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KEY TAKE-AWAY: Dementia caregivers feel inadequately prepared for hospital-to-skilled nursing facility transitions.
interventions aimed at ensuring consistent access to rehabilitation may help promote goal-concordant care.

INTRODUCTION

RESULTS

CONCLUSIONS

* People living with dementia
(PLWD) are frequently
discharged to skilled nursing
facility (SNF) settings after
hospitalization

» (Caregiver engagement is critical
to optimizing care transitions for
PLWD

 However, the perspectives of
dementia caregivers on
hospital-to-SNF transitions —
which are critical to inform
engagement strategies — are
unexplored.

* Objective: To understand
dementia caregiver experiences
and perceptions of care during
hospital-to-SNF transitions

METHODS ‘

* Qualitative study at an urban
SNF

* Recruited caregivers to
PLWD prospectively during
SNF stays

* Performed in-depth, semi-
structured interviews
exploring perceptions of
preparation for SNF care,
move from hospital to SNF,
and experiences with hospital
and SNF care

« Data analyzed using thematic
analysis with deductive and
inductive coding

 Completed in-depth interviews with 19 caregivers
* Four themes identified in analysis (Figure 1)

Figure 1: Thematic findings and representative quotes
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Caregiver goals and
expectations for SNF
stays

* Functional recovery &
discharge home

» Alleviating caregiver
needs & concerns
* Negotiating & reinforcing
the need for SNF

“We realized, oh, wait,
she has to go
somewhere with a little
less care, but still getting
physical therapy every
day and getting her
strong and back to where
she needs to be” —
Caregiver 13
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The actual transfer from
hospital to SNF can be
disruptive and
challenging

* Adverse impacts of
prolonged and
disorganized transfers
* |nadequate caregiver
communication and
preparation about
transfer

 Communication gaps
between hospital & SNF

“Because he was
supposed to transfer out
that day, he didn't get
any therapy that day,
which is the biggest
thing he needs is
therapy.” — Caregiver 18
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SNF care may not align
with goals and
expectations

* |nconsistent or poorly
timed therapy sessions
» Sub-optimal facilities
* |nadequate
communication and
need to monitor care
* Uncertainty and worry
about recovery

“It's a little erratic... There
was one day where they
Jjust told him they
couldn’t work with him...
he just satin a
wheelchair.”’- Caregiver
14

Dementia exacerbates challenges & complexity of transitions

* Need for caregiver presence

* Heightened risk for delirium & other adverse events

“I think a normal, not normal, sorry, person without these memory deficits and
problems, brain problems, probably could have dealt with it, but she couldn't....If I'd
been there from the start, it would've been much better.” — Caregiver 17

Many caregivers felt
inadequately prepared for
hospital-to-SNF transitions

Caregivers identified
functional recovery as a goal
of SNF stays, but perceptions
of care did not always align
with these goals

Interventions directed at
Improving caregiver
communication may help
iImprove caregiver
engagement and patient
recovery experiences
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