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Despite improvements in selected nursing facility (NF) quality measures such as reduction in antipsychotic use; local, state, and national initiatives; and regulatory incentives, the quality of clinical care
delivered in this setting remains inconsistent. Herein, recommendations for overcoming barriers to
achieving consistent, high-quality clinical outcomes in long-term (LTC) and post-acute care are provided to address inadequate workforce, suboptimal culture and interprofessional teamwork, insufﬁciently evidence-based processes of care, and poor adoption and ﬁdelity of technology and integrated
clinical decision support. With high staff attrition rates in NFs, mechanisms to measure and close
knowledge gaps as well as opportunities for practice simulations should be available to educate and
ensure adoption of clinical quality standards on clinician hiring and on an ongoing basis. Multipronged,
integrated approaches are needed to further the quest for sustainment of high clinical quality in NF
care. In addition to setting a tone for attainment of clinical quality, leadership should champion
adoption of practice standards, quality initiatives, and evidence-based guidelines. Maintaining an
optimal ratio of hours per resident per day of nurses and nurse aides can improve quality outcomes
and staff satisfaction. Clinicians must consistently and effectively apply care processes that include
recognition, problem deﬁnition, diagnosis, goal identiﬁcation, intervention, and monitoring resident
progress. In order to do so they must have rapid, easy access to necessary tools, including evidencebased standards, algorithms, care plans, during the care delivery process. Embedding such tools into
workﬂow of electronic health records has the potential to improve quality outcomes. On a national and
international level, quality standards should be developed by interprofessional LTC experts committed
to applying the highest levels of clinical evidence to improve the care of older persons. The standards
should be realistic and practical, and basic principles of implementation science must be used to
achieve the desired outcomes.
Ó 2018 AMDA e The Society for Post-Acute and Long-Term Care Medicine.

The Centers for Medicare & Medicaid Services (CMS) denote
quality of clinical care as a fundamental principle that applies to all
treatment and care provided to nursing facility (NF) residents.1
However, attainment of quality clinical care in the NF environment
remains elusive.2
The Institute of Medicine report on Nursing Home Quality indicated that high-quality NF care requires (1) a competently conducted,
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comprehensive assessment of each resident; (2) development of a
treatment plan that integrates the contributions of all the relevant
nursing home staff, based on the assessment ﬁndings; and (3) properly coordinated, competent, and conscientious execution of all
aspects of the treatment plan.2 Though we understand these components and strive to align with these principles, barriers to excellence
exist and critical strategies are necessary to succeed.
Key principles enable NFs to deliver consistently safe, effective,
efﬁcient, high-quality, and person-centered care.3 Care should be (1)
based on sound clinical principles and reliable evidence; (2) delivered
via proper care processes that reﬂect effective clinical problem solving
and decision making; (3) provided by properly qualiﬁed individuals
who perform their functions effectively and know their roles and their
limits; (4) consistent with regulatory standards, but not focus
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primarily on, regulations; and (5) guided and supported by effective
management.3
In order to achieve higher quality clinical care in NFs, multifaceted
strategies must be developed to address 4 pillars that bolster the
workforce, enhance interprofessional collaboration, optimize processes of care, and effectively use technology with integrated clinical
decision support (CDS). Table 1 summarizes the challenges to clinical
quality and calls to action.
Adequate Workforce
Issues
A barrier to high-quality NF care is the insufﬁcient cadre of highly
skilled professional staff such as therapists, pharmacists, and physicians with expertise in geriatric care. In addition to clinical skills
needed to care effectively for older adults, clinicians must have
knowledge of key clinical conditions.
A second workforce challenge is identifying and maintaining the
ideal mix of registered nurses (RNs), licensed practical nurses (LPNs),
and clinical nurse aides (CNAs). Although maintenance of RN positions
with supplementation of CNAs has been shown to improve quality,4
the issues go beyond the number of each type of staff. Knowledge,
skills, experience, and commitment to the type of care provided in NFs
play a critical role. Moreover, high attrition rates of NF staff impact
quality of care as turnover requires that facilities spend time and resources to continuously train new staff to the culture, policies and
procedures, clinical standards of practice, and care processes.
The lack of physicians trained in Geriatric Medicine is another
major challenge to providing high-quality care in the NF setting.
Almost half of fellowship positions in Geriatric Medicine go unﬁlled,
and there are not enough fellowship-trained geriatricians to provide
care for the NF population. In 2017, there were only 272 fellowship
applicants nationwide.5
Examples of Solutions to Workforce Challenges in NFs
In response to the shortage of geriatricians in NF, the Society for
Post-Acute and Long-Term Care Medicine (AMDA) has developed the
Futures Program and an extensive core curriculum for certiﬁed
medical directors.6 The Futures Program is a one-day educational
session that occurs in conjunction with the annual AMDA conference
and provides residents, fellows, and other members of the interdisciplinary team with information about the roles and responsibilities of
the different disciplines within post-acute and LTC medicine. In
addition, AMDA has developed a core curriculum for attending physicians that may be helpful in providing practicing physicians,
including hospitalists who are increasingly providing care in NFs, the
basic knowledge to provide quality care in the NF setting. Centers such
as the Peter Lamy Center on Drug Therapy and Aging, at the University
of Maryland, provide interprofessional continuing education focused
on enhancing assessment and care planning for older adults that can
improve medication safety and increase pharmacotherapeutic
knowledge of team members. CNAs, like other health professional
groups, can beneﬁt from additional training on management of residents with complex comorbidities. Speciﬁcally, there is evidence to
support the value of extended training of CNAs to enhance their skills,
boost their self-esteem, and reinforce the signiﬁcance of their role in
providing resident care.7,8
Recommendations
The presence of board-certiﬁed geriatric practitioners in the NF
must be increased to bolster clinical quality. Physicians interested in
working in the NF settings should be encouraged to become a certiﬁed

medical director, and NF corporations should incentivize physicians to
achieve this certiﬁcation. Practicing internists, family physicians, and
hospitalists should be encouraged to take the AMDA core curriculum
for attending physicians. This curriculum can enhance the clinical
skills and knowledge necessary to provide high quality clinical care.
Pharmacy providers are encouraged to recruit and retain consultant
pharmacists who are board-certiﬁed in geriatric pharmacy (BCGP). A
particularly critical area of focus for improved NF care relates to
excessive use (ie, misuse and overuse) of potentially unnecessary
medications (ie, antipsychotics and others) that increase residents’
risks of falls, mental status changes, urinary retention, cardiac arrhythmias, stroke, and death.9
Optimizing the RN time spent/resident/day from 16 minutes to 3040 minutes has been shown to reduce pressure ulcer development,
hospitalization, and UTIs.10e12 Facilities with RN-supervised, welltrained CNAs, given autonomy to fulﬁll their responsibilities of resident care, perform well on quality indicators.11,13,14 These CNAs also
are more likely to be satisﬁed and remain in their positions, thereby
reducing turnover.11 Leaders need to relay to their administrators the
business case for investing in education and training of CNAs and
maintaining a ratio of hours per resident per day of 0.2 to 0.7 RN, 0.5 to
0.7 licensed practical nurse, and 1.95 to 3.4 CNA.4,11 Leaders should
also be encouraged to develop career ladders for CNAs that recognize
their experience and additional training with both titles and salary
increases.
Optimal Culture and Interprofessional Teamwork
Issues
Facility culture and attitude can be barriers to quality when they
are not supportive of clinicians, residents, and their families.15e17 A
culture that is focused on cost reduction and task completion without
a balance of passion for person-centered care of older adults can run
counter to high-quality clinical care. NF for-proﬁt status is associated
with a signiﬁcantly higher percentage of residents with pressure ulcers, signiﬁcantly lower mean practice environment scores, higher use
of antipsychotics, and more 30-day hospital readmissions.18e20 NF
with greater percentages of Medicaid residents tend to have a greater
use of potentially harmful medications (eg, antipsychotics), consistent
with poor clinical quality.19
Suboptimal interprofessional collaboration can be a barrier to
medication safety within NFs.21e24 For example, adverse drug events
have been attributed to limited access to physicians and consultant
pharmacists.21,22,24 When clinical assessment and care planning is
shared interprofessionally and communicated effectively, adherence
to recommended practices, and patient functional status may be
improved.25,26
Example Solutions for Improving Culture and Teamwork
A culture that supports a true team approach, the participation of
nurses in organizational decisions, and adequate resources with
optimal deployment of CNAs, has been associated with better outcomes, including a lower percentage of residents with pressure ulcers
and fewer quality deﬁciencies.14,18 For example, when pharmacists
and physicians conduct medication reviews collaboratively, inappropriate medications can be discontinued successfully in NF residents.27
Such interprofessional collaborations should be patient-centered,
comprehensive, encourage continuous dialogue, support cohesive
thinking, and develop consensus agreement on approaches to care.28
The THRIVE research collaborative initiated, disseminated, and
studied the Green House Model of NF culture, which includes architectural and social changes with transformation of the NF’s organizational culture.29 On startup, Green House adopters receive
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Table 1
Challenges and Approaches for Improvement of Clinical Quality Care in NFs
Challenges to Clinical
Care Quality in NFs

Description

Call to Action

Inadequate workforce

 Low ratio of registered nurses to residents/patients with
complex clinical needs
 Not enough rehabilitation therapists and pharmacists
with special training in geriatrics or post-acute and longterm care
 High turnover of NF staff leads to undertrained, overburdened CNAs, RNs, and LPNs
 Physicians who are not trained in Geriatric or Palliative
Medicine or as a Certiﬁed Medical Director oversee care
for a large proportion of the NF population
 Not enough nurse practitioners to work in collaborative
practices with physicians
 Insufﬁcient training for CNAs who can serve as front-line
“poor-quality” detectors

Suboptimal culture and
interprofessional teamwork

 Most facilities are for-proﬁt, and ﬁnances may take
precedent over quality
 Care planning meetings frequently do not include clinicians who oversee clinical care
 Communication among disciplines about care planning
for individual residents/patients is not well executed at
many NFs
 Inadequate regulations pertaining to the need for NF
resident access to qualiﬁed social workers, irrespective of
the size of the NF

Inconsistent application of
evidence-based and expert
consensusederived
care processes

 Numerous practice guidelines exist speciﬁc for conditions
common in the NF population, but are not adhered to
 Clinical practice guidelines and evidence are not applied
correctly to the NF population, resulting in adverse events
(eg, overtreatment of hypertension, diabetes, and presumed bacterial infections)
 Inappropriate prescribing and resulting polypharmacy
and adverse drug effects are common

 Increase number of RNs relative to LPNs in high-acuity
NFs
 Improve training and decision support for licensed
nursing staff
 Ensure adequate stafﬁng and a mix of qualiﬁed health
care professionals and sufﬁcient CNA to provide highquality, “high-touch” care
 Augment training, recognition, and respect for existing
RN, LPN, and CNA
 Work with professional organizations to encourage more
specialization in geriatrics and gerontology
 NF leadership should assess the clinical knowledge and
competence of their professional staff
 Incentivize physicians to become certiﬁed in Geriatric
and/or Palliative Medicine
 Disseminate the AMDA curriculum for primary care clinicians and incentivize hospitalists, primary care physicians, and family nurse practitioners to take it
 Make the business case for optimizing the ratio of RN/
LPN/CNA hours per resident per day
 Share workforce within a hospital or health system in
accountable care organizations and bundled payment
programs
 Robust implementation of quality assurance and performance improvement (QAPI) is necessary*
 Medical directors should take leadership for setting a
positive tone on their interprofessional teams
 Deimplement unproven and ineffective healthcare
practices
 NF leadership must give positive reinforcement for evidence of excellence in care and hold staff accountable
 Train NF in a culture of respect for all staff, with recognition for the contribution they make to quality outcomes
 Employ metrics for the effectiveness of physician
accountability and communication
 Expansion of successful care models, such as the Green
House Model
 Advocacy for improved access to qualiﬁed social workers
in NF
 Incentivize leadership and teamwork training
 Continue to disseminate appropriate practice guidelines
 Disseminate AMDA and AGS Choosing Wisely
recommendations
 Develop valid and clinically appropriate quality measures
and incentivize clinicians to achieve good outcomes
based on the measures
 Develop and provide easy access to necessary tools, note
templates, standards, algorithms, order sets, care plans,
and other quality-related clinical information during the
care delivery process
 Disseminate
evidence-based
guidelines
and
recommendations by networks of recognized expert
clinicians
 Establish learning collaborators among facilities to
disseminate evidence and share best practices
 Pursue research and publication of rigorously conducted
clinical trials assessing and documenting the value of
quality initiatives
 Utilize implementation science to promote more complete adoption of “ideal” care processes
 Utilize networks of clinicians to provide required online
education on evidence-based guidelines
 Develop robust patient safety initiatives that address
inappropriate prescribing and related adverse effects
 Monitor inappropriate prescribing practices and feedback
benchmarked data to clinicians, ie, prescriber report
cards
 Implementation of evidence-based processes may be
improved if the cost and labor requirements of such
practices can be deﬁned
(continued on next page)
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Table 1 (continued )
Challenges to Clinical
Care Quality in NFs

Description

Call to Action

Slow adoption of technology
that can enhance clinical
care quality

 Most NF clinicians do not utilize the NF electronic health
record (EHR)
 NF EHRs lack CDS tools that can be easily used in
everyday practice
 Telehealth is promising, but regulatory and reimbursement barriers may hinder its spread

 Work with software companies to embed evidence-based
and expert consensusederived protocols into everyday
workﬂow
 Utilize note templates and standardized, but ﬂexible
evidence-based order sets, algorithms, assessment
templates
 Make technology friendly to the NF environment
 Utilize telehealth to involve remote clinicians in care
planning
 Improve utilization of technology to communicate among
disciplines on speciﬁc clinical issues
 Fully integrate CDS with two-way push-pull data
capabilities to enable streamlined, evidence-based
workﬂow
 Work with information technology ofﬁcers to reduce
alert fatigue from “less important” or incorrect messaging
 Ensure that alerts and messaging are all geriatric speciﬁc
 Work with regulators to facilitate appropriate use of telehealth in NFs
 Prepare for disruption; the status quo cannot lead to
improvement
 Disrupt existing paradigms and adopt radical process
changes

AGS, American Geriatric Society; CMDs, certiﬁed medical directors; CNAs, certiﬁed nurse aides; LPNs, licensed practical nurses; QAPI, quality assurance and performance
improvement.
*US Department of Health and Human Services, Health Resources and Services Administration Quality Improvement, adapted from http://www.hrsa.gov/healthit/toolbox/
HealthITAdoptiontoolbox/QualityImprovement/whatarediffbtwqinqa.html.

implementation guidance, regulatory advocacy, architectural guidance, staff training, and ongoing technical support as requested. Sustainability of this model of NF care occurs by fostering collaborative
problem-solving skills in self-managed work teams and coaching
skills for team leaders. The Green House model is an example of
promoting CNAs to increasing job demands following extensive
training, accompanied by higher wages.
Others have promoted the role of social workers in attaining high
clinical quality of care for NF residents, given their importance in
collaborating on a comprehensive care plan.30 Because of the nature of
residing in NF, residents present complex psychosocial challenges of
lack of identity, unfulﬁlled roles, absence of meaningful connections
with others, and grief superimposed upon cognitive deﬁcits, dementia, depression, and anxiety. Despite these ﬁndings, only NF with
greater than 120 residents are required to have a qualiﬁed social
worker on staff and qualiﬁcations outline at least 1 year of professional
service but they are not required to hold a social worker degree.

Recommendations for Improving Culture and Teamwork
NF leadership, including administrators, directors of nursing, and
medical directors must assume leadership for setting a positive tone
within the collaborative team and hold team members accountable for
attaining high clinical quality. Each team member contributes their
unique expertise, for example, drug therapy knowledge and medication safety by the consultant pharmacist, diagnostic skills by physicians, and psychosocial and functional assessment by nurse
practitioners and social workers, leading to the development of a more
comprehensive, holistic plan of care. Tools such as the Effectiveness of
Physician Accountability and Communication (EPAC) may be useful to
measure processes of care and improve metrics related to physician
involvement and effectiveness in resident care.31 Deploying CNAs as
the ﬁrst line of resident observation reduces development of pressure
ulcers and improves resident satisfaction with their care.14,32 Consumers see the CNA as the “care” provider and suggest a balance of
reasonable workload, respect for their work, and wage adjustment or

provision of health beneﬁts as means to enhance CNA satisfaction and
retention.33
Expansion of successful care models, such as the Green House
Model, and regulatory requirements for provision of qualiﬁed social
workers are other areas of focus for care improvement.
Consistent Application of Evidence-Based Processes of Care
Issues
The degree of successful oversight and coordination of a facility’s
care processes and practices heavily inﬂuences attainment of safe,
effective, efﬁcient, and person-centered care.34 High-quality facilities
have a leadership-driven culture that focuses on an evidence-based
care delivery process.3 Clinicians must consistently and effectively
apply the medical care delivery process, including recognition, problem deﬁnition, diagnosis, goal identiﬁcation, intervention, and
monitoring progress.6 Challenges to implementation include overcoming negative staff beliefs in the beneﬁt of the intervention, lack of
coordination of care between all members of the health care team,
lack of administrative support and full engagement of champions,
insufﬁcient resources, and lack of ﬁt of the new approach to care
within the current system.
How and to what extent NFs adopt quality standards varies
considerably.34 Moreover, quality measures derived from the Minimum Data Set that are reported on the CMS website and contribute to
NF 5-Star ratings are imperfect and, in some situations can be
misleading. Despite issues with quality standards, NFs inconsistently
implement policies that can affect these measures, such as policies on
advanced care planning for residents with dementia, clinical practice
guidelines, and quality improvement approaches.34e36 Adoption is the
continuous process of keeping users informed and engaged, providing
innovative ways for them to become proﬁcient in new tasks,
measuring changes in clinical outcomes, and striving to sustain that
level of performance long-term.37
Implementation of evidence-based care is hampered by a lack of
evidence. Older adults in NF are under-represented in high-quality
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clinical trials given the complexity of their comorbidities, physiologic
changes of aging, risk of mortality, and difﬁculty obtaining informed
consent. The resulting scarcity of evidence places clinicians at risk of
misusing evidence that is not applicable to the population. A concerning observation is the application of guideline recommendations
from younger, noninstitutionalized adults to NF residents, leading to
overtreatment and harm with conditions such as diabetes (eg, hypoglycemia), hypertension (eg, syncope and falls), and bacterial infections (eg, antibiotic-associated adverse drug events).38e40
Examples of Solutions to Improve Consistent Application of
Evidence-Based Processes of Care
At times deimplementing or eliminating inaccurate entrenched
practices must occur.41,42 Challenges to deimplementation include
conﬁrmation bias, beliefs in clinical experience, focus on individual
causality versus epidemiologic ﬁndings, comfort with the familiar, and
the endowment effect of things being important when they are taken
away.43,44 To overcome these challenges, a multilevel approach is
needed that includes residents, families, staff, the units involved, and
organization culture and policies.
The basis for improving patient outcomes is the discovery, translation, and integration of knowledge into practice. Implementation of
evidence-based medicine is a systematic approach to apply relevant
research results to clinical practice.422 Sources of information that
speciﬁcally evaluate evidence for use of interventions for older adults
in post-acute and LTC settings include the Geriatric Pharmaceutical
Care Guidelines (GPCG), the Clinical Practice Guidelines developed by
AMDA,45,46 quality improvement programs such as the Fall Management Program, and the Interventions to Reduce Acute Care Transfers
(INTERACT) program, and evidence-based and consensus-derived
tools such as standardized order sets for acute changes in condition.47e49 For example, from the early 1990s through 2016, the
GPCG, was a source of clinical evidence for pharmacotherapy of more
than 50 common geriatric conditions, written independently by the
University of the Sciences in Philadelphia, externally peer-reviewed
and endorsed annually by the American Geriatric Society as the nationally recognized best practice for pharmacy care in seniors.45
Recommendations to Improve Consistent Application of EvidenceBased Processes of Care
Quality standards should be developed by interprofessional LTC
experts committed to applying the highest levels of clinical evidence
to improve the care of older persons. Moreover, these approaches
should be realistic and practical and utilize theoretically based
application of implementation science approaches such as the Evidence Integration Triangle and the consolidated framework for
advancing implementation science.50,51 CMS should continue to reﬁne
the MDS-derived quality measures to make them as valid as possible
for different segments of the diverse NF population.
Networks of clinicians can provide online education on evidencebased guidelines. Learning collaboratives can work together to
impart evidence-based tools and techniques to improve quality.52
Additional studies on multifaceted interventions are needed to help
translate research into process improvements in NFs. Robust safety
initiatives are needed that address appropriate prescribing and
deprescribing to minimize the risk of adverse drug effects.
Application of evidence-based processes of care such as the examples listed above can be facilitated by their inclusion in electronic
health records (EHRs) as order sets, algorithms, alerts, and care plans.
Improved clinical outcomes have been achieved with clinical decision
support (CDS) in hospitalized adults with pneumonia and sepsis.53,54
Research is needed to document similar results in NF.
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Improve Adoption of Technology and CDS
Issues
Electronic access to CDS is resource-limited, leading to reliance on
manual systems and the potential for compromised clinical quality.55,56 Quality outcomes improve when clinical tools are embedded
into workﬂow and/or EHRs.42 EHRs should be easy to use, prevent
errors, create appropriate alerts without creating alert fatigue, provide
methods to document responses to alerts, provide measures so that
clinical managers can improve processes of care and enable documentation that meets regulatory standards, reduces the risk of successful legal actions, and generates appropriate billing codes.
However, adoption of EHR-embedded CDS has been slow. The acute
care experience with embedded CDS has had the unintended consequences of alert fatigue leading to overriding, new errors, and difﬁculty keeping the content current, all of which must be anticipated
and avoided in LTC applications.57 EHR vendors have not kept pace
with the rapid rate of product evolution needed to catapult the clinical
quality movement through CDS. Integrated CDS carries a perception of
increased workload among clinicians that must be addressed.58
Another barrier to achieving high-quality outcomes, expressed by
selected registered nurse participants in a study of NF transfers, is a
lack of conﬁdence in their own clinical skills and judgment.59 The
nurses stated that it would have been comforting to conﬁrm their
ﬁndings with a nurse practitioner or physician either directly or
through telemedicine. A systematic review conducted in 2013 found
very few, poor-quality evaluations of telemedicine in NF.60
Example Solutions for Improving Adoption of CDS Technology
An example of an effective CDS is the Geriatric Risk Assessment
MedGuide. This guide was tested in a randomized cluster trial and
noted that there was a lower incidence of falls, delirium, and death
and an increase in the number of hospitalizations among those
managed with the guide.61 Given that most medication errors occur at
the time of prescribing, the Geriatric Risk Assessment MedGuide
involved the use of a mobile device with drug reference software to
help 236 American NF physicians identify potential adverse drug
events.61 Having this necessary clinical information available at the
time of prescribing improved medication safety. Similarly, integration
of CDS into a computerized order entry system improved drug orders
and the quality of prescribing for LTC residents with renal
insufﬁciency.62
As part of the CMS Initiative to Reduce Avoidable Hospitalizations
among NF, the University of Pittsburgh Medical Center (UPMC) used
telehealth coupled with clinical care support from advanced practice
RNs to reduce all-cause hospitalization by 12.6% and potentially
avoidable emergency department visits by 28.2%.63 RNs used
INTERACT tools to help NF intervene appropriately when urgent
changes in condition may have led to hospitalization. The UPMC team
incorporated the INTERACT CDS tools into their EHR for sustained
improvements in care process and outcome measures.64
Recommendations for Improving Adoption of Technology
These ﬁndings suggest that (1) LTC should embrace and learn from
the CDS technology experience in acute care; (2) NF should work to
integrate CDS into their EHRs, and (3) there is a niche for telemedicine
combined with CDS to provide expertise and assessment remotely.65
For improved quality outcomes, electronic, just-in-time access to
clinical tools, quality metrics, clinical algorithms, order sets, and care
maps is needed. There is evidence for the value of telemedicine in NF,
particularly in specialty areas such as dermatology, geriatrics, psychiatry, neurology, and multiple allied specialties.60,66 These studies
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indicate that provision of telemedicine services in NF is feasible and
participants expressed high satisfaction with the services. However,
more-robust studies are needed to build the evidence base for this
application. Regulatory and reimbursement barriers may hinder
widespread adoption of telemedicine.
NF with licensed nursing staff levels above the average resources
(more Medicare-paid than Medicaid-paid residents), not-for-proﬁt
status, high occupancy, larger size and chain-afﬁliation, and those in
a more competitive environment have tended to adopt CDS.67 A federal mandate may be needed to prompt remaining NF to acquire CDS.
Implicit in the use of CDS is that clinical quality can be improved and
for many facilities this could improve their Five-Star Quality Rating
and thus market share, incentives, and rewards, without adding
personnel costs.

2.

3.
4.

5.

6.

7.

Limitations
A cautionary perspective should be adopted when reviewing the
science on clinical quality improvement in the NF. The vast majority of
literature provides evidence for recommended interventions that was
of low to moderate quality at best.68 Other than a few controlled trials,
most interventions were uncontrolled and not blinded. Quality metrics chosen as the subject of the improvement process varied among
trials, thereby limiting comparability and our ability to draw conclusions about the relative value of the interventions. In most instances,
interventions that may have been successful in selected NF environments are unlikely to be generalizable widely given the potential
biases in facility selection, low number of participants (ie, residents
and/or facilities), and lack of standardization and controls. Many
publications, written by experienced geriatric clinical scientists, offer
guidance based on the shortcomings noted above tempered by the
authors’ years of experience in the ﬁeld. These limitations notwithstanding, there is abundant passion for attaining quality clinical care
of NF residents as measured by the numerous “calls-to-action” in the
literature.
Implications for Practice, Policy, and/or Research

8.
9.

10.
11.
12.

13.

14.

15.

16.
17.
18.

In order to achieve quality clinical outcomes, several components
and multipronged approaches that address all 4 of these areas are
needed. Successful improvement and attainment of clinical quality is
predicated on the interplay of human factors and accessible assets.
Further, the pursuit of quality must occur with consistency and
standardization.
For an individual facility to achieve quality clinical care, several
foundational pillars need to exist. Providers must lead improvements
in NF quality through actions like those speciﬁed in Table 1. Disruption
of current practice paradigms may be needed to facilitate development of high-value, clinical, quality care.

19.

20.

21.

22.

23.
24.

Conclusions
The opportunity to improve quality and outcomes related to the
health and safety of NF residents is still great. At times, undertaking
clinical quality initiatives appears Sisypheandan endless task that
ineffectively moves performance toward quality outcomes. Despite
the frustrations, the passion and sense of urgency for quality of care
enhancements in NF are driving ongoing efforts to improve outcomes
for the complex NF population. Although the task is formidable, the
journey of discovery to best practices is necessary and worthy.

25.

26.
27.

28.

29.
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