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Abstract

In this descriptive, qualitative study, we conducted eight focus groups with diverse informal and
formal caregivers to explore their experiences/challenges with nursing home (NH) to emergency
department (ED) transfers and whether telehealth might be able to mitigate some of those
concerns. Interviews were transcribed and analyzed using a grounded theory approach. Transfers
were commonly viewed as being influenced by a perceived lack of trust in NH care/capabilities
and driven by four main factors: questioning the quality of NH nurses’ assessments, perceptions
that physicians were absent from the NH, misunderstandings of the capabilities of NHs and EDs,
and perceptions that responses to medical needs were inadequate. Participants believed technology
could provide “the power of the visual” permitting virtual assessment for the off-site physician,
validation of nursing assessment, “real time” assurance to residents and families, better goals of
care discussions with multiple parties in different locations, and family ability to say goodbye.
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Introduction

Nursing home (NH) residents commonly experience potentially avoidable emergency
department (ED) visits and hospitalizations (Ouslander et al., 2010). Such unnecessary
care transitions are not only disruptive and disorienting for an already frail population,

but they increase the risk of complications and account for more than US$2.6 billion in
Medicare expenditures (Walsh et al., 2012). Since October 2012, the Centers for Medicare
and Medicaid Services has monitored and subsequently imposed financial penalties to
hospitals for excessive 30-day readmission rates. Until recently, however, NHs were not
part of this monitoring and financial penalty process. As of 2018, under the Skilled Nursing
Facility Value-Based Purchasing (SNF VBP) Program, NHs are now required to measure
their potentially preventable 30-day postdischarge readmissions and will be subject to
incentivized payments based on performance beginning January 2019. Thus, decreasing
inappropriate ED or hospital transfers may improve outcomes and decrease costs, making
this a high priority for patients, families, NHs, and health systems.

Concerns about the quality of NH care, particularly symptom management (Ersek &
Jablonski, 2014), are long standing and often contribute to unnecessary ED transfers
(Stephens, Sackett, Govindarajan, & Lee, 2014). Such care quality concerns are fueled
by the lack of relevant diagnostic resources within NHs (especially laboratory results
and electrocardiograms), the unavailability of on-site medical expertise, the quality of
assessment of resident changes in condition (Gruneir et al., 2010; Oneill, Parkinson, Dwyer,
& Reid-Searl, 2015; Unroe et al., 2018), and lack of available palliative care services and
supports in the NH setting (Chang, Chen, & Chang, 2009; Tsai & Tsai, 2010; Unroe et
al., 2018; Woods & Snow, 2013). Underlying chronic, suboptimal staffing levels further
compound these issues (Gozalo et al., 2011; Gruneir et al., 2010; Miller, Lima, Looze, &
Mitchell, 2012).

Studies further suggest that families play a significant role in ED transfer decisions
(Boockvar & Burack, 2007; Houttekier et al., 2014; Lamb, Tappen, Diaz, Herndon, &
Ouslander, 2011; Robinson et al., 2012; Simmons, Durkin, Rahman, Schnelle, & Beuscher,
2014; Stephens et al., 2015). For example, when they are faced with a change in their loved
one’s condition, they often perceive the most reasonable alternative is to opt for an ED
evaluation (Tappen et al., 2014). Such family transfer decisions are driven by perceptions
of inadequate NH care and lack of understanding of their loved one’s prognosis and what
treatment options are available in the NH (Cusack et al., 2008; Stephens et al., 2015).

As a result, NH residents commonly undergo burdensome and potentially preventable care
transitions for symptoms or conditions, such as pneumonia, urinary tract infections, and
dehydration, that can be safely and effectively treated in the NH setting (Casarett et al.,
2005; Loeb et al., 2006; Unroe et al., 2018; Walsh et al., 2012).

Emerging health technologies (EHTS), such as telehealth or telemedicine, are increasingly
being used as a care transitions solution across several domains in health care, including
NH care (Edirippulige, Martin-Khan, Beattie, Smith, & Gray, 2013; S&venstedt, Zingmark,
& Sandman, 2004). The ability to provide remote delivery of health care services and
clinical information using telecommunications technology can include, but is not limited to,
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the use of wireless tools, email, two-way video, smartphones, remote physical assessment,
electronic transmission of digital images, monitoring of vital signs remotely, and other
methods of telecommunications technology to improve patient health status. Recent studies
suggest EHTs have the potential to improve access to care and care coordination and provide
more timely assessments through virtual consultations and provider visits (Chang et al.,
2009; Cusack et al., 2008; Rahman, Foster, Grabowski, Zinn, & Mor, 2013; Savenstedt et
al., 2004; Tsai & Tsai, 2010; Woods & Snow, 2013). No studies to date, however, have
specifically triangulated diverse stakeholder concerns about factors driving ED transfers and
how EHTs might address those concerns. Evidence suggests that including the perspectives
of end users of technology-based interventions (e.g., patients, families, providers) enhances
the relevance of the research to the actual health decisions they face, and improves uptake
of the approach and the likelihood that patients will achieve the health outcomes they desire
(Frank, Basch, & Selby, 2014).

To address these gaps in knowledge, we conducted eight 2-hr focus group interviews to
explore diverse formal and informal caregiver perspectives on (a) the experiences and
challenges they faced with NH resident transfers to the ED and (b) the potential role of
EHTSs to help address those concerns.

Research Design and Method

Study Design

We utilized an exploratory qualitative approach using focus group interviews (7= 8 groups,
average five participants) to better understand stake-holders’ perspectives on NH to ED
transfers, and whether telehealth interventions might be able to mitigate against potentially
avoidable transfers. The institutional review board for the University of California, San
Francisco, approved this study.

Sample and Setting

Eligible study participants included English-speaking formal and informal caregivers
involved in the care of an NH resident transferred to the hospital in the prior 3 to 6 months.
Such caregivers included NH resident family members; NH administrators, providers, and
nursing staff; as well as ED and hospital providers. We used an array of methods to

recruit participants, including displaying recruitment posters, meeting in person, emailing
individuals, and via select local and statewide NH listservs. We also promoted snowball
sampling.

We chose focus groups as the most pragmatic approach for collecting data from this diverse
group of individuals that included busy health professionals from different NHs and health
systems (Creswell, 2014; Sandelowski, 2000). Focus groups took place in the San Francisco
Bay Area, most in private rooms in a public library. Initially, purposeful sampling was

used to construct focus groups of like individuals (e.g., NH nurses). This strategy was

used to minimize potential real and perceived power differentials, ensuring that groups

felt comfortable talking to one another. As recurrent themes became apparent, groups of
mixed stakeholders (e.g., providers and families) were convened. The meeting of different

Clin Nurs Res. Author manuscript; available in PMC 2023 June 06.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Stephens et al.

Procedures

Analysis

Results

Page 4

perspectives further optimized the richness, depth, diversity, and complexity of group
dynamics by eliciting stories and experiences (Jayasekara, 2012; Speziale & Carpenter,
2003). Individuals were only allowed to participate in one focus group.

After obtaining informed consent, the principal investigator (C.S.) facilitated the focus group
using a semistructured interview guide, whereas the study coordinator (E.H.) recorded field
notes and observations. Each participant was then asked to describe recent experience(s)
where they were involved with an NH resident who transferred to the ED. The second part
of the focus group began with a video demonstration of a telehealth consult between an
off-site physician, NH resident, family member, and NH nurse. Participants were asked how
they might have used this technology in the recent ED transfer they had described earlier,
and how that technology might have changed that experience. Interviews were recorded,
transcribed verbatim, and then checked for accuracy.

Analysis was undertaken using a grounded theory approach in which inductive reasoning
allows findings to emerge from the data (Charmaz, 2004; Strauss, 1987). Constant
comparative analysis initially involved line-by-line coding and continued with emergent
analytical strategies that included memo writing and integrative diagramming techniques
to examine relationships and conceptualize themes within the data (Charmaz, 2014).
Research team members met regularly to reach consensus on codes and identify concepts,
categories, and themes from patterns in the data. The interview guide was refined to reflect
these emerging concepts (see the appendix). Data saturation was reached when no new
concepts or perspectives were introduced during the focus groups (Charmaz, 2004; Strauss,
1987). Several strategies were employed to ensure the trustworthiness of this study: the
considered use of reflexivity by the research team to examine their preconceptions and
biases, methodological transparency, and the collection of rich and sufficient data from a
wide range of informants.

Participant Characteristics

Characteristics of the 41 focus group participants are shown in Table 1. The sample included
six family members, 16 NH nurses (six licensed vocational nurses and 10 registered nurses),
11 primary care providers (including six NH physicians, four nurse practitioners, one
physician assistant [PA]), two ED physicians, two ED nurses, three NH administrators, and
one hospitalist. Participants were from facilities in three different counties spanning urban,
suburban, and semirural areas. There was no relationship between the NH and ED settings.
Fifty-one percent of the participants were above the age of 46 years, 63% were female, and
50% were White. Approximately half of all the health care providers had more than 15 years
of clinical practice or experience as NH administrator.
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“They Don’t Trust Us”

Resident transfers to the ED were commonly seen by all stakeholders as being influenced
by a perceived lack of trust in NH care and capabilities. This lack of trust was described

as being driven by four main factors: questioning the quality of NH nurses’ assessments;
perceptions that physicians were absent from the NH; misunderstandings of the capabilities
of NHs and EDs; and perceptions that responses to medical needs were inadequate (see
Figure 1).

Questioning the quality of NH nurses’ assessments.—Questioning the quality of
NH nurses’ assessments was described as driving ED transfers. NH providers described
their trust of assessments as dependent on knowing the individual nurse, and cited
inconsistencies in quality and detail. ED providers described NH nurses’ assessments as
minimal, incomplete, illegible, or absent, and expressed their frustrations in trying to

get further information by phone. Even the nurses themselves described their nursing
colleagues’ lack of confidence as a contributing factor to care transitions:

Some of the nurses might not be as comfortable, you know, making that decision
[to treat at the NH]. They might think ... “I’d rather send the patient out than take
that risk” ... [they’re] not confident enough ...

(nurse)

NH nurses described a lack of trust in having their assessments disregarded, ignored,
or overruled with resulting transfers to ED they regarded as unnecessary. At times, they
described feeling unheard:

[The physician] said, “no, you call 911.” Well, based on my assessment, the patient
that’s stable doesn’t need a 911 ... [the physician] said, “so all you have to do is
you have to follow doctor’s orders.” Okay, | call 911, they [emergency medical
technicians (EMTSs)] arrive, they look, and they said *“so why did you call us?”
Because [the physician] said so. | mean, they even question my assessment, they
don’t trust us ...

(nurse)

In addition to having her assessment ignored by the physician and being told to blindly
follow orders, this nurse also had to deal with the criticism of the EMTs when they arrived.
Similar situations involving dehydration and high blood glucose levels were described,
where NH nurses would have been able to do what the ED staff did—start an I.V. or give
insulin. Frustration at not being able to influence the decision to transfer was compounded
by the ED staff assuming the transfer was the NH nurse’s responsibility.

The absence of physicians in the NH.—Family members and NH nurses described
the lack of physician presence in the NH as influencing transfer to the ED. Physicians were
often not available to give reassurance to families, regarding goals of care or to undertake
clinical assessments, and this led to a lack of trust in NH competence.

NH nurses described the need families had to speak to the physician in person, especially
when it came to setting expectations and determining goals of care. In the physician’s
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absence, these nurses described feeling like the unwelcome messenger, distrusted to relay
information accurately:

I think ... [the physician interaction is] key, because a lot of our patients are like,
well, “I want to see my doctor,” and it’s like, “well, you can’t ... ” ... the physician
is very important for the patients, the families, to feel reassured, because we’re just
telling them what the doctor said ... And sometimes it’s like “well, I really kind of
don’t believe you.”

(nurse)

Family members described rarely seeing a doctor in the NH, and expressed disappointment
and lost opportunities for conversations about important issues:

I only saw the doctor once ... she was on vacation ... they had someone at the end
of the phone ... but no one coming to the NH itself apparently ... the level of care
that the physicians were providing to support the NH was really much more limited
than | would like to have seen ... there was never any discussion about whether the
DNR was appropriate ...

(family member)

NH nurses are required to inform the NH physician of a resident’s change in condition. In
describing this, nurses told of their frustration when an NH physician, often unfamiliar with
the resident, reacted to news of a change of condition by sending the resident out to the ED.
This decision was often counter to their own clinical assessment, and was often perceived as
the NH physician covering himself or herself against all eventualities. In this example, the
NH nurse’s frustration was palpable:

Oh, it frustrates me, because | just want them to take more time to thoroughly
assess ... | can ... give them my report, but ... it’s just, “all right, send them out

... 7 ... Do | feel that the doctor ... could have assessed more [before sending them
out]? Oh, yes, he could have been doing a lot more.

(nurse)

ED providers also attributed limited initial assessment by NH physicians as resulting in
unnecessary transfers and medical interventions:

... there’s a lot of “let me just cover myself.” It’s not uncommon to see someone
coming for chest pain. When was chest pain? It was four hours ago, ... sometimes
[the transfer is a result of] the doctor on call saying “I don’t know the patient, so
send them to the ER.”

(physician)
The absence of physicians in the NH was described as eroding the overall trust in NH
care. Physicians’ inability to directly assess situations led them to default to transfer, a

decision compounded by physician mistrust of assessments of nurses physically present with
residents.
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Misunderstanding the roles of NHs and EDs.—The focus group conversations
elicited data that characterized the lack of trust in NH care as a simple misunderstanding
of what NHs could provide, and what constituted an appropriate referral to the ED.

Both families and NH physicians were reported as seeking transfers to ED for hydration,
infection, and hypo/hyperglycemic episodes that NH nurses and ED staff perceived could
have been managed in the facility. This view was supported by the daughter of a resident,
where she perceived not only that the NH’s regular care was not adequate but also that this
care is best provided in the ED:

... when she [mother] has a UTI, I prefer her to go out [to the ED] then to just do
the regular thing here and give her antibiotics. They need to run some tests on her
blood and urine and see what’s going on.

(daughter)

This misunderstanding of the ED as a place not for emergency care, but rather as a source of
supplementary care, was reinforced by descriptions from NH nurses:

... whenever she [resident] was sick, she would say she needs to go [to ED] ... and
... [doctor] would just say, “yup, send her out ... ” ... And so that’s why she ended
up going multiple times.

(nurse)

Questioning the need for transfer to the ED for nonemergency issues was a frequent
theme illustrated here by an ED physician who queried why residents who have abnormal
laboratory results are transferred:

... S0 we get a lot of transports just for abnormal labs ... And I find that very
frustrating, because if somebody has always been anemic, and they’re anemic
today, why are you sending them to the ER?

(physician)

The use of emergency services for residents who were actively dying was another cause
for concern among providers and families. One director of nursing estimated half of the
Medicare patients they sent to the hospital had died there.

Reflected in these accounts was the perception that families had not adjusted to the reality
of death being close at hand. A lack of trust in NH care, misunderstandings about what
EDs are capable of, and failure to set residents’ and families’ expectations, all contributed
to situations such as these where families insisted on transfer to the ED against provider
advice:

... [the family] felt the patient should go to the hospital ... [the nurse said] the
patient was fine, but that the family was just super anxious and upset. | said, okay,
I’ll see them ... Within a half hour, the family had called 9-1-1 themselves ...
sometimes they just go right past the nursing home.

(PA)

These data reflect that motivations for a transfer to the ED and expectations from such a
visit were often not associated with emergency care needs, but driven by challenges with
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prognostication, capabilities for more intensive care in the NH setting, and an underlying
lack of trust. Because decisions were made using these criteria, the ED was seen as a place
where NH residents all too often arrived to die.

Perceptions that NH responses to medical needs were inadequate.—
Perceptions were expressed that NHs were often unable to respond to residents” medical
needs (e.g., symptom management, diagnostic evaluation, and provision of medical nutrition
and hydration), and that responses were slow. Providers and families were perceived as
driven to demand ED transfer because they perceived that their loved one’s medical needs
would not be met in the NH:

... the family is saying, “well, they’re [NH] not taking care of your pain,” or “I’m
not getting whatever | need,” or conditions are ... they’re below their expectations |
guess.

(physician)

Specifically, the inability to get timely laboratory tests, analgesics, and feeding tubes
reinserted in the NH were themes in the data, and were perceived as contributing factors
to ED transfer:

... if you just had a few more tests done, which can’t be done there [in NH],

you could avoid an emergency department ... such as maybe a hemogram, IV or
urinalysis in a timely manner ... but they’re not really practicable in a present
situation.

(physician)

Untreated pain was often described as occurring shortly after admission to the NH, resulting
from issues of access to medication due to confused communication, poor documentation,
and incomplete protocols relating to narcotic prescriptions:

... she wanted pain pills, you know, we were trying to rush the pharmacy, couldn’t
get the pain pills, and her LOC [level of consciousness] just decreased hour by
hour, [she was] just getting more and more confused, more and more agitated ...
And so, we sent her out [to the ED].

(nurse)

Perceptions of inadequate responses to medical needs and unmet expectations contributed to
the lack of trust in NH care, and promoted transition to ED as solution.

“The Power of the Visual”

When asked which potential features of EHTs would have been beneficial in their
experiences with NH resident transfers, participants repeatedly spoke about perceiving

the use of remote visual connections between residents, families, and providers in and
outside the NH as an asset. This concept was characterized by stakeholders as the power

of the visual. This technology was potentially seen as able to influence decisions related to
ED transfer in ways that included permitting virtual assessment for the off-site physician,
validation of nursing assessment, “real time” assurance to residents and families, better goals
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of care discussions with multiple parties in different locations, and family ability to say
goodbye.

The ability for off-site physicians to conduct virtual assessments using technology was
described as reducing the likelihood of transfers and improving on what one NH physician
described as his usual “frustrating telephone experience” in undertaking assessments. Other
NH physicians agreed, one concluding that video conference with screen sharing of a prior
electrocardiography (EKG) could

most definitely ... save you from sending somebody off to the emergency
department ... the physician could be more comfortable in having a person treated
in the facility with this added technology.

(NH physician)
The power of the visual for remote physician assessments was exemplified in this
description:
... there are times, if you could just put your eyes on the patient, you would know
right away whether or not they were sick, or not sick.
(NH physician)
It was seen as a better use of physicians’ time too:
... if they [physicians] could be doing it from their office, even if it’s at the end
of the day after they’ve [physicians] seen their patients, they scope out an hour or

half-an-hour where they’re going to be doing this, I think that would be a plus for
them not to have to hop in their car.

(nurse)

Nurses identified the power of the visual as a feature that would allow “ ... everybody to be
on the same page.” For the NH physician to be present with the nurse and resident through
technology was seen by nurses as a way of gaining validation for their assessments:

... there would be more credibility of the clinical decision and clinical assessment
of the nurses in the eyes of the physician, he’d have more confidence, and I think
we, as nurses, would like the support. I love the idea.

(nurse)
Because a lot of the times, we describe, we assess, and we say what we see. But

sometimes with the physicians [remotely], hearing, seeing, what we’re seeing, you
know, it’s a lot better.

(nurse)
Being on the same page through visual connection was perceived as especially useful where

family members were not in agreement, lived at a distance, or were not at the NH when
residents experienced a change of condition and transfer was being considered:

... [visual technology] would have been helpful in several ways. First, if it was just
the family, like perhaps if they could see what their mom looked like, on the bed,
and perhaps maybe feel what we felt ...
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(nurse)

In the case where residents feel a lack of connection with their NH physician, and anxious
about lack of access to them, participants described how video connections might help. For
example, in talking about whether he sees himself using EHT in his practice, this physician
said,

Most definitely ... | just think the more information we have, both paper
information, but also the visual information [the better]. And I think, in the video, |
think it’s hugely important for patients and family to see, you know, see the face of
the clinician.

(NH physician)

Nurses also appreciate this aspect of EHT potential:

So that’s the biggest complaint that they have is ... “I never even see my doctor,
he doesn’t even come by ... ” ... they would just be more reassured [connecting
through technology].

(nurse)

Nurses further described the remote presence of the NH physician as increasing resident’s
trust in their care and confidence in their physician:

... | think that these methods of video feed could certainly enhance the care given
to the resident, and their ... confidence in their doctor.

(nurse)

A final benefit attributed to the power of the visualwas illustrated with this key example.
Unable to be at her husband’s side in the last hours of his life, this woman made the decision
to transfer him to the ED. He died in transit, and she lives with her regret:

... if you had this kind of technology [a visual], you’d be aware sooner [that your
loved one was dying], people would be able to notify you within a reasonable
amount of time, so you might be able to see your family member before they pass.
But even if you aren’t, you can at least say good-bye. And that was very hard—not
being able to say good-bye.

(wife)

These data relating to the power of the visual describe the potential of using existing and
accessible technology to help mitigate issues of trust in NH care.

Discussion

In this descriptive, qualitative study we conducted eight focus groups with diverse informal
and formal caregivers to explore their experiences and challenges with NH resident ED
transfers and whether EHT interventions might be able to mitigate some of those concerns.
Consistent with prior research (Charmaz, 2004; Ersek & Jablonski, 2014; Gruneir et

al., 2010; Oneill et al., 2015; Stephens, Newcomer, Blegen, Miller, & Harrington, 2012;
Stephens et al., 2014; Wang, Shah, Allman, & Kilgore, 2011), we found that ED transfers
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are often driven by the lack of on-site medical expertise, communication challenges, and
questioning the quality of assessment of, and response to, resident changes in condition.
This is the first study, however, to characterize this overarching phenomenon of “They Don’t
Trust Us” driving ED transfers and connect stakeholder concerns regarding such transfers
with potential technology-based solutions. Our diverse informal and formal caregivers felt
that the challenges to decision making in an untrusting and uncertain environment may be
mitigated by the use of technology to improve communication, trust, and assessment prior
to making a decision to send a resident to the ED. Specifically, these stakeholders felt
telehealth could permit virtual assessments by the off-site physician, validation of nursing
assessment, “real time” assurance to residents and families, better goals of care discussions
with multiple parties in different locations, and family ability to say goodbye.

Preventable ED transfer from NHSs has been identified as a key quality measure in health
care (Neuman, Wirtalla, & Werner, 2014; Ouslander et al., 2016). Medicare has adopted
financial incentives to minimize preventable rehospitalizations for patients discharged to
NHs from hospitals. Until recently, NHs received no penalty for hospital readmissions. As of
2018, however, skilled nursing facilities are required to measure potentially preventable 30-
day postdischarge readmissions in the Skilled Nursing Facility Quality Reporting Program
(Centers for Medicare & Medicaid Services [CMS] & U.S. Department of Health and
Human Services [HHS], 2016). In January 2019, NHs will be subject to incentivized
payments as outlined by the SNF VBP Program, which includes performance on this quality
measure (CMS & U.S. HHS, 2016). Consequently, this study identifies modifiable factors
that may limit avoidable NH rehospitalizations, potentially reducing costs of care.

Several NH factors have historically contributed to potentially avoidable hospitalizations of
NH residents. These include underresourced skilled nurse staffing; communication barriers
and challenges between staff, residents, family, and providers; flawed care processes;

and suboptimal advance care planning and palliative care discussions (Dellefield, Castle,
Mcgilton, & Spilsbury, 2015; Gillespie, Gleason, Karuza, & Shah, 2010; Harrington, Olney,
Carrillo, & Kang, 2012; Harrington, Schnelle, Mcgregor, & Simmons, 2016; Ouslander
etal., 2016; Unroe et al., 2018; Walsh et al., 2012). Studies suggest that NH residents
residing in facilities with higher staffing levels, more highly skilled professionals (e.g.,
nurse practitioners), and work environments that support nurses’ professional development
have a lower risk of potentially preventable hospitalizations (Dubois et al., 2013; Konetzka,
Spector, & Limcangco, 2008).

Some progress has been made through the implementation of evidence-based quality
initiative programs such as the Interventions to Reduce Acute Care Transfers (INTERACT),
which has been associated with a 24% reduction in hospitalizations of NH residents
(Ouslander, Bonner, Herndon, & Shutes, 2014). Use of structured communication tools,
such as the Situation—Background—-Assessment—Recommendation form from INTERACT
(Pathway Health, 2018), can enhance communication with doctors and bedside mentoring
to improve clinical assessment skills of nursing staff (Unroe et al., 2018). Improving the
strength of nursing assessments and clarity of communication of findings to NH resident
primary care providers and families may further increase the confidence of all stakeholders
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to initiate treatment of acutely ill residents in the facility rather than sending them to the
hospital (Unroe et al., 2018).

According to CMS, 45% of NH resident hospital admissions could be avoided if telehealth
were available. NH providers express an openness to using telehealth for consultation

to prevent avoidable rehospitalization; yet, few have identified ways to harness these
interventions (Driessen et al., 2018). Telehealth has been a useful intervention to optimize
health care in a number of SNF environments. Surveillance of dangerous lab values

and automated clinical decision support for NH residents have used telehealth to trigger
automated alerts in electronic health records (Culley, Perera, Marcum, Kane-Gill, &
Handler, 2015; Kane-Gill, Achanta, Kellum, & Handler, 2016; Kane-Gill et al., 2017).
Others have successfully used off-hour telemedicine consultation as opposed to on-call
NH providers to reduce preventable NH to ED transfers (Grabowski & O’Malley, 2014).
Telehealth has been successfully employed as a means to bring clinical consulting to the
NH environment to assess diabetic foot ulcer care (Kolltveit et al., 2018), motor symptoms
in Parkinson’s disease (Biglan et al., 2009), psychiatric health (Rabinowitz et al., 2010),
and geriatric conditions (Georgeton et al., 2015). The extension for community healthcare
outcomes (ECHO) projects telehealth study joined frontline NH staff with clinical experts
at an academic medical center for video case discussion and didactic training on dementia
and psychology management, and reduced physical restraint use by 75% and antipsychotic
use by 17% compared with control facilities (Gordon et al., 2016). Each of these studies
introduces telehealth in NHs as a means to bring virtual support to resource-limited NH
environments.

The growth of telehealth in health care has been exponential and introduces new challenges
and opportunities in virtually every aspect of care for patients (Nochomovitz & Sharma,
2018). Although limited interventions have been used in the NH setting, the field is primed
for adoption of novel technological solutions to address persistent systemic problems.
Understanding the perspectives of the end users of technology-based interventions (e.g.,
patients, families, providers) enhances the relevance of the research to the actual health
decisions they face, and improves uptake of the approach and the likelihood that patients
will achieve the health outcomes they desire (Frank et al., 2014).

This study supports the use of telehealth in the NH and suggests a novel application:
incorporating telehealth technology with visual and audio real-time capabilities to overcome
family mistrust of clinical decision making in NH environment. In these circumstances,
telehealth has the added potential for meaningful palliative care discussions about goals and
values of care to make more informed decisions with respect to hospital transfers. Citing the
key theme, “the power of the visual,” providers and family members expressed the desire

of “being on the same page” to overcome mistrust of the NH staff and communication
misconceptions about goals of care.

This study has some important limitations to consider. First, the study sample was relatively
small and only included perspectives of resident families and providers across three counties
in northern California. Individuals in other parts of the state and country might have
different experiences and perspectives. Second, the inability to engage NH residents in
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the focus groups (due to complex medical conditions, potential fatigue, and transportation
logistics) leaves a big gap in understanding this phenomenon from the resident perspective.
Future studies should aim to integrate this important perspective. Third, the positive
outlook on the use of telehealth technology may be attributed to participants self-selecting
to participate in this study based on their technology interests. Those not interested in
technological solutions in the NH setting may have opted not to participate in the study.
Nevertheless, rich qualitative data were obtained from a wide range of stakeholders with
different roles and working in diverse settings, including for-profit/not-for-profit and large
chain/small chain facilities located in both urban and suburban settings primarily serving
ethnically and racially diverse communities.

In conclusion, this study highlights key themes identified by families, NH nurses, and

NH and ED providers that contribute to unnecessary ED transfers. Each stakeholder group
supports the use of telehealth to improve the quality of assessments and communication,
reduce mistrust, and potentially reduce avoidable transfers. Although telehealth has been
used to provide consultation and management in NHs, this study also supports its use

for improved communication between family members and staff to avert avoidable ED
transfers when care could be provided in the NH environment. Future research is needed to
better understand how this technology could also improve access to palliative care expertise
and support in the NH setting. Such an application of telehealth may further improve
communication regarding goals of care, anticipatory guidance, and overall symptom
management, thereby reducing expensive, and often burdensome, care transitions at the end
of life.
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Excerpts From the Focus Group Guide.

Introductions

First, 1 would like to ask each of you to introduce yourself, state your role in caring for NH residents, and briefly tell us
why you were interested in participating in this focus group study.

Experience caring for residents requiring further ED evaluation

Think back to a recent experience you had with an NH resident who became ill and required a transfer to the ED. Take a
few moments to silently reflect on what that experience was like and how it unfolded.

Now, 1’d like to go around and ask each of you to describe what happened in that recent experience. | think we should
have enough time for each of you to talk for about 3-5 min or so.

Probes
. Please describe what the communication with the family was like during that time?
. How was the family engaged in the decision about the possible care transition? Was it before or after the
decision to transfer had been made?
. Please describe how the resident’s goals of care were considered in the care transition?

Telehealth opportunities

Now, | would like to show you a short video demonstration of a telehealth consultation. Telehealth is the use of digital
technologies to deliver care and health education by connecting users in different locations. This video shows a visit
between an NH resident, daughter, nurse, and primary care provider. It is from 4 years ago. Now, we have many more
health technologies at our disposal. But the video will hopefully give you an idea of how telehealth could potentially be
used in the NH context.

Now that you have watched the video, let me tell you about the new potential features and capabilities that could be
used (hand out list).

Perceptions of telehealth technology in practice

Based on the video and list of potential features, | would like you to tell us how you might have used the technology
in the situation you described earlier and how the technology might have changed that experience.

Probes

. Are there people you might have connected with using telehealth? Who? When? (ED, family, goals of
care, etc.)
. Avre there certain telehealth features you might have used?

Now, please take a moment to put your initials at the top of the paper and then circle those features and capabilities that
would most enhance your care of NH residents requiring a possible ED evaluation. Feel free to write any notes for us on
the paper.

Perceived barriers and incentives to implementing telehealth technology

Now | would like to ask you, could you see yourselves using this kind of technology in the future?

Probes

. What would make you more likely to use this technology?
. What would make you less likely to use this technology?
. What are the challenges you feel we will face with implementation? What are some strategies to

overcome those challenges?

. What might encourage other providers to use this technology?

Note. NH = nursing home; ED = emergency department.
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the Quality of NH Nurses’ NH Response to
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Disregard of NH Nurses’ Assessments
NH to ED Transfer
Figure 1.

“They don’t trust us” driving NH to emergency room transfers.
Note. NH = nursing home; ED = emergency department.
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Table 1.

Demographics and Characteristics of Formal and Informal Caregivers (V= 41).

n (%)
Age (years)
18-35 6 (15)
36-40 8 (20)
41-45 7(18)
46-50 5 (13)
Above 50 15 (38)
Gender
Male 16 (40)
Female 25 (63)
Race
American Indian/Alaska Native 1(3)
Asian 11 (28)
Native Hawaiian/Other Pacific Islander 1(3)
Black or African American 2 (5)
White 20 (50)
More than one race 1(3)
Unknown/not reported 5(13)
Participant role
Family member/responsible party 6 (15)
NH nurse@ 16 (46)
NH physician 6 (17)
Nurse practitioner/physician assistant 5(14)
ED nurse 2(6)
ED physician 2 (6)
NH administrator 3(9)
Hospitalist 1(3)
Years of experience in clinical practice/NHs for health care providers
1-5 8 (23)
6-10 7(20)
10-15 3(9)
More than 15 17 (49)

a . - . . . . . . .
NH nurses included six licensed vocational nurses and 10 RNs. RNs served in leadership roles, as is typically found in nursing homes, such as
directors of nursing, MDS coordinators, and directors of staff development.

NH = nursing home; ED = emergency department; RN = registered nurse; MDS = minimum data set.
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