Nursing Home Care

I. Nursing Home Care

a. Early 1900s nursing home for old folks 
i. Warehouses for the indigent and mentally disturbed of all ages
b. 1995 social security act passed- President Franklin D. Roosevelt
i. 1933-1945 Democrat
c. Funds for elderly- Institutional long term care
d. No mechanism for quality of care- left to individual states
e. 1965 Title 18 (Medicare) and Title 19 (Medicaid) of social security Act.
i. President Lyndon B. Johnson
ii. 1963-1969 Democrat
f. Quality of care issue addressed
g. 1970s and early 1980s
h. Inferior nursing home care
i. 1983-86 institute of medicine study and report
j. Review of nursing home practices
k. Series of recommendations
l. 1987 OBRA passage
m. Nursing home reform amendments of the Omnibus Budget Reconciliation Act of 1987. Implemented in 1990
n. Enforcement and penalty provisions by HCFA effective July 1, 1995
o. Medical Director’s pivotal role
p. 1993- 108 billion dollars
q. 12% of national healthcare expenditure
r. Dollar breakdown
i. Federal

$43 billion
ii. State

$26 billion
iii. Self

$39 billion
iv. Private LTC ins.
$200 million (0.2%)
v. 2000- NH estimated cost: $140 billion
vi. 2002- $57,000/yr. Average cost of NH stay ($181.24/day)
1. Home care average is $18/hr
s. Total number of nursing homes in USA
i. 19,0000
t. Number of beds- 1.7 million
u. Two thirds are fewer than 100 beds
v. Proprietary- 73%
w. Secular not-for-profit- 16%
x. Church related- 6%
y. Government owned- 5%
z. 5% of all elderly live in a NH at any given time
aa. Nursing home revenues
i. Medicaid- 58%
ii. Self- 34%
iii. Medicare- <5%
iv. Veteran affairs- 1%
v. Private Ins.- 1%
vi. Other- 1%
II. Population of people >65 years in 2000- 35 million
III. 20% of elderly will spend at least 1 year of their remaining life in NH
IV. Nursing home residents- 1.5 million
V. 75% are women. 75% of these are widows. Among men 37% are widowers
VI. 82% are 75 years or above
VII. Average length of stay has decreased since 1985
VIII. 1985-1026 days
IX. 1995- 838 days
X. 2002- 2.4 years (costing $158,766)
XI. More patients are getting admitted for short stays
XII. Acute care downsizing
XIII. Nursing homes assume more responsibility- subacute care/short stayers
XIV. Present 54% NH residents spending <1 year
XV. Rate of occupancy has dropped 
XVI. 1985-92%
XVII. 1995- 87%
XVIII. Nursing home supposed to be home away from home
XIX. But they are becoming more of acute care centers
XX. This has become a challenge
XXI. Medicare

a. Administered by US department of health and human services the  CMS- centers for Medicare and Medicaid services
b. Prior to 1965 only 50% elderly had health insurance
c. Eligibility: age >65 receiving social security or railroad retirement for 24 months. 1998- 39.1 million. Of these 5.3 were disabled
i. 2025- 60.8 expected to be eligible
d. Blind or disabled receiving social security benefits or ESRD patients
e. MEDICARE- Part A
i. Benefits- inpatient care (blood except for first 3 units), post-acute care in NH or at home (up to 21 days) and hospice
ii. Medicare part A pays for nursing home care only for post-acute care and not for long term care
iii. The patient has to be an inpatient in a hospital for at least 3 consecutive days within 30 days of admission to the NH
iv. No deductible or co-payment for first 20 days
v. In 2006- co-payment of $119,000 for days 21 to 100
vi. No coverage beyond day 100
f. MEDICARE- Part B (premium $88.50/m, yearly deductible of $124 and a 20% co-pay) pays for physician services, outpatient diagnostic tests, patient OT, speech therapy, audiology, some ambulance services, home health services, and supplies not covered by Part A mental-50% co-pay
g. RBRVS- resource based relative value system
h. 115% of Medicare fee schedule for non-participating MD
XXII. MEDICARE-Part A
a. Inpatient care
b. $952 deductible for each benefit period (this period begins with the day of admission and ends 60 consecutive days after patient has been out of the hospital or NH. No limit to the number of benefit periods
c. $238 co-payment per day for days 61-90; $476/day for days 91-150 (Lifetime reserve days); no coverage beyond day 150
d. DRG- diagnosis related group
e. 1997- Balanced budget act. Prior to this, payment was on cost basis
f. PPS- prospective payment system
g. RUGS- resource utilization groups- used daily for payment to NH. Rehab is a key factor
h. Medicare now pays for pneumococcal, hepatitis B, tetanus post-injury, and influenza vaccines, mammogram yearly, and a pap smear q 3 years, PSA, DEXA scan, stool guiac, dialysis, kidney/liver transplant, and one year of post-transplant meds.
i. Medicare does not pay for custodial nursing home care, dentures, routine dental care, eyeglasses, hearing aids, routine physicals, routine tests
j. Medicare Part D- prescription drugs
k. Elders still pay nearly 25% of all their healthcare expenses themselves
XXIII. Medicaid
a. 15% of elderly on Medicare also receive Medicaid- dual eligible
b. Medicaid enacted same time as medicare-1965
c. Eligibility
d. Low-income persons, blind, or disabled
e. Federal financing is only partial as opposed to Medicare which is fully funded by the federal government 
f. Medicaid given the most comprehensive medical coverage
g. Reimbursement largely determined by each state
h. 1995- 6 million
XXIV. MEDIGAP
a. Nearly 60% of elderly purchase supplemental insurance for hospital and physician services
b. Cost exceeds $2000/year. 1998- 5.9 million enrolled (15.9%)
XXV. Private Long Term Care Insurance
a. Average nursing home cost in US $57,700/year
b. Annual premium around $8,000/year
c. Omnibus reconciliation Act of 1987- OBRA 1987
d. Implemented- 1990
e. Concern about inappropriate use of medications lead to the institution of public health measures to improve prescription practices
f. Regulations enacted in both federal and state levels to limit excessive prescribing of antipsychotics with deleterious effects
g. It provided guidelines for the use of antipsychotic agents in Medicaid and Medicare certified nursing homes
h. Use limited to patients with psychotic disorders and of patients with others or if it interfered with care of the patient 
i. Goal: taper over time and ultimately discontinue them
j. Monitoring began in 1990 and drug utilization review boards were instituted in each state in October 1992
k. Review of more than 9000 residents in Tennessee NHs- over 25% decline in use of antipsychotics
l. Similar reductions seen in Illinois
XXVI. Goals
a. Provide safe and supportive home-like environment for chronically ill and dependent people
b. Restore and maintain the highest possible level of functional independence
c. Preserve individual autonomy
d. Identify and support family and social contacts
e. Maximize quality of life, perceived well-being, and life satisfaction
f. Provide comfort and dignity, especially for terminally ill residents and their loved ones
g. Stabilize and delay progression, whenever possible, of chronic medical conditions
h. Prevent acute medical and iatrogenic illnesses, and identify and treat them rapidly when they do occur
XXVII. Subacute Care
a. Care usually after hospitalization for an acute episode, but on occasion instead of hospitalization
b. Special reimbursement from managed care and other payers- $400/day
c. More frequent physician visits
d. Subacute care concentrates more on consequences of illness or injury than on the diagnosis and treatment of an acute condition
e. Hip fracture rehabilitation
f. Stroke rehabilitation
XXVIII. Federal mandates
a. Resident rights
i. Personal privacy and confidentiality
ii. Married couples to share the same room
iii. Self administer drugs if determined to be safe
iv. Free from any physical or chemical restraints
v. Participate ins social, religious, and community activates
b. Physician services
i. Medical care under the supervision of a physician
ii. Resident must be seen by a physician at least once every 30 days for first 90 days, and at least once every 60 days thereafter
iii. Physician visit no later than 10 days after the date the visit was required
iv. At the option of the physician, required visits after the initial visit may alternate between personal visits by the physician and visits by a physician assistant, nurse practitioner, or clinical nurse specialist
c. Other services
i. Activities designed to meet the interest and the physical, mental, and psychological well-being of each resident must be provided
ii. A facility with more than 120 beds must employ a full-time qualified social worker
iii. A qualified dietician must be employed
iv. Access to vision and hearing specialist must be provided
v. A licensed nurse must serve as a charge nurse on each tour of duty
vi. The director of nursing may serve as a charge nurse if the facility’s average daily occupancy is 60 or fewer
vii. Rehabilitation services should be provided if it is required
XXIX. Comprehensive Assessment

a. Minimum data set (MDS) mandated by the OBRA legislation 
i. Implemented in 1990. MDS is used for billing
b. Resident assessment protocols (RAPS). 18 care plans
i. Delirium
ii. Cognitive loss, dementia
iii. Visual function
iv. Communications
v. ADL function/rehabilitative potential
vi. Urinary incontinence and indwelling catheter
vii. Psychosocial well-being
viii. Mood state
ix. Behavioral problems
x. Activities
xi. Falls 
xii. Nutritional status
xiii. Feeding tubes
xiv. Dehydration/ fluid maintenance
xv. Dental care
xvi. Pressure ulcer
xvii. Antipsychotic drug use
xviii. Physical restraints
XXX. Common Clinical disorders

a. Medical conditions
i. Congestive heart failure, coronary artery disease, degenerative joint disease, diabetes mellitus, hypertension, obstructive lung disease, renal failure
b. Infections
i. Respiratory tract, urinary tract, skin (pressure and vascular ulcers), conjunctivitis, gastroenteritis, tuberculosis, 
c. GI
i. Ulcers, reflux Esophagitis, constipation, diarrhea, malignancies
d. Neuropsychiatric conditions
i. Dementia, and its behavioral disorders like wandering, agitation, and aggression
ii. Depression, stroke, parkinsonism, multiple sclerosis, brain or spinal cord injury
iii. Functional disabilities requiring rehabilitation
iv. Stroke, hip fracture, joint replacement, amputation
e. Geriatric problems
i. Delirium, incontinence, gait disturbances, instability, falls, malnutrition, feeding difficulties, dehydration, pressure ulcers, insomnia, chronic pain- musculoskeletal, neuropathies, malignancy, death and dying
f. Iatrogenic disorders
i. Adverse drug reactions, falls, nosocomial infections, Induced disabilities- restraints and immobility, catheters, unnecessary help with basic activities of daily living
XXXI. Physical Evaluation- key Components

a. History 
b. Reasons for admission
c. Active medical problems
d. Past medical history- chronic diseases, prior surgeries
e. Preventive care- vaccinations, dental, optometric, podiatric care
f. Medications
g. Review of systems
h. Physical examination
i. In addition to the traditional exam include:
i. Orthostatic changes in BP exam
ii. Nutrition, screen for hearing problems, vision, ability to ambulate and transfer, cognitive function, and affective status
iii. Functional status- activities of daily living, instrumental activities of daily living
iv. Socioeconomic status
v. Nature of family relationship, relevant financial information
1. Private pay, Medicare, Medicaid etc
vi. Advance directives
vii. Health care proxy, DNR
XXXII. Alternatives to the Use of Restraints
a. Environmental
b. Wheelchair adaptations, wedge-seat, high back stationary chairs, anti-tipping device for wheelchair
c. Nursing care
d. Additional supervision, assisted daily ambulation, seating near nurses station, reminders to avoid dangerous activity
e. Activities- structured activities, distractions, providing objects to hold
f. Physiologic alternatives- treat infection, evaluation of drug treatment, pain relief. Psychological alternative to reduce agitated behavior
XXXIII. Clinical Clues to Infections

a. Fever >100 F, hypothermia, change in body temperature from baseline of 2.4 F or above
b. Acute confusion or delirium, unexplained change in behavior pattern 
c. Unexplained change in functional status
d. Loss of appetite or unexplained weight loss or both
e. Weakness, lethargy
f. Urinary incontinence
g. Falls
h. Tachypnea, orthostatic hypotension
XXXIV. Mnemonic for Treatable Causes of Malnutrition

a. Meals on Wheels
i. Medications
ii. Emotional problems- depression
iii. Anorexia Tardive (nervosa), alcoholism
iv. Late-life paranoia
v. Swallowing disorders
vi. Oral factors
vii. No money- insufficient funds in some facilities
viii. Wandering and other dementia related behavior
ix. Hyperthyroidism, hyperparathyroidism, hypoadrenalism
x. Enteric problems- malabsorption
xi. Eating problems- inability to feed oneself
xii. Low salt, low cholesterol diets
xiii. Social problems- ethnic food, isolation, food habits of other residents
XXXV. Most Common Type of Inappropriate Prescribing in 12 nursing homes in California

a. Drugs to be avoided
i. Long acting benzodiazepines, dipyridamole, propoxyphene, amitryptiline, methyldopa, propanolol, trimethobenzamide, Pentazocine, chloropropamide, muscle relaxants, indomethacin, cerebral vasodilators, GI antispasmodic agents, meprobamate, Reserpine
b. Extensive duration of treatment
i. Histamine 2 receptor antagonists
ii. Short acting benzodiazepines
iii. Oral antibiotics
c. Excessive drug usage
i. Iron supplements
ii. Histamine 2 receptors antagonists
iii. Antipsychotic agents
d. Elimination half lives of Benzodiazepines
i. Long elimination half life
ii. Chlordiazepoxide, clonazepam
iii. Diazepam, flurazepam
iv. Medium to short elimination of half life
v. Alprazolam, Lorazepam, oxazepam, temazepam
vi. Very short acting half life
vii. Triazolam
XXXVI. Medical Director Responsibilities

a. Organizing comprehensive medical services
b. Monitoring quality of care
c. Collaborating with the administrator, the director of nurses, and other departmental heads regarding policies and procedures
d. Overseeing the employee health program
e. Assisting in the development of educational offering to staff, residents, and families
f. Representing the nursing home in the community
XXXVII. Making Pharmacotherapeutic Decisions in the Nursing Home- Questions

a. What is the target problem being treated
b. Is the drug necessary
c. Are nonpharmacologic therapies available
d. Is this the lowest practical dose
e. Could discontinuing therapy with a medicine help reduce symptoms
f. Does the drug’s side effect more likely to occur in elderly
g. Is this the most cost-effective choice
h. What criteria and at what time will the effects of therapy be assessed
XXXVIII. Interpretive Guidelines of OBRA 1987 Regulations

a. Conditions that justify the use of antipsychotic agents

i. Organic mental syndromes including dementia and delirium if associated with 
1. Psychotic features like hallucinations, paranoia, delusion that impair functional capacity and/or
2. Agitated features that present a danger to self or others, interferes with care, or impair functional capacity
XXXIX. Symptoms that do not Justify The Use of Antipsychotic Agents

a. Wandering, poor self care
b. Restlessness, impaired memory
c. Anxiety, depression
d. Insomnia, unsociability
e. Indifference to surrounding
f. Fidgeting, nervousness
g. Uncooperativeness, unspecified agitation
XL. Medical Ethics- Major Principles

a. Beneficence- the obligation to do good and act in the best interest of others
b. Nonmaleficence- the obligation to avoid harm
c. Autonomy- respect for a person’s right to self-determination regarding his/her life, body, mind, and medical care
d. Justice- duty to treat individuals fairly and without discrimination and to distribute resources in a non-arbitrary and fair manner
e. Fidelity- duty to keep promises
