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The growing numbers of frail elderly are the principal dual beneficiaries of both Medicare and Medicaid. In addition to
home- and community-based alternatives, the frail elderly require both acute and long-term institutionally based services.
from a payment perspective, both Medicare and Medicaid have the individual capacity to meet the different long-term or
acute care needs of a dual beneficiary. However, an absence of programmatic integration between Medicare and Medicaid
has consistently been missing. This, combined with a care continuum that is neither institutionally mor functionally
integrated, creates negative consequences for both the costs of care and its quality.

At the base of the South American continent, the Atlantic Ocean
meets the Pacific Ocean. The inevitable merging of these two
oceans is not smooth,; the churning water and its effeet on ships
and their crews allempting to navigate from one ocean to the
other has been documented for centuries.

Unfortunately, our current system of transferring the frail
elderly among an array of LTC and acute care services shares
characleristics similar to those ocean-to-ocean passages. Fur-
thermare, transferring the frail elderly within the health care
system frequently amounts to double jeopardy, moving between
health care institutions (LTC nursing facility vs. acute care hos-
pital) and between payment systems (Medicare vs. Medicaid),

This article effers a snapshot of health care transfer patterns.
through observations on a subgroup of patients in nursing fa-
cilities with a high frequency of nursing facility—to-hospital
transfers over comparatively short periods of time, However,
this picture. when added to an already extant body of knowl-
edge concerning interinstitutional transfers. underscores the
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serious issues of cost and quality faced by patients in LTC
facilities, especially dual beneficiaries of Medicare and Medi-
caid, their payers, and providers in accessing acute care scrvices

PATIENTS AND METHODS

During 2 12-month period between July 1, 1996 and June 30,
1997, 21.674 individuals aged 65 years and older were pre-
certified at least once for admission to cne of Georgia’s 336
licensed nursing facilities (Table I}, Thesc individuals served
as the study base for an initiative focused on end-of-life care
improvement for residents of nursing facilities. Continuity of
care between nursing facilitics and community hospitals was
of special interest. (For the purposes of this article, continuity
of care is defined as continucus management of a patient’s care
through a plan developed by a physician in cooperation with
other health professionals and, as appropriate. the patient and
family members. The operation and appropriate adjustment of
the plan is under consistent and coordinated physician super-
vision, and continues throughout the patient’s disability/illness
period, moving with the patient and continuing in operation
across health care institutions,)

Far the precertified population, files from Medicare part A.
Medicaid, and state precertification forms were searched and
merged where appropriate. Within the population, a stratified,
disproportionate random sample of 40 nursing facilities and
1,148 patients was drawn. To be included in the sample, the pa-
tient must have been admitted at least once to a nursing facil-
ity within the 12-month study period. {Ta control for variations
in length of time in the study, database obsecrvations for each
sampled patient were limited to the first six months of service.)



TABLE 1: DEMOGRAPHICS OF THE STUDY POPULATION

N = Kumber; ADLs = activities of daily living.

Age Dual Other
> 65 yr Sample Eligibles  Medicaid Medicare Payer
Variables (N=21,674) (N=1,148) (N=1568) (N=286) (N=2385 (N=109)
Gender Men (%) 30% % 3% 1% 36% 25%
Women (%) 10% 68% 89% 3% 64% 15%
Age category 6380 yr 42% 4% 43% 4% 4% 3
> 8y 58% 58% 57% 56% 59% 3%
Admitted from Home 40% 43% 0% 5% 4% 52%
Hospital 51% 52% 51% 3% 5% 1%
Other 9% 5% % % 4% 8%
fssigned focation of care  Skilled 51% 1% §7% 1% T8% 61%
Intermediate 33% 33% 3% 1% % 3%
Dependent ADLs (N) 0 49% 51% 51% 50% 53% 16%
| ®h 8% P 14% 9% 8%
2 ¥ 8% % 2% 1% 6%
3 P % 6% L3 % %
4 P4 8% ¥ 8% 1% %
5 % 2% (3% 8% 10% 1%
6 T % 1% 4% 1% W%
Overall condition Improving 3% [2% 1% &% [§% 10%
Stable 48% 48% 48% % 4% 52%
Fluctuating 7% 14% 15% i4% [4% 13%
Deteriorating 20% A 1% 36% (7% 3%
{ritical 0% 0% 0% 1% 0% 0%
Terminal % % % 8% % %
Restarative potential Gaod 3% 2% 0% 4% 7% 8%
Fair 45% %% 38% 9% 1% 42%
Questionable 9% 1% 2% 13% 8% 14%
Paor 30% 5% % 4% 3% 3%
None 3% 4% 3% [3%- 1% 3%
Dementia 3% 3% 9% 61% 8% 3%
Payment source Medicare only 3% 4%
Medicaid only 5% 8%
Dual eligible 52% 50%
Other 8% 10%
Recertified 16% 14%

For this sample group, clinical and administrative data were ab-
stracted from medical records. This group is the subject of the
findings described in this article,

Patient Characteristics, Health Status, and Payment Source.
Based an precertification data at time of admission, this patient
group could best be characterized as frail elderly. Fifty-eight
percent of patients were over the age of 80 years. The overall
condition of 22% of patients was evaluated as deteriorating, with
an additional 4% evalualed as critical or terminal. Thirty-nine
percent of patients were rated as having poer to no restorative
potential, 38% were diagnosed with dementia, 27% had a uri-
nary catheter, and about half had at least one activity of daily
living { ADL) limitation {the majority of these patients had 3-6
ADL limitations).

Sources of health care payment for the study sample were:

Medicare beneficiaries. 33%; Medicaid benefliciaries. 3%:
Medicare and Medicaid patients with dual eligibility, 30%: and
other sources—private pay or the Washington, DC-based
Department ol Veterans Affairs—9% (because of a lack of
claims data. the “other sources™ group could not be included
in the subsequent analyses ol interinstitutional transfers).
Among the three Medicare andfor Medicaid beneficiary
groups, observable differences were found in terms of sclect-
ed demographics, health status, and ADL dependencies. Over-
all, persons within each group were very dilferent from other
groups, especially when their characteristics were used to de-
scribe potential care needs and skills (Table II).

RESULTS

Interinstitutional Transfers and Patient Deaths. One of the
first arcas of analysis concerned death and institutional
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TABLE 1I: PATIENT CHARACTERISTICS
BY PAYMENT SOURCE

Medicaid

* Predominantly women

* Most admissiens from home

* Smallest number of dependent ADLs

« Largest proportion of patients with poar-to-na restorative potential
* lLargest proportion of patients with dementia

* Largest proportion of patients assigned to intermediate 10C

Dual Eligible

* Highest propartion of dependent ADLs

Medicare

* Highest praportion of patients with goad-to-fair restorative petential
* Highest proportion of patients assigned to skilled LOC
* Slightly oldest age group

ADLs = Activities of daily tiving; 100 = level of care,

lacation at time of death, because of the study’s focus on end-
of-life care. Within six months of admission, 31% of the pa-
tients in the analyzed sample (N = 1,039 patients) had died, al-
though not necessarily in the nursing facility to which they were
originally admitied.

An end-of-life care benchmark advocated by the Institute for
Healthcare Improvement in Boslon suggests, “Patients who are
likely to die within 48 hours should not be interinstitutionally
transferred.™ However, there is widespread anecdotal opinion that
many nursing facility patients in a terminal stage are being trans-
ferred routinely to acute care hospitals, As lustrated in Table 111.
almost one-third of patients who underwent nursing facility-to-
hospital transfers died within 48 hours. This appcars to be a suf-
ficient proportion of deaths (o warrant review.

Preventable Nursing Facility-to-Hospital Transfers. Apart
from the issue of transfer appropriaiencss in the face of immui-
nent death, over 83% of patients in nursing facilities who were
transterred did survive, and were subsequently transferred again.
Table 1V illustrates the leading causes of the initial nursing
[acility-lo-hospital transfer. A review of these causes indicates
a potential for prevention or at leasl control within the nursing

transfers for conditions that could have been prevented or con-
trolled within a nursing facility. Controlling or preventing hos-
pital lransters assumes that intervention programs. sutficien
staff capacity. financial resources. and incentives te.g., appro-
priate reimbursement) exist to maintain such programs within
nursing facilities. If such programs are not present, transfers
may become necessary.

Intervention programs hold potential for both quality and cost
benefits. Thus, opportunities exist for quality interventions in
disease prevention and control. The essential question regard-
ing the future of prevention and control is: Can there be a de-
velopment and/or reallocation ol resources to nursing lacilities
to control frequent patient (ransfers between haspitals and nurs-
ing facilities?

Posthospitalization Transfer Patterns. 11 was anticipated that
individuals who survived the first hospitalization would return
to a nursing facility. However. this was not the case for almost
half the surviving individuals (Table V). Many patients left the
hospital and continued to move among health care institutions.
Whereas almost half of the paticats did not move from a nurs-
ing facility during the observational period. nearly 25%
moved from three to 13 times over the six-month peried (Fig-
ure 1). This group of patients was identified as the “churned
population.” I[n the total sample, §0 distinct transfer patterns
were identified. The simplest pattern was nursing facility ad-
mission with no further transfer; the most complex invelved
some 13 changes within the observational period.

As previously indicated, over 30% of patients in the sam-
ple died within the six-month obscrvation period. Those deaths
occurred randomly over that period and within the full range
of institutions. When mortality status aflter transfer was added
to the other patterns, the number of identificd transfer patterns
increased from 80 to 120.

The scope of interinstitutional transfers was not only lim-
iled to movement between nursing facilities and hospitals,
Whereas such transfers were the most common, they did not
always involve the same nursing facility or hospital for a par-
ticular patient. In addition. some patients left institutional care
to return kome and remain, but others later returned 1o some
component of the healih care system.

DISCUSSION

Limitations. Studies by Shaughnessy and colleagues** found
substantial case-mix differences between the Medicare and

facility environment.
Saliba and colleagues® studied the appropri-
ateness of decisions to transfer nursing facility

TABLE 11I: OCCURRENCES OF DEATH BY TIME

AND PLACE OF FINAL ADMISSION

patients to a hospital. They found that 40% of the
transfers were determined to be inappropriate.
When advance directives were considered, the
propertion increased to 43%.

Location of Death

In the present study. patients experienced po-
tentially unnecessary interinstitutional transfers
immedialely before death. Thirty-nine percent of
the 1,039 patients were transferred and alive al
the study’s end. [n addition. there appeared to be

Hespital Nursing Facility Home
Time of Death (N = 87) (N = 188) {N = 47)
< 48 hr postadmission 3% 4% NA
> 48 hr postadmission 68% 96% NA

N = Number; ¥4 = not applicable,
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TABLE IV: PRINCIPAL DIAGNOSES LEADING
TO FIRST HOSPITAL TRANSFER (N = 467)

Proportion of

Rank  Diagnosis Study Group (%)
I Comminity-acquired pneumonia 8%
2 Aspiration pneumonia &%
3 Congestive heart failure 8%
4 Urinary tract infection 4%
5 Dehydration 3%
R = Number.

TABLE V: DISPOSITION STATUS AND
DESIGNATED CARE SITE POSTHOSPITALIZATION

Propertion of

Status, Site Study Group (%)

Deceased 14%
Hlive, other hospital 2%
Mive, other care site 5%
Alive, nursing facility 46%
Mive, intermediate care facility 5%
Mive, home, self-care 3%
Alive, home care 5%
Al dispositions (N = 478} 100%

N = Number.

Medicaid beneficiary populations that tend to support the dit-
ferences observed in the present study. Medicare beneficiaries
were perceived to be more rehabilitative; those not receiving
Medicare benefits (including Medicaid recipients) were re-
garded as more custodial,

The ditferences in eligibility between Medicare and Medi-
caid affected the completeness and accuracy of reporting, es-
pecially in patient-related administrative and demographic ar-
eas. In general, Medicare files tend to be more complete than
Medicaid files. Of particular concern is whether a beneficiary
is alive or dead. Experience indicates that Medicare beneficia-
ries who dic, even when not receiving Medicare program ser-

vices, tend to be identified in database f{iles. [n the case of
Medicaid, on the other hand, completeness of such reporting re-
mains in doubt unless the beneficiary was receiving program ser-
vices at the time of death. Observed mortality differences be-
tween Medicare and Medicaid should be interpreted with caution.

Confounding factors in analyzing patterns of interinstitu-
tional movement as described in the literature are two issues
related to administrative and reimbursement policies. The first
issue is that, in the literature, it is not always clear whether the
terms “discharge™ and “transfer™ are being used interchange-
ably, although they can represent two very different actions, es-
pecially as influenced by mode of reimbursement. In the case
of a discharge, the patient is formally dismissed from a nurs-
ing facility to another location (e.g., heme or hospital). In the
case of a transfer, the patient is informally dismissed, but a bed
remains in the individual’s name and the facility recetves at least
partial reimbursement for the vacant reserved bed. There is no
such reimbursement to the nursing facility for a discharged pa-
tient. A grealer financial incentive exists for the nursing facil-
ity to transfer rather than discharge.

The second issuc has to do with those patients who are
moved from a nursing facility to a hospital emergency room or
department (ER). It is not always clear whether the carc received
postmovement was actually in the ER ot whether the patient
was admitted to an inpatient unit through the ER. In fact. nurs-
ing tacility residents have a high utilization of the hospital ER—
the exact proportion of those passing through the department
within an administrative procedure versus those actually re-
ceiving care is unknown. In the study by Saliba and colleagues.”
&8% of transferred patients initially went to the ER, whereas
80% were subsequently admitted to an inpatient unit.

Frequent Transits: Not New, but Increasing in Frequency?
One of the first major studies of the relationship between nurs-
ing facilities and hospitals was initiated more than 20 years ago.
when Lewis and colleagues® began to develop 2 natural histo-
ry of patients in nursing homes. The researchers mapped fre-
quent and complex patient movements between nursing facil-
itics and hospitals. The study reported movement among
multiple health care sites and high numbers of transfers simi-
lar to the observations discusscd in this article, albeit among

smaller groups of surviving patients.

50% Patients in the present study appeared to transfer
ran more frequently than those in the study by Lewis and

@ associales™ —taking place more quickly and occurring
EJO%— within a six-month period for individual patients.
§ Lewis’ group made their observations over a two-year
E W% - period. Taking into consideration the differences in time
10% - l . . of p.erformance (1980 vs. 19906), geography (Southern
l California vs. Georgia) and methodology used. a re-

0% markable similarity can been obsesved in the patient

No | 2 3-4 5-13 mobility patterns observed in both studies. Little in the

Moves Move Moves Moves Moves | Laiterns appears to have changed between 1980 and

Number of Moves 1996, except that the patient population has increased

Figure |, Proportion of interinstitutional transfers (N = 1,039). Mo moves = Patients remaining
at the nursing facility of original admission ar the time of death ar at the end of the six-month

observatianal peried.

numerically, the speed of transler may have increased.
and the nepative cost and quality conscquences may
have increased proportionately.
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30, 1997, Over 73% of surviving patients ¢x-
perienced at least two site-of-care changes
(up to a maximum of [3) before becoming
residents in their final locus of care at the end
of the observation period.

Movement frequency and survival rates
differed by source of governmental payment
from the overall pattern. The population with
dual eligibility experienced the highest pro-
portion of frequeni interinstitutional trans-

Fatient Group

B Allliving W8 In health care facilicy Athome [ Multiple transfer (> 2)

fers. the highest proportion of survivors liv-
ing at home, and the lowest proportion still
in residence al a nursing facility. Medicaid
beneficiaries had the lowest proportion of in-
lerinstitutional transfers; indeed. the stabil-

Medicaid
{N = 86)

Figure 2. Patient status at the end of the ohservation peried. N = Number.

Reimbursement Policy and Transit Patterns. Over the last 2
decades, federal reimbursement policy has been cited as a causal
factor in frequent patient transfers between hospitals and nurs-
ing facilities. Lewis and assaciates® speculated in 1985 that the
pace of transfer would quicken with the coming of the PPS. In
1986. Goodwin® wrote that anecdetal data from a Congressional
study *. . . suggest that Medicare beneficiaries are being dis-
charged from hospitals earlier, sicker, and with more complex
skilled nursing requirements than before the implementation [of
PPS]." Tresch and co-workers” observed sicker patients’
having a greater potential for interinstitutional movement.
Quslander and associates® indicated economic incentives as a
factor related to interinstitutional transfers. In 1987, Sager and
associales,” in a study of the effect of PPS on Wisconsin's hos-
pitals, nursing homes, and elderly Medicaid beneficiaries, es-
tablished factual bases for speculations prior to the present study
on the admission of sicker patients into nursing facilities.
The PPS does appear to promote more frequent use of the
hospital for nursing facility patients. However, those patients
who survive and return Lo the nursing facility are usually sick-
er than those who do not move. Consequently, questions have
arisen about the aggressiveness of these patients’ treatments

ity of this population was especially striking
when compared with the other reimburse-
ment groups. Medicaid beneficiarics also appeared to have the
lowest mortality rate, although there was some concern about
the completeness of data on deaths in the Medicaid system.
Medicare beneficiaries had the highest mortality; on all other
points, they tended to mirror patients with dual eligibility, but
at smaller rates.

The mobility patterns illustrated in this study probably un-
derrepresent actual interinstitutional mobility for a number of
reasans. First, 50% of the original admissions came to the nurs-
ing facility from a hospital. Such preobservation transfers were
not counted, as the study was attempting to create a one-time
snapshot taken of a constantly moving picture of health sys-
tem use. Second, Medicare and Medicaid ER claims records
were not available to the study; however, nursing facility pa-
tienis were frequently transferred to ER units both with and
without subsequent admission to an inpatient unit (evidence of
ER transfer was abstracted from patient records).

Mortality and Governmental Payment Source. Figure 3 il-
lustrates the frequency of patient movement and mortality
Patients with dual eligibility had a greater proportion of deaths
at the higher transfer levels (2-4 moves) than Medicure

while in the hospital. This “sicker™ status dynamic
between the nursing facility and the hospital appears
reimbursement-related and could be the trigger for the
observed patterns of patient churning. Vladeck™
predicted an expanding transfer relationship between
facility and hospital fueled by PPS. In an overview of
the status and prognosis of LTC for the elderly, he ob-
served, "Many [patients] may experience the ‘revolv-
ing door” between hospital and nursing home.”!

Percentage

Transfer Rates and Governmental Sources of
Payment. Fipure 2 illustrates the health care location
of ali living patients among governmental reimburse-
ment sources at the end of the six-month observation-
al periad. Overall, half of the surviving individuals
were in a nursing facility, although not necessarily the
one ta which they were originally admitted. The study

100%

0%

1

Medicare
Patient Group
O 3 moves

Dual Eiigibies

1 2 moves CJ 4 moves

B Nomoves B [ move

criteria were admission between July 1, 1996 and June  Figure 3. Nursing facility patient deaths by number of interinstitutional moves.
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Many Medicaid beneficiaries. as previously
stated, do not appear to transfer to a hospital even
once; the preponderance of behavioral health di-
agnoses among this group might explain this lack
of inferinstitutional movement. These conditions
can be managed cffectively within the nursing fa-
cility with existing resources. whereas manage-
ment of physical health diagnoses may require the
more complex resources of 4 hospital. Medicaid
policy could also have some influence. as there
are cost consequences for the Tacility in transfer-
ring patients to a hospital that is not operable by
policy in either Medicare-only or dual-cligible

100%
T Organic brain syndrome
5% . .
[ Congestive heart failure
E" [ Senile psychosis
é 50% [ B Alzheimer's disease
™
o M Hip fracture
5% [ Cerebral vascular accident
B All other diagnoses
0%
Dual Eligibles ~ Medicare Medicaid
{N = 568) (N=164) (N =86)
Patient Group

groups.

Dual-eligible beneficiaries appearcd to have a
larger array of “all other™ diagnoses. although they
share the same leading five dingnoses (dehydration.

Figure 4. Principal diagnoses necessitating nursing facility admission by sources of payment. K = Humber.

beneficiaries. Medicaid beneficiaries. because they moved less
frequently, experienced the largest proportion of deaths in the
nursing facility of admission. Among all three. it appears that
as the number of transfers increased. the proportion of deaths
within each move decreased.

Governmental Payment Source and Transfer Diagnoses. As
illustrated in Figure 4, the patients among the three govern-
mental reimbursement groups had different reasons for being
admitted to nursing facilities. Although the groups share three
out of the five leading diagnoses {Alzheimer’s discase, cere-
brovascular accident, and congestive heart faiture), the pro-
portions vary belween diagnostic groups. Clustering the lead-
ing diagnoses by physical and behavioral health groups {Table
VI} produces evidence of a strong tendency for Medicaid ben-
eficiaries to have behavioral health problems, Medicare benc-
ficiaries to have physical health problems, and patients with dual
eligibility to fall between the two extremes.

Figure 5 breaks down the leading principal diagnoses that ne-
cessitated nursing facility admission by governmental sources
of payvment. The five leading diagnoses precipitating the first
transfer to a hospital from a nursing facility varied according
1o payment source; the factors underlying these differences were
unclear. Only five nursing facility residents receiving Medicaid
only required transfer to a community hospital.

urinary tract infection, congestive heart failure, and
two types of pneumonia) with Medicare in small-
er proportions In this situation, the principal diagnosis offers
little insight into variations in underlying causes of the first in-
terinstitutional transfer, let alone subsequent movement. How-
gver. source of payment appears to have inlluenced transfer pat-
terns.

CONCLUSION

The high proportion of interinstitutional transfers of patients
just before they died indicates an opportunity for quality
mterventions within nursing facilities that could control the
volume of such transfers and improve end-of-life care. High
proportions of interinstitutional transfers for preventable or
controllable diseases also indicate opportunities for quality
improvement programs designed to improve management of
such diseases within nursing facilities.

Each of the three payment groups has clinical and so-
ciodemographic differences, which might account for the dif-
fering patterns of facility use and patient survival. Clinical and
sacial characteristics alone do not explain the observed dif-
ferences in service use and pafient survival pattesns. This in-
dicates that the individual reimbursement policies of the gov-
ernmental payment sources contribute an equal, causalive role
for pattern differences. As such. the reimbursement policics
have the same weights as other factors within the same group,

Analyses o date suggest cvidence of a churning cffect

TABLE VI: LEADING DIAGNOSTIC CLUSTERS
BY GOYERNMENTAL PAYMENT SOURCE

among nursing facility paticots and institutions
providing that service. This presents potential
problems for quality and continuity of care as well

Patient Group

as negative consequences for the cost of care.
Even at this early stage of analysis, however, it

*(ongestive heart failure, hip fracture, and cerebrovascutar disease.
{Organic brain syndrome, senile psychosis, and Alzheimer’s disease.
N= Number.

Dual Eligibles Medicare Medicaid | is evident that patient management—oriented

Diagnosis Group (N = 209) {N=159) {N = 35) § quality interventions and interinstitutional
Physical health* 5% 81% 1% Fontinui‘tjy of].cnrer ph;ming could} result i;1
ality ot t tr CI' sUC

Behaviora healti! - 9% . improved quality of and cost control over such

care.

The growing numbers of frail clderly are the
principal dual beneficiasies of Medicare and
Medicaid. With increasing frequency. these
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individuals require both LTC and acute institutionally hased ser-
vices in addition to home- and community-based alternatives.
From a payment perspective, both Medicare and Medicaid have
the individual capacity to meet the different LTC and/or acute
care needs of an individual dual beneficiary, However, from the
beginnings of Medicare and Medicaid almost two generations
ago. there has been a consistent absence of program-based in-
tegration. This fact, coupled with a care continuum that is nei-
ther institutionally nor functionally integrated. creates negative
consequences for both the costs of care and its quality
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