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introduction

In the U.S. there is growing concern about the ability of the current
healthcare system to deal effectively with the growing need for long-
term care services for a rapidly growing older population.’* Previ-
ous studies have already documented delays in transferring patients
to nursing homes from acute care hospitals.** With the predicted
increase in the older population over the next 20 to 30 years, this
situation may become even more common. Because of the longevity
of its population and the costs of land and construction for new
nursing homes, finding placement for some long-term care patients
is already quite difficult in Hawaii.

In 1994 and 1995, there was an average of 1500 patients in acute
care hospital beds in Hawaii who were ready to be discharged to a
long-term care facility but were unable to be placed.”* By the fourth
quarter of 1998 that number had risen to almost 2800.° The majority
of these wait-listed patients were awaiting transfer to a Skilled
Nursing Facility (SNF) or Intermediate Care Facility (ICF) and most
were elderly. There are several reasons why this situation exists in
Hawaii; some of which are unique to this State and others that are &
part of the emerging national problem in the provision of long-term

care.”

As in the rest of the nation, the older population in Hawaii is
increasing, and there is no system of universal long-term care
insurance. This places a great financial burden on individuals and on
government resources.” People 65 years and older now represent
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12% of the population of Hawail, a figure similar to that of the rest
of the United States. However, while nationally there are an average
53 long-term care (SNF/ICF) beds fore 1000 people ag ed 65
and older, in Hawaii there are less than hait this number.”'® Th
shortage of long-term care beds creates competition for ¢ vaz;;zb%e
vacancies and explains why average nursing home occupancy rates
in Hawaii are consistently over 95%, and in some areas over 100%.7Y
It also explains why Hawaii has the highest acuity rate in ali of the
U.S. in its long-term care beds.

This competition for scarce beds means that most long-term care
facilities can be somewhat selective when choosing patients for
admission to their facility. To provide quality care to their residents,
nursing homes attempt to select patients for whom they can safely
provide care within current levels of reimbursement. For this reason,
some patients will be more difficult to place because they have
certain characteristics that make them less attractive to the nursing
home.

While the shortage of nursing home beds in Hawaii has been well
documented, there is only one other published report of a study done
in this state that documented the reasons why patients had greater
difficulty finding nursing home care.’! The conclusions of the
previous report focused mainly on the shortage of nursing home
beds as well as certain financial and administrative barriers
nursing home placement. The purpose of our study was to identify
individual characteristics making certain patients easier or more
difficult to place from acute care hospital to a nursing home.
Idenufving these characteristics may suggest interventions that
could help wait-listed patients overcome barriers to finding a nurs-
ing home. Another objective was to identify patient characterisiics
that could be used in planning for future long-term care needs.

Methods

Study Design

This is a prospective cohort study of patients aged 65 or older in
acute care hospital beds who were awaiting permanent nursing
home placement.

Study Sites

The study was conducted in 2 private nonprofit acute care hospitals
located in Honolulu, Hawaii. Atthe time of the study one facility was
licensed for 250 acute medical/surgical beds while the other facility

was licensed for 530 acute medical/surgical beds. The larger hospi-
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tal also had 30 beds designated for subacute care. Both facilities
provide a wide variety of programs and services and are accredited
by the Joint Commission on Accreditation of Healthcare Organiza-
tions. The institutional review boards of both facilities approved the
study prior to data collection.

Survey of Social Workers

The initial phase of this study involved a questionnaire survey of
social workers performing discharge planning services for the two
acute care hospitals involved inthis study. One hospitalis the largest
in Honoluly, the other has the greatest proportion of Medicare
patients. Social workers were asked from their experience to rate
possible factors making it difficult to transfer patients to a Skilled
Nursing Facility (SNF) or to an Intermediate Care Facility (JCF).
They were also asked to rate the factors on a scale of major,
moderate, or minor. The questionnaire also asked for suggestions for
factors other than those included in the survey. From this survey, a
list of the patient factors rated as either “major” or “moderate”
barriers to nursing home transfer of wait-listed patients was com-
piled. This list was subsequently used to gather data for the remain-
der of the study.

Study Population

Patients evaluated were aged 65 or older, whose status had been
lowered from acute, and who were wait-listed for long-term care
facility placement (i.e. their condition no longer required acute care
hospitalization). Only patients who were to be transferred for
permanent nursing home placement at the ICF or SNF level of care
were included in the study. Finding placement for patients needing
short-term nursing home placement, for example for rehabilitation
services, was not a major problem. The nursing homes usually
accept these patients more readily because of the higher reimburse-
ment rates for short-term rehabilitation services and because many
of these patients did not present a discharge problem for the nursing
home when their rehabilitation services were completed.

Data Collection

The lists of appropriate patients were obtained from the records of
the social work departments of both hospitals. Information was
collected by a medical record review on each subject using a
checklist of patient characteristics generated by the survey of the
social workers, as described above. The principal domains of the
data collected included: 1) medical conditions; 2) psychiatric con-
ditions; 3) behavioral conditions; 4) social and financial factors; and
5y miscellaneous factors. Medical conditions included: ventilator
dependency: intravenous antibiotics; diabetes mellitus on insuling
isolation precautions; tracheostomy care; renal failure on hemodi-
alysis; stage I or greater pressure ulcer: MRSA infection or coloni-
zation; VRE infection or colonization; urinary/fecal incontinence;
irreversible coma; and enteral tube feeding, Psvehiatric conditions
included: any psychiatric diagnosis requiring psychiatric clearance
prior to transfer (PASAAR).  Behavioral condirions included:
wandering; verbally abusive behavior; physically abusive behavior;
socially inappropriate behavior; resistance to care; and memory
impatrment. Social and financial factors included: no responsible
family or guardian; patients living on neighbor islands; no durable
power of attorney for health matters: Medicaid recipient or Medic-

aid application pending; and ability to pay privately for care.
Miscellaneous factors included: “full code™ Vs “no code” status;
end-of- life care: family preference for a particular nursing home
facility: hospital where wait-listed; marital status; ethnic back-
ground; age; and nursing home that eventually accepted the patient.
Most of the data were available in the patient’s chart. The chart
review was supplemented by interviewing the social workers and
nursing staff assigned to each patient.

Following the initial chart review, patients were followed pro-
spectively from the day they were placed on the wait-list until the
time they either transferred to a long-term care facility, expired
while on the wait-list, or were changed to the acute level of care
because of a new illness while still on the wait-list. The period of
patient enrollment was from July 31, 1996 until January 31, 1997,
and mcluded all patients downgraded and expected to require
permanent nursing home placement. Data collection was continued
fortwo months after patientenrollment was completed. Patients still
waitlisted at the end of the data collection period were censored on
the final day of data collection.

Data Analysis

Patient characteristic variables were dichotomized (yes/no) depend-
ing on whether or not the patient had the characteristic. Age was
initially used as a continuous variable but was subsequently dichoto-
mized to > or < 80. Marital status (married, single, widowed, or
divorced) and ethnicity were analyzed by comparing each character-
istic to all of the remaining ones in separate analyses. For each
dichotomized patient characteristic a comparison was made be-
tween the mean number of days spent wait-listed for nursing home
placement in those with and without the characteristic using the
Wilcoxon Rank Sum test. Two clinically significant cutpoints for
number of days waitlisted for nursing home placement were subse-
quently chosen; > 14 days compared to < 14 days, and > 30 days
compared to < 30 days. Separate univariate logistic regression

analyses were performed using these two cutpoints as the outcome
vartables for each patient characteristic. All significant variables
were then entered into separate multivariate logistic regression
analyses using the same cutpoints for the number of days waitlistec
for placement.

Results

There were a total of 176 waitlisted patients who met the enfry
criteria and were ultimately enrolled in the study (Table 1). The
average age was 82.4 (range 65-99, SD + 8. 1) and 57% were women,
Sixty-one percent of the patients were of Japanese ancestry. This
large percentage was due to the large proportion (about 30%) of
Japanese-Americans in the older Hawaii population and because
one of the hospitals traditionally serves a Japanese-American popu-
lation. Of the patients who were transferred, 86% were ultimately
placed in a long-term care facility. The remainder either reguired
readmission 1o the acute hospital or expired while still wait-listed,
The patients spent a mean of 15.3 days wait-listed (range 0-163, 5D
4+ 25.1) with a median length of time of 7 days waiting for transfer.
The data were highly skewed with 137 (78%) of the patients being
placed within 2 weeks of being wait-listed while the remaming
patients continued to be wait-listed for various longer lengths of

time. The longest length of time an individual was wait-listed prior
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Table 1. Study Population

Patient Characteristic (n=178)

Mean age + 5D
Sex

Mar status
witdowed
married

ngﬁadi\f

Ethn ic ori gm

S8

’Ezaers
Final disposition

nursing home 86%
SNF 53%
ICF 47%

expired on waitlist %

readmitted to acuts 5%

toeventually being placed inanursing home was 57 days. Attheend
of the study there were 11 patients who remained wait-listed.
Patient characteristics evaluated were dichotomized (ves/no) and
the mean days spent waitlisted were compared using the Wilcoxon
Rank Sum test. Variables that reached statistical significance are
shown in the figure. Patients requiring intravenous antibiotics at the
time they were wait-listed {p=. 001), those with a stage Il or higher
grade pressure ulcer (p=. 002), and those with diabetes mellitus
requiring at least once daily insulin injection (p=. 03) were found to
spend significantly more time wait-listed. Patients who required
isolation precautions in the hospital due to a suspected or docu-
mented infection with methicillin-resistant Staph. Aureus (MRSA),
Mycobacterium tuberculosis (MTB), or vancomycin resistant en-
terococcus { VRE) were more likely to remain waitlisted for longer
periods (p<. 001). Most of these patients (8 out of 13) were on

isolation precautions due to an infection with VRE which was itself

significantly assoctated with being wait-listed longer {p<. 001}
VRE thus accounted for the majority of increased wait-listed days
for patients on isolation precautions, Of the behavioral problems
studied, only resistance to care (p=. 02) was found to be significant.
However, when all behavior variables were combined, any patient
who had at least one behavioral problem waited significantly longer
for a nursing home bed (p=. 03} than those without any such
problems.

Patients being evaluated for nursing home placement are required
to be screened for peychiatric disorders and developmental disabili-
ties to insure that they receive proper placement and follow-up
psvehiatric care once they are transferred to a long-term care facility.

If the patient is found to have a psychiatric diagnosis or is on
psychoactive medication for a psychiatric condition, evaluation by
a psychiatrist is required prior to transfer (PASAAR). As shown in
the figure, patients awaiting psychiatric clearance were found to
wait for a longer period of time before transfer (p=. 61}

When age was evaluated as a continuous variable there
positive trend showing an increased ease of transfer with incr

was 4

easing

Figure.~ Comparison of mean days spent waitlisted for place-
ment in subjects with (yes) and without (no) the given character-
istic using Wilcoxon Rank Sum test.

private pay ICF (p<.001)
age » 80 (p=.003)

nYes
»No

psych. evaluation (p=.01)

behavior problem {p=.03)

resists care (p=.02}

VRE infection (p<.001)
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pressure ulcer

(p=.002)

DM oninsulin {p=.04)

iV antibiotics (p=001)
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<
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mean days waitlisted
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age, but this was not statistically significant. Patient age was then
dmh(}iuml;{cd to > 80 or < 80 years with the patients in the olde
group numbering 106. The group of patients > age 80 showed
significantly less time being waitlisted (p=. 003).

Patients who were able to pay privately for care also found it much
easier to secure a bed in a long-term care facility (p<. 001}, None of
the other variables reached statistical significance although patients
withoutan identified responsible family member or guardian showed
a trend towards longer wait-list time (p=. 07). No significant
differences were seen between the two participating hospitals or
whether the patient required SNF or ICF level of care.

Statistically significant variables were subsequently analyzed
using univariate and multivariate logistic regression (tables 2, 3 and
4y, Patients who were waitlisted bevond 14 davs and those who

remained wait-lsted for over 30 days were separately analyzed.
Most of the same variables that were significant using the Wilcoxon

Rank Sum test remained statistically significant in patients wait-
listed bevond 14 days except for patients with behavioral problems.
Many of the patients waitlisted bevond 14 days continued to have

difficulty being transferred beyond 30 days. This is particularly true
in patients with a history of VRE infections who were 25 times more

a month. In both the
> 80 vears of age were

on the wait-list for over
> models patients

likely to remain
univariate and multivariate
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Table 2.~ Univariate Logistic Regression-waitlisted > 14 days

Variable odds ratio 95% Cl
WVa 9.2 1.7-485
D on insulin 54 1.6-18.0
P*ﬁswé ulcer 24 1154
isolation precautions 54 15179
VRE infection 8.2 1.7-45.6
Psychiatric evaluation 5.8 16222
Age = 80 042 0.21-0.85
Private pay ICF 0.08 0.01-0.58

Table 3.~ Univariate Logistic Regression-waitlisted > 30 days
Yariable odds ratio 95% Cli

Va 128 2.6-62.1

DM on insulin 4.8 131471

lsolation precautions 107 3.0-37.7

VRE infaction 257 48-143

Resigls care 37 11117

Age > 80 6.24 0.09-0.66

Table 4. Multivariate Logistic Regrassion Models

Variable odds ratio 95% Ci

waltlisted » 14 days

1V antibiotics 187 1.3211
DM on insulin 48 1.2-20.4
Psychiatric svaluation 5.1 1.2-22.1

ad > 30 davs

z\f f)’{vi*imifjs 4.5 1.5-144
i 8.9 1.2-67.2
0.07 001045

much less likely 1o wait for a nursing home bed while those on IV
antibiotics or insulin injections waited significantly longer to be
placed.

Discussion

Inthe US.,
over age 65 15 gpplmm ately

 the average risk of nursing home admission for p&fso;}s
«‘;%, , with a lifetime risk of 28% for
men and 45% for women.” While the risk for nursing home
admission is great; only about 1.3 million people in this age group
(about 5% of this population) reside in nursing homes' at any point
in time. While there was a 37% mcrease in {m number of persons
over 65 from 1977 to 1985, the pumnmgt of persons residing in
nursing homes has remained * Thus, many elders will

a nursing home, but most do not

spend at least some time in
permanently reside there.
Factors ﬁ‘mi have previously nursing home
utitization included increased age, poor functional status ;m& lack
of an available caregiver. Age was the most consistent predic-
tor. " In 1989, the number of persons aged 65 and older repre-
sented 12% of the if;hii S population and life expectancy at birth
n 46.9 years in 1900 10 71.9 vears in 1989, Assuming that
this wend continues, by the ye il be 65.6 million

predicted higher

rose fre

ar 2030 there wi

people in this age group representing 22% of the population.”” By
far, the fastest growing segment of this population is people aged 85
and older, who are projected to total 6.5 million by the year 2020.7
The implications of this demographic change for nursing home
utilization will be profound since 45% of current nursing home
residents are persons over 83 years old.”?

The implications for Hawait may be even more profound. While
the percent population aged 65 and older is currently similar to the
rest of the country, the number of available long-term care beds are
far fewer." Further, Hawaii has the longest life expectancy of any
state, and the rate of increase in the percent popula{iam aged 65 and
older is two and one-half times the national average." One report
has predicted a shortage of 4000 nursing home beds in Hawaii by the
vear 2010 unless steps are taken now to reduce demand or increase
alternatives for fong-term care.’” A previous study conducted by the
Healthcare Association of Hawaii noted that the main reason pa-
tients were wait-listed was the lack of an available nursing home
bed. 't Other studies have also documented this inverse relationship
between the number of nursing home beds in a community and the
number of days spent wait-listed prior to transfer.™ It has also been
observed that some patients experience other barriers to placement
and may remain wait-listed, even if a bed becomes available. The
current study attempted to characterize this group of patients and the
characteristics of those who remain wait-listed longer.

We observed that patients with pressure ulcers, those receiving
long-term IV antibiotics, and diabetics receiving insulin injections
all waited longer for nursing home placement. All of these condi-
tions require skilled nursing intervention and are costly in staff time,
medications and supplies. Diabetics on insulin are often multiply
impaired. They require increased nursing time for blood glucose
monitoring, careful insulin administration, and nursing observation
for adverse events associated with dosing. Intravenous antibiotic
administration and diabetics requiring insulin injections also require
closer physician monitoring, which may be difficult to obtain in an
open-statf, fee-for-service environment. when physicians are not
based in the facility. Subsequent to our study, the Medicare Prospec-
tive Payment Sy xtun (PPS) was instituted in which the facility is
paid a flat rate for Medicare SNF patients. It is anticipated that cost
factors will only further increase the undesirability of these patients,
especially if the facility already has an adverse case mix. Facility
size may also be a factor. In nursing homes with fewer beds there
would be a smaller patient base over which to distribute costs. While
facilities may be willing to accept some of these patients, they will
likely keep their census of costly and time consuming patients to a
manageable level.

The emergence of multi-drug resistant microorganisms 1s a seri-
ous concern for nursing homes as well as for acute hospitals. The
cost of the antibiotics used to treat these patients s prohibitive, and
the nursing hours required per patientis s Iso greater when numerous
administrations of parenteral antibiotics are required. Our study
found that patients with VRE were four times more likely to have
nursing home placement delayed and were twenty-five times more
likely to wait for over a month to be transferred. In addition to cost,

an important concern for the nursing home s the infrequent avail-
ability i«:eﬁ f}rzaazs: rOoms &z‘sd am pi}\azi‘;im of VRE transmission (o
§ iniscent of previous concerns
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about MRSA. There are now so many patients with MRSA that
nursing homes are sometimes able to cohort these residents into
gender-appropriate multi-bed rooms. In our study population there
were five patients with MRSA: yet, we found that this was not a
significant factor delaying transfer to the nursing home. Studies in
the long-term care setting show that while VRE colonization rates
are increasing in nursing homes the risk of infection is low”** and
transmission to other patients can be effectively minimized with
proper infection control.” However, most facilities are likely to be
concerned about occasional lapses in infection control procedures,
and subsequent spread of infection to other frail and vulnerable
residents.

The lack of signiticant impact on placement attributed to cogni-
tive impairment or behavior was surprising. Patients who resisted
care or who demonstrated at least one problem behavior remained
wait-listed for longer periods of time on univariate analyses; how-
ever, these factors were not significant when analyzed with other
variables in multivariate models. The behavior variables cited most
often in our study population were wandering (n=27) and resisting
care (n=19), behaviors that are frequently present in persons with
cognitive impairment. Cognitive impairment was given as a prob-
lem in 64% of the patients in this study but was not shown to prolong
the time they spent waitlisted. Patients with cognitive impairment
and behavior problems also tend to be dependent for at least some
of their activities of daily living (ADL’s). These factors are often the
reasons that family member decide on placement. In 1996, the
Hawaii Long-term Care Task Force reported that when using the
level of ADL dependence as a measure of patient acuity, nursing
home patients in Hawaii consistently required higher levels of care
than in the remainder of the U.S.** Thus, it would appear that nursing
homes in Hawaii are accustomed to caring for higher acuity patients
with cognitive impairment.

There were only 10 patients requiring psychiatric screening in our
study population but they showed a statistically significant time
being wait-listed beyond 14 days. Delays in transfer to nursing
homes while awaiting psychiatric screening was also noted in the
1990 Healthcare Association of Hawaii report.'’ The reason for the
delay isuncertain, but may include regulations that nursing facilities
assure ongoing psychiatric follow-up. It is often difficult to obtain
psychiatric care in nursing homes, especially in facilities located at
some distance from major medical centers. There may also be a
delay in obtaining inpatient psychiatric evaluation in the hospital for
the required screening assessment.

Patients in this study who were over 80 vears of age were found
to remain wait-listed for significantly shorter periods of time. This
unanticipated result was consistently found, regardless of how the
data analysis was performed. The reason for this finding is uncer-

ain. Given that the mean age of the study population was 82.4 with

a median of 83, many of the patients fell into the over 80 age group.
Thus it would seem unlikely that an age differential could be
demonstrated. It is possible that a variable not included in the study
influenced the finding.

Patients able to pay privately for nursing home care were found to
be wait-listed for significantly less time. Only 48 patients in our
study had the funds to pay privately and all were ICF level of care.
The reasons for this finding are understandable since Medicare does
not pay for ICF care, and the private-pay rate for ICF is greater than

the Medicaid reimbursement. However, although some patients can
afford to pay privately for some period of time, without long-term
care insurance most patients exhaust their savings and require
Medicaid assistance at some point.

There are several limitations to this study that could influence the
results. The study group consisted on only 176 patients. While there
were a number of variables that were highly significant even in this
population, there were others that the social workers reported had a
strong negative impact on placement but which did not rise to
significance in our study. Most of these negative findings were due
to a small number or absence of these characteristics in our study
population. Examples of this include patients on hemodialysis
(n=3), those with tracheostomies (n=2}, ventilator dependent pa-
tients (n=0}, comatose patients (n=0). and patients without an
identified responsible family member or guardian (n=2). By includ-
ing only patients 65 years of age and older we undoubtedly missed
a group of younger individuals who may have even more difficulty
being transferred due to the lack of Medicare SNF benefit. The study
was conducted m only two hospitals and thus may not reflect the
experience of other hospitals in Hawaii. However, the results from
both hospitals were quite similar. This is especially interesting since
one hospital has a larger proportion of Medicare admissions and its
own attached long-term care facility. It appears as though certain
patient characteristics make long-term care placement difficult,
even in a hospital’s own long-term care facility. This study may not
be able to be generalizable to other areas of the country where
capitalization costs are much less and, hence, nursing home beds are
more plentiful. The carrent situation in Hawaii might predict condi-
tions that will emerge in areas with a growing population of older
people and a stable or declining number of long-term care beds.*"”

The State of Hawaii and the private sector have put forth several
initiatives as a way of attempting to deal with the increasing numbers
of patients requiring long-term care. Several are currently being
undertaken using residential care homes. Higher-level care homes
(ARCH 1y may now have up to 20% of their residents at the ICF
level of care. There are also special programs, such as the Foster
Family Program, wherein care home operators receive special
training to be able to care for ICF patients in their care home. The
State of Hawaii was also instrumental in helping toestablisha PACE
program {Program for All-inclusive Care for the Elderly) demon-
stration project which attempts to keep ICF-level Medicaid eligible
olderpeople intheir own homes by providing medical care, day care,
and other services. In 2002, the PACE program currently operates
as an independent entity based at Maluhia Hospital and has approxi-
mately 80 clients enrolled.

The major factors causing delays in nursing home placement in
Hawaii 13 the shortage of nursing home beds, the resulting high
occupancy rates, the shortage of available family caregivers, and the
few nursing home alternatives. In our study, several patient charac-
teristics further delayed transfer from acute-care facilities to nursing
homes. Some of these, such as the presence of VRE, pressure ulcers,
long-term IV antibiotics, and diabetes mellitus requiring insulin
injections, involve costs for increased staff time, expensive medica-
tions, and the need for private rooms. When nursing home beds are
in short supply, this study illustrates factors that may result in
prolonged lengths of stay in acute hospitals. The finding that nursing
home placement is more easily obtained for patients who can afford
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to pay privately despite having some of the same
personal characteristics as patients requiring public
funding provides further evidence that cost of care is
a major factor.
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