regardless of their commu-
nity or nursing home setting are perhaps more likely to
have social and financial resources that might also help
them keep visiting the same physician. Regardless of the
underlying mechanisms, the high prevalence of continu-
ity with prior physicians suggests that for many SNFs,
receiving outside specialty care is an established model
for residents. More evidence is needed to understand the
processes that enable SNFs to have their patients con-
tinue to see their specialists.

These results are consistent with other evidence on
barriers to specialty care among LTC populations, an
issue that has received limited empirical evaluation. In a
national survey of German nursing homes, high and
unmet needs for specialty care were documented, partic-
ularly in ophthalmology and urology.19 Research on the
lack of access to specialty care in the US has focused only
on some areas, such as mental and behavioral health ser-
vices.34 A national study of nursing home administrators
in 2017 identified unmet needs for behavioral health ser-
vices in one-third of nursing homes.7 Half of nursing
homes named a lack of behavioral health education
among staff, and a third noted inadequate coordination
with community providers and a lack of infrastructure
for referrals and transportation of residents as major bar-
riers. Nursing home residents without family caregivers
might also have worse access to care; the lack of caregiv-
ing by a health care proxy was associated with worse
quality of care in several studies.35,36 These reported bar-
riers to care, together with the decrease in specialist visits
observed in our study, imply that access to specialty care
in nursing homes might be suboptimal.

This study has limitations. First, it is important to
emphasize that a decrease in specialty care utilization
could be clinically justified. In some circumstances, a
decrease may reflect a substitution of primary health care
services provided directly at the nursing home or chang-
ing patient preferences. The optimal frequency of spe-
cialty follow up is not known for many diseases and
conditions. Some specialty care, for example, provided as
part of post-surgical care under a global payment or via
informal networks of physicians in the nursing homes,
was not captured with fee-for-service claims data. Simi-
larly, visits provided by nurse practitioners providing spe-
cialty care would be misclassified as generalist visits.
Thus, the decrease could potentially be slightly smaller
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than we observe. However, although specialty care utili-
zation is only a proxy for care need, the consistent and
striking drop could signal barriers to access and is, there-
fore, concerning. Second, this is an observational cohort
study, and as such, cannot establish causality around the
relationship between LTC transition and specialty use as
distinct from other concurrent processes. The frequency
of visits might change over time regardless of the residen-
tial setting, for example, due to regression to the mean
after a period of more intense health care use—a bias
that we could not completely exclude. To decrease this
bias, we restricted our sample to specialty care users
13–24 months rather than immediately before the transi-
tion. We also confirmed the findings in a subset of
patients with diagnoses likely necessitating regular spe-
cialty care. Still, our results should be interpreted as
exploratory, especially as moving to a nursing home
might be in part motivated by health care preferences
and needs changing from single-disease management to
more integrated nursing and clinical care with a higher
presence of the primary care provider. Third, our capacity
to identify the barriers to specialty care utilization is lim-
ited by the information included in the studied claims
and MDS data. For example, we cannot quantify the rela-
tive importance of many factors that drive a decrease in
specialty care use including lack of available transporta-
tion, social or personnel support, the patient's preference
to forego specialty care outside the nursing home, and
other reasons. We also did not adjust for patient, provider
or nursing home factors that might be associated with
the probability of continuous specialty care. In the future,
it will be important to compare the decrease in use
in new residents to that in a reference population of
matched persons (e.g., experiencing a hospitalization
without an eventual transfer to a nursing home for LTC).
Finally, it was beyond the scope of this study to investi-
gate whether the observed decrease in specialty care
results in worse patient outcomes, such as a greater risk
of hospitalization.

In conclusion, this study showed a substantial drop in
specialty care utilization after transitioning to a nursing
home for LTC among persons likely in need of such care,
suggesting the existence of potential barriers to care at
nursing homes, with likely variation across specialties.
Further research should examine the reasons for this
decrease and, considering the recent rise in telemedicine
use during the COVID-19 pandemic, the potential role of
telemedicine to supplement or substitute in-person spe-
cialist visits after the LTC transition.
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Additional supporting information can be found online
in the Supporting Information section at the end of this
article.

Table S1. Codes used to identify patients and specialist
visits.
Figure S1. Count of specialist visits among the previous
specialty care users before and after transition to a nurs-
ing home. (A) Relative change in the number of specialist
visits among the previous users from 12 months before to
12 months after the transition to a nursing home.
(B) Monthly specialist visits among the previous users of
specialty care.
Table S2. Continuity of specialty care in residents visit-
ing specialists in the year before and after the transition
to a nursing home.
Figure S2. Relative change in the number of specialist
visits among the previous users after the transition to a
nursing home, with different threshold of allowed days
in SNF within the year before the transition.

Figure S3. Relative change in the number of specialist
visits among the previous users in 6 months before to
6 months after the transition to a nursing home, with dif-
ferent definitions of previous care users.
Figure S4. Relative change in the number of previous
users with a specialist visit in outpatient or inpatient set-
ting from 12 months before to 12 months after the transi-
tion to nursing home.
Figure S5. Relative change in the number of previous
users with a specialist visit before and after the transition to
the nursing home, comparing periods of 12 months and
9 months (excluding 6 months around the transition).
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Objectives 

 Examine the transition to a nursing home and the use 
of specialists among residents with a high need for 
specialty care

 Identify gaps in providing specialists care

Introduction 

 Many individuals residing in long-term 
care institutions have multiple complex 
chronic conditions that require 
specialist physician care

 The use of specialty care among US 
nursing home
residents not well studied

 LTC residents face many barriers to 
accessing specialty care
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Barriers to 
Specialty 
Care 
Access 

Understaffing in LTCUnderstaffing in LTC

Lack of family/social support Lack of family/social support 

Need for special transportationNeed for special transportation

Vulnerable groups of residents 
(developmenetal disorders, 
dementia, or mental health issues)

Vulnerable groups of residents 
(developmenetal disorders, 
dementia, or mental health issues)

Benefits of Specialty Care in LTC 

Reduce or avoid hospitalizations 
and emergency room visits 

More safe and effective 
prescribing practices 

Improve quality of medical care 

Purpose of the study

No prior studies to examine the 
use of specialists among 

residents with a high need for 
specialty care

Specialty care in US nursing 
homes decreases across 

specialties once a patient 
moves to a nursing home, 

motivating further research to 
understand the causes,

consequences, and, to the 
degree this drop in specialty 

care is harmful, ways to mitigate 
it
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Focus groups of study

 Previous specialty care use before health events that likely 
contributed to LTC transition 

 Diagnoses and disease likely necessitating consistent and long-
term specialty care

 selected a set of comorbidities and diagnoses that likely 
require specialty care based on the input of two authors who 
are internal medicine specialists 

 identified patients with predefined psychiatric, neurological, 
cardiac, and other comorbidities with diagnoses recorded in 
claims before the transition to a nursing home. 

 Particularly vulnerable nursing home residents

Methods 

Study population

Previous users of 
specialty care with a 

relevant visit 13–24 
months before the 

transition

Moved to a nursing 
home and stayed at 

least 180 days without 
being discharged home

Continuously enrolled in 
medicare from 2014–

2018 (or death, if earlier)

Excluded patients who 
died within 12 months 
after the transition or 

used hospice

•excludes the year prior 
to LTC transition 
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Outcome 
measures 

 Primary outcome: count and 
proportion of beneficiaries receiving 
at least one specialist visit within
the 12 months before and after the 
transition to LTC in a nursing home

 Secondary outcomes: count of 
specialist visits per observation 
period. 

 observation period was 36 months 
(24 months before and 12 months 
after the transition) 

Specialist physician visits

 Identified in Part B carrier and outpatient claim files by 
Healthcare Common Procedure Coding System 
(HCPCS) codes, provider specialty, place of service, 
and revenue center codes
 Ensured “outpatient” settings (which can include any 

setting of care that is not acute care) and exclude 
inpatient and emergency department consultations.

Study variables 

Age

Age at the 
time of 
transition to a 
nursing home

Sex

Sex/race/ethni
city, dual 
eligibility status

Reason

Reason for 
Medicare 
enrollment

State and 
ZIP

State and ZIP 
code of 
residence

Number

Number of 
comorbidities
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Statistical 
analysis

 the monthly proportion of beneficiaries 
with at least one specialist visit from 12 
months before to 12 months after the 
transition.

 the change in the proportion of 
specialty care users within 12 months 
before and after the transition.

 the proportion seeing one of their 
previous providers at least once at the 
nursing home

 the proportion of patients with 80% or 
greater specialty care visits after LTC 
transition with a previously seen 
provider

Results 
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Discussion
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Discussion points 

Specialty visits 
decreased 

substantially upon 
transition to a 
nursing home

Speciality use 
variation Limits to study 

Comparison to 
other countries Role of generalist 

Telehealth services 
vs. procedure 

based visits

Specific diagnoses Unexpected 
findings 

Conclusion

Summary 
of study

 There is a substantial decline in the 
use of specialty care after the 
transition to a nursing home, even 
among those residents with diseases 
typically requiring regular specialty 
care.

 Most of the patients who continued 
visiting a specialist after the transition 
to a nursing home were visiting the 
same provider that they saw before 
the transition.
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LEGAL PITFALLS
IN POST ACUTE/LONG TERM CARE

Goodell, DeVries, Leech & Dann, LLP

Janet A. Forero, Esquire Craig Brodsky, Esquire

2

Why are Lawsuit filed
Bedsores:  More than 1 in 10 nursing home 

residents have bedsores

Medication Errors:  

Nursing home acquired infections

Unexplained injuries such as broken bones

Weight loss and dehydration

Falls/inadequate safety measures

Abuse – physical or emotional

3
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4

5

According to recent jury verdict
research data, the median award in
nursing home negligence cases in
the U.S. is $329,000. Plaintiffs win
at trial approximately 63% of time
when suing a nursing home,
compared to only 8% in other
malpractice cases.

6

A shocking 66% of nursing home
staff members admitted to abusing
residents in a 2020 study from the
World Health Organization. The
areas of abuse range from sexual
touching to punching or beating a
resident.
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7

2023, Maryland:  64-year-old man was recuperating at a post acute care 
facility after suffering a stroke.  He developed severe bedsores and died.  His 
family was awarded $9,000,000.

2023, Pennsylvania:  96-year-old patient with chronic dysphasia choked and 
aspirated leading to brain damage.  Case settled for $240,000.

2023, California:  86-year-old man admitted to post acute care facility after 
fracturing his hip.  During two-week admission developed severe pressure 
wounds.  Jury awarded $30,912,802 which included $25 million in punitive 
damages.

2021, Florida:  A 65-year-old nursing home resident, whose medical history 
included dementia and bilateral leg amputations, fell from her wheelchair. 
She sustained a subarachnoid hemorrhage. Verdict was entered for 
$755,144.

WHAT IS MEDICAL MALPRACTICE?

8

Professional negligence by act or omission of 
a health care provider

FOUR LEGAL ELEMENTS

 Duty of Care 
(reasonableness standard)

 Breach of Duty

 Causation

 Damages
(Economic and Non-economic)

DUTY OF CARE

9

What a reasonably competent [insert specialty] 
would do under the same or similar 

circumstances

 Standard is REASONABLE care, not “best 
practices” and not safest

 Perfection is not required

7
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VIOLATION OF DUTY OF CARE

10

 Adverse outcome does not mean breach of 
duty 

 Expert witness testimony is necessary

CAUSATION

11

 Plaintiff must show that breach was the 
cause of the alleged harm

 If breach occurs but there is an alternative 
cause of harm, no recovery for Plaintiff

DAMAGES

12

 Civil case = monetary damages

 Plaintiff must prove the monetary value of 
her injuries

 Non-economic damages (pain, suffering)

 Economic damages (worklife expectancy, 
household services, etc.)

10

11

12
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•
•
•
•
•
•

•

REDUCING THE RISK OF 
LAWSUITS

14

•

•

•

15

13

14
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WHAT CONSTITUTES
GOOD DOCUMENTATION 

16

•
•
•

•
•
•

COMPLETE

17

 Discussions with patient
 Significant statements made by patient 

in quotation marks
 Patient’s behavior if it is abnormal

 Discussions with other health care 
providers
 Notification of physicians
 Clarity is critical

•
•
•
•
•
•

The pen is mightier than the sword!

16

17
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Q: Doctor, do you recall Mrs. Smith?
A: No

Q:  So it’s true that all you can tell us about 
her today is based on what you wrote in 
the chart, correct?

A:  Yes

Q: Will you read your note from May 1, 
2006 into the records please ma’am?

A:  Certainly.  
At 1350 the patient began to (pause)  

I can’t make it out.
I paged the attending at (pause) I 

can’t make it out.
The doctor (pause) I can’t make it 

out.
And then my initials

You get the picture . . .

•

•

20

•

•

•

21
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•

•

•

•

22
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Advantages:

•Reduction of  documentation time 
by as much as 45%

•Increasing completeness of  
information

•Access to medical history and 
tracking adverse medication 
reactions.

DISADVANTAGES

• Privacy and Security Issues

• Inaccurate Information:  drop downs and carry forwards

• Enables easy patient access, so frightens patients 
needlessly

• Create potential liability issue.  

• Medical data can get lost, destroyed or misfiled during 
Conversion from paper to electronic

• Medical Providers are expected to know more about 
what came before

•
•
•
•
•

•

•

27

25

26
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COMMUNICATION

28

The most frequent risk 
management issue

Patient’s impression of 
overall treatment begins 
with first contact

Each contact will set the 
tone for the patient’s 
perception of his/her 
medical experience

When patients are left in 
the dark, they are more 
likely to sue

29

 Patient	Stressors

◦ Lack of information

◦ Lack of control

◦ Perceived lack of respect

 Patient	De‐Stressors

◦ Give information

◦ Give patients control, decision making power (e.g., would you like to 
reschedule on this day or that?)

◦ Respect their time

REAL PATIENT COMMENTS

30

1.Why aren’t I being treated like other patients…..I feel so alone”.
Having an illness, especially one you do not understand is scary and 
isolating.

2.“Doctors don’t believe me…I know it’s real…There must be 
something wrong….They really don’t know what I’m going 
through….sometimes I feel like I’m going crazy”.

3.“My doctor doesn’t treat me like a person”.   

4.“My doctor doesn’t listen to what I have to say…He doesn’t believe 
me”.

5.“I’m getting much better treatment from a holistic doctor”

6.“She just tells me what to do”. Patients want to participate in the 
decision-making regarding the options for treatment. Those that do 
not need to be encouraged to do so.

28

29

30
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SHOULD A PROBLEM ARISE . . .

31

Calming

ANGRY
Patients

ANGRY

32

 Allow	patients	to	vent

 Keep	your	cool

Be aware of one’s own emotions 

Don’t counter-attack with anger or self-praise

 Use	the	patient’s	name

 Use	a	quiet	voice	tone
 Remain	calm	and	gracious:		Resist the desire to argue with the 

patient who disagrees with your recommendations:  It’s about the 
patient, not you

ANGRY

33

•Pause	and	be	attentive

•Stay	curious	about	the	patient’s	concern

•Acknowledge	the	concern

•Request	details

•Express	empathy

•Offer	suggested	remedies

•Take	action	and	be	an	advocate

Strategies	to	strengthen	communication	and	the	relationship

31

32
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What patients want

35

36

34
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37

What patients do not want

38

Nurse Ratched

More Strategies to strengthen 
communication and the relationship

Try to understand what lies beneath the dissatisfaction:  what 
does the patient want; what does he/she feel is missing; what is 
the patient worried about; what is making him/her so hopeless; 
in what ways are we not meeting his/her needs?

Screen for psychiatric disorders such as depression and anxiety

Consider involving the family

Involve other providers

37

38
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In D.C. and in other places, a health care
provider is permitted (not required) to
apologize for a poor outcome without fear that
the apology will be used against him or her in a
later malpractice suit.

Apologies

BUT, if the provider admits to negligence in the course of providing that 
apology, then the admission may well come into evidence.  

There is a difference between:

Mr. Jones, please accept my most sincere apology for the	difficulty	you	
have	had	since	your	procedure.  We are doing all that we can to 
ensure that you are well cared for, and I truly regret all that you have 
been through.

-and-

Mr. Jones, I am incredibly sorry for injuring	your	ulnar nerve during 
this procedure.  I realize that you have had a very difficult recovery 
from this injury, and I will do all that I can to help you through this 
difficult recovery.

Social	Media:
It should be obvious that health care providers should not 
post information on social media about their patients, but 
it happens more frequently than you might think.

40
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He had a left-toe amputation one month ago. He also had 
a left-knee amputation last year.”

46

47

48

46

47

48



10/26/2023

1

Interdisciplinary intervention and 
infection prevention and control

Panel Discussion Team

• Ronald D. Jeffreys, DO, CMD Medical Director Oak Crest CCRC. Erickson 
Living Community

• Andrea Brauch, RN; Infection Preventionist; Oak Crest, Parkville, MD 

• Daryl Hawkins, MSN, RN, CIC; Infection Prevention and Control Senior 
Specialist, Maryland Department of Health

Discussion Objectives

• Identify the roles of leadership and coordinating a risk prevention plan.

• Review best practices of the COVID protocols and current updates from CDC

• Define the role of the infection preventionist in promoting antibiotic stewardship 
and monitoring outcomes to reduce antibiotic resistance.

• Identify current challenges with CRE, MDRO, and Candida Auris and relationship 
and coordination of care between CCRC leadership and the MDH coordinator

• Review current vaccine plan and understand implementation of challenges of a 
comprehensive plan.

1

2
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Goals of the panel discussion

An interactive discussion on the role of the Infection Preventionist, 
(IP) in order to formulate a prevention infection control plan 
highlighting the interaction of the medical team with the IP, and 
the interplay with MDH nurses recommendations

COVID RECAP

• Massive outbreaks which, frequent hospitalizations high total deaths 

• COVID cohorts have been created and residents have been locked into their 
rooms and lost socialization to family and friends

• Staffing shortages 

• Working as essential risks and healthcare hero’s

• Have we had adequate debriefing and mental health checks for the 
posttraumatic trauma of her staffs residents and families?

Lessons Learned from the COVID-19 Pandemic in 
Nursing Homes: A Systematic Review

Int J Environ Res Public Health. 2022 Dec; 19(24): 16919.
Published online 2022 Dec 16. doi: 10.3390/ijerph192416919

• This systematic review aimed to identify and describe good practices 
adopted in care homes during the COVID-19 pandemic or other recent 
epidemics.

• One lesson learned from the COVID-19 pandemic concerns the need to 
implement measures aimed at strengthening the resilience of staff and 
preserving their well-being, to guarantee the proper functioning of long-
term care facilities

4
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• The results of our review summarize the most common measures adopted to manage the 
COVID-19 pandemic in a context of increased vulnerability and highlight the deficiencies 
that must be addressed. 

• In the publications included in our review, the most common measure aimed at staff was 
training. However, the pandemic also had a strong impact on staff well-being, escalating 
levels of stress and worry [31]. 

• One lesson learned from the COVID-19 pandemic concerns the need to implement 
measures aimed at strengthening the resilience of staff and preserving their well-being, to 
guarantee the proper functioning of long-term care facilities 

Redefining Roles

• Prior to COVID IP was often just an “add-on role”

• The COVID pandemic has shown us that a full-time IP is essential to successfully 
run a building

• Now IP can start preventing infections instead of being just reactive to outbreaks

• Greater emphasis on daily surveillance 

Being Prepared in the New Norm

• Not enough PPE to safely run a building

• Burn rates have been established

7
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Never Be Unprepared Again

• Staying on top with medical clearance forms and annual N95 fit testing

• Being flexible with PAR level when anticipating increased respiratory 
illnesses in the winter

• Updated disaster plan knowing that a disaster can strike any time

• You never know what the next organism we find that can create harm to our 
residents….
• Just think cryptosporidium 

Increased communication between departments 
and with the health department

• Reporting uptick in cases in standup and stand-down meetings

• Discuss how activities and dining might be impacted on new development

• Keeping all departments in the loop about infection activity

• Utilize TAT nurse to remind on best practices in outbreak situations

Tasks of Infection Preventionist

• Daily surveillance practices

• Active participant of the facility’s antibiotic stewardship program

• Overseeing vaccination program

10
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Daily Surveillance 

• Review daily notes and provider order

• looking for trends through data analysis

• Not every infection is COVID. Just because COVID has been ruled out we can 
still deal with an organism that can have an impact on other residents

• Share findings with medical providers and clinical managers

• REMEMBER: When we don’t know a potential problem exists we can’t do 
anything about that problem!

Outbreak Definitions

• ILI 3 or more clinically defined cases in facility within 7 day period

• Influenza: 2 patients having onsets of ILI or PNA within 3 days of each other and at 
least one of them has influenza confirmed by test

• PNA: 2 or more cases of PNA in a unit within a 7 day period

• GI outbreak: 3+ cases among residents from a single unit within a 7 day period

• Scabies: two or more concurrent cases of scabies within a facility, or two or more 
consecutive cases of scabies within 6 weeks of each other 

Ready, Set, Go
• Ready, set, go process guides us through  the course of a potential outbreak

• Ready: geared towards preventions of transmissible illness

• Set: geared towards preparation for a potential transmissible illness 
outbreak 

• Go: geared towards the actual response to an outbreak

• Surge: geared towards assessing for potential gaps and opportunities if 
outbreak can’t be controlled

• Reset: go back to pre-outbreak protocols

13
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Antibiotic and Diagnostic Stewardship

• Antibiotics are the most common type of medication prescribed in nursing 
homes. 

• The majority of antibiotic prescriptions may be unnecessary. 

• Most antibiotics used in nursing homes are for suspected urinary tract 
infections or UTI.

• Does resident require an antibiotic?

• Does a resident require a UA C&S ?

Antibiotic Stewardship =
antimicrobial/ diagnostic stewardship

• In the past we thought about antibiotic stewardship about looking at 
appropriate prescription of antibiotic

• But another important aspect is diagnostic stewardship where we are 
looking at the appropriates of performing diagnostic tests in regards to 
possible infections

16
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What is Antimicrobial Stewardship

Antibiotic stewardship is the effort to measure and improve how antibiotics 
are prescribed by clinicians and used by patients. Improving antibiotic 
prescribing and use is critical to effectively treat infections, protect 
patients from harms caused by unnecessary antibiotic use, and combat 
antibiotic resistance. 

https://www.cdc.gov/antibiotic-use/core-elements/index.html

What is Diagnostic Stewardship

Diagnostic stewardship means improving diagnostics and diagnosis as part of 
patient care. Good laboratory diagnostic stewardship means ordering the 
right tests, for the right patient, at the right time, to provide the right 
treatment.

https://blogs.cdc.gov/safehealthcare/advancing-laboratory-diagnostic-
stewardship-for-healthcare-associated-infections-hais-antibiotic-resistance-
and-sepsis/

How do we practice Antibiotic Stewardship

• Educating front line nurses and medical providers about antibiotic 
stewardship

• Minimum criteria of potential infections

• Talking points for staff to use for patient/ family education

19
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How do we practice Antibiotic Stewardship

• Completing infection assessment prior to contacting medical provider

• Audit every new antibiotic start, as well as ordered culture 

• IP reviews findings with clinical managers

• Clinical manager will follow up with provider

• IP will be updated next day about discussions

How do we practice Antibiotic Stewardship

• IP will provide feedback on antibiotic prescribing practices

• IP will provide cases studies for potential unnecessary antibiotics

• Utilize appropriate precautions such as enhanced barrier precautions

22
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MDROs: Carbapenem resistant 
organisms, Candida auris 

What are MDROs?

• Resistant to one key drug (e.g., MRSA, VRE). OR 
• Resistant to one or more drugs from several drug classes (e.g., ESBL)
• Positive for an FDA approved test that identifies the MDRO (e.g., MRSA, 

carbapenamese, ESBL)

Practical Perspective: 

• Organisms which are “R” (resistant) “I” (intermediate) to drug(s) of choice. 
• Organisms for which there are few or no therapeutic options.

MDROs

C. auris

CRE
CRPA

CRAB

MRSA VRE

ESBLs C. diff

27

25

26

27



10/26/2023

10

MDROs

C. auris

CRE
CRPA

CRAB

MRSA VRE

ESBLs C. diff

28

C. auris= Candida auris 

CRO = Carbapenem-Resistant Organism
CRE = Carbapenem-Resistant Enterobacterales 
(like E. coli, Klebsiella sp.)
CRAB = Carbapenem-Resistant Acinetobacter 
baumannii
CRPA= Carbapenem-Resistant Pseudomonas 
aeruginosa

CP-CRO= Carbapenemase-Producing Carbapenem-
Resistant Organism

Alphabet Soup

Carbapenem-Resistant Organisms

• Carbapenem-resistant Enterobacterales (CRE)

• E. coli, Klebsiella species, Enterobacter species, Citrobacter species, 
Proteus species,  Serratia marcescens, etc.

• Carbapenem-resistant Acinetobacter baumannii (CRAB)

• Carbapenem-resistant Pseudomonas aeruginosa (CRPA)

“CROs”

Class of antibiotics, e.g., 
ertapenem, imipenem, 

meropenem

Order or species 
of gram-negative 

bacteria

28
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Carbapenem resistant organisms 

31

• Highly resistant to antibiotics
• Including penicillins, cephalosporins, and carbapenems

• For some, mortality rate for invasive infections as 
high as 50%

• Causes a variety of infections including 
bloodstream, respiratory, and wound infections

• Spread through contact with infected or colonized 
people and the environment

Carbapenemase-Producing Carbapenem 
resistant Organisms (CP-CROs)

32

▪ Carbapenemases are enzymes that destroy antibiotics 
called carbapenems and beta-lactam antibiotics 
(penicillins, cephalosporins)
• Examples: KPC, NDM, VIM, IMP, OXA-48 (there are lots and lots 

of OXA’s!)

▪ Bacteria that can make enzymes that break down 
carbapenems are called CP-CRO (or CPO)
• Examples: CP-CRE, CP-CRAB, CP-CRPA
• Are often resistant to many/most antibiotics 
• Can share how to make these enzymes with other bacteria-

even other species

Carbapenemase and Plasmids

Many carbapenemase genes are on mobile genetic elements (plasmids) that can be 
transmitted from one bacterium to another.

This helps spread antibiotic resistance from one bacteria to another. 

E. coli (with KPC Carbapenemase) E. cloacae now with KPC Carbapenemase

31
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The Big 5 Carbapenemases
1. Klebsiella pneumoniae Carbapenemase 

(KPC) – common in Maryland

2. New Delhi Metallo-β-lactamase (NDM) 

3. Oxacillin-hydrolyzing carbapenemase 
(OXA-type)

4. Verona Integron-Mediated Metallo-β-
lactamase (VIM)

5. Imipenemase Metallo-β-lactamase (IMP)

VIM

Carbapenemases detected in CRE Nationally 2017-2022 

CDC AR Patient Safety Portal 

Carbapenemases detected in CRE 2022 by Region

CDC AR Patient Safety Portal 

34
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Candida auris: “a super fungus”

37

• C. auris is a drug-resistant yeast 
• Some cases have been resistant to all known antifungals

• Colonizes patients’ skin and can cause 
clinical infection

• CDC estimates 30-60% of invasive 
clinical infections result in death

• Risk factors: wounds, invasive devices, 
ventilator-dependent, diabetes

Why are we concerned about 
Candida auris?

• Colonization means that a person is 
carrying an MDRO but does not have 
symptoms of an infection.

• Colonized people can play a large role in 
the spread of MDROs to other people in 
healthcare settings

• Some colonized people will develop 
infections                                                                                                                   

Infection

Asymptomatic 
colonization 

MDROs: Infection vs. Colonization

37
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MDROs Have Significant Impact in Nursing 
Homes

• Many nursing home residents are unknowingly colonized with an 
MDRO, especially residents with risk factors like indwelling medical 
devices or wounds

• Residents who have an MDRO can develop serious infections, remain 
colonized for long time periods, and spread MDROs to others

• Healthcare personnel can spread MDROs through contaminated hands 
and clothing

The Large Burden of MDROs in Nursing Homes

Actual MDRODocumented
MDRO

Facility Type

58%17%Nursing Homes
(n = 14)

76%20%Ventilator-Capable Nursing 
Homes
(n = 4)

McKinnell JA et al, Clin Infect Dis. 2019; 69(9):1566-1573

The Large Burden of MDROs in Nursing Homes
Actual MDRODocumented

MDRO
Facility Type

58%17%Nursing Homes
(n = 14)

76%20%Ventilator-Capable Nursing 
Homes
(n = 4)

McKinnell JA et al, Clin Infect Dis. 2019; 69(9):1566-1573

40

41

42



10/26/2023

15

43

Colonization Duration
▪ Example: Candida auris

Pacilli et al, SHEA 2019

Reporting to Health Department 
Timeframe to report Laboratory Definition and 

Isolate submission 
Healthcare 
Provider/Institutions

Organism/Condition

Immediately YesYesCandida auris 

Within One Working DayAny Acinetobacter 
baumannii resistant to 
dori-, imi- or meropenem 
by most recent CLSI 
breakpoints/ Yes 

YesCarbapenem-resistant 
Acinetobacter baumannii 
(CRAB)

Within One Working DayAny Enterobacterales 
species resistant to 1 or 
more carbapenems by 
most recent CLSI 
breakpoints/ YES

Yes*Carbapenem-resistant 
Enterobacterales (CRE)

MDH List of Reportable Conditions
MDH What to Report 

CDC/MDH MDRO Containment Response

CDC MDRO Containment Guidance
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• Cryptosporidium is a microscopic parasite that causes the diarrheal disease 
cryptosporidiosis. Both the parasite and the disease are commonly known as “Crypto.”

• There are many species of Cryptosporidium that infect animals, some of which also infect 
humans. The parasite is protected by an outer shell that allows it to survive outside the 
body for long periods of time and makes it very tolerant to chlorine disinfection.

• While this parasite can be spread in several different ways, water (drinking water and 
recreational water) is the most common way to spread the parasite. Cryptosporidium is a 
leading cause of waterborne disease among humans in the United States.

Cryptosporidium

How can we prepare for the future ?

• Ready set go program

• Offer flu, pneumonia and COVID vaccines to residents

• Adequate PPE PAR levels

• Educate staff on proper PPE use and hand hygiene

• Have a plan in place that can be readily executed when needed

46
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Final remarks

Question and answer session

49
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LONG TERM CARE MEETS 
EMERGENCY CARE

 Cecilia Y. Cai, MD, CMD
Medical Director, FutureCare NorthPoint/Pineview

 Phillip D. Magidson, MD, MPH
Associate Clinical Director, Johns Hopkins Bayview 
Department of Emergency Medicine

Describe the importance of transitions of care between post-
acute care facilities and the emergency department

 Identify challenges in transitions from post-acute care 
perspective and emergency room perspective. 

Discuss examples of strategies to improve transitions from 
post-acute care facility to emergency room. 

Transitions in care are a vulnerable time for patients.

Over 2.2 million emergency room (ER) visits annually are from 
nursing home (NH) residents. 
 1.6 ER visit for every NH resident in the US per year. ¹

Poor communication between NH and ER. 
 86% of ER transfers from nursing home or senior residence lacked clinically 

important information.²

Poor communication leads to higher costs, increased healthcare 
utilization, unnecessary duplication of services, inappropriate 
treatments. ³

1. Wang HE et al.. Emergency department visits by nursing home residents in the United States. J Am Geriatr Soc. 2011 Oct;59(10):1864-72.
2. Cwinn MA et al. Prevalence of information gaps for seniors transferred from nursing homes to the emergency department. CJEM. 2009 Sep;11(5):462-71.
3. Hustey, F.M.. Care transitions between nursing homes and emergency departments: A failure to communicate. Annals of Long-Term Care. 2010. 18.17-19. 

1
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 System Factors

 Provider Factors

 Patient Factors

Bambach K and Southerland LT. Applying geriatric principles to transition of care in the emergency department. Emerg Med Clin North Am. 2021;39(2):429-442. 

Staffing shortage

Staff handoffs

Multiple documents to print or make copies  

1. Geng F, Stevenson DG, Grabowski DC. Daily nursing home staffing levels highly variable, often below CMS expectations. Health Aff. 2019;38:1095-1100.
2. Terrell KM, Miller DK. Challenges in transitional care between nursing homes and emergency departments. J Am Med Dir Assoc. 2006 Oct;7(8):499-505. 

4
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Limited time in facilities for in-person 
evaluations

On-call providers cover multiple NHs and may 
not know all the patients 

Terrell KM, Miller DK. Challenges in transitional care between nursing homes and emergency departments. J Am Med Dir Assoc. 2006 Oct;7(8):499-505. 

Communication challenges 

Patient/ family expectations 

EHR Communication (or lack there of)

Multiple providers/handoffs

Metric Expectations

Sinha M, et al. Need for standardized sign-out in the emergency department: a survey of emergency medicine residency and pediatric emergency medcie fellowship program directors. 
Acad Emerg Med. 2007;14(2):192-6.
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Patient load/requirements 

Biases (i.e. ageism)

Lack of training in transitions

Westbrook J, et al. The impact of interruption on clinical task completion. Qual Saf Health Care. 2010;19(4):284-9. 
Shiao-Bin Eng M, et al. Perceived vs. actual distractions in the emergency department. The American Journal of Emergency Medicine. 2019;37(10):1896-1903. 
Chary A, et al. Strategies to combat ageism in emergency medicine. The Journal of Geriatric Emergency Medicine. 2022;3(2):article 2. 

Complex patients

Communication challenges

Social support/barriers

Lowenstein SR, et al. Care of the elderly in the emergency department. Ann Emerg Med.1986;15(5):528-535.
Wilber ST, et al. Does functional decline prompt emergency department visits and admissions in older patients? Acad Emerg Med. 2006;13(6):680-2.
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Standardized NH-ER transfer form.1,2

Verbal communication across care settings.1,2

Partnership building and collaborative problem 
solving.2

1. Terrell KM, Hustey FM, Huang U, et al; Society for Academic Emergency Medicine (SAEM) Geriatric Task Force. Quality indicators for geriatric emergency care. Acad Emerg
Med 2009;16(5):441-449. 

2. Terrell KM, Miller DK. Strategies to improve care transitions between nursing homes and emergency departments. J Am Med Dir Assoc. 2011 Oct;12(8):602-605. 

Johns Hopkins Medicine Skilled Nursing 
Facility Collaborative
Regular communication between collaborative 
and SNF representatives 

Conway, S. J. , Parekh, A. K. , Hughes, A. H. , Sylvester, C. , Himmelrich, S. , Hebert, L. C. , Doyle, D. , Bellantoni, M. & Berkowitz, S. A. (2019). Postacute Care Transitions. Journal of Hospital 
Medicine, 14 (3), 174-177.

Dr. Kyle R. Burton
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Dr. Kyle R. Burton

Goal of Project: To optimize the 
emergency medicine provider 
experience in care transitions of 
geriatric patients from post-acute 
care/nursing home facilities to the 
emergency department. 

Pre-implementation information

16
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Post-implementation results
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 Transitions of care are challenging
We can improve
 Future steps:
 Post-acute and NH staff feedback
 Expand to other sites
 Patient or health system focused outcomes
Diagnostic tests, LOS, admission rates, 
satisfaction, etc

What challenges have you experienced in 
transition of care between NH and ER? 
What other strategies do you recommend to 
improve transitions between NH and ER?

Dr.Cecilia Cai- caic@futurecare.com
Dr. Phillip D. Magidson- pmagidson@jhmi.edu
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1. Geng F, Stevenson DG, Grabowski DC. Daily nursing home staffing levels highly variable, often below 
CMS expectations. Health Aff. 2019;38:1095-1100.

2. Terrell KM, Miller DK. Challenges in transitional care between nursing homes and emergency 
departments. J Am Med Dir Assoc. 2006 Oct;7(8):499-505. 

3. Wang HE et al.. Emergency department visits by nursing home residents in the United States. J Am 
Geriatr Soc. 2011 Oct;59(10):1864-72.

4. Cwinn MA et al. Prevalence of information gaps for seniors transferred from nursing homes to the 
emergency department. CJEM. 2009 Sep;11(5):462-71.

5. Hustey, F.M.. Care transitions between nursing homes and emergency departments: A failure to 
communicate. Annals of Long-Term Care. 2010. 18.17-19. 

6. Lowenstein SR, et al. Care of the elderly in the emergency department. Ann Emerg Med. 
1986;15(5):528-35. 

7. Wilber ST, et al. Does functional decline prompt emergency department visits and admission in older 
patients? Acad Emerg Med. 2006;13(6):680-2.
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Maryland’s Health Care Decisions Act (HCDA) 

 Effective October 1, 1993. Applies in all health care 
settings and in the community throughout Maryland. 

 
Advance Directives 
A written or electronic document or oral directive that: 
1. Appoints a health care agent, and/or 
2. States the patient’s wishes about medical treatments 

when the patient no longer has capacity to make 
decisions (living will). 

 
Only a patient – not an authorized decision maker – can 
make or revoke an advance directive. 

 

Presumption of Capacity 

 A patient is presumed to have capacity to make his or 
her own treatment decisions unless the attending 
physician and a second physician or nurse practitioner 
have certified that the individual lacks capacity or a 
court has appointed a guardian of the person. 

 
Physicians’ and NP’s Certifications of Incapacity 

 The attending physician and a second physician or 
nurse practitioner certify in writing that a patient lacks 
the capacity to make a treatment decision. 

 One of the physicians or the nurse practitioner must 
examine the patient within two hours of making the 
certification. 

 If patient is unconscious or unable to communicate  by 
any means, only the attending physician’s certification 
is needed. 

 
Who is the decision maker if a patient lacks capacity? 
Authorized Decision Makers: 
1. Designated health care agent(s) 
2. Surrogate: 

a. guardian of the person 
b. spouse or domestic partner (two individuals in a 

relationship of mutual interdependence in which 
each contributes to the maintenance and support 
of the other, gender is irrelevant) 

c. adult child 
d. parent 
e. adult brother or sister 
f. friend or other relative: Must have a written 

affidavit in the medical record. 
 
Facts About Surrogates 

 All surrogates in a category have the same authority. 

 A physician may not withhold or withdraw a life- 
sustaining procedure if there is disagreement among 
persons in the same class. 

Facts About Surrogates 

 All surrogates of equal authority must agree on a 
decision regarding life-sustaining interventions. 

 If surrogates do not agree, refer the issue to the 
Patient Care Advisory Committee (PCAC). There is 
immunity for following the PCAC’s recommendations. 

 

Withdrawing Life-Sustaining Treatments: If no health 
care agent is appointed, then a life-sustaining treatment 
may only be withheld or withdrawn when: 
1. Certification of incapacity by attending physician and 

second physician or nurse practitioner, and 
certification of a terminal or end-stage condition by the 
attending physician and a second physician or a nurse 
practitioner or certification of a persistent vegetative 
state by the attending physician and a neurologist, 
neurosurgeon, or other physician who is an expert in 
cognitive functioning. 
- or - 

2. Determination of medical ineffectiveness by two 
physicians. 

 
Qualifying Conditions 
1. Terminal condition: incurable. Despite life-sustaining 

procedures, death is imminent as determined by a 
physician. 

2. End-stage condition: An advanced, progressive, and 
irreversible condition caused by injury, disease, or 
illness. Severe and permanent deterioration indicated 
by incompetency and complete physical dependency. 
Treatment of the irreversible condition would be 
medically ineffective. 

3. Persistent vegetative state: No awareness of self or 
surroundings. Only reflex activity and low level 
conditioned responses. Wait medically appropriate 
time for diagnosis. 

 
Medical Ineffectiveness 

 A medically ineffective treatment is a medical 
procedure that will not prevent or reduce the 
deterioration of the patient’s health or prevent 
impending death. 

 The patient or authorized decision maker must be 
informed of the decision. 

 The physician must make a reasonable effort to 
transfer the patient to another physician if the patient 
or authorized decision maker requests it. 

 Pending transfer, the physician must provide the 
requested treatment if the failure to do so would likely 
result in the patient’s death. 

 In an Emergency Room, if only one physician is 
available, a second physician’s certification is not 
required. 
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Understanding the Health Care Decisions 
Act and the Maryland Medical Orders for 
Life-Sustaining Treatment (MOLST) Form

Maryland MOLST Training Task Force
October 2023

What is the Health Care Decisions Act?

2

Health Care Decisions Act 
Health-Gen. §§ 5-601 – 5-618

 Applies in all health care settings and in the community 
throughout Maryland

 It became effective on October 1, 1993
 A health care provider is not subject to criminal prosecution or 

civil liability or deemed to have engaged in unprofessional 
conduct by withholding or withdrawing health care in 
accordance with the HCDA. Health-Gen. § 5-609

3

1

2

3
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Who is the Decision Maker?

4

Presumption of Capacity

 A patient is presumed to have capacity until the attending 
physician and a second physician or nurse practitioner certify 
that the individual lacks the capacity to make a health care 
decision or a court has appointed a guardian of the person to 
make health care decisions

5

Certification of Incapacity 
Health-Gen. § 5-606(a)

 If the individual lacks capacity, the attending physician and a 
second physician or nurse practitioner must certify in writing 
that a patient lacks the capacity to make health care decisions
 One of these healthcare professionals must have examined the patient 

within two hours before making the certification
 Only the attending physician’s certification is needed if the 

patient is unconscious or unable to communicate by any 
means

 Simply using supported decision making to communicate does 
not mean a patient is unable to communicate by any means

6

4

5
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Who Makes Decisions if the Patient Lacks Capacity
Health-Gen. § 5-605 and § 6-101

If there is no health care agent, Maryland law
specifies the type and order of the surrogate
decision maker(s) as follows:
1. Guardian of the person
2. Spouse or domestic partner
3. Adult child
4. Parent
5. Adult brother or sister
6. Friend or other relative

7

Who may not be a surrogate decision maker?
Health-General § 5-605(a)(4)

 A spouse if the spouse or the patient has filed for divorce
 A spouse if the spouse and the patient have entered into a 

separation agreement for divorce
 An individual who is the subject of a protective order 

regarding the patient

8

Authority of Surrogates

 All surrogates in a category have the same authority
 All surrogates of equal authority must agree on a decision 

regarding life-sustaining interventions
 A physician may not withhold or withdraw life-sustaining 

procedures if there is disagreement among persons in the 
same class

9

7

8
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Resolving Disputes Among Equally Ranked Surrogates

 Hospitals and nursing homes are required to have a patient 
care advisory committee
Health-Gen. §§ 19-370 – 19-374

 Refer the issue to the patient care advisory committee
 Attending physician has immunity for following the 

recommendations of the patient care advisory committee

10

Documenting the Process

 The process that has been used in determining the correct 
surrogate decision maker should be documented in the 
medical record

 When the patient is transferred to another care setting, 
contact information for the surrogate decision maker should 
be sent to the receiving facility or program

11

What are Qualifying Conditions?

12

10

11

12
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Withdrawing Life-Sustaining Treatments 
Health-Gen. § 5-606(b) and § 5-611(b)

 When using a surrogate decision maker, life-sustaining 
treatments may only be withdrawn when:

1. Certification of incapacity by attending physician and second 
physician or nurse practitioner

2. Certification of condition by attending physician and second 
physician or nurse practitioner:
 Terminal condition
 End-stage condition
 Persistent vegetative state (certification by two physicians, one of whom is a 

specialist)
 Or when the attending physician and a second physician 

certify a treatment as medically ineffective for this patient. 

13

Terminal Condition 
Health-Gen. § 5-601(x)

 A terminal condition is incurable
 There is no recovery despite life-sustaining procedures
 Death is imminent, as defined by a physician

14

End-stage Condition
Health-Gen. § 5-601(l)

 An advanced, progressive and irreversible condition
 Severe and permanent deterioration indicated by 

incompetency and complete physical dependency
 Treatment of the irreversible condition would be medically 

ineffective

15

13

14
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Persistent Vegetative State
Health-Gen. § 5-601(s) and § 5-606(b)(2)

 The individual has no awareness of self or surroundings
 Only reflex activity and low level conditioned responses
 Wait “medically appropriate period of time” for diagnosis
 One of two physicians who certify a persistent vegetative state 

must be a neurologist, neurosurgeon, or other physician who 
is an expert in cognitive functioning

16

What are Advance Directives?

17

Advance Directive 
Health-Gen. § 5-602

 An advance directive is a written or electronic document or 
oral directive that:

1. Appoints a health care agent to make health care decisions -
and/or –

2. States the patient’s wishes about medical treatments when the 
patient no longer has capacity to make decisions (living will)

18

16

17
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Living Will

 A living will contains a patient’s wishes about future health 
care treatments.

 It is written “if, then”:
 “If I lose capacity and I’m in (specified conditions),
 Then use or do not use a specific medical intervention

19

Authority of a Health Care Agent
Health-Gen. § 5-602(e)

 The advance directive determines when the health care agent 
has authority
 “When I can no longer decide for myself”:  The individual may decide 

whether one or two physicians must determine incapacity
 “Right away”:  When the document is signed, the agent has authority

20

Basis of Agent’s Decisions
Heath-Gen. § 5-605(c) and § 5-602(h)

 The health care agent is to make decisions based on the 
“wishes of the patient” 

 If the patient’s wishes are “unknown or unclear,” then 
decisions are to be based on the “patient’s best interest”

21

19

20

21
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Can an ADM make or revoke an advance directive?

 An authorized decision maker cannot make or revoke a 
patient’s advance directive

22

What is Medical Ineffectiveness?

23

Medical Ineffectiveness
Health-Gen. § 5-601(q) and § 5-611(b)

 A medically ineffective treatment is a medical procedure that 
will not prevent or reduce the deterioration of the patient’s 
health or prevent impending death

 Physicians need not offer medically ineffective treatments

24

22

23

24
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Advising Patients of Medical Ineffectiveness
Health-Gen. § 5-611(b) and § 5-613(a)

 If two physicians determine an intervention is medically 
ineffective, the patient or ADM must be informed of the 
decision

 The physician must make a reasonable effort to transfer the 
patient to another physician if the patient or ADM requests it

 Pending transfer, the physician must provide the requested 
treatment if failure to do so would likely result in the patient's 
death

25

Medical Ineffectiveness in the Emergency Room
Health-Gen. § 5-611(b)(2)(ii)

 In an Emergency Room, if only 
one physician is available, a 
second physician certification 
of medical ineffectiveness is 
not required

26

What is Maryland MOLST?

27

25

26

27
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What is Maryland MOLST?
Health-Gen. § 5-608.1 and COMAR 10.01.21

 It is a standardized medical order form covering options for 
CPR and other life-sustaining treatments

 It is portable and enduring
 It is valid in all health care settings and in the community
 It helps to increase the likelihood that a patient’s wishes 

regarding life-sustaining treatments are honored

28

How does MOLST fit into Maryland’s existing processes?

 Maryland MOLST replaces the MIEMSS EMS DNR order form 
and the Life-Sustaining Treatment Options (LSTO) form that 
was previously used primarily in nursing homes

29

How is a MOLST form different from an Advance Directive?

 A MOLST form contains medical orders regarding a patient’s 
current medical condition

 An advance directive’s living will instructions typically contain 
a person’s care preferences about future hypothetical medical 
conditions

 A health care agent is appointed through an advance directive, 
not through a MOLST form

 An advance directive is signed by the patient while the MOLST 
form is signed by the practitioner

30

28

29

30
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How do you reconcile an advance directive with MOLST?

 The MOLST statute, Health-Gen § 5-608.1(c)(3)(ii), requires 
that the MOLST form be consistent with any known advance 
directive if the patient is incapable of making an informed 
decision

31

What is the certification for the basis of these orders?

 The practitioner is certifying that the order is entered as a 
result of a discussion with, and the informed consent of, the:
 Patient, or
 Patient’s health care agent as named in the patient’s advance 

directive, or
 Patient’s guardian of the person, or
 Patient’s surrogate, or
 Minor’s legal guardian or another legally authorized adult

32

What is the certification for the basis of these orders?

 “I hereby certify that these orders are based on”:
 Instructions in the patient’s advance directive
 Other legal authority in accordance with the Health Care Decisions Act

33

31

32

33
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What if the patient declines or is unable to make a selection?

 An individual or ADM has the right to decline to discuss life-
sustaining treatments and the right to not make a decision

 “Mark this line if the patient or ADM declines to discuss or is 
unable to make a decision about these treatments.  If the 
patient or ADM has not limited care, except as otherwise 
provided by law, CPR will be attempted and other treatments 
will be given.”

34

What orders do EMS clinicians follow?

 Follow Maryland Medical Protocols 
for Emergency Medical Services

 Follow orders in Section 1
 Do not follow orders in Section 2 

through Section 9
 Do not follow an advance directive’s 

living will instructions

35

Section 1:  CPR Status

 Attempt CPR:  If cardiac or pulmonary arrest occurs, CPR will 
be attempted

 No CPR, Option A-1, Intubate:  Comprehensive efforts to 
prevent arrest, including intubation

 No CPR, Option A-2, Do Not Intubate:  Comprehensive efforts 
to prevent arrest; do not intubate, but use CPAP or BiPAP

 No CPR, Option B:  Palliative and supportive care

36

34

35
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Section 2:  Artificial Ventilation

 Accept artificial ventilation indefinitely, including intubation, 
CPAP, and BiPAP

 Time limited trial of intubation
 Time limited trial of CPAP and BiPAP, but no intubation
 No artificial ventilation:  No intubation, CPAP, or BiPAP

37

Section 3:  Blood Transfusion

 Accept transfusion of blood products, including whole blood, 
packed red blood cells, plasma, or platelets

 No blood transfusions

38

Section 4:  Hospital Transfers

 Accept hospital transfer
 Hospital transfer only for limited situations, including severe 

pain or severe symptoms that cannot be controlled otherwise
 No hospital transfer, but treat with options available outside 

of the hospital

39

37
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Section 5:  Medical Workup

 Accept any medical tests
 Limited medical tests are acceptable when necessary for 

symptomatic treatment or comfort
 No medical testing for diagnosis or treatment

40

Section 6:  Antibiotics

 Accept antibiotics
 Oral antibiotics only (not IV or IM)
 Oral antibiotics for relief of symptoms only
 No antibiotics

41

Section 7:  Artificially Administered Fluids and Nutrition

 Accept artificial fluids and nutrition, even indefinitely
 Accept time-limited trial of artificial fluids and nutrition
 Accept a time-limited trial of artificial hydration only
 No artificial fluids or nutrition

42

40

41
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Section 8:  Dialysis

 Accept dialysis, including hemodialysis and peritoneal dialysis
 Accept time-limited trial of dialysis
 No dialysis

43

Section 9:  Other Orders

 This section may be used to indicate preferences for other life-
sustaining treatments, such as chemotherapy and radiation

 It should not be used for ambiguous phrases such as “comfort 
care”

44

Does a choice have to be made in each section?

 Section 1, CPR status, must be completed for everyone
 Sections 2 - 9 are only completed if the patient or authorized 

decision maker makes a selection regarding that specific life-
sustaining treatment and/or if specific treatments are 
determined to be medically ineffective

45
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Who may sign Maryland MOLST? 
Health-Gen. 5-608.1(b)(2) 

 Any physician that has applied for and received an active 
Maryland physician’s license may sign MOLST

 Medical residents and interns may sign MOLST while 
performing assigned duties Health Occ. § 14-302(a)(1)

 Nurse practitioners who are licensed in Maryland may sign 
MOLST

 Physician assistants with an active Maryland’s license may sign 
MOLST

46

Who completes the Maryland MOLST order form?

 The physician, nurse practitioner, or physician assistant who 
signs the Maryland MOLST order form is responsible for the 
orders

 Before signing this or any order sheet, the practitioner must 
validate the accuracy of the orders

 Health care practitioners shall not pre-sign any blank order 
forms

47

What is a practitioner’s responsibility regarding MOLST?

 To ensure that the orders are internally consistent
 For instance, choosing full resuscitation is inconsistent with refusing hospital 

transfer from an assisted living facility

48

46

47
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May nurses accept verbal orders to complete a MOLST form?

 A nurse may accept verbal orders for CPR and LST, but must 
document these orders on a standard order form rather than 
on the MOLST form

 The MOLST order form is not valid until it is signed by a 
physician, nurse practitioner, or physician assistant
 EMS clinicians cannot follow unsigned or verbal MOLST orders

49

May blank sections of Maryland MOLST be struck through?

 As with other preprinted orders, sections that are not relevant 
to the patient’s current medical condition can be left blank or 
a line may be drawn through a section that is intentionally left 
blank

50

When shall Maryland MOLST orders be reviewed?

1. Annually
2. Patient is transferred between health care facilities, the 

receiving facility reviews it
3. Patient is discharged
4. Patient has a substantial change in health status
5. Patient loses capacity to make health care decisions
6. Patient changes his or her wishes

51

49

50
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What if a patient changes his or her mind?

 Patients who have the capacity to 
make health care decisions may 
change their advance directive and 
ask their physician, nurse 
practitioner, or physician assistant 
to revise their Maryland MOLST 
order form at any time

52

Should a practitioner initial the choices on the MOLST form?

 It is strongly recommended that the practitioner initial the 
specific treatment orders on the MOLST form
 Checking or otherwise marking the orders rather than initialing them is 

permitted

53

How are MOLST orders revised?

 Void the existing MOLST form
 Complete and sign a new MOLST form to reflect the current 

orders

54
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How is MOLST voided?

 A physician, nurse practitioner, physician assistant, or nurse 
may void the form by drawing a single diagonal line across the 
page, writing “VOID” in large letters across the page, and then 
signing and dating below the line

 A nurse may take a verbal order to void the MOLST form
 The voided order form shall be kept in the patient’s active or 

archived medical record

55

Is a copy of MOLST a valid order?

 The original, a copy, and a 
faxed MOLST form are all 
valid orders

56

Is the Maryland MOLST form printed on colored paper?

 No, the Maryland MOLST form is on white paper

57
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What are the legal requirements for completing MOLST?
Health-Gen. § 5-608.1

 The Maryland MOLST form must be completed or an existing 
form reviewed when a patient is admitted to:

1. Nursing home
2. Assisted living facility
3. Home health agency
4. Hospice
5. Kidney dialysis center
6. Hospital (for certain patients)

58

When are hospitals required to complete a MOLST form?
Health-Gen. § 5-608.1(c)(1)(ii)2

 All hospitalized inpatients who are transferred to another 
facility (nursing home, assisted living facility, home health 
agency, hospice, and kidney dialysis center, or another 
hospital) must have a completed Maryland MOLST form

 It is not required for Emergency Room, observation, or short-
stay patients

59

How is “patient” defined?
COMAR 10.01.21.02B(20)

 “Patient” does not include someone: 
 Whose primary diagnosis for the current treatment is a psychiatric 

disorder, except for dementia, delirium, or mental disorders due to a 
medical condition; or

 Whose primary diagnosis is related to a current pregnancy; or
 Who is younger than 18 years old and who is unlikely to require a life-

sustaining treatment

60
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Who may discuss life-sustaining treatments with patients?

 In addition to physicians, nurse practitioners, and physician 
assistants, many other health care professionals have the 
knowledge, skills, and experience to discuss CPR and other life-
sustaining treatments with patients

 However, the practitioner that signs the Maryland MOLST 
order form is held accountable for its content and accuracy

61

Is there a patient worksheet for Maryland MOLST?

 Yes, the Health Care Decision Making Worksheet is a voluntary 
form that can be used to guide current medical decision 
making

 It is not an advance directive or medical order form
 It includes the individual’s goals of care, the name of the 

authorized decision maker, and the patient’s signature

62

Does the patient get a copy of a completed MOLST form?
Health-Gen. § 5-608.1(e)(3)

 Yes, within 48 hours of its completion, the patient or 
authorized decision maker shall receive a copy or the original 
of a completed Maryland MOLST form

 If the patient leaves a facility or program in less than 48 hours, 
the patient shall have a copy or the original of MOLST when 
they are discharged or transferred

63
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Is the form otherwise available to the patient or ADM?
COMAR 10.01.21.04E(3)

 The health care facility shall inform the competent patient or 
authorized decision maker that the MOLST form is part of the 
medical record and can be accessed through the procedures 
used to access a medical record

64

What happens when the patient is discharged or transferred?
Health-Gen. § 5-608.1(e)(2)

 The Maryland MOLST form shall accompany a patient when 
transferred to a new facility or program

 EMS clinicians shall take a copy or the original MOLST order 
form when the patient is transported

 The transferring facility or program shall always keep the 
original or a copy of MOLST in the patient’s medical record

65

For More Information

http://www.marylandattorneygeneral.gov
(Click on Advance Directives/Living Wills)

marylandmolst.org

maryland.molst@maryland.gov

Paul Ballard, Assistant Attorney General
410-767-6918
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What’s New is Old
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Critical Element Pathways
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Antipsychotics Indications
• FDA-approved indications

– Treatment resistant major depression 
– Bipolar depression 
– Bipolar mania
– Schizophrenia (including schizoaffective disorder)
– Autism with irritability 

• Non-FDA approved indications that may be clinically appropriate 
– Delusional disorder 
– Delirium with severe agitation 
– Dementia with severe psychotic symptoms 
– Dementia with severe aggression 
– Parkinson’s disease psychosis 
– Medical condition causing severe psychotic symptoms (e.g., hyperthyroidism, 

stroke, TBI)
– Substance induced severe psychotic symptoms

7

Examples of Guidance on Unnecessary 
Drugs (F757 / F758)

• As part of medication management, consider indications and 
clinical need for a medication, dose (including duplicate therapy), 
duration, adequate monitoring for efficacy and  adverse 
consequences

• Give psychotropics only when necessary to treat a specific 
diagnosed and documented condition

• Implement dose reduction and non-pharmacologic interventions, 
unless contraindicated

• Limit the timeframe for PRN psychotropic medications, including 
antipsychotics, and justify renewing orders for their continuation 
over a longer timeframe 

• Document and communicate to the interdisciplinary team a 
resident’s goals and preferences  

• Attempt nonpharmacological interventions unless there is 
documented clinical contraindication

8

Schizophrenia

9

7

8
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Medical Marijuana in NHs

• Current status of medical marijuana laws
– https://disa.com/marijuana-legality-by-state

• 38 states + DC have legalized medical marijuana 
• Nursing homes are federally regulated because 

they participate in the Medicare program 
– Consumption in nursing homes still violates federal 

law even if complying with state law
• Prospects for federal legalization eventually

10

Legalization Status As of 10/1/2023

11

Medical Marijuana in NHs
• Marijuana remains a Schedule I drug under the Controlled 

Substances Act (CSA). Drugs classified as Schedule I are 
determined to have a high potential for abuse and there is 
no currently accepted medical use for treatment in the U.S.

• Providers that accept Medicare and Medicaid funding are 
required to comply with certain federal standards and laws

• HUD has also addressed the issues through various 
memoranda or guidance
– HUD prohibits housing communities from admitting new 

residents who use medical marijuana, but gives community 
discretion on how to address existing residents who use medical 
marijuana

12

10

11

12



10/17/2023

5

Medical Marijuana in NHs
• Many issues arise when devising a policy on medical marijuana 
• Storage

– Follow state law on storage of medical marijuana
– Alternative is to allow residents to use a locked storage box in room

• Administration of the Medical Marijuana
– Determine under state law who can administer medical marijuana
– Some states mandated that only the patient can administer medical 

marijuana, while other states allow a designated “caregiver.” 
– If there is a “caregiver” designation, explore whether that person can 

be an employee or a friend or relative of the resident. 
– Administration of medical marijuana will depend on the form of 

marijuana the resident is prescribed

13

Medical Marijuana in NHs
• Procurement

– How does a resident procure the medical marijuana
– Typically medical marijuana is available from 

dispensaries throughout the state. 
– Check state law to determine procedures for residents 

to procure their medical marijuana and whether that 
person may be a relative or friend, “caregiver,” or 
employee

• Providers with non-smoking policies can limit 
usage of medical marijuana to other available 
forms

14

Medical Marijuana in Nursing homes: 
Resources

• Department of Justice Resources
– Memo on investigations and prosecutions in 

states authorizing the medical use of marijuana 
(Ogden 2009)

– Memo on guidance regarding the Ogden memo in 
jurisdictions seeking to authorize marijuana for 
medial use (Cole 2011)

– Memo on guidance regarding marijuana 
enforcement (Cole 2013)

– Memo on marijuana enforcement (Sessions 2018)

15
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Medical Marijuana in Nursing homes: 
Resources

• HUD Resources
– Memo on medical use of marijuana and reasonable 

accommodation in federal public and assisted housing
– Memo on marijuana in multi-family assisted 

properties
– Memo on medical marijuana use in public housing

• Miscellaneous
– Rohrabacher-Farr Amendment Language
– McIntosh Opinion
– 2017 Spending Bill (including Rohrabacher-

Blumenauer Amendment text)

16

Medical Marijuana in MD
• § 13-3313. Exemption from arrest, prosecution, or penalty; 

penalty for distributing, possessing, manufacturing, or using 
diverted cannabis.

• (a) Any of the following persons acting in accordance with the 
provisions of this subtitle may not be subject to arrest, prosecution, 
or any civil or administrative penalty, including a civil penalty or 
disciplinary action by a professional licensing board, or be denied 
any right or privilege, for the medical use of cannabis:
– (1) A qualifying patient:

• (i) In possession of an amount of medical cannabis determined by the 
Commission to constitute a 30-day supply; or

• (ii) In possession of an amount of medical cannabis that is greater than a 30-
day  supply if the qualifying patient's certifying physician stated in the written 
certification that a 30-day supply would be inadequate to meet the medical 
needs of the qualifying patient;

17

Medical Marijuana in MD
– (2) A grower licensed under § 13-3306 of this subtitle or a 

grower agent registered under § 13-3306 of this subtitle;
– (3) A certifying physician;
– (4) A caregiver;
– (5) A dispensary licensed under § 13-3307 of this subtitle 

or a dispensary agent registered under § 13-3308 of this 
subtitle;

– (6) A processor licensed under § 13-3309 of this subtitle or 
a processor agent registered under § 13-3310 of this 
subtitle; or

– (7) A hospital, medical facility, or hospice program where a 
qualifying patient is receiving treatment.

18
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MOLST FAQs
• A1 - Advance care planning 
• Requirements for provider to review 
• Patient Care Advisory Committee 
• A2 - Advance directives
• A2.1 Valid advance directive
• Required, recommended, and optional approaches
• Eligibility to complete an advance directive 
• Incomplete or questionable information
• Completed in another state
• Witnessing and notarization
• Different versions (older, newer, etc.)
• Done in other states
• “Dementia” advance directives  

19

MOLST FAQs
• A2.2 Types of advance directives 
• Proxy directive / durable power of attorney
• Treatment directive
• A2.3 Formats – written, oral, video, electronic 

advance directives, registry
• Different formats
• A2.4 Interpretation, implementation, and updating 
• Modifying, updating
• Revocation
• Triggering an advance directive

20

MOLST FAQs

• A2.5 Specific treatments
• Food and water
• A2.6 General considerations
• Translations
• Advance directive registry
• Durability
• Regulatory and legal responsibilities 

and liability of providers

21
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MOLST FAQs
• B1 - Substitute decision making
• B1.1 Substitute decision making   
• Validity of POA claim or designation (e.g., 

witnessed and unwitnessed)
• POA authority, prerogatives, responsibilities
• Triggering substitute decision maker authority
• B1.2 Categories of substitute decision makers
• Agents
• Surrogate decision making 
• Spouses and domestic partners
• Guardianship
• B1.3 Sequence of decision making 

22

MOLST FAQs
• B1.4 Special situations
• Health care provider giving consent
• Multiple potential or authorized decision makers
• Differences among decision makers
• Proximity of a substitute decision maker 
• Substitute decision maker for a parent
• Differences between patient wishes and substitute 

decision maker choices
• Substitute decision making for individuals with 

disabilities or mental illness
• Substitute decision maker is unwilling or unable to 

perform duties
• Step-parents

23

MOLST FAQs
• C. Certifications
• C1 Decision making capacity and consent
• Implications of certification of incapacity
• C1.1 Determining and certifying decision-making capacity 
• Timing and duration of certifications
• Authorized certifications 
• C1.2 Consent to, or refusing, specific treatments
• Sterilization, ECT
• C1.3 Emergency treatment without consent
• Individuals lacking capacity who require or refuse 

treatment 
• C1.4 Qualifying Conditions
• Medical ineffectiveness

24
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MOLST FAQs
• D. MOLST 
• D1 Purpose of MOLST 
• D1.1 MOLST vs. advance directives
• D2 MOLST Orders
• Settings where required and optional
• Eligibility to complete a MOLST 
• Preparation of MOLST
• MOLST worksheet
• Certifying basis of MOLST orders
• Scope of MOLST orders
• Completeness and missing items / time frame for completing MOLST form
• Required MOLST orders
• Second page options
• MOLST orders differ from wishes of patient or substitute decision maker 
• MOLST worksheet
• Consent
• Consistency
• Requesting organ donation

25

MOLST FAQs
• D3 MOLST form signatures
• Signing MOLST orders
• Authorized signers
• Patient signatures
• Electronic provider signatures
• D4 MOLST formats 
• Printing and copying MOLST forms
• Electronic MOLST forms
• EMS bracelet
• Translations

26

MOLST FAQs
• D5 Reviewing and updating
• Validation
• Matching to treatment directives
• On transfer from or return to a facility 
• Voiding a MOLST 
• Modifying parts of MOLST orders
• MOLST notification requirement
• D6 MOLST and emergencies / EMS involvement
• EMS identification / bracelet
• Storage and availability of the form
• Death during EMS transport

27
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MOLST FAQs
• D7 Specific situations and providers 
• Assisted Living 
• Death at home
• Patients undergoing special procedures
• Consent by minors
• Pregnancy and Neonates
• Regulatory and legal responsibilities and liability of providers
• D8 MOLST to/from Elsewhere
• Reliance on MOLST from elsewhere
• Other POLSTs / Other states
• POLST Transfers to/from another state 
• Portability
• National POLST advocacy
• Transferring copies

28

MOLST FAQs
• E Treatment options
• E1 Validating specific requests
• E2 Supportive / palliative care
• E3 CPR
• E3.1 Suspending DNR during surgery
• E3.2 Ventilation and other options during CPR
• E3.3 DNR orders in schools
• E3.4 Limits on specific treatment options 
• E4 Other treatment choices
• Intubation / artificial ventilation
• Artificial nutrition / hydration
• Diagnostic testing
• Time-limited trials
• Transfusions
• ECT

29
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Opioid Use Disorder – Screening, 
Diagnosis, and Management

Jasleen K Salwan, MD, MPH, FASAM

Speaker Background and 
Disclosures 
• Addiction Medicine and Internal Medicine 

Physician at Montgomery Family & Internal 
Medicine Associates

• Silver Spring, MD

• Consultant, District Addiction Consultation 
Service

Objectives

Recognize

Recognize the 
prevalence of 
opioid use 
disorder and the 
harms associated 
with 
underdiagnosis 
and barriers to 
care

Utilize

Utilize screening 
tools and apply 
DSM-5 criteria to 
detect opioid use 
disorder in 
patients 
presenting for 
primary care 
and/or chronic 
pain 
management 

Implement

Implement 
interventions to 
reduce harm for 
patients with 
opioid use 
disorder and/or 
offer low-barrier 
treatment within 
primary care

Leverage

Leverage 
telehealth to 
reduce barriers to 
care for patients 
with opioid use 
disorder 

1
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Epidemiology 

• Over 100,000 drug 
overdose deaths in 
2021

• 2.5 – 3 million people 
in the U.S. living with 
OUD

• 1 million older adults 
(≥ 65)

• 4-9% of adults ≥ 65 
prescribed opioids for 
pain 

• 2020 overdose death 
rate among Black 
males 65 and older 
almost seven times 
that of White 
counterparts

Screening for OUD in general medicine settings

• June 9, 2020: USPSTF 
recommends screening 
for unhealthy drug use 
in all adults (Grade B)

• Opioid Use Disorder 
Screening required for 
annual Medicare 
Wellness visits 

• Special importance 
during a pandemic: 
Psychosocial stress, job 
losses leading to 
increased idle time, 
addiction treatment 
facility closures 

4
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Screening Tools

• NIDA Single Item Screen
• How many times in the past year have you used an illegal 

drug or used a prescription medication for non-medical 
reasons?

• Can clarify: “for instance because of the experience or 
feeling it caused”

• Positive: >= 1
• SUD: 100% sensitive / 74% specific
• Past-year drug use: 93% / 94% 
• Operating characteristics similar to those of longer 

questionnaires 

Harm Reduction Screening for OUD in 
Patients with Chronic Pain: Key Components

Opioid Risk Tool 
Used in patients 

being considered 
for long-term 
opioid therapy for 
chronic pain
Evidence weak
Lack of blinding 

during development
However, better 

validated tools are 
lengthy (>20 items)

Screening for OUD in Patients 
with Chronic Pain, Cont’

• Current Opioid Misuse 
Measure

• 17-item, patient-
administered 
questionnaire 

• Well validated
• 77% sensitive / 66% 

specific using a 
cutoff score of >= 9 

7
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COMM, Continued

OUD DSM-5 Diagnostic Criteria

Cravings

Strong desire
Taking more than 
intended
Great deal of time 
spent

Consequences

Giving up social or 
work activities
Failure to fulfill 
major role 
obligations
Use in hazardous 
situations

Loss of 
Control

Unable to cut 
down
Use despite 
interpersonal 
problems
Use despite 
knowledge of 
physical or mental 
health 
consequences 

Diagnostic Criteria Continued

• 9 items of the “3 C’s” + 
tolerance, withdrawal* = 11 
total criteria

• 2 or 3: mild 
• 4 or 5: moderate
• 6 or more: severe

• *Patients taking prescribed 
controlled substances with 
tolerance and/or withdrawal, 
not meeting any other criteria 
should NOT be diagnosed 
with OUD

10
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Harm Reduction
• “Harm reduction is an 

approach that emphasizes 
engaging directly with 
people who use drugs to 
prevent overdose and 
infectious disease 
transmission, improve the 
physical, mental, and social 
wellbeing of those served, 
and offer low-threshold
options for accessing 
substance use disorder 
treatment and other health 
care services.”

• Source: Substance Abuse and Mental 
Health Services Administration 
(SAMHSA)

• (emphasis added)

• “You can’t recover if you’re 
dead.” 

Management of OUD in 
General Medicine Settings: 
A Harm Reduction 
Approach 

• Nonjudgmental regard

• Meeting patients where they are

• Advice for safe use of drugs

• Providing access to care

• Offering treatment that is not 
conditional on formal counseling

• Taking advantage of multiple 
tools for monitoring rather than 
relying solely on urine drug 
testing in the clinic 

Naloxone 

• Traditionally, 
prescribed for patients 
on a morphine 
milliequivalent daily 
dose (MEDD) of >= 50 
mg

• More recent guidelines 
suggest naloxone co-
prescribing in “high-
risk” or “high-dose” 
cases

• Now available over the 
counter! 
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Medications for Opioid Use 
Disorder (MOUD)
• Buprenorphine-naloxone 

• Partial opioid agonist 
• Max total daily dose traditionally 24 mg, evidence for 32 mg

• Naltrexone 
• Opioid antagonist 
• 50 mg PO daily / 380 mg IM monthly 
• Requires a 7-14 day opioid-free interval prior to initiation

• Methadone
• Few nursing facilities accommodate methadone 

MOUD Continued 

• Buprenorphine and methadone are first line
• Both associated with decreased risk of overdose

• 76% at 3 months / 59% at 12 months 

• Same benefits not observed with naltrexone or 
non-medication treatment modalities 

Regulatory Barriers in OUD 
Treatment in the U.S. 
• Former buprenorphine (“X”) waiver requirement –

REMOVED
• OUD training now built into DEA requirements 
• Shortage of trained/experienced providers remains an 

issue
• Insurance coverage denials of buprenorphine

• Prior Authorizations required for dosing above 24 
mg/day

• Denials based on urine drug test results positive for non-
prescribed drugs 

• Opioid Treatment Program certification 
requirement for methadone 

• Can be delivered to a nursing facility 
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Tapering Prescription Opioids 
• Rate of taper: 

Anywhere from 5-
20%/4 weeks

• Patient-centered: 
Calculate # pills based 
on percent reduction 
and advise patient to 
make this # last 4 
weeks 

• Flexible: Can slow the 
rate of the taper or 
pause with a plan to 
restart 

• If patient taking both 
a short-acting and a 
long-acting opioid, 
often helpful to taper 
off the long-acting 
medication first

Virtual Peer Supports

• Narcotics Anonymous
• https://www.baltoareana.org/meetings

• Self-Management And Recovery Training 
(SMART) Recovery 

• https://www.smartrecoverytest.org/local/meetings
/?search_location=21215&search_radius=50&searc
h_lat=0&search_lng=0&listing_label%5B%5D=Pu
blic

Undertreatment of Opioid Use 
Disorder in the U.S. 
• In 2021, 22% of people who needed treatment 

for OUD received medications
• Disparities in access to medications:

• Black adults, women, unemployed, living outside of 
metropolitan areas  less likely to receive tx

• Telehealth increased likelihood of treatment!
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Leveraging Telehealth

• Benefits
• Reduces barriers to treatment

• DEA and SAMHSA now allow bup-nal initiation via telehealth 
• Frequent touchpoints
• Improved adherence

• Drawbacks
• Fewer standard monitoring tools

Frequent use of tools that remain available (checking PDMP, 
involving family)

Implement new tools (pill counts over video, home drug testing 
by family members, observed medication-taking)

Special Considerations in 
Older Adults
• Comorbid chronic pain
• Paucity of data on MOUD
• Loneliness 
• Peer recovery support groups may comprise 

younger individuals 

1-866-337-DACS (3227)  • www.DistrictACS.org

DACS provides support to primary care and specialty prescribers in addressing the needs of their 
patients with substance use disorders and chronic pain management.

All Services are FREE

• Phone consultation for clinical questions provided by expert addiction medicine 
specialists

• Education and training opportunities related to substance use disorders and chronic 
pain management

• Assistance in the identification of substance use and behavioral health resources and 
referrals that meet the needs of the patients in your community

Funding for DACS is provided by The District of Columbia Government, DC Health, Health Regulation and Licensing 
Administration (HRLA), Pharmaceutical Control Division (PCD). DACS is administered by the University of Maryland School of 

Medicine staff and faculty.
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