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Implementation Guide
Program Overview

Purpose of the Guide
This Guide is intended primarily for INTERACT ‘champions’ and trained ‘educators’ who are responsible for implementing  
and sustaining the program in one or more nursing facilities. It provides an overview of the INTERACT program and tools,  
as well as strategies for implementing and sustaining the program over time. These strategies have been identified by 
thoughtful and dedicated long-term care professionals who have shared them over the last several years.

The Guide is not meant to stand alone, but to supplement the information and resources that can be found on the  
INTERACT website http://www.pathway-interact.com.

Overview of INTERACT as a Quality Improvement Program
The INTERACT Quality Improvement Program is designed to improve the early identification, evaluation, management, 
documentation, and communication about acute changes in condition of residents in nursing facilities, assisted living 
facilities and home health care. The fundamental goal of INTERACT is to improve care; its strategies and tools will help 
reduce the frequency of potentially preventable transfers to the acute hospital and related complications that lead to 
increased health  care costs. 

The program includes evidence-based and expert-recommended tools, strategies to implement them, and related  
educational resources. The INTERACT tools are meant to be integrated into every day care and be incorporated into your 
facility’s quality improvement program and processes as illustrated by the figure on the next page. 
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Implementation Guide
Figure Overview (cont’d)

• As illustrated in the diagram, advance care planning should begin at the time of, or shortly after admission, and should be
continued throughout the resident’s stay, including when an acute change in condition occurs. The INTERACT Advance 
Care Planning Tools can be helpful in developing a person-centered care plan and discussing options for palliative and
end-of-life care if appropriate.

• For patients discharged from acute hospitals for post-acute care, medication reconciliation is a critical task. The INTERACT
Medication Reconciliation Worksheet is designed to help nurses, primary care clinicians, and pharmacists develop
accurate and safe medication orders at the time of admission.

• When an acute change in condition occurs, the Stop and Watch Tool can be used by CNAs to identify changes in residents
and clearly communicate those changes to the licensed nursing staff. This tool can also be used by staff who have direct
contact with residents and are in a position to observe changes, including rehabilitation therapists, environmental services,
and dietary staff. It can also be used to educate families so that they can report changes in condition they notice while
visiting. The tool is a clinical alert, and licensed nurses who receive one of these tools should acknowledge its receipt in
writing.

• Once the licensed nurse is alerted to the change in condition, INTERACT Care Paths and Change in Condition File Cards
can be used as decision support tools to help with the recognition, evaluation, management, and reporting of specific
symptoms and signs. These tools include explicit criteria for notifying primary care clinicians. Engagement and buy-in of
the medical director and primary care clinicians is critical to their success.

• The SBAR Form/Acute Change in Condition Progress Note is designed to enhance the nursing evaluation of and
documentation on residents who have an acute change in condition, and to structure and improve communication with
primary care clinicians. It is intended to be used as a change in condition progress note, and should replace, rather than be
added to, other documentation.

• For those residents who do need to be sent to the hospital, the Transfer Checklist and Transfer Form can help clearly and 
succinctly communicate the information that is critical for the emergency room and other hospital staff to care for the
resident. In many areas of the country, this is done using other forms or electronically. In these areas, the INTERACT tools
can help identify the key elements that should be included. INTERACT also has tools for better proactive communication
with hospitals, including a SNF/NF Capabilities List, which can be useful for emergency room staff, discharge planners, and 
hospital physicians in understanding the specific capabilities of each facility when making hospital discharge decisions.

• The Quality Improvement Tools are fundamental to the INTERACT program. The Hospitalization Rate Tracking Tool and 
the Quality Improvement Tool are designed to assist in two of the basic components of a quality improvement program:
1. Tracking, trending, and benchmarking clear and consistently defined measures; and
2. Conducting root cause analyses that identify areas for improvement. Summarizing the findings from

Quality Improvement Tools over time should help focus educational and care improvement activities.
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Implementation Guide
Key Strategies

Key Strategies for Implementation
Effective implementation of the INTERACT program is critical to its long-term sustainability. The program cannot be 
effectively implemented or sustained without strong support from leadership of the facility (and corporation, if 
applicable).  
In addition, there are four general concepts and strategies that are essential for success:
1.  Make the INTERACT program an integral component of the facility’s quality improvement activities and QAPI 

program

2. I ntegrate the INTERACT program and tools into everyday care, and ensure that primary care clinicians (MDs, NPs, PAs) 
are aware of and support the program and tools

3.  Make the INTERACT tools visible and accessible for everyday care; they are not intended to be in a notebook 
gathering dust on a shelf

4.  Recognize that organizational change takes time – programs such as INTERACT can take several months to fully 
implement

The sections that follow outline key strategies for successful implementation of the INTERACT program and sustaining  
it over time.

Selecting a Team and Champions
• Selection of the Champion for the program is one of the most important decisions for success.  An individual should 

be selected who is enthusiastic about the program and its potential, respected and can motivate the staff, and has the 
experience and skills to coordinate the program.

• Appointment of a Co-Champion is highly recommended. If for some reason the champion becomes unable to fulfill 
the role and there is no trained co-champion, the program is unlikely to be effectively sustained.

• Implementing the INTERACT program requires involvement of an interdisciplinary team. The team should hold 
regular meetings to review goals and progress as the program gets started and continue these meetings as the program 
becomes integrated into everyday care.
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Quality Improvement Tools

Determining Baseline Measures and Conducting Root Cause Analyses
• In order to effectively implement any quality improvement program you must involve all levels of staff and carry

out two activities:
a. Track, trend, and benchmark well-defined measures, and;
b. Learn from root cause analyses of events (in this case hospital transfers)

• INTERACT Quality Improvement Tools are designed to assist with these activities (see description in the table below)

• To get started, baseline measures can be determined by:
a. Looking back at acute care transfers for the last 3-6 months using the Acute Transfer Log or the Hospitalization Rate 
Tracking Tool.
b. Reviewing records of several transfers using the INTERACT Quality Improvement Tool in order to understand factors 
that contribute to transfers and help identify opportunities for initial areas to focus improvement and educational 
activities. You may also want to enter the data into Excel or another database so that you can analyze the trends over 
time.

Quality Improvement Tools Use Suggested Formats

Hospitalization Rate 
Tracking Tool

• This tool calculates hospital transfer outcomes 
(unplanned admissions, 30-day readmissions, emergency
room visits without admission) using standard 
definition

•  Excel template with embedded formulae 
to calculate and trend rates

•  Advancing Excellence also has an Excel-
based tracker.  Safely Reduce 
Hospitalizations, located at 
www.nhqualitycampaign.org 

Acute Care Transfer Log This tool is a paper and pencil worksheet that can be
used to calculate hospital transfer measures to enter
into an Excel or other data base 

• 8.5" x 11" pads

Quality Improvement Tool for
Review of Acute Care Transfers

INTERACT champion, other facility leadership, and 
members of the facility quality committee
• Root cause analysis of individual transfers

• 8.5” x 11” pads

Quality Improvement 
Summary Worksheet

INTERACT champion, other facility leadership, and 
members of the facility quality committee
• Root cause analysis summarizing findings and t ends

from individual QI reviews
• Trends should guide educational and care

improvement efforts

• Paper and pencil worksheet
(8.5" x 11" pads)
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Process Improvement

Getting Ready for Process Improvement
Several steps are important in getting ready for process improvement:

• Review current processes and tools and compare them to tools in the INTERACT program

• Identify and prioritize processes to change in order to improve care

• Select one area to improve and implement changes one at a time

• Involve staff at all levels in the change process

• Trial the change on one unit or area to identify and address issues created during the change process

• Be transparent: share goals, timeline, and all data and results (good and bad) with the staff frequently as the change 
is implemented across the facility

• Ask for and listen to staff input throughout the implementation process

• Use the INTERACT tools to fill the gaps in your processes

• As you implement new tools, replace current forms and tools to avoid redundancy and streamline work processes

• Make the INTERACT tools visible and readily accessible to staff

Planning Education
While education alone is insufficient to change behavior and improve outcomes, planning training carefully is essential  
to successful implementation of any quality improvement program. Here are some tips learned from implementing the 
INTERACT program: 

• Consider what else is going on in the facility, what resources are available to devote to the training, and what traditionally 
works best for the facility.

• Smaller facilities may want to train all staff and implement the program throughout the entire facility, whereas larger 
facilities with several nursing units may want to implement the program on one unit at a time.

• Depending on how education is generally conducted in the facility, and the strengths of the educators, it may be best to  
focus on large group training, one-on-one teaching, small group sessions, or a combination.

• Another factor is the timeline to implement the program
a. With a short timeline for program implementation all of the training may have to be done up front
b. With a longer timeline, the training can be spread out over several weeks, using time for implementation

exercises and review of program implementation
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Implementation Guide Advance Care 
Planning Tools and Medication Reconciliation

Advance Care Planning Tools Use Suggested Formats

Advance Care Planning 
Communication Guide

Social workers, licensed nurses, primary care
clinicians, clergy, direct care staff 
• Educational tool on how to communicate with

residents and family members for those appropriate
for palliative or comfort care, or hospice care 

•  Half-page laminated cards in 
a plastic ring binder or 

• Half-page laminated cards in 
a flip-chart format

Advance Care Planning 
Tracking Tool

Social workers, licensed nurses, primary care 
clinicians, clergy 
• Documents and tracks advance care planning

discussions and refers to more detailed notes about
the discussions

• 8.5" x 11" pads (each page can document
multiple discussions) with hole punches 
for insertion into medical record

Comfort Order Set  Licensed nurses, primary care clinicians 
• Guidance on examples of orders that may be

appropriate for residents on palliative or comfort
care plans who decline hospice 

• 8.5" x 11" laminated cards for nurses’ 
stations 

• 4" x 6" laminated cards for primary
care clinicians

Educational Information
• Risks and Benefits

of Hospitalization
• Decision Making Vignettes

on CPR and Enteral Feeding

Directed at residents and families •  8.5" x 11" pads (glossy preferred) for 
Benefits page

• 8.5" x 11" laminated flip chart for 
vignettes

Medication Recommendation Suggested Formats

Medication Reconciliation
Worksheet

• Educational information designed to supplement what 
is available on various websites that have links on the 
INTERACT website, and POLST, MOLST, and POST forms
• Illustrated vignettes discussing DNR and No Enteral 
Feeding decisions 

Use
All nursing facility licensed nursing staff and/or primary
care clinicians, pharmacists 
• Structured medication reconciliation for new 
admissions or residents returning from the hospital to 
identify discrepancies and other issues related 
to safe and appropriate medication orders that need 
clarification 

• 8.5" x 11" pads 
(one page, front and back)

Tools for Improving Resident/Patient Admission and Return to Community
• At the time of or shortly after admission, the INTERACT Advance Care Planning Tools can be helpful in discussing

options person-centered goals for care, and for palliative and end-of-life care if appropriate (see table below)
a. Advance Care Planning should not only be done soon after admission, but should be regularly updated as the

resident’s condition changes, especially when acute changes in condition occur

• For patients admitted for post-acute care, medication reconciliation is a critical task. The INTERACT Medication
Reconciliation Worksheet is designed to help nurses, primary care providers, and pharmacists develop accurate and
safe medication orders on admission
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Communication Tools

Tools for Improving Acute Change in Resident/Patient Condition Care Processes
Two INTERACT communication tools and two INTERACT decision support tools are designed to improve the identification, 
evaluation, management, communication, and documentation about acute changes in resident condition:

Communication Tools

• The Stop and Watch or Early Warning Tool is useful for CNAs and others in regular contact with residents to identify 
changes in residents and communicate them clearly to the licensed nursing staff. This tool can also be used by other front-
line staff, including rehabilitation therapists, environmental services, and dietary staff, and may be used by families to help 
educate them to report changes in condition they notice while visiting

• The version of 4.5 Stop and Watch tool includes a checkbox for “Click here of no change while monitoring high risk patient”. 
This was added so that the tool can be used to monitor residents/patients who are at high risk for hospital transfer for 
specific periods of time (e.g. once per shift for the first 3 days after admission from the hospital; or daily for one week after a 
change in condition that did require transfer).

• The SBAR Form/Acute Change in Condition Progress Note is designed to enhance the nursing evaluation of and 
documentation on residents who have a change in condition and improve communication with primary care providers.
It is intended to be used as a change in condition progress note and should replace, rather than add to, other 
documentation

Communication Tools Use Suggested Formats

Stop and Watch 
Early Warning Tool 

Certified Nursing assistants, other direct care staff 
(rehabilitation, environmental services, dietary, others; 
consider providing to families 
• Regular evaluation of and recognition of changes

in residents’ condition 
• Monitoring residents at high risk for hospital transfer 

on a specific schedule or a defined period of time (e.g. 
every shift for the first 3 days after admission from the 
hospital)

• Reporting changes to licensed nurses
• Documentation in medical record (or other location)

• 4" x 6" laminated cards
• 4" x 6" pads with NCR copies

SBAR Communication 
Tool/Change In Condition 
Progress Note

All nursing facility licensed nursing staff 
• Evaluation and communication of acute changes

in condition to MD, NP, and/or PA 
• Documentation of evaluation and communications

• 8.5" x 11" pads  with hole punches
for insertion into medical record 
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Decision Support Tools

Decision Support Tools

• The Change in Condition File Cards are decision support tools for the nursing staff to help with determining 
whether to report specific symptoms, signs, and lab results immediately, vs. non-immediately (e.g. the next day)

• The Care Paths are educational decision support tools that provide guidance on the recognition, evaluation,
and management of 10 conditions that commonly cause hospital transfers, and provide guidance on when to notify 
the primary care clinician that is consistent with the Change in Condition File Cards

• Support of the medical director and primary care clinicians is essential to the successful implementation of these tools

Decision Tools Use Suggested Formats

Change in Condition
File Cards 

All nursing facility licensed nursing staff and 
primary care clinicians 
• Provide guidance on when to communicate 

acute changes in status to MD, NP, and/or PA
• Recommend placement at nurses' station or 

on med carts for quick reference 

•  4" x 6" laminated cards that can be 
kept in a rolodex format near the 
phone at the nurses' station, or 

• 4" x 6" laminated cards with hole 
punched in upper left corner and 
hooked onto the med carts, or 

• 4" x 6" laminated cards put in
a flip-chart format, or

• 4" x 6" laminated cards in a plastic 
ring binder

Care Paths
• Acute Mental Status Change
•  Change in Behavior – New or 

Worsening Symptoms
• Dehydration
• Fever
• GI Symptoms: Nausea, vomiting, 

diarrhea
• Shortness of Breath
• Symptoms of lower respiratory 

illness
• Symptoms of HF
• Symptoms of UTI
• Fall 

All nursing facility licensed nursing staff and 
primary care clinicians 
• Educational tool and reference for guiding 

evaluation of specific symptoms that commonly 
cause acute care transfers 

• 11" x 14" glossy prints for posters
• 8.5" x 11" laminated, 3-hole punched

cards for inclusion in a ring binder

1.  INTERACT Guidance on 
Management of Possible 
Sepsis

2. INTERACT Guidance on 
Identification and 
Management of Infections

All nursing facility licensed nursing staff and primary 
care clinicians. 

Available at:
http://www.pathway-interact.com/
interact-resources/ 
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Hospital Communication Tools

Tools to Improve Communication and Care with Local Hospitals
INTERACT includes several tools to improve communication and collaboration with hospitals. These include tips on 
‘Engaging Your Hospitals’, and a SNF/NF Capabilities List, which can be useful for emergency room staff, hospital discharge 
planners, and hospital physicians in understanding the capabilities of each facility when making hospitalization and discharge 
decisions. The Capabilities List may also be useful in educating new staff, family members and on-call primary care clinicians 
about the facility’s capabilities. 

For those residents who do need to be transferred to the hospital, the INTERACT Acute Care Transfer Checklist and SNF/NF 
to Hospital Transfer Form help clearly and succinctly communicate the information that is critical for the emergency room 
and other hospital staff to care for the resident/patient. Since several states and local coalitions have developed their own 
forms and procedures, and in many areas of the country this is done electronically, the Transfer Form and the SNF/NF to 
Hospital Transfer Data List can help identify the key data elements that should be included in the electronic transfer of 
information. INTERACT also has similar tools for recommended data when a hospital transfers a patient to the SNF/NF (see 
table below).

Hospital Communication Tools Use Suggested Formats

Engaging Your 
Hospitals

Nursing facility champions and leadership
• Tip sheets for better communication and

collaboration with local hospitals

•  8.5" x 11" laminated cards

SNF/NF 
Capabilities  List 

All nursing facility licensed nursing staff and ER staff 
• Standardized pre-populated checklist explaining 

nursing facility

•  8.5" x 11" laminated card

Acute Care Transfer 
Checklist

All nursing facility staff at time of 
transferring residents to acute care 
• Recommended list of documents to send to the ER 

(or hospital for direct admits) at time of transfer from
nursing facility to the hospital

• Printed on oversize heavy stock 
envelopes (in which documents
are placed), or

•  8.5" x 11" pads with NCR copies

SNF/NF to Hospital 
Transfer Form 

All nursing facility licensed nursing staff and ER staff 
• Recommended data elements to be included in 

paper or electronic forms at time of acute care 
transfer from nursing facility to hospital 

• 8.5" x 11" laminated cards
• 8.5" x 11" pads with NCR copies

All nursing facility licensed nursing staff and ER staff 
• Recommended data elements to be included in 

paper or electronic forms at time of acute care 
transfer from nursing facility to hospital

• 8.5" x 11" laminated cards

Hospital to SNF/NF 
Transfer Form 

All nursing facility licensed nursing staff and ER staff 
• Recommended data elements to be included in 

paper or electronic forms at time of acute care 
transfer from nursing facility to hospital 

• 8.5" x 11" laminated cards
• 8.5" x 11" pads with NCR copies

Hospital to SNF/NF 
Transfer Data List

All nursing facility licensed nursing staff and 
primary care clinicians; hospital discharge planners, 
nurses, and discharging physicians 
• Recommended data elements to be included 

in paper or electronic forms at time of transfer 
from hospital to nursing facility or SNF

• 8.5" x 11" laminated cards

SNF/NF to Hospital 
Data List
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Removing Barriers

Continue Collecting and Reviewing Data to Further Improve
The INTERACT Quality Improvement Program can take several months to fully implement. This time is necessary to 
complete the training, get the tools on the units, and integrate the tools into everyday use. As front-line staff earn about and 
implement the tools in their everyday practice, the INTERACT champion and team should continue the quality improvement 
cycle by: 

• Consistently tracking and trending key hospitalization measures

• Continuously reviewing the Quality Improvement Tools, and summarizing and analyzing this information
to guide further education and care process improvements

Removing Barriers to INTERACT Implementation
Experience implementing the INTERACT quality improvement program in several hundred facilities has helped to identify 
numerous perceived and real barriers to effective program implementation. These barriers, and strategies to help overcome 
them, are outlined in the table below.

Barriers Strategies to Address Barriers

Believing you don’t have a
problem with the way you 
manage Changes in Condition 
and Hospital Transfers, 
without any objective data 

• Regularly tracking hospital transfer data, trending your data, and comparing your data to 
benchmarks will provide you with objective data that can identify if you have an area for 
improvement 

Perception you do not 
have control over resident 
transfers and hospital 
admissions 

• Using the INTERACT program to review systems and processes will provide you and the staff with 
specific information on areas for improvement 

• Using  INTERACT tools to improve management of acute changes in condition and more effectively 
communicate with physicians and emergency room staff will give you more control over who 
gets transferred and admitted

Lack of physician 
collaboration and 
cooperation

• Getting the buy-in of the medical director and as many primary care clinicians as possible 
to appreciate the value of the INTERACT program will go a long way towards better interdisciplinary
collaboration, as well as more effective implementation and sustainability of the program

Resident 
Representatives want 
residents hospitalized 

• Begin education with resident representatives early regarding why reducing unnecessary transfers is 
a way to improve care and reduce hospital-related complications 

• Include a Stop and Watch Tool in the admissions packet and encourage family members
to report changes in condition, and have a standard and consistent plan for responding to families

• Provide residents and resident representatives information on risks as well as and benefits
of hospitalization using the INTERACT Advance Care Planning Tools 

‘We are in our 
 survey window’

• This is a common excuse for not implementing new quality improvement initiatives. The fact 
of the matter is facilities are technically always in their survey window, and should be continuously
prepared

• INTERACT implementation will result in improved care and compliance with federal regulations
related to resident change in condition

• At the national level, the INTERACT team has been and will continue to be involved in surveyor
education

• INTERACT is one example of a quality improvement program that can help meet the new
Quality Assurance and Performance Improvement or ‘QAPI’ requirement
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Sustaining Improvements

Barriers Strategies to Address Barriers

‘Things only go well when the
 Champion is readily available’

• Appointing a co-champion who can take over if needed is strongly recommended. Embedding the 
INTERACT program and tools into everyday practice will also help overcome staff absences and 
turnover. 

‘We already have similar 
 forms and processes’

• The INTERACT program and specific aspects of the tools are notified in stone.
• Use your tools if they work for you, or use or modify the INTERACT program and tools based on 

what your facility already has in place.

Fear of law suits • While there is no fail-safe way to prevent law suits, the INTERACT program provides tools for 
evidence-based and expert recommended care, and improves communication and documentation.
Implementing the program should therefore be of great value in documenting best practices and 
defending against legal actions related to quality of care.

Strategies Key Points

Develop a shared vision  • Successful  leaders are able to: 
- Share their vision within their own institution
- Incorporate INTERACT tools and processes into the culture and core function of the institution

• Make the connection between INTERACT and improving the quality of care for your residents –
this is the message that will resonate with and motivate frontline caregivers

• Successful implementation ultimately rests with the buy-in from the frontline staff, so spending
time to share your vision and to invite your frontline staff o share the vision is time well-spent

• You can demonstrate your belief in the program by ‘hardwiring’ INTERACT into your
institutional culture 
- Include an item about the program on your morning meeting agenda, your quality

and other staff meeting , orientation, and annual competency evaluations

Select an Interdisciplinary 
Quality Improvement Team 
and a strong Champion 

• Selection of a core Interdisciplinary Team is essential to set the tone for the work and to keep 
the program on track 

• Selection of the Champion is one of the most important decisions you will make. You know best 
who can motivate your staff and who has the s ills to coordinate the program 
-  Experience suggests it does not matter what discipline the Champions are from, but rather 

their leadership abilities 
• Appointment of a co-champion is strongly recommended in case the Champion becomes 

unavailable to continue their program responsibilities

Key Strategies for Sustaining Improvement
Similar to the barriers and strategies to overcome them outlined above, experience implementing the INTERACT program  
has resulted in gaining insight into strategies that will help sustain the program and care process improvements over time. 
These strategies are outlined in the table below. 
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Sustaining Improvements (cont’d)

Strategies Key Points

Focus  on continuous 
Quality Improvement 

• INTERACT must be a key aspect of your facility’s quality improvement activities in order to be 
sustained over time 

• Invite your front-line staff to participate in the Quality Improvement processes to strengthen 
their buy-in and provide insights to improve processes and systems

• Development of baseline data is an essential initial step of the program. Use the Quality 
Improvement Tools to complete your data analysis and identify areas for improvement
and education. Once the areas for improvement are identified, prioritize which areas you
will focus on first

• Consistent review of Quality Improvement Tools is critical: successful facilities engage the
front line staff in this p ocess. You should complete the tool as soon after the acute care transfer as 
possible so that all of the details are fresh. If the transfer was determined to be preventable, use this 
information to guide changes in your care processes, as well as to focus educational efforts.

• Ongoing tracking and trending of your transfer data is critical to sustain the program and 
improvements in care quality 
-  Make data tracking part of your everyday routine, as well as your overall quality improvement 

activities so you can determine if you have actually improved care for your residents 
• You should set your own benchmarks, as well as goals in relation to other facilities in your area

or your corporation, as well as national data 

Streamline work 
processes and avoid 
redundancy

• The INTERACT program should fill in gaps in our care processes, not create more work for your staff
• Avoid redundancy. Use INTERACT tools to complement or replace what you already have in place
• Prior to implementing the INTERACT program, begin to identify areas for improvement and review

your current processes 
- You may already have some processes in place that work. Use the INTERACT strategies and tools

to improve processes that aren’t working as well as you would like 

Make the program 
and tools visible 
and integrate it into 
everyday care

• Implementing the INTERACT program should be consistent with the way you provide care
in your facility 
- You can accomplish this by integrating the INTERACT program and tools into your everyday

care practices 
• INTERACT is not meant to be a program in a notebook gathering dust on a shelf. The tools are

meant to be visible and used as part of everyday care in the facility
• Examples of formats for the tools that facilities have found useful are illustrated in the Tool Table 

on the INTERACT website 
- You can be creative and use what you think will work best in your facility

• Keep the program visible
- Incorporate reports on acute change in condition and transfers into daily ‘stand up’ rounds, 

morning reports, ‘resident at risk’ meetings, and/or shift-to-shift reports on each nursing unit

Ongoing education • Provide staff with ongoing education 
-  Focus education on areas identified or care process improvement
-  Review all INTERACT Care Paths and related practice guidelines periodically

• Incorporate education on INTERACT into new employee education

© 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. 
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 Update

Implementation Guide
Sustaining Improvements (cont’d)

Strategies Key Points

Develop cross-continuum 
partnerships

•  Communication across continuum partners, payers, and regulators is essential for the success 
in an era of policy and payment reform

• Answering the following questions provides an opportunity for facility leadership to share their 
vision as well as their plan with partners, payers, and regulators 
- What are you doing to reduce unnecessary acute care transfers? 
-  How are you doing it? 
- What are your 30-day readmission rates and how have they been trending over time?

• Use the INTERACT Engaging Your Hospitals tips, SNF/NF Capabilities List, 
and other tools initiate discussions, and  joint quality improvement initiatives

• Use the INTERACT QI Tool to perform joint root cause analyses 

Key focus areas
for sustaining the 
improvements

• Make the INTERACT program a permanent part of the facility quality improvement activities
• Incorporate INTERACT strategies and tools into everyday care
• Ensure ongoing leadership support for the program
• Continue to track changes in rates of hospital transfers and how you manage Acute Changes in

Condition
• Learn by summarizing and analyzing Quality Improvement Tools and continue to try to improve
• Develop close relationships and joint quality improvement activities with cross-continuum partners
• Recognize that organizational change takes time 

- Major quality improvement programs such as INTERACT can take several months to fully
implement, including training, rolling out the tools, and making the program a part of your
everyday care

Consider using INTERACT in an  
Electronic Healthcare Record 
(EHR)

• Several EHR vendors have license agreements that enable them to build components of the 
INTERACT program in their software

•  Use the “Contact Us” section of the INTERACT website to find out more about this. 
(https://pathway-interact.com)
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INTERACT  
Implementation Checklist
This checklist is intended to assist organizations in determining the degree to which the INTERACT Quality Improvement Program 
is being implemented. INTERACT Implementation requires all of these key components, not just using selected INTERACT Tools.

Comments on Implementation
_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Outcomes of INTERACT Implementation Yes No

Improved Communication

Between nursing staff Y N

Between nursing staff and medical care providers Y N

With the hospital Y N

Improved Nursing Evaluation

Earlier identification of acute changes in condition Y N

More comprehensive evaluation of acute changes in condition Y N

Improved Documentation

More structured and relevant progress notes Y N

Reduced Hospitalization Rates

All unplanned admissions Y N

30-day readmissions Y N

Emergency room visits without admission Y N

Observation stays Y N

Improved QI Processes

Better understanding of preventable transfers Y N

Targeted educational activities based on root cause analyses Y N

Targeted care process changes based on root cause analyses Y N

Better Hospital Relationships

Improved referral patterns Y N

Facility Name ______________________________________________________________ Date ___________  / ___________  / ____________

Contact  ____________________________________________________________________ Tel ( _________ )  ___________________________ 

INTERACT Implementation and Care Processes Yes No

Strong Leadership Support

Incorporate INTERACT into overall QI program Y N

Allocate time for education and implementation activities Y N

INTERACT tools visible and accessible for everyday care Y N

Appointment of Champions and a Team

Champion in place with time allocated Y N

Co-champion in place with time allocated Y N

Interdisciplinary team meets regularly to discuss  
implementation and outcomes Y N

Staff Education

Required staff education on INTERACT Y N

Required  INTERACT overview in new staff orientation Y N

Tracking and Trending Hospital Transfer Rates

All unplanned admissions Y N

30-day readmissions Y N

Emergency room visits without admission Y N

Observation stays Y N

Quality Improvement Activities

Perform root cause analyses using the INTERACT Quality  
Improvement or similar tool Y N

Summarize root cause analyses data and use results  
to focus care process improvements and education Y N

In-person meetings with local hospitals in a cross-continuum 
team focused on reducing preventable hospital transfers Y N

INTERACT Tool Use Implemented  
on ALL Units

Implemented  
on Some Units

Stop and Watch  

SBAR Form and Progress Note  

Change in Condition File Cards  

Care Paths  

Transfer Forms or Transfer Data Lists  

SNF/NF Capabilities List  

Transfer Document Checklist  

Medication Reconciliation Worksheet  

Advance Care Planning Tracking Form  

Other Advance Care Planning Tools  
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Acute Care Transfer Log 

1 Hosp = acute care hospital; H = home; O = Other location
2 PAC = post-acute care (most often Medicare Part A skilled care) for rehabilitation and/or management of medical or post-surgical conditions; LTC = long-term care
3 IP = admitted as an inpatient; OBS = admitted on observation status; ER = emergency room visit only with return to the facility (includes residents who die in the ambulance or ER) 4 
Examples of options on the above referenced Tracking Tools: Bleeding, Cellulitis, Chest Pain, HF, COPD, Dehydration/Electrolyte Imbalance, Fall, GI (vomiting, diarrhea, pain),  

Pneumonia/Respiratory Infection, Seizure, Sepsis, Shortness of Breath, UTI, Other

Resident/ 
ID

Date of Most Recent 
Admission to Facility

Admitted to Facility 
from 1 (circle)

Status on  
Admission2  (circle)

Date of Acute  
Care Transfer

Time of Transfer
(circle AM or PM )

Outcome of  
Transfer3 (circle)

Reason for  
Transfer 4

/            /  Hosp       H        O  PAC         LTC /            /
AM

PM
 IP       OBS       ER

/            /  Hosp       H        O  PAC         LTC /            /
AM

PM
 IP       OBS       ER

/            /  Hosp       H        O  PAC         LTC /            /
AM

PM
 IP       OBS       ER

/            /  Hosp       H        O  PAC         LTC /            /
AM

PM
 IP       OBS       ER

/            /  Hosp       H        O  PAC         LTC /            /
AM

PM
 IP       OBS       ER

/            /  Hosp       H        O  PAC         LTC /            /
AM

PM
 IP       OBS       ER

/            /  Hosp       H        O  PAC         LTC /            /
AM

PM
 IP       OBS       ER

/            /  Hosp       H        O  PAC         LTC /            /
AM

PM
 IP       OBS       ER

/            /  Hosp       H        O  PAC         LTC /            /
AM

PM
 IP       OBS       ER

/            /  Hosp       H        O  PAC         LTC /            /
AM

PM
 IP       OBS       ER

You can use this tool as a worksheet for recording all acute care transfers during a month. Print more pages as needed. This tool is not necessary if you use 
the INTERACT Hospitalization Rate Tracking Tool, which allows you to enter the data directly into an Excel spreadsheet, and calculates rates and 
generates reports. A similar tracking tool is available through the National Nursing Home Quality Improvement Campaign at www. nhqualitycampaign.org

SNF/NF Name ___________________________________________________________________________________________________ Month /Year ____________  / _____________
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Calculating  
Hospitalization Rates

Overview 

Reducing unplanned hospitalizations, including 30-day hospital readmissions, observation stays, and 

emergency department (ED) visits is a significant concern for skilled nursing facilities (SNFs) as well as 

acute care hospitals. SNFs are increasingly under pressure by hospitals, health systems, and insurers to 

reduce 30-day readmissions because of the overall impact on patients and their families, quality  

outcomes, and financial penalties for hospitals and SNFs.

Post-acute and long-term care organizations should understand that: 

• Tracking, trending, and benchmarking specific quality measures, such as an organization’s

hospitalization rate, is fundamental to any quality improvement program.
• Unless clearly and consistently defined measures are used, it is not possible to benchmark

or compare your measures with other facilities, your marketplace, and state, regional and

national data.

The Centers for Medicare & Medicaid Services (CMS) is monitoring readmission and ED rates through 

various quality measurement initiatives, including the Skilled Nursing Facility Value Based Purchasing 
Program (SNFVBP) and the Five Star Nursing Home Compare short stay quality measures. These 

quality measures utilize data sources such as the Minimum Data Set (MDS) and claims data to calculate 

readmission rates.   

There will always be a delay to retrieve necessary information from national data sources, which is 

unavoidable for national programs. Therefore, at a facility level, SNFs should track overall their overall 

hospitalization rate on a real-time, ongoing basis for performance improvement and better outcomes. 

Tracking real-time hospitalization data will provide a benchmark for quality improvement and highlight 

your organization’s hospitalization quality improvement efforts and position your organization as a  

preferred provider. 

Tracking Hospitalization Rates 

In order track, trend, and benchmark rates of hospital transfers, hospitalization, and hospital readmissions 

post-acute and long-term care organizations should use definitions that are consistent with the definitions 

used by CMS and other national organizations. The INTERACT Quality Improvement Program has two 

tools available to assist in calculating hospitalization rates on a real-time basis: 

1.  T he Acute Care Transfer Log is a paper and pencil tool that can assist in collecting data

to track the basic measures outlined below.
2. The Hospitalization Rate Tracking Tool is an Excel workbook with formulae embedded

in it that calculate rates for key measures. Facilities may input census data and information

on transfers and generate a variety of summary reports. Dropdown lists and other features

facilitate logging admissions from hospitals and transfers to hospitals
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Calculating  
Hospitalization Rates

Basic Hospitalization Rates 

As shown in the attached Figure several different hospitalization rates can be calculated. 30-Day 
Readmission Rates, which are receiving the most attention at present because of the financial penalties 
associated with them, are a subset of the overall unplanned hospitalization rate. In addition, other  
measures are important because of their potential for adverse effects on patients and families, as well  
as on the costs of care, reducing unplanned hospitalizations, including 30-day hospital 
readmissions,  observation stays, and emergency department (ED) visits is a significant concern for 
skilled nursing facilities (SNFs) as well as acute care hospitals. SNFs are increasingly under pressure by 
hospitals, health systems, and insurers to reduce 30-day readmissions because of the overall impact 
on patients and their families, quality outcomes, and financial penalties for hospitals and SNFs. 

• The Unplanned Hospitalization Rate includes all unplanned inpatient hospitalizations.
CMS definitions exclude specific diagnoses from this rate because they are planned
(e.g. planned surgical procedure, admission for chemotherapy).  This rate includes:
o 30-Day Readmissions
o Unplanned Admissions that are not 30-day readmissions

• Both 30-Day Readmissions and other Unplanned Admissions can be further categorized as
“Potentially Avoidable” or “Potentially Preventable” (vs. not potentially avoidable or
preventable). CMS has specified these conditions, which include the list below (which may
be refined in the future):
o COPD and Asthma
o Heart failure
o Bacterial pneumonia
o Urinary tract infection
o Skin and subcutaneous tissue infections
o Dehydration/Electrolyte imbalance

• Emergency Department (ED) Visits without hospitalization
• Observation Stays (not included in all CMS measures - see below)

Additional Measures 

Each of the rates defined above can be tracked and trended in different ways. For example, each rate
can be calculated for the entire facility and separately for post-acute unit(s) and long stay unit(s).  When
combined with data from the INTERACT Quality Improvement Tool, a variety of additional measures
can be tracked, such as reasons for transfer, time and day of the week or transfer, primary care clinician 
ordering the transfer, etc. for quality improvement purposes.  

CMS Quality Measures 

The federal government is measuring and monitoring skilled nursing facility readmissions through 
three specific programs: 

1. Skilled Nursing Value – Based Purchasing Program (SNFVBP)
2. Skilled Nursing Facility Quality Reporting Program (SNF QRP)
3. Five Star Quality Rating System (Five Star)
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Calculating  
Hospitalization Rates

Basic Hospitalization Rates 
Each of these measures is briefly summarized below and in the Table that follows. Note that 
there are differences in the method of calculating these rates, as well as rates calculated by  
other programs. 

Key differences include the following: 
o Claims-based vs. MDS-based – The former can differentiate between inpatient hospitalizations,

observation stays and Emergency Department visits; the latter does not identify these different
outcomes.

o Claims-based data does not include Medicare Advantage patients, whereas MDS-based data does
include them.

o Observation stays are included in the Five Star readmission measure, but not in the others.

Skilled Nursing Facility Value-Based Purchasing Program (SNF VBP) 

The Skilled Nursing Facility Value-Based Purchasing (SNF VBP) Program offers Medicare incentive  
payments to SNFs paid under the SNF Prospective Payment System (PPS) based on their performance 
on specified measures of readmissions – Skilled Nursing Facility Readmission Measure (SNFRM).  Beginning 
October 1, 2018, eligible SNFs will be eligible for value-based incentive payments for the quality of 
care they give to people with Medicare promoting:  

• Incentives for facilities to coordinate care
• Protecting patients from potential harms or adverse events associated with hospital readmissions
• Quality improvement efforts in the skilled nursing facility sector and other Medicare VBP Programs
• Confidential feedback via quarterly reports to SNFs with patient stay-level data including SNFRM

outcomes and performance for process improvement opportunities

Skilled Nursing Facility Quality Reporting Program (SNF QRP) 

The Improving Medicare Post-Acute Care Transformation Act of 2014 (the IMPACT Act) of 2014 required 
the development and implementation of quality measures from specific quality measure domains,  
including measures pertaining to resource use, hospitalization, and discharge to the community. There 
are assessment-based and claims-based measures included in the SNF QRP. The Potentially Preventable 
30-Days Post-Discharge Readmission Measure for SNFs is one of the claims-based measures which
assesses a SNF’s risk-adjusted rate of unplanned, potentially preventable readmissions within 30 days of
SNF discharge.

Skilled nursing facilities can review the SNF QRP measure results on a quarterly basis via the CASPER  
System identified as Resident-Level QM Reports for the SNF QRP quality measures, including the 
Potentially Preventable 30-Day Post-Discharge Readmission Measure for SNFs 

Five Star Quality Rating System (Five Star)

CMS created the Five-Star Quality Rating System to help consumers, their families, and caregivers com-
pare nursing homes more easily and to help identify areas about which they may seek additional infor-
mation related to care and quality outcomes. The data for the Five-Star Quality Rating System is located 
on Nursing Home Compare web site, featuring 16 out of 24 MDS and claims-based quality measures for 
skilled nursing facilities. 
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Calculating  
Hospitalization Rates

Five Star quality measures are identified as short-stay or long-stay measures. There are two claims-based 

measures that correlate with hospitalizations and the utilization of emergency department: 

Key differences include the following:  

1. Short Stay - Percentage of patients who were re-hospitalized after a nursing home admission. 
This measure reports the percentage of all new admissions or readmissions to a nursing home

from a hospital where the resident was readmitted to a hospital for an inpatient or observation

stay within 30 days of entry or reentry into the nursing home.
2. Percentage of short-stay patients who have had an outpatient emergency department (ED) visit

This measure reports the percentage of all new admissions or readmissions to a nursing home

from a hospital where the resident had an outpatient ED visit (i.e., an ED visit not resulting in an

inpatient hospital admission) within 30 days of entry or reentry.

Understanding the various CMS readmission measures, your organization’s readmission rate and real-time 

hospitalization rate are key for success in value-based models of care. The CMS readmission measures 

are claims based and are retrospective in nature. The INTERACT Hospitalization Rate Tracking Tool  
is based on following an organization’s hospitalization trends on a real- time basis and parallels with  

the readmission measures outlined in the SNFVBP, SNFQRP and Five Star programs. While the exact  

numbers will not exactly match the CMS values, tracking and benchmarking trends will be helpful in 

quality improvement initiatives. 
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Calculating  
Hospitalization Rates

CMS Measures of Hospitalizations and Readmissions 

Readmission 
Measure Origin Description Key Points

Skilled  
Nursing  
Facility  
Readmission  
Measure  
(SNFRM)

Skilled Nursing Facility 
Value Based Purchasing 
(SNF VBP)

The SNFRM is the measure used to 
evaluate SNFs in the SNF VBP Program.

The program ties portions of SNFs 
payments to their performance on 
this measure, which is calculated by 
assessing the risk-standardized rate 
of all-cause, unplanned hospital 
readmissions for Medicare fee-for- 
service SNF patients within 30 days 
of discharge from a prior proximal 
hospitalization. 

The SNFRM estimates risk-standardized 
rate of all-cause, unplanned hospital 
readmissions of Medicare SNF  
beneficiaries within 30 days of  
discharge from their prior proximal 
acute hospitalization.

This measure will be replaced  
with the SNF PPR (Skilled Nursing 
Facility Potentially Preventable 
Readmission) measure in the near 
future (see below).

• Identified through claims-based data

• Includes all fee-for-service Medicare 
A patients

• Tracks readmissions within 30- days after 
discharge from a prior hospitalization, 
not discharge from the SNF.

 • Includes all unplanned readmissions 
and excludes planned readmissions 
(since these are not indicative of poor 
quality)

• The readmission window starts on the 
day of or up to 24 hours after discharge 
from a prior hospitalization.

• Prior hospitalization for the SNFRM’s 
calculation is defined as an admission 
to an inpatient prospective payment 
system (IPPS) hospital, critical access 
hospital (CAH), or psychiatric hospital.

• Risk-adjusted based on patient 
demographics, principal diagnosis in 
prior hospitalization, comorbidities, 
and other health status variables that 
affect probability of readmission

• SNFRM forms the basis for the SNF 
Performance Score for the SNF VBP 
Program. As of August 2018 SNF 
performance rankings will be posted on 
Nursing Home Compare

• SNFRM performance information will be 
made available to each SNF through 
Confidential Feedback Quarterly Reports

• The SNFRM is endorsed by the National 
Quality Forum (NQF #2510)

Note: The measure used in the SNF VBP 
Program is not the same as the readmission 
measure posted on the Nursing Home  
Compare website and not the same as  
the measure adopted for the SNF Quality 
Reporting Program (see below).

(Source CMS SNFVBP Final Rule)
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CMS Measures of Hospitalizations and Readmissions 

Readmission 
Measure Origin Description Key Points

Skilled Nursing
Facility 30-Day  
Potentially  
Preventable  
Readmission 
Measure
(SNFPPR)

Skilled Nursing  
Facility Value Based 
Purchasing (SNF VBP)

On July 29, 2016, CMS adopted  
the SNFPPR measure for future  
use in the SNF VBP Program.  
The SNFPPR measure assesses  
the risk-standardized rate of  
unplanned, Potentially Preventable 
Readmissions (PPRs) for Medicare 
fee- for-service SNF patients within 
30 days of discharge from a prior 
hospitalization.

The key difference between the 
SNFRM and SNFPPR measures 
is that the SNFPPR focuses on 
potentially preventable read-
missions rather than all-cause 
readmissions.

• Focuses on PPRs rather than all-cause 
readmissions

• Uses Medicare claims and is risk adjusted.
• Includes PPRs that occur in the 30 days 

following discharge from a hospital 
directly to a SNF and may include PPRs 
that occur either during a SNF stay or 
after discharge from the SNF 

Note: CMS proposes propose to replace 
the SNFRM with the SNFPPR in future 
rulemaking

(Source CMS SNF VBP Final Rule)

Potentially
Preventable  
30- Days 
Post- Discharge 
Readmission 
Measure for 
Skilled Nursing 
Facility (SNF) 
Quality Reporting 
Program (QRP)

SNF Quality Reporting 
Program (SNF QRP)

Assesses a SNF’s risk-adjusted  
rate of unplanned, potentially 
preventable readmissions (PPRs) 
within 30 days of SNF discharge

• Assesses a SNF’s risk-adjusted rate of
unplanned, PPRs within 30 days of SNF 
discharge

• Uses Medicare claims
• Affects payments effective FY 2018 

(Source CMS Skilled Nursing Facility Quality 
Reporting Program Measure Specifications)

Short Stay -
Percentage of 
patients who were 
re- hospitalized  
after a nursing 
home admission

Five Star Rating  
and Quality  
Measure  

Nursing Home  
Compare

This measure reports the  
percentage of all new  
admissions or readmissions to 
a nursing home from a hospital 
where the resident was readmitted 
to a hospital for an inpatient or 
observation stay within 30 days  
of entry or reentry.

• Effective July 2016  -  short stay measure
• Uses Medicare claim and MDS data 
• Includes observation stay
• Calculated in Five-Star Quality Measure 

for SNFs 
• Impacts a SNF’s overall Five Star Rating 

and Quality Measure rating 

(Source CMS Nursing Home Compare  
Five Star Technical User’s Manual)

Short Stay -
Percentage of 
short-stay patients 
who have had  
an outpatient 
emergency  
department  
(ED) visit

Five Star Rating  
and Quality  
Measure  

Nursing Home  
Compare

The short-stay outpatient ED  
visit measure determines the 
percentage of all new admissions 
or readmissions to a SNF from a 
hospital where the resident had 
an outpatient ED visit (i.e., an ED 
visit not resulting in an inpatient 
hospital admission) within 30 days 
of entry or reentry.

• Effective July 2016  -  short stay measure
• Uses Medicare claim and MDS data 
• Calculated in Five-Star Quality Measure 

for SNFs 
• Impacts a SNF’s overall Five Star Rating 

and Quality Measure rating 

(Source CMS Nursing Home Compare  
Five Star Technical User’s Manual)



Version 4.5 Tool

© 2014-2021 Version 4.5 Florida Atlantic University, all rights reserved. This document is available for clinical use, but may not be resold or incorporated in software without the permission of 
Florida Atlantic University.

Calculating  
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Different Measures of Hospitalization

All Acute Care Transfers

Planned Admissions 
Surgery (non-emergency), Chemotherapy,  Other

Remains on 
Observation Status Died

Admissions to 
Observation Status

All Unplanned 
Inpatient Admissions

ER Visits without Hospital Admission

Other Admission30-Day Readmissions

Admitted Under Observation Status

Switched to 
Inpatient Status Returned

Readmissions for 
‘Non-Prevantable’ 

Diagnoses

For Other 
‘Non-Prevantable’ 

Diagnoses

Readmissions for 
‘Prevantable’  

Diagnoses

For Other 
‘Prevantable’  

Diagnoses
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Hospitalization Rates

Sources 

For the Table: 

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment- Instruments/NursingHomeQual-

ityInits/Downloads/Measure-Specifications-for-FY17-SNF-QRP-Final-Rule.pdf (Accessed June 1, 2018)

https://www.cms.gov/Outreach-and-Education/Outreach/NPC/Downloads/2017-11-16-SNF-VBP-Presen-

tation.pdf (Accessed June 1, 2018) 

For the Figure: 

Ouslander, JG and Maslow, K: Geriatrics and the Triple Aim: Defining Preventable Hospitalizations in the 

Long Term Care Population. J Am Geriatr Soc 60: 2313-2318, 2012.

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment- Instruments/NursingHomeQualityI
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment- Instruments/NursingHomeQualityI
https://www.cms.gov/Outreach-and-Education/Outreach/NPC/Downloads/2017-11-16-SNF-VBP-Presentation.pd
https://www.cms.gov/Outreach-and-Education/Outreach/NPC/Downloads/2017-11-16-SNF-VBP-Presentation.pd
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INTERACT Hospital Rate Tracking Tool 

Overview and Instructions 

UPDATED 2021 

CONTENTS  

Sheet-specific Instructions   Topics 

Welcome 
Instructions 
Common Qs & As 
DropDownLists 
Census 
AdmittedwithRecentDischarge 
TransferLog 
Hospitalization Measures Tracking 
ItemSummaries 
Customized Reports 
Monthly Summaries  

Introduction to the Excel Tool 
Maximize Your Screen  
Making the Most of Your AdmittedwithRecentDischarge Sheet 
About the Outcomes 
Participating in Advancing Excellence  

INSTRUCTIONS [QuickLinks] 

You may wish to print these instructions for easy reference as you access the INTERACT Hospital Rate 

Tracking Tool.  

Open the INTERACTHospitalRateTrackingTool.xls from the INTERACT website. Save the file to a 

location on your computer. 
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Introduction to the Excel Tool 

Excel vocabulary 

The file named ‘INTERACTHospitalRateTrackingTool.xls’ is an Excel workbook. 
Within the workbook are worksheets. Worksheets are accessed by clicking the tabs that appear at 
the bottom of your Excel window.   

To move between worksheets: 

Click on the named tabs at the bottom of the window 

OR 

Click the hyperlinked name in the directory. 

(monthly tabs are not hyperlinked 

from the directory)  

Sometimes there are so many worksheets in 

your workbook that you can’t see them all. 

Use the scroll bar on the LEFT side of the 

window to see all tabs.  

Note: If you can’t see the tabs at the bottom of 

the Excel window, make sure your window is 

maximized. 

If that doesn’t work, or if you can’t see the 

maximize button, try clicking on the workbook 

title bar. 
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Welcome [QuickLinks] This page gives you an overview of the tool. Note the version number and date 

– occasionally updates are posted to the website. You may access the website by clicking the

website address on this page. The table of contents indicates that there are 3 informational

worksheets (Welcome, Instructions, Common Qs&As) and 3 data entry worksheets (DropDownLists,

Admissions, TransferLog). Following these worksheets are your reports. The ProgressTracking tab

will produce graphs for any processes you’ve chosen to track. ItemSummaries gives you frequencies

and charts for other fields you have completed. The monthly summary sheets contain your

calculated rates of hospital transfers – including all admissions and 30-day readmissions.

 

Instructions [QuickLinks] Click the link in the workbook to download a copy of the instructions you are 

reading now.  

Common Q&As [QuickLinks] This sheet contains brief information about INTERACT, the data collection 

needed for this workbook, as well as some more advanced Tips and Tricks for using the tool.  Hyperlinks 

at the top of the page make it easy to jump to topics of interest. 

Click on the named tabs to move 

between worksheets. 

4 Data entry worksheets 

2 sheets of charts and graphs track your 

aggregate information 

2 more sheets allow you to customize reports for 

a specific hospital or health plan. 

Website address: Click to 

access the INTERACT 

website and additional 

tools and resources.  

Monthly outcome 

summaries for website 

entry. 

Common Q&As 
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Drop Down Lists [QuickLinks]

In this sheet, you will make lists of the hospitals from which you receive admissions, doctors who 

request transfers, your residents/patients, and your residents’/patients' health plans. You may copy 

and paste these lists from another source. Please see the Tips and Tricks section in the Common 

Q&As tab for detailed instructions on how to do this. You may also return to these lists and add 

additional names as needed.  

The lists you create on this tab will appear as drop down lists for you to select from when you 

complete the Admitted with Recent Discharge and Transfer Log worksheets.  

First, go to the ‘DropDownLists’ sheet by clicking on that tab at the bottom of your window. 

Then: (1) Read on-page instructions; (2) Enter the names of hospitals from which you receive 

admissions and to which you transfer; (3) List clinicians who order transfers to the hospital 

from your SNF/NF; (4) List your residents/patients, and (5) List your residents’/patients' health 

plans. NOTE: You will add names for specific acute care hospitals only.  This list already 

contains several other categories for source of admission, including Home, Assisted Living, 

Other SNF/NF and Other. Hospitals that are NOT Acute Care Hospitals will be indicated as 

‘Other.’  

 

 

First: Go to the 

DropDownLists sheet. 

Then: 

1. Read Instructions.
2. Enter your hospitals.
3. Enter your clinicians.
4. Enter your residents/patients.
5. Enter residents’/patients' health plans.

Notice the combination letter and number codes that 
appear next to each name. 
These codes will follow the names throughout the 
workbook, no matter what order the names are listed in 
other sheets. They may be used to de-identify this workbook 
for sharing. Detailed instructions are provided in Common 
Q&As. 
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IMPORTANT: Under the Resident Column, include all Long Stay Residents and Short Stay Patients in 
your facility.
CMS is posting rates of hospitalizations of long-stay residents. Starting in July 2018, CMS provides 
rates of hospitalizations for long-stay residents in each facility’s confidential “Nursing Home 
Compare Five-Star Ratings of Nursing Homes Provider Rating Report.” The long-stay hospitalization 
measure is expected to be posted on the Nursing Home Compare website as a long-stay quality 
measure in October 2018. 

AdmittedwithRecentDischarge [QuickLinks]

Enter information for any long stay resident or short stay patient who is admitted to your SNF/NF 

directly from a hospital OR who has been discharged from a hospital within 30 days of the date of 

admission to your SNF/NF.  
You will be entering admissions as they occur, through the end of the year. (You will start a new 

workbook each January.)  

a. IMPORTANT: This information must be complete in order to calculate your 30-day
readmissions rates.

b. INCLUDE: All residents/patients who were discharged from an ACUTE CARE HOSPITAL or
ACUTE PSYCHIATRIC HOSPITAL

c. Go to the AdmittedwithRecentDischarge sheet by clicking on that tab at the bottom of your
Excel window.

d. Begin with reading the on-page instructions
e. Check that ‘Today’s Date: ___’  shows the correct date (see screenshot below – Today’s Date

is at the top of the screen). This field is reading the date from your computer. Residents/
patients admitted within 30 days of today’s date are highlighted yellow based on that date.

f. Place your cursor over the first box (cell) in the column ‘Resident Name,’ row 1. You may
either select your resident’s/patient's name from the drop down menu (recommended), or
type the name. If you choose to type the name, please note that a resident’s/patient's name
must appear identically in the Admitted sheet and the TransferLog for the tool to function
properly.

g. Important note about deleting information: In Excel, if you want to remove an entry you
have made, it is always best to follow these steps: highlight the cell or cells you would like to
empty, right click, and choose ‘clear contents’ from the list. If you simply want to edit what
you have in the cell, double click the cell, and you may edit your entry.

h. The Tab key will move you across the row so that you can enter the resident’s/patient's
information.
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AdmittedwithRecentDischarge, Cont. [QuickLinks] 

Tips for maximizing your screen space are provided in the next section. 

You will enter all admissions FROM THE HOSPITAL or DISCHARGED WITHIN 30 DAYS 

of ADMISSION to your SNF/NF on this worksheet through the calendar year. This is 

required to calculate your 30-day readmission rates. 

*Required fields are marked with an asterisk.

Type resident’s/patient's 
name here. Tab across the 

row to complete other 

information. 

You may check admissions from 

hospital by month and status here. 

Verify that your data entry is 

correct. 

You will enter all admissions from the hospital on this worksheet through the 

calendar year. Monthly summaries are produced in the worksheets with the 

month names (for example, ‘August 2021’).

Check today’s date. It is 

important that this is 

correct. 

Use the horizontal scroll bar to 

move back and forth across your 

sheet. 
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Admitted with Recent Discharge, Cont. [QuickLinks] 

Data entry requirements: 

a. If you enter two identical names, you will be prompted to confirm that you intend to enter the

same resident/patient again. Sometimes the same resident/ will be admitted multiple times. In

this case, the name should be entered exactly the same each time. However, if you have two

residents/patients with the same name, use middle initials, a number, or some other indicator

so the tool knows that these are two different people.

b. The Hospital Discharge Date field requires a date. There are several ways to enter the date, but

it will always appear MM/DD/YY.

c. Several fields are populated for you: day of week for your admission date is automatic. The

codes to de-identify your file are automatic.

Highlighting -- Several things happen as you record admissions: 

a. Residents/patients who are within 30 days of discharge from the hospital are highlighted

yellow. This creates a ‘watch list’ for you.

b. When you return to this sheet after you have entered transfers in your transfer log,

residents/patients who were readmitted to a hospital within 30 days of having been

discharged from a hospital will be highlighted pink.

Getting the most from your Admitted with Recent Discharge information: [QuickLinks] 

a. Because this sheet includes real-time information letting you know who is at risk of a 30-day

readmission, it is most useful when you enter admissions to your SNF/NF as they happen.

b. A table to the right will tally the total admissions from hospitals to your SNF/NF by month/year.

This becomes the denominator for readmissions during the month, and you may also use this

table to check the accuracy of your entries.
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Transfer Log: Maximize your screen [QuickLinks] 

Go to the TransferLog sheet. This sheet is very wide as there are many columns. There is also a lot of 

material at the top of the sheet. There are several things you can do to make the most screen space 

possible: 

 If you can see the 

formula bar, click ‘View’ 

and uncheck ‘Formula 

Bar’ 

This is the formula bar. 

Make sure your 

window is maximized. 

If you can see column and row headers,  
click ‘View’ and uncheck ‘Headings.’ (Row headings can 
be helpful when you’re entering data, so this could be 
your last change if needed.) 

      These are column headings (letters). 
These are row headings (numbers). 

If you have a wide ribbon of 
menu options visible, as shown 
here, place your cursor in the 
top row, right click, and click 
‘Minimize the Ribbon.’ 

Set your zoom to a smaller 

percent. 80% often works well. 

Use the slider bar to increase or 

decrease your zoom. 
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TransferLog, cont. 

Instructions read:   Complete the details for each resident/patient who was transferred from your 
SNF/NF to an acute hospital in the grid below.  Only include transfers to acute care hospitals or 
critical access hospitals. 

Enter information for each resident/patient 
transfer as it occurs.    

*Columns marked with a red asterisk are required 
for calculating key outcomes.

Other information is optional but may support 

your root cause analysis and improving your care 

processes related to transfers. 

These black lin es indicate that there are 

frozen panes.  This allows you to scroll to the 

far right an d still see the resident’s/patient's 

name. It allows  you to scroll far down in the 

list and stil l see the column headers. 

Codes to de-identify the 

workbook. See Common 

Q&As for instructions. 
Residents/patients who were readmitted to the hospital within 

30 days of most recent discharge to hospital are highlighted.  

NOTE: Readmissions include only unplanned transfers that result 

in an inpatient admission. 
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Entering your Census 

Your monthly census is the denominator for your transfer rates (transfers resulting in admission, in 

emergency department only, or observation stay). 

Your census should be entered separately for post-acute type care and chronic long-term type care. 

If you do not have average daily census, you may enter your census from the 15th day of the month. 

Enter your ADC by stay-type 

here. 
No data entry here. 

This information is provided so you can see 

the resident days per month calculation. 

For more information about resident days, 

see ‘About the Outcomes’ in this 

document, and the last tab in the 

workbook ‘Calculating Hospitalization 

Rates.’   
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Hospitalization Measures Tracking [QuickLinks]

The Hospitalization Measures Tracking sheet will produce a table and graph for each of the four 

outcomes (30-day readmission rate, transfers resulting in admission, transfers resulting in ED only, and 

transfers resulting in observation stay only).  No input is needed on this sheet, but you may print the 

sheet as a whole, or copy the graphs into another program, such as a Word document PowerPoint 

presentation, to share with your stakeholders. 

You may copy just the graphs by 

clicking once on a graph to select 

it, and then right click and choose 

‘copy.’ 

To print just a graph: click a graph 

once to select it. Then, when you 

select ‘Print’ from the menu, the 

‘Print what’ option ‘Selected 

graph’ will be chosen. 
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Item Summaries [QuickLinks]

Tallies of additional items you have recorded are provided here. These allow you to look for patterns in 

timing and characteristics of admissions and transfers. 

Note:  Sometimes the graphs on the 

Measures Tracking and Item Summaries 

sheets may appear out-of-place or mis-

sized. Please don’t try to move or resize 

them. Simply use your zoom bar to zoom 

in and out, and they will snap into place. 
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Customized Reports [QuickLinks]

You may create a customized report for a specific hospital (or other source of admissions), or a 

specific health plan. Both the Hospitalization Measure Tracking and Item Summaries may be 

customized. The ‘Customized Tracking’ and ‘Customized Item Summaries’ sheets are initially set to 

show results for All Hospitals and Plans. You may select either a specific hospital (or other source of 

admission) OR a specific health plan, using the drop-down boxes on the left of the page. Note that 

to select a health plan, the hospital field must be set to ‘All Hospitals.’ 

Customize your report by selecting a specific 

hospital (or other source of admissions) or 

health plan from the drop-down list. 

To select a specific health plan, the hospital 

list must be set to “All Hospitals.” 

As with the HospitalizationMeasuresTracking 

and ItemSummaries sheets, you may print 

the entire page with tables, or print graphs 

separately. The graphs may also be selected 

and copied to other documents, such as 

Word or PowerPoint, to share with your 

stakeholders. 

Note that the utility area on the left of the 

sheet (where you select hospital or health 

plan) does not print with your report. The 

page banner will update automatically to 

reflect your selection. 
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Monthly Summary Sheets [QuickLinks]

a. No data entry is required on these sheets.

b. These sheets provide monthly summaries of your transfers. Correct calculations require that you

complete your Transfer Log for 30 days past the last day of the month. This date is calculated for

you (see screenshot below).

No data entry is required on 

this page. The dates on this 

page, including the calculation 

for the 30-day window for 

readmissions, are produced 

automatically. 

This worksheet is set to print 

on a single page for an easy 

monthly snapshot. 

National Nursing Home Quality Improvement Campaign  [QuickLinks] 

The calculations on your monthly tabs may be used to participate in the Advancing 

Excellence Campaign. To be an active participant, you will register for the Campaign at 

www.NHQualityCampaign.org, select your goals, and submit your data each month.  

Data from your monthly summary sheet may be entered manually or you may use  the 

‘browse for your file’ application on the AE website to upload the data automatically. 

http://www.nhqualitycampaign.org/
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About the Outcomes [QuickLinks]

 

 

 

30-Day Readmission Rate:
Residents/patients with a hospital discharge
date within the calendar month form the
denominator for this measure.

Among those residents/patients, any who 
were then ADMITTED TO THE HOSPITAL within 
30 days of the date of discharge are counted as 
readmissions (numerator).  

Only unplanned transfers that result in 
'Admitted, inpatient' or 'Admitted, 
status uncertain' in your TransferLog are 
counted. 

Hospital Admission Rate: 
When you record the outcome of a transfer as being either 'Admission, 
inpatient,' or 'Admission, uncertain,' it will be counted in the Hospital 
Admission rate. 

Denominator for Admission and Transfer Rates: 
Hospitalization rates are often expressed in terms of 1,000 resident days. Using this metric 
allows you to compare your progress over time, and also to rates to those reported elsewhere. 
Each day a resident/patient spends in your SNF/NF contributes one resident day for the 
month. To calculate the total resident days in a month, we multiply the average daily census 
(ADC) you supply in the Census tab by the number of days in the month. To create the 
denominator for your transfer rates, the number of resident days (your ADC multiplied by the 
number of days in the month) is divided by 1000. 

This creates a useful metric: For example, a SNF/NF with an ADC of 100 will have 3000 resident 
days in a 30-day month. If that SNF/NF had 9 admissions during the month, the hospitalization 
rate would be 3 per 1000 resident days, or 3 admissions every 10 days. 

Readmission rates are 
calculated separately 
based on Status at 
Time of Admission  

Transfer rates are calculated 
separately based on Type of 
Care at Time of Transfer to 
Hospital 

A complete and detailed discussion is provided in 

the last tab of your workbook: 

“CalculatingHospitalizationRates. “
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INTERACT Hospital Rate Tracking Tool Trouble Shooting Common Issues 

Best Practices for Preventing Common Problems: 

1. Keep sheets protected. If they are unprotected to copy data, be sure they are re-protected before work resumes.
2. When deleting entries, use ‘Clear contents.’
3. When transferring data into the workbook, use Copy-> Paste special -> values
4. Make a copy of the workbook if you want to sort. Sorting disrupts other functions in the workbook.

Topic Description Fix Find Instructions 

Can’t see tabs at 
bottom of the 
workbook 

When User opens the Excel 
workbook, the tabs at the bottom 
of the window do not display. 

a. Try maximizing the window (upper right
corner). Maximize both the Excel window and
the Workbook window.

b. Click the title bar for the workbook.

Tracking Tool 
Instructions 

Need to see more 
of the data entry 
area 

The combination of substantial 
information at the top of the 
worksheet and the ‘freeze panes’ 
feature limits the number of rows 
that are visible. 

1. Make sure your Excel window is maximized.
2. If your view includes the formula bar or column

and row headings, turn these off (you don’t
need the formula bar; the headings may be
helpful and you might choose to leave these
on).

3. Minimize your Excel ribbon (right click at the
top of the screen and check 'Minimize ribbon.'

4. Use the zoom bar in the lower right of your
screen to zoom out. An 80% zoom level
usually works well.

Tracking Tool 
Instructions: 
Maximize Your 
Screen (includes 
screenshots) 

Common Q & As: 
Maximize Your 
Screen (text only) 
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Scroll bars aren’t 
working 

Generally the scrollbars are 
working, but it’s difficult to tell 
because the substantial 
information at the top of the 
worksheet and the ‘freeze panes’ 
feature limits the number of rows 
that are visible. 

1. Use the ‘Maximize Screen’ strategies above.
2. Make sure view ‘Headers’ is checked, and

have the user look at the Excel row numbers
on the far left of the window to see the rows
scrolling (and which remain stationary).

Tracking Tool 
Instructions: 
Troubleshooting 

Input box 
instructions are 
annoying 

Many data entry fields have brief 
instructions or descriptions that 
will pop up when the user clicks 
on a cell. Sometimes these boxes 
obscure the data entry field itself 
and/or the arrow that displays the 
dropdown list. 

Two choices: 
a. Hit the ‘Esc’ button to make the box disappear

(must be repeated each time a box is in the
way).

b. Click on the box itself and drag it to a location
where it is not in the way.

Workbook: 
Common Q &As 

Graphs are out of 
place. 

Graphs will be very large/out of 
place when user opens a sheet. 
The graph zoom is simply out of 
synch because they are unlocked 
for easy copying to other 
documents.  

Fix graph placement by zooming in and out with 
the zoom bar at the bottom right of your screen. 
This will snap them back into place. 
Please do not try to move or resize the graphs. 

On-page instructions 
in red-bordered box 
in the upper right of 
the sheet. 

No numbers in 
monthly tabs (or 
other reports) 

Check that all required fields have been entered. 
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30-day readmission rates
are calculated, but transfer
rates are missing (the
lower 3 rows in the
monthly tabs)

Transfer rates use the 
average daily census (or 
midmonth count) as 
denominator. If these are 
missing, rates cannot be 
calculated. 

Enter ADC or midmonth counts on the 
Census tab. 

30-day readmissions are
not being highlighted.

Check that all required fields have been 
entered. 

A cell that should contain 
a calculated outcome 
contains an error (e.g., 
#VALUE, #NAME, #N/A). 

Generally a user has 
pasted data into the sheet 
and did not use the 
sequence ‘Paste, special, 
values’ and the data 
retained some formatting 
that is inconsistent with the 
calculation (typically, a date 
has been pasted in, and 
although it looks like 
numbers, the entry is text, 
not a numerical date). 

Usually the data that causes this problem 
is in the date field. It may be possible to 
scan the data and identify individual values 
that need correcting (they may appear in a 
different font, have a 4-digit year, or be 
aligned differently than other date entries.). 
You may try selecting the data and 
formatting the field to ‘date.’ Sometimes 
the easiest fix is to re-paste the data, using 
‘paste, special, values.’ When you do this, 
only the value is pasted in, and it takes on 
the date formatting that is inherent in that 
cell. 

Fields on the TransferLog 
that should autopopulate, 
don't. 

Several fields on the 
TransferLog contain 
formulas that automatically 
complete based on data 
already entered for 
admissions. These 
formulas are not protected 
and if a user manually 
removes the entry on the 
TransferLog, the formula 
that auto populates that 
cell will be removed also, 
so it won’t work. 

a. The information can be entered 
manually.

b. Replace the formula(s):
1. Select a cell that has appropriately 

auto populated (you can see if it still 
has the formula by setting your ‘view’ 
so that ‘formula bar’ is checked and 
clicking on the cell. If there is a 
formula, it will appear in the formula 
bar.

2. While in the cell with a formula, Copy 
(ctrl-c)

3. Select all cells that may have had 
their formulas removed.

4. Paste->Paste special->Formulas



Quality Improvement Tool 
ForReviewofAcuteCareTransfers

The INTERACT QI Tool is designed to help your team analyze hospital transfers (including  ER  visits, observation stay 
and admissions) and identify opportunities to reduce transfers that might be preventable. Complete this tool for 
each or a representative sample of hospital transfers in order to conduct a root cause analysis and identify 
common reasons for transfers. Examining trends in these data with the INTERACT QI Summary Tool can help
you focus educational and care process improvement activities. 

Patient/Resident Age  

Date of most recent admission to the facility / / 

Primary goal of admission:  Post-acute care  Long-stay  Others:  

SECTION 1: Risk Factors for Hospitalization and Readmission 
a. Conditions that put the resident at risk for hospital admission or readmission:

 
Cancer, on active chemo or radiation therapy 

 Fracture (Hip)

 High Risk Medications
 Congestive Obstructive Pulmonary Disease (COPD)  Anticoagulant  Diabetic Agent  Opioids 
 Dementia Multiple active diagnoses and/or co-morbidities
 Diabetes (e.g. CHF, COPD and Diabetes in the same patient/resident)
End-Stage Renal Disease  Polypharmacy (e.g. 9 or more medications)

 Surgical complications
 

b. Was Patient/Resident hospitalized in the 30 days before their most recent admission to the facility? No  Yes (list dates and reasons)
(Other than the one being reviewed in this tool)

c. Other hospitalizations or emergency department visits in the past 12 months?  No  Yes (list   dates   and   reasons) 
(Other than the one being reviewed in this tool) 

SECTION 2: Describe the Acute Change in Condition and Other 
Non-Clinical Factors that Contributed to the Transfer 
a. Date the change in condition first noticed / / 

b. Briefly describe the change in condition and other factor(s) that led to the transfer and then check each item below that applies

c. Vital signs at time of transfer

Temp  Pulse Pulse  Ox (if indicated) %     on       Room Air       O2 (  ) 

Respiratory rate  BP / Glucose (diabetics)

(continued on reverse side )
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QualityImprovementTool
ForReviewofAcuteCareTransfers Version 4.0 Tool

The INTERACT QI Tool is designed to help your team analyze hospital transfers (includingERvisits,observation stay
andadmissions)and identify opportunities to reduce transfers that might be preventable. Complete this tool for 
each or a representative sample of hospital transfers in order to conduct a root cause analysis and identify
common reasons for transfers. Examining trends in these data with the INTERACT QI Summary Tool can help 
you focus educational and care process improvementactivities.

Patient/Resident Age

Date of most recent admission to the facility / /

Primary goal of admission: Post-acute care Long-stay Others:

SECTION 1: Risk Factors for Hospitalization and Readmission
a. Conditions that put the resident at risk for hospital admission or readmission:

Cancer, on active chemo or radiation therapy  Fracture (Hip)
CHF High Risk Medications
COPD Anticoagulant Diabetic Agent Opioids
 Dementia Multiple active diagnoses and/or co-morbidities
 Diabetes (e.g.CHF,COPDandDiabetesinthesamepatient/resident)
 End-stage renal disease  Polypharmacy (e.g.9ormoremedications)

 Surgical complications

b. Was Patient/Resident hospitalized in the 30 days before their most recent admission to the facility? No  Yes (listdatesandreasons)
(Otherthantheonebeingreviewedinthistool)

c. Other hospitalizations or emergency department visits in the past 12 months?  No Yes(listdatesandreasons)
(Otherthantheonebeingreviewedinthistool)

SECTION 2: Describe the Acute Change in Condition and Other 
Non-Clinical Factors that Contributed to the Transfer
a. Date the change in condition first noticed / /

b. Briefly describe the change in condition and other factor(s) that led to the transfer and then check each item below that applies

c. Vital signs at time of transfer

Temp Pulse _ PulseOx(if indicated) _% on     Room Air  O2( _)

Respiratory rate _ BP _/ _ Glucose (diabetics)

(continued on reverse side )
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Version 4.5 Tool

Heart Failure (HF) 

(e.g. HF, COPD and Diabetes in the same patient/resident) 

 Infection with ongoing Treatment



Version 4.5 Tool

© 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved.  
This document is available for clinical use, but may not be resold or incorporated in software without the permission of Florida Atlantic University.

d. Check all that apply

New or Worsening Symptoms or Signs 
  Abdominal distention/

suspected bowel obstruction 
  Abdominal Pain 
  Abnormal vital signs  

(low/high BP, high/low 
respiratory rate) 

  Altered mental status 
  Behavioral symptoms  

(e.g. agitation, psychosis)
  Bleeding (other than GI) 
  Cardiac arrest 
  Chest pain 
  Constipation 
  Cough 
  Dehydration/volume depletion 
  Diarrhea 
  Dizziness/vertigo 
  Edema (new or worsening) 
  Fall 
  Fever 
  Food and/or fluid intake 

(decreased or unable to 
eat and/or drink adequate 
amounts) 

  Function decline (worsening 
function and/or mobility) 

  GI bleeding, blood in stool 
  Hematoma 
  Hypertension (uncontrolled) 
  Hypoxia – (low p O2<90) 
  Loss of consciousness (syncope, 

other) 
  Nausea/vomiting 
  Pain (uncontrolled) 
  Respiratory arrest 
  Respiratory infection 

(bronchitis, pneumonia) 
  Shortness of breath 
  Seizure 
  Skin wound or pressure  

ulcer/injury 
  Stroke / TIA /CVA 
  Trauma (fall-related or other) 
  Unresponsive 
  Urinary incontinence 
  Weight loss 
  Other (describe) 

_________________________ 

Abnormal Labs or Tests Results 
  Blood sugar (high) 
  Blood Sugar (low) 
  COVID (Positive) 
  EKG 
  Hemoglobin or hematocrit 

(low) 
  INR (high) 
  Kidney function  

(BUN, Creatinine) 
  Pulse oximetry  

(low oxygen saturation) 
  Urinalysis or urine culture 
  White blood cell count (high) 
  X-ray
   Other (describe)

Diagnosis or Presumed 
Diagnosis 
  Acute renal failure 
  Anemia (new or worsening) 
  Asthma  
  Cellulitis 
  COPD (Chronic Obstructive 

Pulmonary Disease) 
  COVID
  DVT (Deep Vein Thrombosis)
  Fracture (site:_____________) 
  HF (Heart Failure) 
  Pneumonia 
  Sepsis 
  UTI (Urinary Tract Infection)
  Other (describe) 

_____________
  Need for diagnostic and 

other procedures including 
transfusions
  Gastrostomy tube  
 blockage or displacement
  Transfusion (planned)  
  Other (describe)  
___________________

Other Factors Contributing to 
the Transfer 
  Advance directive not in place 
  Clinician insisted on transfer 

despite staff willing to manage 
in facility 

  Direct admission (from dialysis  
or other specialty office) 

  Discharged from the hospital  
too soon 

  Family  
members/representative 
preferred or insisted on 
transfer 

  Planned admission (for surgery 
or other procedure) 

  Resident preferred or insisted 
on transfer 

  Resources to provide care in the 
facility were not available 

  Other (describe) ____________

Quality Improvement Tool 
For Review of Acute Care Transfers (cont’d) 
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SECTION 3: Describe Action(s) Taken to Evaluate and Manage the 
Change in Condition Prior to Transfer 
a. Briefly describe how the changes in Section 2 were evaluated and managed and check each item that applies 

b. Check all that apply 
Tools Used 
 Stop and Watch 
 SBAR 
 Care Path(s) 
 Change in Condition File 

Cards 
 Transfer Checklist 
 Acute Care Transfer Form (or 

an equivalent paper or
electronic version)

 Advance Care Planning Tools 
 Infection or Sepsis Guidance  
 Other Structured Tool or Form 

(describe)   

Medical Evaluation 
 Telephone only 
 NP or PA visit 
 Physician visit 
 Other(e.g. in a specialist 

office or while on dialysis)

Testing 
 Blood tests 
 EKG 
 Urinalysis and/or 

culture 
 Venous doppler 
 X-ray 
 Other (describe) 

Interventions 
 New or change in medication(s) 
 IV or subcutaneous fluids 
 Increase oral fluids 
 Oxygen (if available) 
 Other (describe) 

c. Were advance care planning or advance directives considered in evaluating /managing the change? (e.g. orders for Do Not Resuscitate (DNR), Do  Not
  Intubate (DNI), palliative or hospice  care, other such as POLST, MOLST or POST):

If yes, were the relevant advance directives (check only one):             Modified as a result of this change in clinical condition /transfer?

 Already in place and documented?

 New as a result of this change in clinical condition /transfer? 

Describe 
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SECTION3:DescribeAction(s)Takento EvaluateandManage the
Change in Condition Prior to Transfer
a. Briefly describe how the changes in Section 2 were evaluated and managed and check each item that applies

b. Check all that apply
Tools Used
 Stop and Watch
 SBAR
 Care Path(s)
 Change in Condition File

Cards
 Transfer Checklist
 Acute Care Transfer Form (or 

an equivalent paper or
electronic version)

 AdvanceCarePlanning Tools
 Infection or Sepsis Guidance 
 Other Structured Tool or Form

(describe)

Medical Evaluation
 Telephone only
 NP or PAvisit
 Physician visit 
 Other(e.g. in a specialist 

office or while on dialysis)

Testing
 Blood tests
 EKG
 Urinalysis and/or

culture
 Venous doppler
 X-ray
 Other (Describe)

___________________

Interventions
 New or change in medication(s)
 IV or subcutaneous fluids
 Increase oral fluids
 Oxygen (ifavailable)
 Other (describe)


c. Were advance care planning or advance directives considered in evaluating/managing the change? (e.g.ordersforDoNotResuscitate(DNR), Do Not
Intubate(DNI),palliativeorhospicecare,othersuchasPOLST,MOLSTorPOST):  No Yes(checkallthatapply)

If yes, were the relevant advance directives: Modified as a result of this change in clinical condition/transfer?
 Already in place and documented?
New as a result of this change in clinical condition/transfer?

Describe
(continued )
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SECTION3:DescribeAction(s)Takento EvaluateandManage the
Change in Condition Prior to Transfer
a. Briefly describe how the changes in Section 2 were evaluated and managed and check each item that applies

b. Check all that apply
Tools Used
 Stop and Watch
 SBAR
 Care Path(s)
 Change in Condition File

Cards
 Transfer Checklist
 Acute Care Transfer Form (or 

an equivalent paper or
electronic version)

 Advance Care Planning Tools
 Infection or Sepsis Guidance 
 Other Structured Tool or Form

(describe)

Medical Evaluation
 Telephone only
 NP or PAvisit
 Physician visit
 Other(e.g.inaspecialist

officeor while on dialysis)

Testing
 Blood tests
 EKG
 Urinalysis and/or

culture
 Venous doppler
 X-ray
 Other (Describe)

___________________

Interventions
 New or change in medication(s)
 IV or subcutaneous fluids
 Increase oral fluids
 Oxygen (ifavailable)
 Other (describe)


c. Were advance care planning or advance directives considered in evaluating/managing the change? (e.g. orders for Do Not Resuscitate (DNR), Do  Not   
Intubate(DNI),palliativeorhospicecare,othersuchasPOLST,MOLSTorPOST):

If yes, were the relevant advance directives: Modified as a result of this change in clinical condition/transfer?
 Already in place and documented?
New as a result of this change in clinical condition/transfer?

Describe
(continued )

No     YYeess 



Quality Improvement Tool 
ForReviewofAcuteCareTransfers(cont’d)

SECTION 4: Describe the Hospital Transfer 
a. Date of transfer / /  Day Time (am/pm) 

Primary physician Covering physician 

 ED visit only  Held for observation 

 NP  or PA  Other  (specify)            

 Admitted to hospital as inpatient 
b. Clinician authorizing transfer:

c. Outcome of transfer:

Hospital diagnosis(es) (if available)

d. Resident died in ambulance or hospital:  No  Yes Unknown 

e. Factors contributing to transfer (check all that apply and describe)

 Advance directive not in place  Family members/representative preferred or insisted on transfer 
 Clinician insisted on transfer despite staff willing to manage  Planned admission (for surgery or other procedure) 

in the facility  Resident preferred or insisted on transfer 
 Resources to provide care in the facility were not available  Direct admission (from dialysis or other specialty office) 

 Discharged from the hospital too soon 

SECTION 5: Identify Opportunities for Improvement 
a. In retrospect, does your team think this transfer might have been prevented? No Yes (describe)

If yes, check one or more that apply: 

 The new sign, symptom, or other change might have been detected earlier 
 Changes in the resident’s condition might have been communicated better among facility staff, with physician / NP/PA, or other 

health care providers 
 The condition might have been managed safely in the facility with available resources 
 Resources were not available to manage the change in condition safely or effectively despite staff willing to manage in the facility 

(check all that apply) 
On-site primary care clinician  Staffing  Lab or other diagnostic tests 
 Pharmacy services Other (describe)

 Resident and family or resident representative preferences for hospitalization might have been discussed earlier 
 Advance directives and/or palliative or hospice care might have been put in place earlier 
 Discharged from the hospital too soon 
Other (describe) 

b. In retrospect, does your team think this resident might have been transferred sooner? No  Yes (if yes, describe)

c. After review of how this change in condition was evaluated and managed, has your team identified any opportunities for improvement? 
No  Yes (describe specific changes your team can make in your care processes and related education as a result of this review)

Name of person completing form Date of completion / /  
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Stop and Watch 
Early Warning Tool

If you have identified a change while caring for or observing a resident/
patient, please circle the change and notify a nurse. Either give the nurse 
a copy of this tool or review it with her/him as soon as you can.

Seems different than usual; Symptoms of new illness
Talks or communicates less 
Overall needs more help 
Pain – new or worsening; Participated less in activities

Ate less 
No bowel movement in 3 days; or diarrhea 
Drank less

Weight change; swollen legs or feet 
Agitated or nervous more than usual 
Tired, weak, confused, or drowsy 
Change in skin color or condition 
Help with walking, transferring, toileting more than usual

Patient / Resident

Your Name

Reported to Date and Time (am/pm)

Nurse Response Date and Time (am/pm)

Nurse’s Name

S 
T 
O 
P

a 
n 
d

W 
A 
T 
C 
H

 Check here if no change noted 
while monitoring high risk patient
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SBAR Communication Form 
and Progress Note for RNs/LPN/LVNs

Before Calling the Physician / NP / PA/other Healthcare Professional:
£ Evaluate the Resident/Patient: Complete relevant aspects of the SBAR form below  
£ Check Vital Signs: BP, pulse, and/or apical heart rate, temperature, respiratory rate, O2 saturation and finger stick glucose for diabetics 
£ Review Record: Recent progress notes, labs, medications, other orders 
£ Review an INTERACT Care Path or Acute Change in Condition File Card, if indicated 
£  Have Relevant Information Available when Reporting e.g., medical record, vital signs, advance directives such as DNR and other care   
      limiting orders, allergies, medication list)

SITUATION

The change in condition, symptoms, or signs observed and evaluated is/are _________________________________________________________

This started on  ________  / ________  / ________        Since this started it has gotten:        Worse           Better           Stayed the same   

Things that make the condition or symptom worse are __________________________________________________________________________

Things that make the condition or symptom better are __________________________________________________________________________

This condition, symptom, or sign has occurred before:  Yes  No

Treatment for last episode (if applicable) ______________________________________________________________________________________

Other relevant information _________________________________________________________________________________________________

BACKGROUND

Resident/Patient Description 
This resident/patient is in the facility for:  Long-Term Care            Post-Acute Care  Other:   ______________________________________

Resident /Patient Name ______________________________________________________________________________________________ 

Primary diagnoses ________________________________________________________________________________________________________ 

Other pertinent history (e.g., medical diagnosis of CHF, DM, COPD, isolation for infection or communicable disease) 
_______________________________________________________________________________________________________________________

Medication Alerts
 Changes in the last week (describe) ________________________________________________________________________________________

 Resident/patient is on (Warfarin/Coumadin)  Result of last INR: ____________    Date ______  /______   /______

 Resident/patient is on other anticoagulant (direct thrombin inhibitor or platelet inhibitor)

Resident/patient is on:       Hypoglycemic medication(s) / Insulin  Digoxin

Allergies ________________________________________________________________________________________________________________ 

Vital Signs

BP ___________     Pulse _________ (or Apical HR _______ )  RR  ________ Temp __________ Weight  ________ lbs  (date ______  /______  /______ ) 

For CHF, edema, or weight loss: last weight before the current one was ______________________________   on  _________  /_________  /_________  

Pulse Oximetry (if indicated)  _____________ % on  Room Air  O2 ( _____________ )        

Blood Sugar (Diabetics) ____________________________________________________________________________________________________
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(continued)
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 Altered level of consciousness (hyperalter, 
drowsy but easily aroused, difficult to arouse)
 Increased confusion or disorientation 
Memory loss (new or worsening)

 New or worsened delusions or hallucinations
 Other symptoms or signs of delirium (e.g. 
inability to pay attention, disorganized thinking)
 Unresponsiveness

 Other (describe)
 No changes observed

Describe symptoms or signs  ______________________________________________________________________________________________

2.  Functional Status Evaluation (compared to baseline; check all that you observe) 

 Decreased mobility  Swallowing difficulty  Other (describe) 
 Needs more assistance with ADLs  Weakness (general)  No changes observed
 Falls (one or more)

Describe symptoms or signs  ______________________________________________________________________________________________

3.  Behavioral Evaluation 

 Danger to self or others
 Depression (crying, hopelessness, not eating)
 Social withdrawal (isolation, apathy)

 Suicide potential 
Verbal aggression  
Physical aggression

 Personality change
 Other behavioral changes (describe)
 No changes observed

Describe symptoms or signs  ______________________________________________________________________________________________ 

4. Respiratory Evaluation 

  Abnormal lung sounds (rales, rhonchi,
wheezing)

 Asthma (with wheezing)
 Cough  (   Non-productive     Productive )

 Inability to eat or sleep due to SOB 
 Labored or rapid breathing
 Shortness of breath

 Symptoms of common cold
 Other respiratory changes (describe) 
 No changes observed

Describe symptoms or signs  ______________________________________________________________________________________________ 

5. Cardiovascular Evaluation

 Chest pain/tightness
 Edema 
  Inability to stand without severe dizziness or

 Irregular pulse (new)
 Resting pulse >100 or <50

 Other (describe)
 No changes observed

lightheadedness

Describe symptoms or signs  ______________________________________________________________________________________________ 

6. Abdominal / GI Evaluation

 Abdominal pain
 Abdominal tenderness
  Constipation 
(date of last BM _____  / _____   / _____  ) 

Decreased/absent bowel sounds

 Distended abdomen
 Decreased appetite/fluid intake
 Diarrhea
 GI Bleeding (blood in stool or vomitus)
 Hyperactive bowel sounds

 Jaundice
 Nausea and/or vomiting
 Other (describe)
 No changes observed

Describe symptoms or signs  ______________________________________________________________________________________________ 

SBAR Communication Form 
and Progress Note for RNs/LPN/LVNs (cont’d)

Resident/Patient Evaluation
Note: Except for Mental and Functional Status evaluations, if the item is not relevant to the change in condition check 
the box for “not clinically applicable to the change in condition being reported”.

1. Mental Status Evaluation (compared to baseline; check all changes that you observe)

Resident/Patient Name ______________________________________________________________________________________________ 

 Not clinically applicable to the change in condition being reported

 Not clinically applicable to the change in condition being reported

 Not clinically applicable to the change in condition being reported

 Not clinically applicable to the change in condition being reported

Altered level of consciousness (hyperalert, 
drowsy but easily aroused, difficult to arouse)

Memory loss (new or worsening)

Verbal aggression 
Physical aggression

(date of last BM ____ / ____ / ____)

Decreased/absent bowel sounds
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7. GU/Urine Evaluation

 Blood in urine
 Decreased urine output
 Lower abdominal pain or tenderness

 New or worsening incontinence
 Painful urination
  Urinating more frequently or urgency with         
or without other urinary symptoms 

 Other (describe)
 No changes observed

Describe symptoms or signs  ______________________________________________________________________________________________ 

8. Skin Evaluation

 Abrasion
 Blister
 Burn
 Contusion
 Discoloration

 Itching
 Laceration
 Pressure ulcer/pressure injury
 Puncture
 Rash

 Skin tear
 Splinter/sliver
 Wound (describe)
 Other (describe)
 No changes observed

Describe symptoms or signs  ______________________________________________________________________________________________ 

9. Pain Evaluation

Does the resident have pain?
 No  Yes (describe below)

Is the pain?
 New  Worsening of chronic pain

Description/location of pain:  ____________________________________________________________________________________________

Intensity of Pain (rate on scale of 1-10, with 10 being the worst): __________

Does the resident show non-verbal signs of pain (for residents with dementia)?

 No  Yes (describe) __________________________________________________________________________________________
(restless, pacing, grimacing, new change in behavior)

Other information about the pain  _________________________________________________________________________________________ 

10. Neurological Evaluation

SBAR Communication Form 
and Progress Note for RNs/LPN/LVNs (cont’d)

_______________________________________________________________________________________________________________________________________ 

Resident/Patient Name ______________________________________________________________________________________________

 Not clinically applicable to the change in condition being reported

 Not clinically applicable to the change in condition being reported

 Not clinically applicable to the change in condition being reported

 Not clinically applicable to the change in condition being reported

 Abnormal Speech  Seizure  Other neurological symptoms (describe)
 Altered level of consciousness (hyperalert,  Weakness or hemiparesis  No changes observed
drowsy but easily arousable, difficult to arouse, unarousable) 
 Dizziness or unsteadiness

Describe symptoms or signs  ______________________________________________________________________________________________ 

Advance Care Planning Information (the resident/patient has orders for the following advanced care planning)

 Full Code   DNR  DNI (Do Not Intubate)  DNH (Do Not Hospitalize)  No Enteral Feeding  Other Order or Living Will (specify) 

________________________________________________________________________________________________________________________

Other resident/patient or representative preferences for care 
_______________________________________________________________________________________________________________________________________
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SBAR Communication Form 
and Progress Note for RNs/LPN/LVNs

APPEARANCE

Summarize your observations and evaluation:  _________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

REVIEW AND NOTIFY

Primary Care Clinician Notified:_______________________________________________ Date ____  / ____  / ____  Time (am/pm) ________

Recommendations of Primary Clinicians (if any)  _____________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

b. Check all that apply

Testing
£ COVID Test
      If yes – check all that apply:

£ Viral PCR (Nasal Swab) 
            £ Viral PCR (Saliva Swab) 
            £ POC Antigen Test 
            £ Antibody Test  

£ Blood tests
£ EKG
£ Urinalysis and/or culture
£ Venous doppler
£ X-ray
£ Other (describe) 

 _________________________

Interventions
  New or change in 
medication(s)

  IV or subcutaneous fluids

  Increase oral fluids
  Oxygen (if available)
  Other (describe) 
 _________________________

 Transfer to the hospital (non-emergency) (send a copy of this form)  Call for 911  Emergency medical transport

Nursing Notes (for additional information on the Change in Condition)  

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Name of Family/Health Care Agent Notified: _________________________________ Date ____  / ____  / ____  Time (am/pm) ________

Staff Name (RN/LPN/LVN) and Signature ____________________________________________________________________________  

Resident/Patient Name ______________________________________________________________________________________________
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Medication Reconciliation Worksheet 
for Post-Hospital Care 

Part 1: Hospital Recommended Medications Needing Clarification

Part 2: Medications Prior to Hospitalization Needing Clarification

Medications Recommended by Hospital at 
Discharge for which Clarification is Needed

Resolution for Final Medication Orders 
(Continue, Stop, Change)

Medications Taken Before Hospitalization  
Not Currently on Hospital-Recommended List

Comments (e.g., reason for the medication before hospitalization,  and 
reason it was stopped in the hospital, if known)

Resolution for Final Medication Orders 
(Continue, Stop, Change)

Resident/Patient Name ______________________________________________________________________________________________ Date ___________/ _____________ / ____________ 

*Examples: unclear diagnosis or indication, uncertain dose or route of administration, stop date, hold parameters, lab tests needed for monitoring, dose different than before hospitalization, medication duplication

Clarification Needed*
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Instructions for Completing the 
Medication Reconciliation Worksheet  

1. Complete the column on the left by carefully reviewing the medications recommended by the hospital at discharge, and listing medications that need
clarification.

2. Complete the middle column by noting any issues that need clarification, for example: unclear diagnosis or indication, uncertain dose or route of
administration, stop date, hold parameters, lab tests needed for monitoring, dose different than before hospitalization, medication duplication.  This
requires a discussion with resident and/or caregiver (if they were admitted to the hospital from home), or review of the most recent MAR (for residents
who were in the facility before the hospitalization).

3. Complete the section on ’Resolution for Final Medication Orders’ by reviewing all clarifications needed with the resident’s primary care clinician and
obtaining orders for those medications that should be continued, stopped, or changed.

1. Complete the column on the left by carefully reviewing the medications recommended by the hospital at discharge with the resident or caregiver (if they
were admitted to the hospital from home), or reviewing the most recent MAR (for residents who were in the facility before the hospitalization) and listing
any medications that were taken before hospitalization that are not on the list recommended by the hospital.

2. Complete the middle column by noting the reason for the medication before hospitalization, if known, and the reason it was stopped in the hospital, if
known.

3. Complete the section on ‘Resolution for Final Medication Orders’ by reviewing all clarifications needed with the resident’s primary care clinician and
getting orders for those medications that should be continued (if any).

Part 2 

This Worksheet is intended to be a tool for nursing staff who are involved in reviewing medication orders for residents admitted for post- acute care, with 
the goal of identifying clarifications and discrepancies that need to be resolved with the resident’s primary care clinician.  Completing this worksheet will 
document that you have performed medication reconciliation at transition points of care as required by CMS.    

CMS Defines Medication Reconciliation as follows:  a process of comparing pre-discharge medications to post-discharge medications by creating an 
accurate list of both prescription and over the counter medications that includes the drug name, dosage, frequency, route, and indication for use for the 
purpose of preventing unintended changes or omissions at transition points of care. 

NOTE: It is best to complete this Worksheet before calling the clinician for initial verification of orders. However, this may not always be possible. In these 
cases,  verify the initial orders and discuss any major issues with the clinician. Then, use this Worksheet to identify clarifications and discrepancies, and 
resolve them with  the responsible primary care clinician as soon as possible

Part 1 
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Engaging Hospitals 
in Your Program

Keys to Engaging Your Local Hospitals

1. Transitions in care require two partners. Although there are numerous process improvements that INTERACT facilities can 
implement to improve care and reduce acute care transfers, safely and effectively sending patients to the hospital and 
receiving patients from the hospital are fundamental to improving transitional care. Hospital discharges to post-acute care 
(PAC) are very important and high-risk transitions in care setting. By definition, an effective transition requires the active 
participation of both a sending provider and a receiving provider.

2. The best ‘sending’ to the acute care setting is only meaningful if the receiver uses the information. The INTERACT 4.5 
Tools include a sample SNF/NF to Hospital Transform Form, and a Transfer Document Checklist that can be printed on or 
taped to an envelope to help guide best-practice with complete SNF/NF to hospital transitional care information. INTERACT 
facilities should invest effort in ensuring that high quality information is transferred to the hospital. You will want to establish 
a partnership with hospital leadership to ensure that information you send is used to inform and improve care.

3. INTERACT facilities should stand ready to accept the patient back to the facility and avoid a hospitalization, 
if safe and appropriate. On occasion, a SNF/NF clinician will transfer a resident/patient for tests and evaluation, but the 
clinician and the SNF/NF would be willing to accept the patient back following the evaluation when safe and appropriate. 
This represents a practice change for many hospitals and Emergency Rooms (ERs). Specific dialog about your SNF/NF 
capabilities will benefit your INTERACT goals. In addition, ERs should be encouraged to keep the INTERACT 4.5 SNF/NF 
Capabilities List readily available to consult in these situations.

4. INTERACT facilities can influence improved methods of communication and transitioning patients from hospital to 
SNF/NF. INTERACT facilities may note when using the INTERACT 4.5 Quality Improvement Tool for review of acute care 
transfers that early returns to acute care are often a result of poor hand-offs or missing information regarding the hospital 
clinical course. Hospital-SNF/NF partnerships to improve information and hand-off practices will benefit patients, hospitals, 
and post-acute care facilities. INTERACT IV tools include a Hospital to Post-Acute Care Data List and Sample Form to help 
achieve this goal.

5. INTERACT facilities will demonstrate their value-added in an increasingly competitive post-acute care business 
environment. Improving care and reducing readmissions and other preventable hospital transfers will not only benefit your 
patients and your facility’s 30-day readmission rates, but will also provide valuable quality information to your referral base. 
Partnerships with hospitals around preventable hospital utilization and other principles of safe, high quality care embedded 
in the INTERACT program will be increasingly relevant in a value-based purchasing environment. The INTERACT4.5 Hospital 
Transfer Tracking Tool, as well as other similar tools, can provide clearly-defined and easy-to-read trends in various measures 
that will help in these partnerships.
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Engaging Hospitals 
in Your Program

Engaging Hospitals Checklist 

1. Create a list of all hospitals your facility sends patients to or receives patients from.

2. Identify the ‘readmissions champion’ for each hospital. You can most easily discover who is leading the readmissions effort 
at local hospitals by reaching out to one of the leaders listed below. They will know who is the organizational lead for 
readmissions for example, the:
a. Chief Quality Officer
b. Chief Medical Officer
c. Chief Nursing Officer
d. Director of Case Management
e. Director of Quality

3. Host or join a ‘cross-continuum’ or Community Care Transitions Working Group or Coalition. Start by inviting the hospitals
in your area to your facility to see your capabilities first hand. Also, attend cross-continuum team meetings hosted by your
local hospitals. It is optimal to meet in person to form and strengthen relationships, but start with one person and one
phone call if needed.

4. State your facility’s goals to reduce avoidable hospital transfers, admissions, and readmissions, and link that to the hospitals’
goals in readmission reduction. Lead with a brief set of numbers:
a. The average number of patients you receive from the hospital each month
b. The current 30-day readmission rate among those patients
c. Your facility’s goal to reduce preventable and unnecessary hospital transfers

5. Describe the set of quality improvements underway in your facility through INTERACT and other initiatives.

6. Ask the hospital to be an active partner in your INTERACT improvements.
a. Post the INTERACT IV SNF/NF Capabilities List in the ER and at floor case manager workstations
b. Educate ER staff and inpatient teams about relevant INTERACT forms and tools
c. Encourage ER physicians to review your transfer forms and consider returning the resident/patient to SNF/NF if safe

and appropriate based on the SNF/NF Capabilities Checklist 
d. Develop a process to ensure INTERACT forms are sent from the ER to the patient care units
e. Improve hand-off communication between hospital and SNF/NF using ‘Warm Hand-Offs’ (in-person communication)
f. Engage in regular readmission reviews to identify improvement opportunities 
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Engaging Hospitals 
in Your Program

How INTERACT Can Help Your Hospital

As a leader of quality and safety at your hospital, you may be responsible for ensuring that your staff executes safe transitions in care 
and that your hospital’s readmission rates are not higher than expected. As you know, CMS now penalizes hospitals for higher than 
expected all-cause 30-day readmission rates for three conditions. Within 24 months, the list of conditions
is projected to expand to eight conditions, and perhaps to 11 or more after 2015. Many of these conditions are associated with 
transfers to and from local post-acute care (PAC) facilities. 

Your hospital may have a broad portfolio of efforts aimed at improving care transitions and reducing readmissions. National data 
demonstrate that Medicare patients discharged to PAC skilled nursing facilities commonly experience high 30-day readmission rates. 
Partnering with the facilities that are implementing the INTERACT quality improvement program will contribute to reducing 
preventable admission and readmission rates among this very high-risk population.

What INTERACT Facilities Offer to Hospitals

INTERACT facilities are committed to implementing a set of strategies, tools, care process improvements, and related staff education 
aimed at identifying acute changes in resident/patient condition early, effectively initiating evaluation and management of these 
clinical conditions within the facility, and preventing hospital transfers when safe and feasible. INTERACT facilities will:

• Send an organized and comprehensive set of transitional care information to your ER

• Provide a list of the INTERACT facility’s capabilities to support providers in their decisions whether or not to admit or return the 
patient to the nursing facility.

• Engage in improving hand-offs from hospital to nursing facility – through accepting ‘Warm Hand-Offs’, participating in post-
transition follow up phone calls, regular process improvement meetings, etc.

• Pro-actively engage in advance care planning with facility residents/patients and their representatives to clarify goals of care 

What INTERACT Facilities Request of Hospitals

• Include INTERACT as part of your hospital’s strategy for reducing readmissions

• Provide your ER and inpatient staff information about INTERACT

• Encourage your ER staff to look for and use the INTERACT tools and forms

• When appropriate, consider whether the patient can return to the SNF/NF after ER evaluation

• Develop a reliable process to ensure the INTERACT forms reach the inpatient teams

• Encourage your inpatient teams to provide ‘Warm Hand-Offs’ prior to transfer, with nurse-to-nurse,
and doctor-to-doctor communication via phone or secure email

• Work with INTERACT facilities to implement other safe transfer practices

• Meet with INTERACT facilities to review readmissions and data, identify areas for improvement, and 
work together toward your shared goals 
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This list is for hospital emergency rooms, hospitalists, and case managers; and for physicians, NPs, and PAs, who take off-hours call for 
the facility to assist with decisions about hospital admission or return to the facility.

Facility  __________________________________________________________________________________________________

Address  ___________________________________________________________________________________________ 
Tel  _______________________________________ Key  Contact  ______________________________________________________________

Circle ‘Y’ for yes or ‘N’ for no to indicate the availability of each item in your facility. 
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Capabilities Yes No 

Primary Care Clinician Services 

At  least  one  physician,  NP,  or  PA   in the facility 
three     or  more  days   per   week Y N 

At   least   one  physician,  NP,   or PA   in  the facility 
five  or more   days   per   week Y N 

Diagnostic Testing Onsite 

Basic Metabolic Panel (BUN, Ca, CI-, CRE, eGFR, 
GLU, K+, Na+, tCO2) 

Y N 

Bladder Ultrasound Y N 

Cardiac Echo Y N 

Complete Blood Count (CBC) Y N 

EKG Y N 

INR Y N 

Stat lab tests with turnaround less than 8 hours Y N 

Stat X-rays with turnaround less than 8 hours Y N 

Venous Doppler Y N 

Consultations 

Cardiology Y N 

Orthopedics Y N 

Psychiatry Y N 

Pulmonary Y N 

Wound Care Y N 

Other Physician Specialty Consultations 
specify: Y N 

Social and Psychology Services 

Licensed Social Worker Y N 

Psychological Evaluation and Counseling 
by a Licensed Clinical Psychologist Y N 

Therapies On Site 

Occupational Y N 

Physical Y N 

Respiratory Y N 

Speech Y N 

Capabilities Yes No 

Nursing Services 

24 Hour RN Coverage Y N 

O2 saturation Y N 

Incentive spirometry Y N 

Nebu lizer treatments Y N 

Interventions 

Advanced CPR (ACLS capability) Y N 

Analgesic Pumps Y N 

Automatic Defibrillator Y N 

Blood Administration Y N 

Hemodialysis Y N 

Isolation (for MRSA, VRE, etc.) Y N 

IV Antibiotics Y N 

IV Fluids (initiation and maintenance) Y N 

IV Meds – Other (e.g. furosemide) Y N 

Peritoneal Dialysis Y N 

PICC Insertion Y N 

PICC Management Y N 

Total Parenteral Nutrition (TPN) Y N 

Tracheostomy Management Y N 

Surgical Drain Management Y N 

Ventilator Care Y N 

Pharmacy Services 

Emergency kit with common medications for 
acute conditions available Y N 

New medications filled within 8 hours Y N 

Other Specialized Services (specify) 

COVID Testing Y N 
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Resident/Patient Name (last, first, middle initial)             Language:   English        Other        
Resident is:     SNF/rehab        Long-term       Date admitted (most recent)             /            /                      DOB             /             /             
Primary diagnosis(es) for admission                                          

Sent To (name of hospital)                    
Date of Transfer             /            /            
Sent From (name of SNF/NF)                        Unit    

Resident Representative            
Relationship (check all that apply) 

       Relative         Health care proxy         Guardian         Other
Tel (   )                                                                                                                     
Notified of transfer?   Yes     No
Aware of clinical situation?   Yes    No

Who to Call at the SNF/NF to Get Questions Answered
Name / Title                                                                                                                                                          
Tel (   )     

Primary Care Clinician in SNF/NF     
       MD        NP        PA 
Name                                                                                                                                                          
Tel (   )     

Code Status      Full Code                   DNR                   DNI                   DNH                   Comfort care only                   Uncertain
Resident/Patient Decision Making Capacity        Capable            Requires proxy

  Key Clinical Information 

Reason(s) for transfer                        

Is the primary reason for transfer for diagnostic testing, not admission?       No        Yes     Tests:               

Relevant diagnosis       
       CHF   [ Ejection Fraction if known                 %        Most recent Echo (date)              /            /             ]                  

       COPD                 CFR                DM   [ Most recent Glucose (date/time)                          On scheduled insulin   Yes     No ]          

       Cancer (active treatment)     Dementia     COVID - Date of confirmation                         Other(s)                         

 

Vital signs       BP                       HR                       RR                       Temp                       O2 Sat                       Time taken (am/pm)                       

Most recent pain level                                               ( N/A)     Pain location                         

Most recent pain med                                            Date given             /            /                Time (am/pm)                  

Usual Mental Status/Cognitive Function before the Acute 
Change in Condition 
  Alert, oriented, follows instructions     
  Alert, disoriented, but can follow simple instructions
  Alert, disoriented, but cannot follow simple instructions 
  Not Alert

Allergies
                      
                      
                      
                      
                      

Personal Belongings Sent with Resident/Patient
  Eyeglasses    Hearing aid    Dental appliance
  Jewelry    Other                    
                      

Usual Functional Status before the Acute Change in Condition
Mobility  

        Ambulates independently    Ambulates with assistive device        

        Ambulates only with human assistance    Not ambulatory

ADLs  (check all that apply)   

               

Sensory Impairment         Vision     Hearing
Continence
Incontinent         Bladder        Bowel   
Date of last bowel movement (if known)                       

  I      D     A

    Bathing

  Dressing

   Toileting

 Transfers

      Eating

I = Independent     
D = Dependent    
A = Needs Assistance
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Isolation Precautions
Currently on isolation precautions      Yes      No

      Contact            Droplet             Airborne            Other          

Multiple Drug Resistant Organism (MDRO)   Yes    No
If yes, specify:  Organism            Site of infection             
Active infection     Yes      No

Significant communicable disease
   C. diff
   Other (lice, scabies, disseminated shingles, norovirus, flu, TB, COVID, etc.)
                                            

Risk Alerts
  Agitation with risk to harm self or others                
  Anticoagulation     
     Medication        

     _______________________________________________        
     Reason         

  Aspiration          
  High fall risk  
  Limited/non-weight bearing     [   Left        Right ]  
  May attempt to exit  
  Needs meds crushed  
  Pressure ulcers/injuries    
  Restraints  
  Seizures  
  Swallowing precautions   
  Other      _    

Devices
  Pacemaker  
  Internal defibrillator   
  Parenteral lines (describe)              

              
  Ports (describe)                            

              
  AV shunt (describe)           

              
  Pain pump (describe)                

                
  Bladder (Foley) catheter    [   Chronic       New ]      

     Reason for urinary catheter        
  Retention  
  Skin protection  
  Other                   

Treatments
Respiratory 

        O2 at          L/min by   Nasal cannula      Mask   [   Chronic    New ]

        Nebulizer therapy   [   Chronic       New ]            

        CPAP          BiPAP          Tracheostomy Care          Ventilator Care 
Diet 

       Enteral feeding:   Formula                     Rate                    

          Free water bolus:  cc                 hrs                     

       TPN (frequency)            

       Special consistency (thickened liquids, crush meds, etc.) describe 

                              
Medications 

       On antibiotics:   Name                              

          Indication                                    Treatment duration                          

          Date started          /         /           Reason                                       
       On Proton pump inhibitors  Reason      

       Other treatments and frequency (include dialysis, chemotherapy,  

 blood transfusions, other infusions, radiation therapy)    ____ 

                           
                           

Form Completed By (name/title)         Signature         

Report Called in By (name/title)        

Report Called in To (name/title)          Date               /              /                 Time (am/pm)     
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Not critical for Emergency Room evaluation; may be forwarded later if unable to complete at time of transfer. 

RECEIVER: PLEASE ENSURE THIS INFORMATION IS DELIVERED TO THE NURSE RESPONSIBLE FOR THIS PATIENT

Resident/Patient Name (last, first, middle initial)                                DOB                 /                /                
Date Transferred to hospital                 /                /                

Contact SNF/NF for Further Information 
Name / Title                                                                                                                                                          
Tel (   )     

Behavioral Issues and Interventions
       
       

Skin/Wound Care
  Pressure ulcers/injuries (stage, location)                        
  Other wounds or bruises present    Yes    No   (describe type, location)                   

Rehabilitation Therapy
Is the Resident/Patient currently receiving Rehabilitation Therapy? 
  Yes     No

Additional Relevant Information            
 INTERACT Acute Care Transfer Checklist (refer to this for a list of relevant documents sent with the Resident/Patient)

Form Completed By (name/title)                                    
If this page is sent after initial transfer, date sent                   /                    /                       Time (am/pm)   

Signature             

Immunizations
  COVID-19 (date(s))           /         /                      /         /         
 Specify vaccine if known: ____________________

  Influenza (date)          /         /           

  Pneumococcal  (date given) 
 PCV13  __/___/___  
 PPSV23 __/___/___

PPD status (if known)      Negative         Positive         Unknown

  Shingles (dates givien) 
 First Dose  __/___/___  
 Second Dose __/___/___

  Tetanus (date)         /         /          
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F. Hospital Physician Care Team Information

Primary Care Physician (or Hospitalist) ___________________________________________________________________________________  Tel  ( ___________  ) _______________________

Specialist  ______________________________________________________  Specialty  ______________________________________________  Tel  ( ___________  ) _______________________

Specialist  ______________________________________________________  Specialty  ______________________________________________  Tel  ( ___________  ) _______________________

E. Post-Acute Care Information

Transfered to _______________________________________________________________________________________________________  Tel  ( ___________  )  __________________________

Nurse to Nurse verbal report?    No     Yes (specify to whom) _____________________________________________________________________________________________________

H. High Risk Conditions/Treatment Information (check all that apply)

 Fall Risk   Precautions: __________________________________________________________________________________________________________________________

 Heart Failure:    New diagnosis?  Exacerbation this admission?    Date of last echo  ______  / ______  / ______               EF_________ %   Dry Weight (if known)  ______________

 Anticoagulated:  Reason:  Afib          DVT/PE          Mech. Valve          Post-OP          Low EF  Other  _________________________________________  

Duration ____________    Goal INR:                1.5 -2.5        2 -3  Other  _________________________________________  

 On PPI:  Indication(s):  In-hospital prophylaxis and can be d/c         Specific Dx:  ________________________________________

 On Antibiotics: Indication(s):  ______________________________ Total Treatment Course  ________  days Date started ________  / ________ _ / _________ 

 Diabetic: Most recent glucose Date ________  / ________ _ / _________   Time (am/pm) _____________________________________________

G. Key Clinical Information

Vital Signs Time Taken ______________________________  Pain Rating  ____________________   N/A Pain Site _________________________________________

Temp ________________ BP __________________ HR _________________ RR _________________ O2 Sat  ______________ Weight _____________________

Mental Status  Alert   Disoriented, follows commands  Disoriented, cannot follow commands  Not Alert

Diagnoses Primary Discharge Diagnosis ____________________________________________________________________________________________________________

Other Medical Diagnoses  ____________________________________________________________________________________________________________________________________ 

Mental Health Diagnoses ____________________________________________________________________________________________________________________________________

A. Patient Information

Name ____________________________________________________________________

DOB ____________  /____________  /____________  Gender:   M    F

Language:   English    Other _______________________________________________

Race/Ethnicity:   White    Black    Hispanic    Other __________________________ 

C. Advance Directives/Goals of Care

 Full Code  DNR  DNI (Do Not Intubate) 

 DNH (Do Not Hospitalize)   No Artificial Feeding  Comfort Care

 Hospice Care

 Other (specify)  ___________________________________________________________

Were goals of care discussed during this hospitalization?  No  Yes (specify)

__________________________________________________________________________

Patient decision making capacity?  Capable of making decisions 

 Requires proxy

I. Procedures & Key Findings (during this hospitalization) * Please Attach Reports *  

List Procedures (surgeries, imaging)  __________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Key findings  ______________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

B. Respresentative/Caregiver/ Proxy Contact

Family/Caregiver Name  _____________________________________________________ 

Tel  ( ___________  )  ____________________________________________________________________ 

Healthcare Proxy/Guardian Name (if different) ___________________________________ 

Tel  ( ___________  ) ____________________________________________________________________

D. Transferring Hospital Information

Hospital __________________________________________________________________ 

Unit  ______________________________________________________________________ 

Discharging RN  ____________________________________________________________ 

Tel  ( ___________  )  ____________________________________________________________________ 

Discharging MD ____________________________________________________________ 

Tel /Page ( __________  )  __________________________________________________________ 

Date of Admission to Hospital  ____________  /____________  /____________  

J. Medications and Allergies

 Medication List Attached

Please provide a HARD COPY PRESCRIPTION FOR CONTROLLED SUBSTANCES 

Allergies:  None known  Yes (specify) ____________________________

Pain med:  No  Yes (specify) ____________________________

Dose  ___________________________________________________

Last Dose (am/pm) ________________________________________ 

On Scheduled Insulin  Yes          No
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Hospital to Post-Acute Care
Transfer Form

F. Hospital Physician Care Team Information

Primary Care Physician (or Hospitalist) ___________________________________________________________________________________  Tel  ( ___________ ) _______________________

Specialist ______________________________________________________  Specialty ______________________________________________  Tel ( ___________ ) _______________________

Specialist ______________________________________________________  Specialty ______________________________________________  Tel ( ___________ ) _______________________

E. Post-Acute Care Information

Transfered to _______________________________________________________________________________________________________  Tel  ( ___________ ) __________________________

Nurse to Nurse verbal report?    No  Yes (specify to whom) _____________________________________________________________________________________________________

H. High Risk Conditions/Treatment Information (check all that apply)

 Fall Risk   Precautions: __________________________________________________________________________________________________________________________

Heart Failure:  New diagonsis?  Exacerbation this admission? Date of last echo ______/______/______  EF_________ %   Dry Weight (if known) ______________

 Anticoagulated: Reason:  Afib          DVT/PE          Mech. Valve          Post-OP  Low EF  Other _________________________________________

Duration ____________ Goal INR:    1.5 -2.5  2 -3  Other _________________________________________

 On PPI: Indication(s):  In-hospital prophylaxis and can be d/c         Specific Dx: ________________________________________

On Antibiotics: Indication(s): ______________________________ Total Treatment Course ________ days Date started ________  /________ _ /_________

Diabetic: Most recent glucose Date ________  /________ _ /_________ Time (am/pm) _____________________________________________

(Please attach list of recent values if available)

G. Key Clinical Information

Vital Signs Time Taken ______________________________  Pain Rating ____________________  N/A Pain Site _________________________________________

Temp________________ BP __________________ HR_________________ RR _________________ O2 Sat ______________ Weight _____________________

Mental Status  Alert  Disoriented, follows commands  Disoriented, cannot follow commands  Not Alert

Diagnoses Primary Discharge Diagnosis ____________________________________________________________________________________________________________

Other Medical Diagnoses ____________________________________________________________________________________________________________________________________

Mental Health Diagnoses ____________________________________________________________________________________________________________________________________

A. Patient Information

Name ____________________________________________________________________

DOB ____________ /____________ /____________ Gender:  M    F

Language:  English  Other _______________________________________________

Race/Ethnicity:   White  Black  Hispanic  Other__________________________

C. Advance Directives/Goals of Care

 Full Code  DNR  DNI (Do Not Intubate)

 DNH (Do Not Hospitalize)  No Artificial Feeding  Comfort Care

 Hospice Care

 Other (specify) ___________________________________________________________

Were goals of care discussed during this hospitalization?  No  Yes (specify)

__________________________________________________________________________

Patient decision making capacity?  Capable of making decisions

 Requires proxy

I. Procedures & Key Findings (during this hospitalization) *Please Attach Reports *
List Procedures (surgeries, imaging) __________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Key findings ______________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

B. Respresentative/Caregiver/ Proxy Contact

Family/Caregiver Name  _____________________________________________________

Tel  ( ___________ )  ____________________________________________________________________

Healthcare Proxy/Guardian Name (if different) ___________________________________

Tel  ( ___________ ) ____________________________________________________________________

D. Transferring Hospital Information

Hospital __________________________________________________________________

Unit  ______________________________________________________________________

Discharging RN  ____________________________________________________________

Tel  ( ___________ )  ____________________________________________________________________

Discharging MD ____________________________________________________________

Tel /Page ( __________ )  __________________________________________________________

Date of Admission to Hospital  ____________ /____________ /____________

J. Medications and Allergies

 Medication List Attached

Please provide a HARD COPY PRESCRIPTION FOR CONTROLLED SUBSTANCES

Allergies:  None known  Yes (specify) ____________________________

Pain med:  No  Yes (specify) ____________________________

Dose ___________________________________________________

Last Dose (am/pm)________________________________________

On Scheduled Insulin  Yes No

£ COVID
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K. Nursing Care

Physical and Sensory Function

Ambulation  Independent  With Assistance  With Assistive Device  Not Ambulatory

Weight Bearing  Full  Partial    L  /  R  None    L  /  R

Transfer  Self  1-Person Assist  2-Person Assist

Sensory Function Sight:   Normal    Impaired    Blind Hearing:   Normal    Impaired    Deaf

Devices  Walker  Cane  Crutches 

 Glasses  Contacts  Dentures  

Continence  Bladder Incontinent  Catheter   Date inserted ________  / ________  / ________

 Skin protection  Other (specify)  ____________________________________________

 Wheelchair 

 Prosthesis 

 Hearing Aid    L / R

Reason for catheter:   Retention  

 Bowel Incontinent 

 Ostomy   Date of last BM ________  / ________  / ________

Nutrition and Hydration

Diet ________________________________________________  Consistency ________________________________________ Free Water Restriction ______________________________

Eating Instructions   Self   With Assistance  Difficulty Swallowing  ( Attach speech therapy recommendations if available )

Tube Feeding   G-tube       J-tube       Date inserted ________  / ________  / ________  Free Water Bolus ______________ cc   every____________  hrs

  Tube feed product  ______________________________________________________ Rate: ______________ cc/h       Duration______________ h/day

   TPN Frequency  _______________________________________________________
Treatments and Therapeutic Devices
 PICC  Portacath  Date inserted  ________  / ________  / ________  (Please attach imaging report confirming placement )  

Cardiac  Pacemaker  ICD  Other (specify)  _____________________________________

Respiratory   CPAP  BiPAP  O2  _______  L      prn        continuous        Suction        Trach size  _________

Therapies (please attach assessment /recommendations)

 PT   OT  Speech  Respiratory  Dialysis

Skin Care

 No skin breakdown   Pressure ulcer/injury:  Stage ___________       Location _____________  2nd Pressure ulcer/injury :  Stage __________       Location_______________________

 Other wounds (specify) ____________________________________________________________________________________________________________________________________

Risks and Precautions (check all that apply)

 Fall   Delirium  Agitation  Aggression  Unescorted exiting  Aspiration  Other ________________________________ 

Precautions _______________________________________________________________________________________________________________________________________________

Infection Control Issues

Infection /Colonization    MRSA  VRE  C.difficle   ESBL   Norovirus  Flu/respiratory

Isolation Precautions   None  Contact  Contact-Plus  Droplet  Airborne

Immunizations ( in hospital )  

M. Attached Document and Notes (check all that are included )

 Admission H&P   Specialist Consultations  Medication Reconciliation  Operative Reports  Diagnostic Studies 

 Labs  Diabetic Glucose values  PICC placement confirmation  Rehab Therapy Notes  Respiratory Therapy Notes 

 Nutrition Notes   Pain ratings  Code Status  Advance Directive  Discharge Summary

L. Critical Transitional Care Information: Pending Tests and Follow-Up

Summarize high-priority care needs for next 24-48 hrs ( including essential medications, pain control, tests needed, follow-up): __________________________________________________  

__________________________________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Pending Lab and Test Results:  ________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Recommended Follow-Up Tests, Procedures, Appointments:  ______________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________ 

 Other (specify)  ___________________________________________________________________________________________________________
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2nd Pressure ulcer/injury:

Yes                                          No

TPN Frequency

Continent      Incontinent         Urinary catheter in place (Date inserted                                                       )Bladder Function
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K. Nursing Care

Physical and Sensory Function

Ambulation  Independent  With Assistance  With Assistive Device  Not Ambulatory

Weight Bearing  Full  Partial    L / R  None    L / R

Transfer  Self  1-Person Assist  2-Person Assist

Sensory Function Sight:   Normal    Impaired  Blind Hearing:   Normal    Impaired  Deaf

Devices  Walker  Cane  Crutches

 Glasses  Contacts  Dentures

Continence  Bladder Incontinent  Catheter   Date inserted ________ /________ /________

 Skin protection  Other (specify) ____________________________________________

Wheelchair 

 Prosthesis 

 Hearing Aid   L / R

Reason for catheter:   Retention 

 Bowel Incontinent 

 Ostomy  Date of last BM ________  /________  /________

Nutrition and Hydration

Diet ________________________________________________ Consistency ________________________________________ Free Water Restriction ______________________________

Eating Instructions  Self  With Assistance  Difficulty Swallowing  ( Attach speech therapy recommendations if available )

Tube Feeding  G-tube  J-tube  Date inserted ________  / ________  / ________  Free Water Bolus ______________ cc   every____________ hrs

 Tube feed product ______________________________________________________ Rate: ______________ cc/h       Duration______________ h/day

TPN Frequency _______________________________________________________
Treatments and Therapeutic Devices
 PICC  Portacath  Date inserted  ________ /________ /________ (Please attach imaging report confirming placement )

Cardiac  Pacemaker  ICD  Other (specify) _____________________________________

Respiratory  CPAP  BiPAP  O2 _______ L  prn  continuous  Suction  Trach size _________

Therapies (please attach assessment /recommendations)

 PT  OT  Speech  Respiratory  Dialysis

Skin Care

 No skin breakdown  Pressure ulcer/injury: Stage ___________ Location _____________ 2nd Pressure ulcer/injury :  Stage __________  Location_______________________

Other wounds (specify)____________________________________________________________________________________________________________________________________

Risks and Precautions (check all that apply)

 Fall  Delirium  Agitation  Aggression  Unescorted exiting  Aspiration  Other ________________________________

Precautions _______________________________________________________________________________________________________________________________________________

Infection Control Issues

Infection /Colonization  MRSA  VRE  C.difficle  ESBL  Norovirus  Flu/respiratory

Isolation Precautions  None  Contact  Contact-Plus  Droplet  Airborne

Immunizations ( in hospital )  Influenza:  No          Yes (date): ________  /________  /________  Pneumococcal:  No   Yes (date): ________  /________  /________

M. Attached Document and Notes (check all that are included )

 Admission H&P  Specialist Consultations  Medication Reconciliation  Operative Reports  Diagnostic Studies

 Labs  Diabetic Glucose values  PICC placement confirmation  Rehab Therapy Notes  Respiratory Therapy Notes

 Nutrition Notes  Pain ratings  Code Status  Advance Directive  Discharge Summary

L. Critical Transitional Care Information: Pending Tests and Follow-Up

Summarize high-priority care needs for next 24-48 hrs ( including essential medications, pain control, tests needed, follow-up): __________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Pending Lab and Test Results: ________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Recommended Follow-Up Tests, Procedures, Appointments: ______________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Other (specify) ___________________________________________________________________________________________________________
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Hospital to Post-Acute Care
Transfer Form (cont’d)

K. Nursing Care

Physical and Sensory Function

Ambulation  Independent  With Assistance  With Assistive Device  Not Ambulatory

Weight Bearing  Full  Partial    L / R  None    L / R

Transfer  Self  1-Person Assist  2-Person Assist

Sensory Function Sight:   Normal    Impaired  Blind Hearing:   Normal    Impaired  Deaf

Devices  Walker  Cane  Crutches

 Glasses  Contacts  Dentures

Continence  Bladder Incontinent  Catheter   Date inserted ________ /________ /________

 Skin protection  Other (specify)  ____________________________________________

Wheelchair 

 Prosthesis 

 Hearing Aid   L / R

Reason for catheter:   Retention 

 Bowel Incontinent 

 Ostomy  Date of last BM ________  / ________  / ________

Nutrition and Hydration

Diet ________________________________________________ Consistency ________________________________________ Free Water Restriction ______________________________

Eating Instructions  Self  With Assistance  Difficulty Swallowing  ( Attach speech therapy recommendations if available )

Tube Feeding  G-tube  J-tube  Date inserted ________ /________ /________ Free Water Bolus ______________ cc   every____________ hrs

 Tube feed product ______________________________________________________ Rate: ______________ cc/h       Duration______________ h/day

TPN Frequency _______________________________________________________
Treatments and Therapeutic Devices
 PICC  Portacath  Date inserted  ________ /________ /________ (Please attach imaging report confirming placement )

Cardiac  Pacemaker  ICD  Other (specify) _____________________________________

Respiratory  CPAP  BiPAP  O2 _______ L  prn  continuous  Suction  Trach size _________

Therapies (please attach assessment /recommendations)

 PT  OT  Speech  Respiratory  Dialysis

Skin Care

 No skin breakdown  Pressure ulcer/injury: Stage ___________ Location _____________ 2nd Pressure ulcer/injury :  Stage __________  Location_______________________

Other wounds (specify)____________________________________________________________________________________________________________________________________

Risks and Precautions (check all that apply)

 Fall  Delirium  Agitation  Aggression  Unescorted exiting  Aspiration  Other ________________________________

Precautions _______________________________________________________________________________________________________________________________________________

Infection Control Issues

Infection /Colonization  MRSA  VRE  C.difficle  ESBL  Norovirus  Flu/respiratory

Isolation Precautions  None  Contact  Contact-Plus  Droplet  Airborne

Immunizations ( in hospital )  Influenza:  No          Yes (date): ________  /________  /________  Pneumococcal:  No   Yes (date): ________  /________  /________

M. Attached Document and Notes (check all that are included )

 Admission H&P  Specialist Consultations  Medication Reconciliation  Operative Reports  Diagnostic Studies

 Labs  Diabetic Glucose values  PICC placement confirmation  Rehab Therapy Notes  Respiratory Therapy Notes

 Nutrition Notes  Pain ratings  Code Status  Advance Directive  Discharge Summary

L. Critical Transitional Care Information: Pending Tests and Follow-Up

Summarize high-priority care needs for next 24-48 hrs ( including essential medications, pain control, tests needed, follow-up): __________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Pending Lab and Test Results: ________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Recommended Follow-Up Tests, Procedures, Appointments: ______________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Other (specify) ___________________________________________________________________________________________________________

Reason for catheter Retention
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Hospital to Post-Acute Care
Transfer Form (cont’d)

K. Nursing Care

Physical and Sensory Function

Ambulation  Independent  With Assistance  With Assistive Device  Not Ambulatory

Weight Bearing  Full  Partial    L / R  None    L / R

Transfer  Self  1-Person Assist  2-Person Assist

Sensory Function Sight:   Normal    Impaired  Blind Hearing:   Normal    Impaired  Deaf

Devices  Walker  Cane  Crutches

 Glasses  Contacts  Dentures

Continence  Bladder Incontinent  Catheter   Date inserted ________ /________ /________

 Skin protection  Other (specify) ____________________________________________

Wheelchair 

 Prosthesis 

 Hearing Aid   L / R

Reason for catheter:   Retention 

 Bowel Incontinent 

 Ostomy   Date of last BM ________  /________  /________

Nutrition and Hydration

Diet ________________________________________________ Consistency ________________________________________ Free Water Restriction ______________________________

Eating Instructions  Self  With Assistance  Difficulty Swallowing  ( Attach speech therapy recommendations if available )

Tube Feeding  G-tube  J-tube  Date inserted ________ /________ /________ Free Water Bolus ______________ cc   every____________ hrs

 Tube feed product ______________________________________________________ Rate: ______________ cc/h       Duration______________ h/day

TPN Frequency _______________________________________________________
Treatments and Therapeutic Devices
 PICC  Portacath  Date inserted  ________ /________ /________ (Please attach imaging report confirming placement )

Cardiac  Pacemaker  ICD  Other (specify) _____________________________________

Respiratory  CPAP  BiPAP  O2 _______ L  prn  continuous  Suction  Trach size _________

Therapies (please attach assessment /recommendations)

 PT  OT  Speech  Respiratory  Dialysis

Skin Care

 No skin breakdown  Pressure ulcer/injury: Stage ___________ Location _____________ 2nd Pressure ulcer/injury :  Stage __________  Location_______________________

Other wounds (specify)____________________________________________________________________________________________________________________________________

Risks and Precautions (check all that apply)

 Fall  Delirium  Agitation  Aggression  Unescorted exiting  Aspiration  Other ________________________________

Precautions _______________________________________________________________________________________________________________________________________________

Infection Control Issues

Infection /Colonization  MRSA  VRE  C.difficle  ESBL  Norovirus  Flu/respiratory

Isolation Precautions  None  Contact  Contact-Plus  Droplet  Airborne

Immunizations ( in hospital )  Influenza:  No          Yes (date): ________  /________  /________  Pneumococcal:  No   Yes (date): ________  /________  /________

M. Attached Document and Notes (check all that are included )

 Admission H&P  Specialist Consultations  Medication Reconciliation  Operative Reports  Diagnostic Studies

 Labs  Diabetic Glucose values  PICC placement confirmation  Rehab Therapy Notes  Respiratory Therapy Notes

 Nutrition Notes  Pain ratings  Code Status  Advance Directive  Discharge Summary

L. Critical Transitional Care Information: Pending Tests and Follow-Up

Summarize high-priority care needs for next 24-48 hrs ( including essential medications, pain control, tests needed, follow-up): __________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Pending Lab and Test Results: ________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Recommended Follow-Up Tests, Procedures, Appointments: ______________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Other (specify) ___________________________________________________________________________________________________________
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©2014 Florida Atlantic University, all rights reserved.

Hospital to Post-Acute Care
Transfer Form (cont’d)

K. Nursing Care

Physical and Sensory Function

Ambulation  Independent  With Assistance  With Assistive Device  Not Ambulatory

Weight Bearing  Full  Partial    L / R  None    L / R

Transfer  Self  1-Person Assist  2-Person Assist

Sensory Function Sight:   Normal    Impaired  Blind Hearing:   Normal    Impaired  Deaf

Devices  Walker  Cane  Crutches

 Glasses  Contacts  Dentures

Continence  Bladder Incontinent  Catheter   Date inserted ________ /________ /________

 Skin protection  Other (specify) ____________________________________________

Wheelchair 

 Prosthesis 

 Hearing Aid   L / R

Reason for catheter:   Retention 

 Bowel Incontinent 

 Ostomy  Date of last BM ________  /________  /________

Nutrition and Hydration

Diet ________________________________________________ Consistency ________________________________________ Free Water Restriction ______________________________

Eating Instructions  Self  With Assistance  Difficulty Swallowing  ( Attach speech therapy recommendations if available )

Tube Feeding  G-tube  J-tube  Date inserted ________ /________ /________ Free Water Bolus ______________ cc   every____________ hrs

 Tube feed product ______________________________________________________ Rate: ______________ cc/h       Duration______________ h/day

TPN Frequency _______________________________________________________
Treatments and Therapeutic Devices
 PICC  Portacath  Date inserted  ________ /________ /________ (Please attach imaging report confirming placement )

Cardiac  Pacemaker  ICD  Other (specify) _____________________________________

Respiratory  CPAP  BiPAP  O2 _______ L  prn  continuous  Suction  Trach size _________

Therapies (please attach assessment /recommendations)

 PT  OT  Speech  Respiratory  Dialysis

Skin Care

 No skin breakdown  Pressure ulcer/injury: Stage ___________ Location _____________ 2nd Pressure ulcer/injury :  Stage __________  Location_______________________

Other wounds (specify)____________________________________________________________________________________________________________________________________

Risks and Precautions (check all that apply)

 Fall  Delirium  Agitation  Aggression  Unescorted exiting  Aspiration  Other ________________________________

Precautions _______________________________________________________________________________________________________________________________________________

Infection Control Issues

Infection /Colonization  MRSA  VRE  C.difficle  ESBL  Norovirus  Flu/respiratory

Isolation Precautions  None  Contact  Contact-Plus  Droplet  Airborne

Immunizations ( in hospital )  Influenza:  No          Yes (date): ________  /________  /________  Pneumococcal:  No   Yes (date): ________  /________  /________

M. Attached Document and Notes (check all that are included )

 Admission H&P  Specialist Consultations  Medication Reconciliation  Operative Reports  Diagnostic Studies

 Labs  Diabetic Glucose values  PICC placement confirmation  Rehab Therapy Notes  Respiratory Therapy Notes

 Nutrition Notes  Pain ratings  Code Status  Advance Directive  Discharge Summary

L. Critical Transitional Care Information: Pending Tests and Follow-Up

Summarize high-priority care needs for next 24-48 hrs ( including essential medications, pain control, tests needed, follow-up): __________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Pending Lab and Test Results: ________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Recommended Follow-Up Tests, Procedures, Appointments: ______________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Other (specify) ___________________________________________________________________________________________________________

Monitor Output                          (describe)

Date of last bowel movement (if known)
Continent      Incontinent          OstomyBowel Function
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£ Pneumococcal:    £ No    £ Yes  (date): ____/___/_____     Type (Specify which vaccine if known): _____________________________

£ Influenza:     £ No    £ Yes (date): ____/___/_____ £ COVID:    £ No    £ Yes (date): ____/___/_____ 

£ COVID:    £ No    £ Yes (date): ____/___/_____ 

£ Tracheostomy Care                              £ Ventilator Care   
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Immediate Notification

Any symptom, sign or apparent discomfort that is: 
• Acute or Sudden in onset, and:

• A Marked Change (i.e., more severe) in relation to usual symptoms and signs, or
• Unrelieved by measures already prescribed

Non-Immediate Notification

• New or worsening symptoms that do not meet above criteria

This guidance is adapted from: AMDA Clinical Practice Guideline – Acute Changes in Condition in the Long-Term Care Setting 2003; and
Ouslander, J, Osterweil, D, Morley, J. Medical Care in the Nursing Home. McGraw-Hill, 1996

Change in Condition: When to report to the MD/NP/PA
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Vital Sign1 Report Immediately* Non-Immediate

Blood Pressure
Pulse
Respiratory Rate
Temperature2

• Systolic BP > 200 mmHg or < 90 mmHg
• Diastolic BP > 115 mmHg
• Resting pulse > 100, < 50
• Respirations > 28, < 10/minute
• Non-rectal temp > 100.5 F
• Oxygen saturation < 90%

• Diastolic BP > 90 mmHg
• New irregular pulse

Weight Loss • New onset of anorexia with or without weight loss
• 5% or more within 30 days
• 10% or more within 6 months

Weight Gain • 3 lbs in 3 days or 5 lbs in 7 days in resident with 
– Heart Failure (HF)
– Chronic Renal Failure
– other volume overload state

Vital Signs (report why vital signs were taken)

*Unless these values are stable and known by the primary care clinician

1 See INTERACT Guidance on Identification and Management of Infections if acute changes in vital signs are noted  2 See INTERACT Fever Care Path 

• > 2 non-rectal temp > 99 F
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Laboratory Tests/Diagnostic Procedures 
(report why the test or procedure was done)

Test/Procedure Report Immediately* Non-Immediate

Complete Blood Count • WBC > 14,000
• Hemoglobin (Hb) < 8

• Hematocrit < 24
• Platelets < 50,000

WBC > 10,000 without symptoms or fever

Chemistry • Blood/urea/nitrogen (BUN) > 60 mg/dl
• Calcium (Ca) > 12.5 mg/dl
• Potassium (K) < 3.0, > 6.0 mEq/L
• Sodium (Na) < 125, > 155 mEq/L
• Blood glucose > 300 mg/dl or < 70 mg/dl (diabetic)

• Glucose consistently
> 200 mg/dl

• Hb A1c (any value)
• Albumin (any value)
• Bilirubin (any value)

• Cholesterol (any value)
• Triglycerides (any value)
• Other chemistry values

Consult Reports Consultant report recommending immediate action  or 
changes in management

Routine consultant report recommending routine  
action or changes in resident’s management

Drug Levels Levels above therapeutic range of any drug  
(hold next dose ) 

Any therapeutic or low level

INR (International 
Normalized Ratio)

• INR > 6 IUs (hold warfarin) •  INR 3-6 IUs (hold warfarin)
• PT (in seconds) 2x control (hold warfarin)

Urinalysis Abnormal result in resident with signs and symptoms 
possibly related to urinary tract infection or urosepsis (e.g. 
fever, burning sensation, pain in suprapubic or flank area)

Abnormal result in resident with no signs or symptoms

Urine Culture3 >100,000 colony count with a urinary pathogen with 
symptoms

Any growth with no symptoms

X-ray New or unsuspected finding  (e.g., fracture, pneumonia, 
HF)

Old or long-standing finding, no change

1,2

3

*Unless these values are stable and known by the primary care clinician
1See INTERACT Guidance on Identification and Management of Infections        2 See INTERACT Fever Care Path       3 See INTERACT UTI Care Path 
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1 See INTERACT GI Symptoms Care Path     2 See INTERACT Change in Behavior Care Path  3 See  INTERACT Acute Mental Status Change Care Path  

Signs and Symptoms  A’s
Symptom or Sign Immediate Non-Immediate

Abdominal Pain1 Abrupt onset severe pain or distention, OR  with fever, 
vomiting

Mild diffuse or localized pain, unrelieved  
by antacids or laxatives

Abdominal Distention1 Rapid onset, OR presence of marked tenderness,  fever, 
vomiting, GI bleeding 

Progressive or persistent distension not  
associated with symptoms

Abdominal Tenderness1 

(e.g., bloating, cramps, etc.)
Associated with fever, continuous GI bleeding,  
or other acute symptoms

Persistent discomfort not associated with  
other acute symptoms 

Abrasion Accompanied by significant pain or bleeding If bleeding continues or if associated with  
evidence of local infection

Agitation2 Abrupt onset of significant change from usual,  OR 
associated with fever or new onset abnormal  
neurological signs

Continued progression or persistence of symptoms

Altered Mental Status3 Abrupt significant change in cognitive function from 
usual with or without altered level of consciousness

Persistent change from usual cognitive function  
with no other criteria met for immediate notification

Appetite, Diminished No oral intake 2 consecutive meals Significant decline in food and fluid intake in resident 
with marginal hydration and nutritional status 

Asthma Acute episode with wheezing, dyspnea,  or respiratory 
distress

Self-limited episode that was more extensive or  
less responsive to treatment than the usual

© 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. This document is 
available for clinical use, but may not be resold or incorporated in software without the 
permission of Florida Atlantic University.
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Symptom or Sign Immediate Non-Immediate

Back, injuries  
and complaints

Abrupt onset of severe pain secondary to fall or injury,  
OR pain with new abnormal neurological signs

Persistent back pain not responding to existing  
or progressive orders

Behavioral Symptoms New or worsening physical/verbal aggression (biting, 
kicking, cursing, screaming, etc.) and/or danger to self or 
others

New or worsening non-aggressive physical/verbal 
symptoms posing no danger to self or others

Bleeding, rectal  
(melena)

Persistent, or accompanied by diaphoresis, tachycardia, 
significant orthostatic BP drop

Recent self-limited bleeding: black stool or melena  
without change in vital signs; stools positive for occult 
blood on routine testing

Blisters Secondary to any burn more than a minor one New onset large tense blisters with fever

Bowel Sounds
(absent or hyperactive)1

Associated with severe abdominal pain / distention with 
or without fever or vomiting

Continued progression or persistence of symptoms

Burns Any burn other than a minor first degree burn 
with no significant pain

Minor first degree burn in past twenty-four hours

Signs and Symptoms  B’s

1See INTERACT Gastrointestinal (GI) Symptoms Care Path  © 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. This document is 
available for clinical use, but may not be resold or incorporated in software without the 
permission of Florida Atlantic University.
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Symptom or Sign Immediate Non-Immediate

Chest pain, pressure  
or tightness

New or abrupt onset, unrelieved by current medications,  
OR accompanied by diaphoresis, change in vital signs or  
new EKG changes

Relieved by antacids or nitroglycerin, without other  
symptoms, but recurring more often than usual

Common cold
(symptoms of)

With marked respiratory distress, severe cough,
or T > 100.5 F

Change in color of sputum or phlegm; persistent  
need for symptom relief

Complaint, medical,  
by family or patient

Demand to speak to a physician or have a medical  
assessment without delay

Any persistent or recurrent complaint   that might  
need a physician’s attention

Confusion1 See Altered Mental Status See Altered Mental Status

Consciousness,  
altered1

Sudden change in level of consciousness  
or responsiveness

Gradual change in level of consciousness not associated 
with other criteria for immediate notification

Constipation Severe abdominal pain, rigid abdomen,  
absent bowel sounds

< 1 BM in a week

Contusions Accompanied by significant pain or bleeding Associated with a recent fall with no other complications

Cough 2 Associated with blood in sputum, new sputum  
production, fever or respiratory distress

New or recent onset of persistent or nocturnal cough,  
causing discomfort or disturbing sleep

1 See INTERACT Acute Mental Status Change Care Path     2 See INTERACT Symptoms of Lower Respiratory Illness  Care Path © 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. This document is 
available for clinical use, but may not be resold or incorporated in software without the 
permission of Florida Atlantic University.
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1 See INTERACT GI Symptoms Care Path     2 See INTERACT Shortness of Breath Care Path   3 See INTERACT UTI Care Path 

Signs and Symptoms  D’s
Symptom or Sign Immediate Non-Immediate

Delirium See Altered Mental Status See Altered Mental Status

Depressed affect 
(see ‘Suicide, potential’ )

Acute suicidal ideation Recent onset of significant mood decline,  
with anorexia, crying, and sleeplessness

Diabetes, poorly  
controlled

Any diabetic with altered mental status, or an acute  
infection, OR hypoglycemic episode in someone  
on hypoglycemic medication or not responding to  
additional glucose; 
Glucose > 300 or < 70 mg/dl

Usually stable diabetic with change in oral intake,  
thirst, or urination, fluctuating or rising blood sugars

Diarrhea1 Acute onset of 3 or more episodes of loose stools Persistent multiple loose with stable vital signs

Discoloration of Skin Any new skin discoloration accompanied by  
significant pain

Any new skin discoloration without any  
other symptoms

Dizziness or  
unsteadiness

Abrupt onset, with slurred speech, or other focal  
neurological findings

Minor but persistent change over past 24 hours  
from usual pattern

Dyspnea 2 
(shortness of breath)

See Shortness of Breath See Shortness of Breath

Dysuria3 See urination, painful Not applicable

© 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. This document is 
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1 See INTERACT Symptoms of HF Care Path       2 See INTERACT Fall Care Path       3 See INTERACT Fever Care Path

Signs and Symptoms  E, F, G’s
Symptom or Sign Immediate Non-Immediate

Earache Severe ear pain, bleeding or discharge from canal Progressive or persistent ear pain

Edema1 Abrupt onset unilateral leg edema, with tenderness  
or redness or progressive bilateral edema with or  
without SOB

Persistent unilateral or bilateral edema

Eye injuries ( foreign bodies;  
chemical burns; contusions )

Any eye injury Any persistent redness of eyes not associated  
with known injury or infection

Fainting Sudden loss of consciousness

Fall2 With any suspected serious injury (e.g. fracture)  
any hip pain, or more than minor pain elsewhere

Fall with no or minor injury

Fever3 New onset T > 100.5 F regardless of any other  
symptoms ( unless under treatment already and  
clinician already aware )

Gradual increase in temperature curve or recurrent 
daily temperature spikes for more than two days

Fractures and  
dislocation

Any suspected fracture or dislocation

Gait disturbances Abrupt onset with slurred speech, or other new  
focal neurological findings

Significant recent changes in gait without other  
symptoms or findings

© 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. This document is 
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permission of Florida Atlantic University.
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1 See INTERACT UTI Care Path

Signs and Symptoms  H, I, J’s
Symptom or Sign Immediate Non-Immediate

Hallucinations Abrupt onset of visual or auditory hallucinations Continued progression or persistence of problem

Head injuries Any head injury with change in level of consciousness, 
other mental status change, or any focal neurological 
findings

Head injury not meeting Immediate 
Notification criteria

Headache Abrupt onset of progression of severe headache  
with fever, change in mental status, or focal  
neurological abnormalities

Persistent nagging headache, unresponsive  
to standard analgesics

Hearing loss Abrupt onset or progression of hearing loss with fever
or focal neurological abnormalities

Significant hearing loss without other  
significant symptoms

Hematuria1

(blood in urine)
Gross hematuria with pain, fever or other signs  
of bleeding at other sites

One isolated episode of blood-tinged urine  
without fever or other signs of bleeding, or  
other urinary symptoms

Hypothermia New onset T < 95F, OR T more than two degrees  
below usual with change in mental status or other 
symptoms

New onset T < 95, OR  T more than two degrees  
below usual lower limits of normal, without change  
in mental status or other symptoms

Incontinence  
of urine or stool1

New onset of incontinence with fever, neurological 
abnormalities or other symptoms

New onset without other abnormalities or  
other symptoms

Itching (pruritus) Severe unremitting itching, OR occurring after  
recent change in medications

Persistent mild to moderate itching unrelieved  
by topical treatment or mild antihistamines

Jaundice
(yellowing of skin)

Abrupt onset of jaundice with or without nausea /  
vomiting/fever

Continued progression or persistence of problem

© 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. This document is 
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1 See INTERACT SOB Care Path/INTERACT LRI Care Path     2 See INTERACT Acute Mental Status Change Care Path     3 See INTERACT GI Symptoms Care Path

Signs and Symptoms  L, M, N’s
Symptom or Sign Immediate Non-Immediate

Laceration Any laceration requiring sutures Any laceration not requiring sutures and without  
other symptoms

Lung Sounds1

(abnormal)
Abrupt onset of wheezing, rales or rhonchi (new) Self-limited episode of abnormal lung sounds that  

was more extensive and less responsive to treatment 
than usual

Medication error Causing any new symptoms OR involving  
a cardiac, psychotropic, or other drug with  
potential for significant toxic side effects

Not applicable

Medication side effects Any abrupt symptoms or significant changes  
in condition that might be associated with one  
or more medications

Any minor symptoms or changes in status that  
might be associated with one or more medications

Memory loss2 Abrupt onset or progression of memory loss  
with fever, change in level of consciousness,  
or focal neurological abnormalities

Noticeable decline in memory or mental  
status without other apparent symptoms

Musculoskeletal pain Marked localized bruising, swelling, or pain over  
joint or bone, with or without recent fall

Progressive or more frequent pain

Nausea3 Associated with fever, vomiting or recent change in 
condition

Persistent discomfort not associated with other acute 
symptoms

Nocturia Not applicable Marked increase in nocturia from usual pattern for >2 days 

Nosebleed Acute nosebleed which persists despite simple  
packing or pinching nostrils

Recent minor nosebleed with more than minor  
blood streaking
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1 See INTERACT UTI Care Path   2 See Change in Behavior Care Path   3 See INTERACT Guidance on Identification and Management of Infections 

Signs and Symptoms  P, R’s
Symptom or Sign Immediate Non-Immediate

Pain New severe pain, or marked increase in chronic pain Increase in frequency or severity of pain

Personality change2 Abrupt significant change from usual, associated with 
fever, or new onset of abnormal neurological signs

Recent minor but persistent change or fluctuation  
in behavior, memory, or mood from usual

Pressure ulcer/injury New onset T > 100.5 F in someone with Grade 2 or  
higher ulcer/injury

New onset Grade 2 or higher pressure ulcer/injury, OR  
progression of pressure ulcer/injury despite interventions

Puncture wounds Deep or open wound, OR with more than minor  
bleeding

Minor uncomplicated puncture wound

Rash in someone taking a new medication, OR  
one known to cause allergic reaction

Recent onset of localized or diffuse pruritic rash, OR  
any rash accompanied by other systematic symptoms

Rash

Purulent discharge3 from 
around the urinary catheter

New discharge associated with acute pain, 
swelling, or tenderness 

Pain/tenderness in testes1 New pain or tenderness on testes suggesting epididymitis

Orthostatic hypotension Drop of >20 mmHg systolic from sitting to standing Not applicable

Not applicable

Not applicable
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1 See INTERACT Shortness of Breath Care Path     2 See INTERACT Acute Mental Status Change Care Path

Signs and Symptoms  S’s
Symptom or Sign Immediate Non-Immediate

Seizure activity Any new onset seizure activity, OR persistent seizure  
in someone with known intermittent seizure activity

Self-limited seizure in past 24 hours in a resident  
with known seizure activity who is already on an 
anticonvulsant

Shortness of breath 
(dyspnea)1

Abrupt onset of shortness of breath with pain, fever, or 
respiratory distress, or with progressive leg edema

Recently progressive or persistent minor shortness of 
breath without other symptoms

Skin Tear Accompanied by significant pain or bleeding Not associated with immediate notification criteria

Sleep disturbance Not applicable Difficulty sleeping

Sore throat Accompanied by respiratory distress or inability to  
swallow

With mild to moderate symptoms of upper respiratory 
infection not responding to standard conservative 
treatments 

Speech, abnormality 2 Abrupt change in speech, with or without other  
focal neurological findings

Not applicable

Splinters /slivers If unable to remove readily, with OR accompanied  
by considerable pain or bleeding

If area appears to be infected, with erythema  
or purulent drainage, OR if no tetanus shot within 
past ten years

Suicide potential Makes a suicidal gesture, OR discusses a detailed  
plan for carrying out suicide

New onset of talking about wanting to die, but not 
making any specific suicidal threats

Swallowing difficulty With new onset or progressive choking, aspiration Decreased intake from dysphagia, with potential  
risk of dehydration malnutrition

© 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. This document is 
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Symptom or Sign Immediate Non-Immediate

Toothache Accompanied by fever, severe pain, redness,  or 
swelling in mouth, cheek, or jaw

Persistent or progressive discomfort not  
responding to conservative measures

Urination
(painful)

Abrupt onset of painful urination with or without  
fever, frequency

Not applicable

Urinary hesitancy  
or retention

Abrupt decrease in urinary output, with lower  
abdominal distension, discomfort over bladder,  or 
bladder volume > 400 cc

Decreased in urinary output over 1 - 2 days, or new 
onset of post-void residual > 300 cc

Vaginal bleeding Bleeding with clots that saturate one pad  
or more every two hours

Episode of bleeding that persist or that resolved  
spontaneously

Vaginal discharge  
or spotting

Not applicable New or recurrent discharge or spotting

Vision, partial or  
complete loss

Abrupt onset with pain, redness, or other symptoms Recent significant change

Vomiting 1 Persistent or recurrent (2 or more within 12 hours) 
vomiting, with or without abdominal pain, 
bleeding, distension/fever

Intermittent recurrent vomiting without immediate 
notification criteria met

Vomiting blood 1 
(hematemesis)

New onset hematemesis with clots, OR accompanied  
by rapid pulse or orthostatic BP drop

One isolated episode of blood-streaked vomiting 
without other significant symptoms 

1 See INTERACT GI Care Path © 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. This document is 
available for clinical use, but may not be resold or incorporated in software without the 
permission of Florida Atlantic University.
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Symptom or Sign Immediate Non-Immediate

Walking difficulty Acute onset accompanied by other neurological signs Recent onset not resolving spontaneously

Weakness, arm or leg Abrupt onset of noticeable change in strength or use Gradual recent onset not resolving spontaneously 

Weakness, general Abrupt onset of general weakness with fever or other 
acute symptoms

Abrupt onset of general weakness without fever, change  
in level of consciousness, or other acute symptoms

Weight, change in •  New onset of anorexia with or without weight loss
•  5% or more within 30 days
•  10% or more within 6 months

Wounds Any wound that will not stop bleeding, OR that exposes 
subcutaneous tissue

Apparently minor recent wound now developing  
redness, swelling, or pain

• Weight gain 3 lbs. in 3 days or 5 lbs. in 7 days in 
resident with
-  HF
-  chronic renal failure
-  other volume overload state
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Advance Care Planning 
Tracking Form

Resident/Patient Name _________________________________________________________________

Residents/Patients and/or their responsible health care decision makers should be provided the opportunity 
to discuss advance care planning with appropriate staff members and medical providers within the first few 
days of admission to the facility, at times of change in condition, and periodically for routine updating of 
care plans. The purpose of this tool is to document these discussions. (Several other INTERACT Advance 
Care Planning Tools may be helpful in ACP discussion)

 Other

This documentation is to
 Create a new Advance Care Plan       

Reason for this discussion/review

 Admission
 Readmission

This discussion was held with  
 Resident/Patient

 Review existing Advance Care Plan

 Change in condition alert 
 Resident or Resident representative Request

 Resident’s representative Name_________________

Was an Advance Care Plan created or change made, as a result of this discussion?

 No
 R   esident/Resident representative not available at this time Resident/Patient declined conversation

 Resident representative declined conversation

 Yes

Describe the Key Aspects of the discussion  ____________________________________________________________________  
 ________________________________________________________________________________________________________  
 ________________________________________________________________________________________________________  
 ________________________________________________________________________________________________________  
 ________________________________________________________________________________________________________

Advance Directive Documents in Place  
(Any change in Advance Directives needs an order signed by the physician per your state requirements)  
Check all that apply

 Full Code  DNR
 DNI

 DNH

 No Artificial Feeding
 Other Care Limiting Orders

Revise Documents/Directives 

Is the resident on

 Durable Power of Attorney
 Durable Power of Attorney for Health Care
 Living Will
 POLST/MOLST/POST

 Comfort Care/Palliative Care Plan
 Hospice
 Advance Directive Orders

Staff or healthcare provider leading discussion:

Name  ___________________________________________________ Title  ____________________________________________ 

Signature  ________________________________________________ Date of discussion _______/_______/_______
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Advance Care Planning  
Communication Guide: Overview

The INTERACT Advance Care Planning Communication Guide is designed to assist 
health professionals who work in Nursing Facilities to initiate and carry out conversations 
with residents and their representatives about goals of care and preferences at the time of 
admission, at regular intervals, and when there has been a decline in health status.

The Guide can be useful for education, including role-playing exercises and simulation 
training.

CMS defines "Advance Care Planning" as a process used to identify and update the resident's 
preferences regarding care and treatment at a future time including a situation in which the 
resident subsequently lacks the capacity to do so. For example, when life-sustaining 
treatments are a potential option for care and the resident is unable to make his or her 
wishes known.

CMS defines "Advance Directive" as a written instruction, such as living will or durable power 
of attorney for health care (recognized by the courts of the state), relating to the provision of 
health care when the individuals are incapacitated. Some States also recognize a 
documented oral instruction. 

Communicating about advance care planning and  
end-of-life care involves all facility staff

• Physicians must communicate with residents and their representatives about advance 
directives, but all staff need to be able to communicate about goals of care, preferences, and 
end-of-life care 

This Guide should therefore be useful for:

• Nursing staff
• Primary care physicians, nurse practitioners, and physician assistants
• Social workers and social work designees
• Administrators and others who discuss goals of care with residents and resident representatives 

The Guide may be helpful in discussions on:

• Advance Directives – such as a Durable Power of Attorney for Health Care document, Living 
Will, and POLST and other similar directives

• Plans for care when a sudden, life-threatening condition is diagnosed – such as a stroke, heart 
attack, pneumonia, or cancer

• Plans for care when a resident’s health is gradually deteriorating – such as progression of 
Alzheimer’s disease or other dementia; weight loss without an obvious medical cause; and 
worsening of heart failure, kidney failure, or chronic lung disease

• Considering a palliative or comfort care plan or enrolling in a hospice program 
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Advance Care Planning Communication Guide  
Part 1: Tips for Starting & Conducting the Conversation

Set the Stage
1. Get the facts – understand the resident’s conditions and prognosis.
2. Choose a private environment.
3. Determine an agenda for the meeting and who should be present.
4. Allow adequate time – usually these discussions take at least 30 minutes.
5. Turn cell phone or beeper to vibrate to avoid interruptions and demonstrate full attention.
6. If the resident is involved, sit at eye level with her or him.
7. Have tissues available.

Initiate the Discussion
1. Describe the purpose of the meeting.
2. Identify whether the resident wants or already has a spokesperson and who it is.
3. Ask what the resident and/or representative understand about advance care planning.
4. Ask about their goals for care

• Most nursing facility residents and their representatives are more concerned about 
comfort than life prolongation. This opens the door to discuss palliative care and comfort 
care plans. 

• Attempt to understand underlying rationale for the goals ( i.e. “ I’ve lived long enough, now 
I’m ready to meet God,” or “ I want to keep on living until my granddaughter graduates college 
next spring.” ). This provides insight into specific decisions that are made.

Initiate the Discussion
1. Use simple language.
2. Briefly discuss: 

• Cardiopulmonary arrest and CPR*
• Artificial Hydration/Nutrition (tube feeding**)
• Palliative care, comfort care orders*** and hospice if appropriate.

Cardiopulmonary Arrest and CPR*
1. Initiate discussion of Cardiopulmonary Resuscitation (CPR). 

• e.g. “Sometimes when peoples’ hearts stop, doctors and nurses try to delay the dying 
process… have you considered whether you would want this or not?”

2. Discuss some facts:
• Cardiopulmonary arrest is the final common pathway for everyone when they die. Not all 

deaths should involve CPR. 
• The possibility of surviving CPR in a nursing facility is very low, and CPR often results in 

broken ribs and the need for a respirator (‘breathing machine’) in an intensive care unit.
• A request to not perform CPR (a Do Not Resuscitate (DNR) Order) does not alter care – it only 

prevents CPR if the resident is found without a heart-beat or not breathing. 

 * See INTERACT Education on CPR

 ** See INTERACT Education on Tube Feeding

 *** See INTERACT Comfort Care Orders
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Advance Care Planning Communication Guide  
Part 1: Tips for Starting & Conducting the Conversation

Artificial Hydration/Nutrition (tube feeding)**

1. Initiate discussion of feeding tubes:
• “Many Nursing Facility residents gradually lose the ability to eat, drink, and swallow. 

In this situation a tube can be placed in the stomach to provide water and nutrition. 
Have you considered whether you would want this or not?”

2. Discuss some facts:
• Feeding tubes have not been shown to prevent pneumonia or prolong life for most 

nursing facility residents. 
• Placement of a tube requires minor surgery, and can have some complications.
• A request to not place a tube does not alter care – residents will be provided oral 

fluid and nourishment as long as it is comforting for them. 
• People who do not get feeding tubes generally gradually slip into a comfortable 

coma within a few days and die comfortably.

Palliative Care and Comfort Care Orders

1. Review overall goals for care and the importance of comfort and quality of life
regardless of advance directives

2. If the goal of care is comfort:
• Offer to provide and review educational materials on palliative care.
• Describe examples of comfort care orders.***
• Discuss limiting hospitalization only for the purpose of improving comfort,

not to prolong life. 
• If appropriate, provide information about palliative and/or hospice care.

End the Discussion
1. Ask: “Do you have any questions?”
2. Emphasize that the role of the Nursing Facility is to ALWAYS provide comfort no 

matter what the goals of care.
3. Offer to have a follow-up meeting if indicated.
4. Stand – an effective way to end the conversation. 

** See INTERACT Education on Tube Feeding

 *** See INTERACT Comfort Care Orders
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Tips Examples

Establish Trust

Encourage residents 
and resident 
representatives to 
talk

“ Tell me what you understand about your illness.”
“ Help me get to know you better – tell me about your life before you came  

to this nursing facility.”
“ How are you coping with your illness?”

Recognize resident and 
representatives' 
concerns, but  do not put 
down other  health care 
providers

“ I understand that you didn’t feel heard by other doctors/nurses.  
I’d like to make sure you have a chance to voice all of your concerns.”

“ It sounds like Dr. X left you very hopeful for a cure. I’m sure he really cares for you, and  
it would have been wonderful if things would have gone as well as he/she wished.”

Acknowledge mistakes “  You are absolutely right. Four days was too long to wait for that [test or procedure].”

Be humble “ I really appreciate what you have shared with me about the medication  
we prescribed. It is clear that it is not right for you.”

Demonstrate respect “  I am so impressed by how involved you have been with your [relative] throughout  
this illness. I can tell how much you love her/him.”

Do not force decisions “ We’ve just had a very difficult conversation, and you and your representative have a lot to  
think about. Let’s schedule another meeting and see how you feel about things then.”

Attend to Emotions

Attend to the emotion “ Is talking about these issues difficult for you? Making these decisions is not easy.”

Identify loss “ I bet it’s hard to imagine life without your [relative] – I can see how close you  
are to her/him.”

Legitimize feelings “ It’s quite common for someone in your situation to have a hard time making  
these decisions – it can feel like an enormous responsibility.”

“ Of course talking about this makes you feel sad – it wouldn’t be normal if it didn’t.”

Explore “ You’ve just told me you feel scared. Can you tell me more about what scares you most?”

Offer support “ No matter what the road holds ahead, I’m going to be there with you.”

Communicate Hope

Hope for the best, but 
prepare for the worst

“ Have you thought about what might happen if things don’t go as you wish?  
Sometimes having a plan to prepare for the worst makes it easier to focus on what 
you hope for most.”

Reframe hope “ I know you hope your illness will improve. Are there other goals you want to focus on?”

Focus on the  
positive

“ Some treatments are really not going to help and may make you feel worse or  
uncomfortable. But there are a lot of things we can do to help you – let’s focus  
on those.”

“ What sorts of things are left undone for you? Let’s talk about how we might be able  
to make these happen.”

Advance Care Planning Communication Guide 
Part 2: Communication Tips
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Issue Helpful Language

Identify other  
decision makers

“ Is there anyone you rely on to make important decisions?”

Define goals for care “ What do you hope for most over the next few months?”
“ Is there anything that you are afraid of?”

Reframe goals “ I wish we could guarantee you will be alive for your [event], but unfortunately  
we can’t. Perhaps we can work on a letter to read on that day, so people will know  
you are there in spirit in case you cannot be there.”

Identify needs for care? “ What types of treatments do you think will help you the most?”

Summarize and link 
goals with care needs

“ I think I understand that your main goals are to be comfortable and alert enough  
to spend time with your representative. We have several ways we can help you.”

Introduce palliative  
or comfort care  
and/or hospice

“ One of the best ways to meet your needs would be a comfort care plan.”
“ One of the best ways to give you help is a program called hospice. The hospice  

program can provide extra support and the hospice has a lot of experience in  
caring for seriously ill people.”

Acknowledge  
response

“ You seem surprised to learn how sick you are.”
“ I can see it is not easy for you to talk about end-of-life care.”

Empathize “ I can imagine how hard this is for all of you to talk about – you care about  
each other so much.”

Explore concerns “ Tell me what is upsetting you the most.”

Explain comfort care  
or hospice goals

“ Comfort or hospice care does not help people die sooner – it helps people die naturally.”
“ Comfort and hospice care helps people live as well as they can for as long as they can.”

Reassure “ The goal of comfort and hospice care is to improve your quality of life as much  
as possible for whatever time you have left.”

“ Comfort and hospice care can help you and your representative make the most of the time  
you have left.”

Reinforce 
commitment  
to care

“ Why don’t you think this over? I think comfort or hospice care is the best choice  
for you right now, but the decision is yours. You know we will continue to care for  
you whatever you decide.”

Advance Care Planning Communication Guide  
Part 3: Helpful Language for Discussing End-of-Life Care
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Advance Care Planning Communication Guide  
Part 4: The Resident or Representative Who Want Everything Done

Resident/Representative Concern How They Say It How You Can Respond

Abandonment “ Don’t give up on me.” “ What worries you the most?”

Fear “ Keep trying for me.” “ What are you most afraid of ? ”

Anxiety “ I don’t want to leave my 
  representative.”

“ What does your doctor say  
about your condition? ”

Depression “ I’m scared of dying.” “ What is the most frightening to you ? ”

Incomplete  
Understanding

“ I do not really understand  
how sick I am.”

“ What are your most important goals ? ”

Wanting reassurance  
that best medical care  
has been given

“ Do everything you think  
is worthwhile.”

“ What is your understanding  
of your condition? ”

Wanting reassurance  
that all possible  
life-prolonging 
treatment is given

“ Don’t leave any stone unturned.”
“ I really want every possible 

treatment that has a chance  
of helping me live longer.”

“ I will go through anything, 
regardless of how hard it is.”

“ What have others told you about  
what is going on with your illness?”

“ What have they said the impact  
of these treatments would be?”

“ Tell me more of what you mean  
by ’everything’ ?”

Vitalism “ I value every moment in life, 
regardless of the pain and 
suffering (which has important 
meaning for me).”

“ Does your religion (faith) provide  
any guidance in these matters? ”

Faith in God’s Will “ I will leave my fate in God’s 
hands; I am hoping for a miracle; 
only He can decide when it is 
time to stop.”

“ How might we know when God  
thinks it is your time ? ”

Differing perceptions “ I cannot bear the thought  
of leaving my children  
(wife/husband).”

“ How is your representative 
   handling this? ”

Children or dependents “ My representative is only after  
   my money.”
“ I don’t want to bother my  
  children with all of this.”

“ Have you made plans for your  
children (other dependents )? ”

“ Have you discussed who will make 
decisions for you if you cannot? ”

“ Have you completed a will ? ”
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Additional Resources for Staff and Resident Representatives 
(available free on the Internet)

1. American Association for Retired Persons
https://www.aarp.org/caregiving/financial-legal/free-printable-advance-
directives/

2. Caring Connections of the National Hospice and Palliative Care Organization
https://www.nhpco.org/education-online-learning/counselor-e-ol

3. Prepare for your care
https://prepareforyourcare.org/welcome

4. The Coalition for Compassionate Care
http://coalitionccc.org/

5. The Conversation Project
https://theconversationproject.org/starter-kits/

Advance Care Planning Communication Guide 
Sources of Information
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I. Residents with Selected Diagnoses who may be Appropriate for Hospice

Congestive Heart Failure
• Symptoms of CHF at rest (New York Heart Association class IV )

• Serum sodium level < 134 mmol/L or creatinine level  > 2.0 mg/dL due to poor cardiac output

• Intensive care unit admission for exacerbation

Chronic Obstructive Pulmonary Disease
• Cor pulmonale (right-sided heart failure associated with COPD)

• Intensive care unit admission for exacerbation

• New dependence in two activities of daily living (ADLs) due to COPD symptoms

• Chronic hypercapnia ( PaCO2 > 50 mm Hg )

 Dementia
• Dependence in all ADLs, language limited to just a few words, and inability to ambulate

• Acute hospitalization (especially for pneumonia or hip fracture)

• Difficulty swallowing with recurrent aspiration

• Has feeding tube due to dementia or swallowing difficulty related to dementia

Cancer
• Poor physical performance status as a result of cancer (dependence in multiple ADLs)

• Multiple tumor sites

• Metastatic cancer involving liver or brain

• Bowel obstruction due to cancer

• Pericardial effusion due to cancer

II. Residents at High Risk of Actively Dying who Should be Considered for
Palliative or Comfort Care Orders (if not already on Hospice)

• Frequent Emergency Room visits and/or hospitalizations over the last 6 months

• Sudden, major decline in functional status with no identified reversible causes

• Primary diagnosis of metastatic cancer with chronic pain and/or poor ADL function,
not on chemotherapy

• Semi-comatose or comatose state with no identified reversible causes

 • Inability or difficulty taking oral medicines

• Minimal oral intake (or receiving continuous or intermittent IV hydration)

• Mottling of extremities related to poor oral intake or volume depletion

© 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. This document is available for clinical use, but may not be resold or incorporated in software without the permission 
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Comfort Care Interventions
Examples

Some SNF/NF residents/patients and/or their families are reluctant to enroll in hospice 
but would like a comfort care plan. The examples of comfort care orders below may be 
helpful for these residents/patients, who will not have hospice order sets.

Order Type Examples and Helpful Tips

Diet 1. Order a diet ( it may improve the desire to taste food )
2. Full rather than clear liquid if liquid diet necessary
3. May have food brought in by family
4. Allow resident to sit up for meals
5. Slow hand feeding 

Activity 1. Allow resident to sit in chair and use a bedside commode if capable and desired
2. Other activities as tolerated
3. Allow family to stay in room
4. Reposition for comfort 

Vital Signs 1. Minimum frequency allowed by policy
a. Frequent monitoring and numbers can alarm resident/patient and family
b. Limit MD/NP/PA notification parameters 

IV Orders
1. If IV fluids are needed, use a time limited trial, (e.g. 1000cc of D5 ½ Normal Saline over 6 hrs)

a. Starting IV is often difficult and painful – and usually of limited benefit
2. Subcutaneous injections of small volumes of medicines using a small butterfly needle under the 

skin of the thigh or abdomen may avoid the need for IV therapy
3.  If patient is lacking appetite consider stopping IV fluids to see if appetite returns 

Orders for 
Dyspnea 
and Shortness  
of Breath

1. Oxygen 2 - 4 L by nasal cannula; avoid mask if possible
2. Avoid monitoring oxygen saturations
3. Blow air on face with a bedside fan or open window
4. Nebulizers may be helpful
5. Consider steroids if wheezing present
6. Use opioids for persistent dyspnea
7. Use antibiotics if a bacterial infection is exacerbating dyspnea and 

treatment may improve symptoms 

Hygiene 1. Avoid bladder (Foley) catheter if possible
a. May be helpful in selected residents who are immobile and have pain with toileting 

or movement
2. Check regularly for stool impaction

a. Suppositories may be helpful
3. Monitor for oral thrush
4. Petroleum jelly to lips may be helpful for dry mouth
5. Allow family to cleanse mouth with sponge sticks/wet wash cloth

© 2014-2021 Version 4.5 Florida Atlantic University, all rights reserved. This document is available for clinical use, but may not be resold or incorporated in software without the permission of Florida Atlantic 
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Comfort Care Interventions
Examples (cont’d)

Order Type Examples and Helpful Tips

Pain and Dyspnea
1. Opioids usually most effective
2. Use small, frequent doses as needed for opioid-naïve residents
3. Consider stopping sustained preparations and switching to immediate release Morphine concentrate 

20 mg/ml
4. Start with equivalent dose as previous regimen – at least 5 mg PO every 2 hrs
5. Offer routinely, and let the resident refuse
6. Use short-acting benzodiazepine if anxiety is present
7. Use non-pharmacologic interventions to treat pain
8. Consider laxative for patients taking opioids and absent bowels movement for 2 days

Anorexia, Asthenia,  
Fatigue, Depression,  
Pain, Dyspnea

1. Corticosteroids can have beneficial effects
a. Use Dexamethasone 4 - 8 mg PO or subcutaneous at breakfast and lunch (avoids the 

mineralocorticoid effects of Prednisone)
2. Employ sleep hygiene measures to facilitate optimal nighttime sleep

Nausea and  
Delirium

1. Review underlying cause(s) of delirium and nausea, and eliminate if possible
2. Haloperidol 0.25 - 2 mg PO or 0.5 - 1 mg subcutaneous every 2 hrs for 3 doses or until symptoms 

relieved, then every 4 hours PRN

Anxiety and  
Seizures

1. Lorazepam for anxiety 0.5 - 2 mg PO or subcutaneous every 6 - 8 hrs
a. Must be given IV or subcutaneous for seizures

2. Offer hot packs or warm compress

Sleep 1. Trazodone 25 - 100 mg PO or Zolpidem 5 - 10 mg PO qhs

Skin, Pruritus,  
Wounds

1. Keep skin moist; use moisturizing soap or lotions
2. Hydrocortisone creams may be helpful
3. Benadryl 25 - 50 mg PO ever 4 hours for pruritus
4. Lidocaine 2% gel PRN to painful wounds

Labored or 
Agonal Breathing
‘Death Rattle’

1. Keep back of throat dry by turning head to the side
2. Stop IV fluids or tube feedings
3. Use a Scopolamine patch; Atropine drops 2 - 3 in the mouth every 4 hrs until patch is effective

a. Use glycopyrrolate, 1 - 2 mg PO or 0.1 - 0.2 mg IV or subcutaneous every 4 hrs;
or 0.4 - 1.2 mg/day continuous infusion is an alternative

4. Avoid deep suctioning
5. Allow family to cleanse mouth with sponge sticks or wet wash cloth 

Comfort,  
Counseling,  
Safety

1. Sit with resident and talk to avoid isolation
2. Reposition and massage regularly
3. Avoid sensory overload (e.g., loud TV ); use soft music
4. Avoid use of restraints, bedrails, and alarms
5. Offer religious counseling if patient and family are comfortable with this
6. Consider rectal administration of fluids and medications
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Deciding About 
Going to the Hospital

Older SNF/NF residents/patients commonly develop new or worsening symptoms. When this occurs, a 
decision may be needed about whether to continue care in the SNF/NF or go to a hospital. 

Because there are risks as well as benefits of care in a hospital, it is important to make the right decision.  The 
decision depends on a number of factors, and how the SNF/NF resident/patient and her or his 
representatives view the benefits and risks of care in the hospital as opposed to the SNF/NF.

Research has shown that some hospitalizations may be unnecessary. Whether hospitalization can be 
prevented depends on the resident/patient’s condition, the ability of the staff to provide the care necessary 
in the SNF/NF, and the preferences of the resident/patient and her or his representatives.

Benefits of Hospital Care
There are many symptoms and conditions that usually require treatment in the hospital – for example,  if 
vital signs are very abnormal (temperature, heart rate, or breathing rate), or if symptoms are severe and can’t 
be controlled (such as pain or vomiting). Hospital care offers benefits in these situations, including:

• Ready availability of sophisticated lab tests, X-rays, and scans

• Access to doctors and specialists who are in the hospital every day

• Availability of surgery and other procedures if needed

• Intensive care units for people who are critically ill

Risks of Hospital Care
SNF/NF residents/patients are prone to many complications of care in a hospital. These complications may 
occur even in the best hospitals, because older age, chronic medical problems, and the condition that 
caused the transfer all combine with the hospital environment to put SNF/NF residents/patients at high risk 
for complications. These complications include:

• New or worsening confusion

• More time spent in bed, which can increase the risk of blood clots, pressure ulcers,
muscle weakness, loss of function, and other complications

• Less sleep and rest due to tests, monitoring, and noise

• Increased risk for:
- Falls with injuries, such as cuts, bruises, and broken bones
- New infections
- Depression due to limited opportunities to socialize with friends and family,

as well as being in an unfamiliar environment

© 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. This document is available for clinical use, but may not be resold or incorporated in software without the permission of
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Deciding About 
Going to the Hospital (cont’d)

Benefits of Staying in the SNF/NF
There are benefits of staying in the SNF/NF when a new symptom or condition occurs – assuming it is safe to 
treat the condition in the SNF/NF and staying in the SNF/NF is consistent with the preferences of the 
resident/patient and her or his representatives. Treatment in the SNF/NF allows residents/patients to:

• Have continuity of care – this means that residents/patients continue to receive care from staff members
who know them, and who are able to respond to their individual preferences and needs

• Remain in a familiar environment with their personal possessions, and keep their individual routines as
much as possible

• Avoid what is often an uncomfortable trip to the hospital and long delays waiting in the emergency room

• Avoid potential problems due to miscommunication between the hospital and the SNF/NF

• Avoid other hospital-related complications

What Can Residents/Patients and Their Representatives Do?
There are several things that residents/patients and their representatives can do to make sure the right 
decisions about hospital care are made in their best interest, including:

• Participating in care planning (deciding on treatment preferences) with the SNF/NF staff and their primary
care provider (doctor, nurse practitioner, or physician’s assistant)

• Discussing the risks and benefits of a hospital transfer vs. treatment in the SNF/NF when
a new symptom or condition is recognized

• Completing an Advance Directive document, such as a Durable Power of Attorney for Health Care that
expresses preferences for care in emergencies and at the end of life

• Understanding the resources available in the SNF/NF to treat the new symptom or condition ( for example, 
oxygen, lab tests, intravenous (IV) fluids and medications )

• Understanding the financial and other issues, such as bed-hold policies, of treatment in the hospital vs. in
the SNF/NF



V er s ion  4 .5  Tool

The Problem
Many health problems are so serious that they 
cause your heart to stop beating. This is called 
cardiac arrest. When this happens, you also stop 
breathing.

The heart pumps blood to all organs in your 
body to give them oxygen. When your heart 
stops beating, your body and brain do not get 
enough oxygen for you to live.

Treatment
There is only one treatment when your  
heart stops beating. That treatment is cardio- 
pulmonary resuscitation or CPR. CPR is done  
to try to restart the heartbeat and breathing.  
It is the only treatment that could save your  
life when your heart stops beating.

CPR involves rapidly pushing on your chest,  
and placement of a tube through the mouth 
into the lungs to directly help you breathe. 
Sometimes electric shocks are given using a 
device called a defibrillator. Once started, CPR 
is continued until your heart restarts or it is  
clear beyond a doubt that your heart cannot  
be restarted. 

CPR can be started in the SNF/NF, but  as soon 
as possible, you will be transferred to 

the hospital, often an intensive 
care unit, for additional treat-
ment and monitoring. 

Your Choice
CPR is a choice – it is not a treatment that every-
one must have. Some people believe that when 
their time comes or their heart or breathing 
stops, nothing more should be done to keep 
them alive. Other people want everything done 
to keep them alive. Neither of these choices is 
right or wrong. It is your choice.

You should understand, however, that if you 
choose not to have CPR, your choice will not 
affect any other aspect of your care.  
All of your other treatments and  
care will continue. 

The only thing that will 
change is that if you  
are found without  
a pulse or heartbeat  
(in cardiac arrest)  
CPR will not be done.
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Education on CPR 
for Residents/Patients and their Representatives 
(cont’d)

Benefits of CPR Risks of CPR

If your heart stops beating, CPR is the only 
treatment that could save your life. However, 
you should also know that the rate of surviving
CPR is low.

• On average less than 1 in 10 people who
receive CPR outside of a hospital survive.

• The chances of surviving CPR are even lower
in people of advanced age, and in people with
serious medical problems such as advanced
forms of cancer and diseases of the heart,
kidneys, and liver.

Although in some cases CPR can save your life, 
CPR itself can cause bodily harm. For example:

• Many people, especially older people with thin
bones, suffer broken ribs as a result of CPR.

• There is a small chance that if you survive CPR,
you can have severe brain damage or be in a coma
for some time or even the rest of your life

Making the Decision: CPR or DNR 
Many people make a decision in advance about 
whether or not they want CPR. You can choose 
between having CPR and asking for a ‘Do Not 
Resuscitate (DNR)’ order. If you choose the DNR 
order, CPR will not be done if your heart stops 
beating. You are unlikely to be able to make this  
decision for yourself at the time your heart stops 
beating. Making the decision in advance will 
help make sure that your wishes are carried out.  

The decision whether or not to have CPR can be 
a difficult one. You may want to discuss it with 
your family, doctor, nurse, social worker, or a 
religious leader.

Understanding the benefits  
and risks of CPR is important 
when you make your  
decision. The chart below 
explains the benefits and  
risks of CPR.

Help in Making Your Decision
There are many resources available to you 
in making this decision. Organizations 
such as the American Association 
for Retired Persons, the Coalition 
for Compassionate Care, the 
Conversation Project, Closure, 
and Caring Connections of the 
National Hospice and Palliative Care 
Organization, as well as many others 

have information available in print and on 
their websites that may be helpful to you.

In addition, most states have stan-
dard forms for documenting your 
decisions in advance (‘Advance 
Directives’), and many are recom-
mending completing an order 
form in advance, such as Physicians 

Orders for Life Sustaining Treatment 
(‘POLST’) or other similar forms.
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Education on Tube Feeding 
for Residents/Patients and their Representatives

(continued on reverse)

The Problem
Many health problems may cause you to lose 
more and more of your mental and physical 
abilities. The problems may become so serious 
that you may no longer be able to eat all the 
food your body needs. Also, some conditions, 
such as stroke, Parkinson’s disease, Alzheimer’s 
disease, and other forms of dementia, may 
make it difficult to swallow, allowing food to go 
into your lungs. This can cause pneumonia.

Nurses or others can feed you, but you 
may still continue to have trouble  
eating and swallowing properly,  
and you may not be  
able to get all the  
food and fluids  
your body needs to  
maintain your health.

Treatment
Sometimes a speech therapist may be able 
to help you improve your swallowing ability. 
A change in the consistency of the food you 
eat may also be helpful. If these do not help, 
another treatment for eating and swallowing 
problems is to have a feeding tube placed 
into your stomach. You would be fed liquids 
through the tube which provide nutrition and 
fluids.

A feeding tube can be used temporarily for 
a few days if you become suddenly sick and 
unable to eat or drink. The tube would be put 
through your nose and down your throat into 
your stomach and you would receive liquid 
food several times per day. If you regain the 
ability to feed yourself, then the tube could be 
removed. 

If a feeding tube is needed for longer than a 
week, it can be placed into your stomach. If you 
regain the ability to eat on your own, this tube 
could be removed.

In order to have the long-term feeding tube 
placed in your stomach, you would need a 
short operation that usually lasts less than an 
hour. You would be given medication to make 
you comfortable while the doctor makes a small 
cut in your skin so that the feeding tube can go 
into your stomach. This operation is usually safe 
and has been done often.

Your Choice
Feeding tubes are not used for everyone.  
You have a choice about whether or not you 
want this treatment. Feeding tubes may be 
used for a short time or for the rest of your life, 
and can be removed at your request or by the 
request of your health care decision maker.  
You should understand, however, that if you 
choose not to have a feeding tube, your choice 
will not affect any other aspect of your care.  
All of your other  
treatments and  
care will continue. 

© 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. This document is available for clinical use, but may not be resold or incorporated in software without the permission of
Florida Atlantic University.  



V er s ion  4 .5  Too l

© 2014-2021 Version 4.5, Florida Atlantic University, all rights reserved. This document is available for clinical use, but may not be resold or incorporated in software without the permission of
Florida Atlantic University.    

Help in Making Your Decision
There are many resources available to you 
in making this decision. Organizations 
such as the American Association 
for Retired Persons, the Coalition 
for Compassionate Care, the 
Conversation Project, Closure, 
and Caring Connections of the 
National Hospice and Palliative Care 
Organization, as well as many others 

have information available in print and on 
their websites that may be helpful to you.

In addition, most states have standard 
forms for documenting your 
decisions in advance (‘Advance 
Directives’), and many are recom-
mending completing an order 
form in advance, such as Physicians 

Orders for Life Sustaining Treatment 
(‘POLST’) or other similar forms.

Education on Tube Feeding  
for Residents/Patients and their Representatives 
(cont’d)

Benefits of Tube Feeding Risks of Tube Feeding

Tube feeding can provide you with nutrition and 
fluids on a temporary or long-term basis when you
are unable to eat or drink, or have difficulty 
swallowing. However:

• Many research studies have shown that tube
feeding does not prolong life, or improve
function or quality of life.

• Research studies have also shown that tube
feeding does not prevent episodes of pneumonia
due to swallowing trouble, or the development
or healing of skin wounds (pressure sores) that
can be caused by not moving around and not
having enough nutrition or fluid.

Although tube feeding can provide you with 
nutrition and fluids, there are several risks of having
tube feeding. For example:

• Complications of the operation done to put the
tube in your stomach, such as bleeding, infection,
and pain can occur, but they are infrequent.

• The area around the tube can become irritated,
painful, or infected.

• The tube may become blocked or fall out,
requiring trips to the hospital to have it replaced.

Making the Decision about 
Tube Feeding 
Many people make a decision in advance about 
whether or not they want tube feeding. You 
can choose between having tube feeding and 
asking for a ‘No Tube Feeding’ order. You may 
not be able to make this decision for yourself at 
the time you are unable to eat or drink. Making 
the decision in advance will help make sure that 
your wishes are carried out.  

The decision whether or not to have tube 
feeding can be a difficult one. You may want to 
discuss it with your family, doctor, nurse, social 
worker, or a religious leader.

Understanding the benefits 
and risks of tube feeding is  
important when you make  
your decision. The chart  
below explains the benefits  
and risks of tube feeding.
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Many skilled nursing facilities (SNFs) have requested an INTERACT “Care Path” for Sepsis, 

because this condition has been reported to be a common cause of hospital admissions and 

readmissions. 

The INTERACT Program currently includes 10 Care Paths for the most common symptoms and 

signs that present as acute changes in condition, and that often result in hospital transfer. 

Because of the nature of the SNF population, any one of these symptoms or signs could be 

associated with an infection and possible sepsis. Moreover, sepsis is difficult to diagnose in the 

SNF setting and published criteria for infections vary.  

Guideline recommended management of sepsis is beyond the capability of most SNFs. Thus, 

for the majority of residents/patients suspected of possible sepsis transfer to an acute hospital 

should be considered to safely and optimally manage this condition. 

The following guidance on the identification and management of possible sepsis is based on 

existing evidence, guidelines, and expert recommendations. The INTERACT Care Paths will 

reflect this guidance. The attached Flow Diagram illustrates an overview of Management of 

Possible Sepsis in the SNF setting. 

1. Because symptoms and signs are nonspecific in older patients, especially those with

multiple comorbidities and/or cognitive impairment, virtually any acute change in

condition could represent possible sepsis due to an infection.

2. There is no evidence-based definition of possible sepsis in post-acute patients or long-term

care residents. Examples of sepsis definitions are illustrated in the Table below.

Examples of Definitions of Sepsis 

 General Definition:

Sepsis is a life-threatening organ dysfunction caused by a dysregulated host response 
to infection. Organ dysfunction can be identified as an acute change of 2 or more on the 
Sepsis Related Organ Failure Assessment.1  

 Definition specific to Geriatrics and Post-Acute/Long-Term Care:

Sepsis is an infection, regardless of the primary site of the source that manifests with 
select systemic symptoms, signs and/or functional capacity changes and may be 
associated with one or more organ dysfunction and/or failure. (Personal communication 

from Dr. Thomas Yoshikawa, MD, Distinguished Professor of Medicine, Geriatric Medicine and 
Infectious Diseases David Geffen School of Medicine, UCLA) 

INTERACT Guidance on Management of 

Possible Sepsis  
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3. Identifying Sepsis in the SNF setting is challenging. Criteria for infections in SNFs vary

(see INTERACT Guidance on Infections). In addition to the criteria included in the

INTERACT Care Paths, examples of other criteria for notifying clinicians to possible Sepsis

could include:

a. The “100/100/100” criteria recommended by the Minnesota Hospital Association,

which has developed tools for Sepsis in long-term care.2,3 (see Table)

b. The quick Sepsis Related Organ Failure Assessment (qSOFA) has not been

validated in the post-acute or long-term care setting. It does not define sepsis, but

research has shown that patients who score 2 or 3 on the qSOFA  are at higher risk

of dying during hospitalization.4 Scoring of the qSOFA are illustrated in the Table 5 :

4. The INTERACT team recommends that all patients/residents with a suspected or

confirmed infection and possible sepsis be considered for transfer to an acute care

hospital, unless:

a. The patient/resident is on or placed on a comfort or palliative care plan, or is on

hospice.

b. The patient/resident or decision maker wants the condition treated, but not in the

acute hospital, and understands the risks; and the facility has the capability of

managing sepsis according to recommended interventions.

5. Several algorithms for the management of sepsis in SNFs are available; however, they are

not consistent with each other. 3, 6, 7

“100/100/100” Criteria 2,3

 Temperature above 100

 Heart rate above 100
 Blood pressure below 100

qSOFA Criteria 4,5

 Respiratory rate ≥22/minute = 1 point

 Altered mentation = 1 point

 Systolic blood pressure ≤100 mmHg = 1 point
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a. If sepsis is being considered and the patient/resident is not being immediately

transferred to the acute hospital, the following lab tests should be added to routine blood

work recommended to evaluate acute changes in condition:

i. Blood cultures (two sets)

ii. Lactate level

iii. Platelet count

iv. Coagulation tests (INR or PTT)

v. Comprehensive metabolic panel (includes bilirubin)

6. Current guidelines for the management of sepsis are included in the Table 8. Principles of

antimicrobial stewardship should be adhered to when antibiotics are prescribed 9-13
.

Recommendations for Management of Sepsis 8

1. At least 30 mL/kg of IV crystalloid fluid should be given within the first 3 hours
2. Additional fluid administration should be guided by frequent reassessment of

hemodynamic status.
3. Mean Arteria Pressure (MAP) and serum lactate are considered adequate

indicators of tissue perfusion. These values should be maintained at (Mean
Arterial Pressure (MAP) ≥65 mmHg and lactate <2 mmol/L (<18 mg/dL).

4. To estimate MAP, double the diastolic blood pressure and add the sum to the
systolic blood pressure. Then divide by 3.

5. Appropriate routine microbiologic cultures (including blood) should be obtained
before starting antimicrobial therapy in patients with suspected sepsis.

6. Administration of IV antimicrobials should be initiated as soon as possible, with
in 1 hour after recognition of sepsis.

7. Goals of care and prognosis should be discussed with patients and families.
8. Goals of care should be incorporated into treatment and end-of-life care

planning, utilizing palliative care principles where appropriate.
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1 Refer to INTERACT Guidance on Infections 

Infection Suspected or 
Confirmed? 1

Manage in Facility if: 

 Resident/Patient is on comfort or palliative care,
or hospice; or

 Resident/Patient or family wants treatment in the
facility, understands the risks, and facility can
provide guideline recommended sepsis care

Management of Possible Sepsis 



© 2014-2021 Version 4.5 Florida Atlantic University, all rights reserved. This document is available for clinical use, but may not be resold or incorporated in software without 
the permission of Florida Atlantic University. 

1 

INTERACT Guidance on Identification and Management of Infections 

Some facilities have asked why criteria in INTERACT Care Paths and Change in Condition guidance (“File Cards”) for 
clinician notification are not the same as other published criteria for specific infections.  

The primary reasons are as follows: 

1. The purpose of the INTERACT criteria is to provide a set of clinically sound criteria that is consistent with most
published guidelines about when to notify a clinician (MD, NP or PA) about a change in condition. The INTERACT
criteria are not designed to define any specific infection or to indicate the need for antibiotic therapy.

2. The purpose of published criteria for infections is to establish standards for diagnosis and to guide therapy. In
general, antibiotic therapy should not be initiated unless a patient/resident meets criteria for an infection.

As illustrated in the tables below, there is no consensus on various published criteria for specific infections. 

For INTERACT Care Paths Change in Condition guidance, we have chosen criteria that are internally consistent, with the 
goal of simplifying implementation. It would be very difficult for facilities to use multiple criteria for notification of clinicians 
based on specific clinical circumstances. 

Individual facilities should select specific criteria for Infections and criteria for when to notify clinicians of 
changes in condition and use them consistently. 

When antibiotics are prescribed, principles of antibiotic stewardship should be followed (see References). 
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Vital Sign Criteria INTERACT 4.0 
Criteria for Clinician 

Notification 

McGeer Criteria 
2012 for Surveillance1

AHRQ Minimum Criteria for Common Infections 
Toolkit 2 

Temperature/Fever > 100.5˚F

INTERACT Fever 
Care Path uses 
McGeer definition 

 Single oral temperature >37.8 ˚C (100 ˚F)

 Repeated oral temperatures >37.2 ˚C (99 ˚F)
or rectal temperatures >37.5 ˚C (99.5 ˚F)

 Single temperature >1.1 ˚C (2 ˚F) over
baseline from any site (oral, tympanic, axillary)

Suspected Lower Respiratory Infection: 
≥ 102 ˚F (38.9 ˚C) (need to check RR and O2 sat) 
100 ˚F (37.9 ˚C) and less 
than 102 ˚F (38.9 ˚C) (need to check RR and pulse) 

Suspected Urinary Tract Infection: 
With indwelling catheter: See McGeer criteria. 
Without indwelling catheter:  
Single temperature of 100°F (37.8°C) 

Apical heart rate  or 
pulse 

> 100 or
< 50

N/A Suspected Lower Respiratory Infection: 
Pulse >100 

Respiratory rate > 28/min or
< 10/min

Pneumonia and Lower respiratory tract 
(bronchitis/ tracheobronchitis) criteria: 
 ≥25 breaths/min 

Lower Respiratory Infection: 
≥25 breaths/min 

Blood Pressure < 90 or 
> 200 systolic

N/A Urinary Tract Infection: 
With indwelling catheter. Hypotension (significant 
change from baseline BP  
or a systolic BP <90) 

Oxygen saturation < 90% Pneumonia and Lower respiratory tract 
(bronchitis or tracheobronchitis) criteria: O2 
saturation <94% on room air or a reduction in 
O2 saturation of >3% from baseline 

Lower Respiratory Infection: 
O2 saturation <94% on room air or a reduction in O2 
saturation of >3% from baseline 

INTERACT 4.0 
CARE PATH Symptoms of 
Lower Respiratory Infection 

McGeer Criteria 
2012 for Surveillance1 

AHRQ  Minimum Criteria for 
Common Infections Toolkit 2 

Loeb criteria 
Minimum Criteria for Initiation 

of Antibiotics in Long-Term 
Care Residents 3

Symptoms or Lower 
Respiratory Infection 

 New or worsened cough
 New or increased sputum

production

Pneumonia (all 3 criteria must be 

present) 

1. Interpretation of a chest radiograph

as demonstrating pneumonia or the

presence of a new infiltrate

Criteria are met if one of the four 
situations are met: 

1. Resident with a fever of 102 ˚F
(38.9 ˚C) or higher and one of the
following:

1. Fever >38.9 ˚C (102 ˚F)
2. and at least one of the
3. following:

a. Respiratory rate >25

VITAL SIGNS 

LOWER RESPIRATORY INFECTION 
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 New or worsening shortness of
breath

 Chest pain with inspiration or
coughing

 New or increased findings on
lung exam (rales, wheezes)

2. At least 1 of the following:

a. New or increased cough

b. New or increased sputum

production

c. O2 saturation <94% on room air

or a reduction in O2 saturation of

>3% from baseline

d. New or changed lung

examination abnormalities

e. Pleuritic chest pain

f. Respiratory rate of ≥25

breaths/min.

3. At least 1 of the “constitutional”
criteria:

a. Fever
b. Acute mental status change
c. Acute functional decline
d. Neutrophilia (>14,000

leukocytes/mm3) or a left shift
(>6% bands or ≥1,500
bands/mm3)

a. Respiratory rate of >25 breaths
per minute

b. New or worsened cough
c. New or increased sputum

Production
d. O2 saturation <94% on room

air or a reduction in O2
saturation of >3% from
baseline

2. Resident with a fever of 100 ˚F
(37.8 ˚C) and less than 102 ˚F
(38.9 ˚C); Cough and at least one
of the following:
a. Pulse >100
b. Delirium
c. Rigors (shaking chills)
d. Respiratory rate >25 breaths

per minute

b. Productive cough

4. Fever (>37.9 ˚C (100 ˚F) or a
1.5 ˚C (2.4 ˚F) increase
above baseline temperature,
but ≤38.9 ˚C (102 ˚F) and
cough and at least one of
the following:
a. Pulse >100
b. Rigors
c. Delirium
d. Respiratory rate >25

5. Afebrile resident with COPD
and >65 years and new or
increased cough with
purulent sputum production

Symptoms and Signs 
for Immediate Notification 

• Cough with or without sputum
production

• Abnormal lung sounds
• Edema
• Change in mental status

Laboratory Results for 
Notification 

• Critical values in blood count
or Metabolic panel

• WBC > 14,000 or neutrophils
> 90%

• Infiltrate or pneumonia on
chest X-ray

Bronchitis or tracheobronchitis 
(all 3 criteria must be present): 

1. Chest radiograph not performed or
negative results for pneumonia or
new infiltrate

2. At least 2 of the respiratory
subcriteria (a–f) listed above

3. At least 1 of the “constitutional”
criteria above

3. Afebrile resident with COPD and
age >65 and new or increased
cough with purulent sputum
production

4. Afebrile resident without COPD
and age >65 and new or
increased cough with purulent
sputum production and at least
one of the following:

a. Respiratory rate >25
b. Delirium (sudden onset of

confusion, disorientation,
dramatic change in mental
status)

6. Afebrile resident without
COPD and new cough with
purulent sputum production
and at least one of the
following:
a. Respiratory rate >25
b. Delirium

7. New infiltrate on chest X-ray
thought to represent
pneumonia and at least one
of the following:
a. Fever >37.8 ˚C (100 ˚F)

or a 1.5 ˚C (2.4 ˚F)
increase above baseline
temperature)

b. Respiratory rate >25
c. Productive cough
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INTERACT 4.0 
CARE PATH 
Symptoms of 

Urinary Tract Infection (UTI) 
(in residents without a catheter) 

McGeer Criteria 
2012 for Surveillance1 

AHRQ Minimum Criteria for 
Common Infections Toolkit 2 

Loeb criteria 
Minimum Criteria for Initiation 

of Antibiotics in Long-Term Care 
Residents 3 

In residents without an 
indwelling catheter: 

Symptoms or Signs of UTI 
• Painful urination (dysuria)
• Lower abdominal (suprapubic)

pain or tenderness
• Blood in urine
• New or worsening urinary

urgency, frequency,
incontinence

Symptoms and Signs 
for Immediate Notification 
• Abdominal distension
• New or worsened incontinence
• Suprapubic tenderness
• Pain/tenderness in testes

suggesting epididymitis
• Gross blood in urine
• Not eating or drinking

Laboratory Results for 
Notification 
• Critical values in blood count or

metabolic panel
• WBC > 14,000 or neutrophils >

90%
• PVR > 350 ml
• Urine results suggest infection

and
• symptoms or signs present

Residents without an indwelling 

catheter: 

One of the signs or symptom subcriteria 
and one of the microbiologic subcriteria 
must be present: 

Signs or symptoms subcriteria 
include:  
1. Acute dysuria or acute pain,

swelling or tenderness of the
testes, epididymis, or prostate

2. If fever or leukocytosis are
present one of the signs or
symptoms localizing subcriteria
must be present: Acute
costovertebral angle pain or
tenderness, suprapubic pain gross
hematuria, new or marked increase
in incontinence, new or marked
increase in urgency, or new or
marked increase in frequency

3. In the absence of fever or
leukocytosis, two or more of the
signs or symptoms localizing
subcriteria in item 2 must be
present

Microbiologic subcriteria include: 
1. At least 105 cfu/mL of no more than

2 species of microorganisms in a
voided urine sample

2. At least 102 cfu/mL of any number
of organisms in a specimen
collected by in-and-out catheter

Resident without an indwelling 
catheter 

Criteria are met if one of these 
are present: 

1. Acute dysuria alone
2. Single temperature of 100°F

(37.8°C) and at least one new
or worsening of the following:
urgency,  suprapubic pain,
frequency, gross hematuria,
back or flank pain,  urinary
incontinence

3. No fever, but two or more of
the signs above

Resident with an indwelling 
catheter 

The criteria are met to initiate 
antibiotics if one of the below 
is met: 

1. Fever of 100°F (37.8°C) or
repeated temperatures of 99°F
(37°C)

2. New back or flank pain
3. Rigors /shaking chills
4. New dramatic change in

mental status

Resident without an indwelling 
catheter 
• Acute dysuria
or

• Fever (>37.8°C (100°F) or a 1.5°C
(2.4°F) increase above baseline
temperature)
and at least one of the following:
New or worsening:
Urgency
Frequency
Suprapubic pain
Gross hematuria
Costovertebral angle tenderness
Urinary incontinence

Resident with an indwelling 
catheter 

At least one of the following: 
• Fever (>37.8°C (100°F) or a

1.5°C (2.4°F) increase above
baseline temperature)

• New costovertebral tenderness
• Rigors
• New onset of delirium

Note: 
Foul smelling or cloudy urine is not 
a valid indication for initiating 
antibiotics 

URINARY TRACT INFECTION 
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Residents with an indwelling 

catheter: 

At least 1 of the following sign or 
symptoms and urinary catheter 
specimen culture with at least 105 
cfu/mL of any organism(s)  

• Fever, rigors, or new-onset
hypotension, with no alternate site of
infection

• Either acute change in mental status
or acute functional decline, with no
alternate diagnosis and leukocytosis

• New-onset suprapubic pain or
costovertebral angle pain or
tenderness

• Purulent discharge from around the
catheter or acute pain, swelling, or
tenderness

5. Hypotension (significant
change from baseline BP or a
systolic BP <90)

Asymptomatic bacteriuria should 
not be treated with antibiotics 
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INTERACT 4.0 CARE PATH 
Gastrointestinal Symptoms 
(Not exclusive for GI Infection) 

McGeer Criteria 
2012 for Surveillance1 

New or Worsening GI Symptoms or Signs 
• Nausea and/or vomiting
• Diarrhea (3 or more loose or liquid bowel movements per day)
• Constipation (no bowel movement in 3 days)
• Abdominal pain
• Distended abdomen

Symptoms and Signs for Immediate Notification 
• Abdominal tenderness or distention
• Absent or hyperactive bowel sounds
• Jaundice
• Blood in stool or vomitus
• Recurrent diarrhea after treatment for C. difficile
• Other residents with similar symptoms suggesting outbreak of a GI

virus
• Recent initiation or adjustment of enteral tube feeding (diarrhea)
• Recent initiation or adjustment of narcotic medication

(constipation)

Laboratory Results for Notification 

• Results of abdominal X-ray/ ultrasound suggests ileus,
obstruction, mass, or perforation

• Critical values in blood work
• Stool analysis suggests infection

Definition of diarrhea substitutes “liquid or watery stools” for “loose or watery 
stools”. Additionally, the definition of diarrhea as “3 or more stools above what is 
normal for a resident in a 24-hour period” was standardized across GI infections 
to simplify surveillance activity. 

Definition of vomiting: 2 or more episodes in a 24-h period 

Gastroenteritis (at least 1 of the following criteria must be present) 
1. Diarrhea

2. Vomiting

3. Both of the following signs or symptoms subcriteria:

a. A stool specimen testing positive for a pathogen (eg,Salmonella,

Shigella, Escherichia coli O157 : H7, Campylobacter species, rotavirus)

b. At least 1 of the following GI subcriteria

i. Nausea

ii. Vomiting

iii. Abdominal pain or tenderness

iv. Diarrhea

Norovirus gastroenteritis (both criteria 1 and 2 must be present): 

1. At least 1 of the following GI subcriteria:
a. Diarrhea
b. Vomiting

2. A stool specimen for which norovirus is positively detected by electron
microscopy, enzyme immunoassay, or molecular diagnostic testing
such as polymerase chain reaction (PCR).

(Note: The Kaplan Criteria, which have been useful in identifying outbreaks of 
acute gastroenteritis due to norovirus. In the absence of laboratory confirmation, 
(“Kaplan Criteria”): (a) vomiting in more than half of affected persons; (b) a mean 
(or median) incubation period of 24–48 h; (c) a mean (or median) duration of 
illness of 12–60 h; and (d) no bacterial pathogen is identified in stool culture.) 

GASTROINTESTINAL TRACT INFECTIONS 
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Clostridium difficile infection (both criteria 1 and 2 must be present): 

1. One of the following GI subcriteria:

a. Diarrhea:

b. Presence of toxic megacolon (abnormal dilatation of the large bowel,

documented radiologically)

2. One of the following diagnostic subcriteria:

a. A stool sample yields a positive laboratory test result for C. difficile

toxin A or B, or a toxin-producing C. difficile organism is identified

from a stool sample culture or by a molecular diagnostic test such as

PCR.

b. Pseudomembranous colitis is identified during endoscopic

examination or surgery or in histopathologic examination of a biopsy

specimen.

Note 

“Primary episode” of C. difficile infection is defined as one that has occurred 
without any previous history of C. difficile infection or that has occurred >8 weeks 
after the onset of a previous episode of C. difficile infection. 
“Recurrent episode” of C. difficile infection is defined as an episode of C. 
difficile infection that occurs 8 weeks or sooner after the onset of a previous 
episode, provided that the symptoms from the earlier (previous) episode have 
resolved. Individuals previously infected with C. difficile may continue to remain 
colonized even after symptoms resolve. 
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