
OctOber 2019 • VOLUMe 20, NO. 7 
www.caringfortheAges.com

Free ONLINe AcceSS

An Official Publication of

Phase 3 of the revised Medicare and 
Medicaid Requirements of Par-

ticipation for long-term care, which 
will go into effect next month, require 
skilled nursing homes to provide “trau-
ma-informed care (TIC),” an approach 
to care that factors in the pervasive 
nature of trauma and establishes safe 
and nurturing environments where 
residents won’t be retraumatized. 
However, the Centers for Medicare & 

Medicaid Services haven’t yet provided 
guidance on this directive, so trying 
to comply may feel like completing a 
jigsaw puzzle without all the pieces. Yet 
if the team thinks of this as ensuring a 
trauma-informed culture as opposed 
to just implementing a new regulatory 
requirement, they can create something 
that is positive for everyone.

“It’s important to remember that 
implementing a true trauma-informed 

approach to care takes time. It’s not just 
a matter of adding a few assessment and 
intervention boxes,” said Scott Janssen, 
MA, MSW, LCSW, of the University 
of North Carolina Hospice. TIC, he 
observed, “is something that should per-
meate the entire culture from bottom to 
top, and it should inform the hiring of 
new staff and the training of existing staff. 

Putting together Pieces of trauma-Informed care Puzzle 
by Joanne Kaldy

PALtc Steps Up Strategies to Attract Nurses
by Joanne Kaldy

Enrollment in nursing schools is up 
as more people — men and women 

alike — see this as an exciting field 
where they can have a rewarding career 
and job security. However, while nurs-
ing schools are attracting more students, 
too few of their graduates are choosing 
to practice in post-acute and long-term 
care (PALTC). As a result, a perfect 
storm is brewing: a rapidly growing 
over-65 population, a large number of 
nurses nearing retirement age, and not 
enough students choosing this specialty. 
PALTC communities and their team 
leaders are scrambling to find creative 
ways to attract more nurses.

A recent study from researchers at the 
Harvard and Vanderbilt medical schools 
showed that of more than 15,000 long-
term care facilities, just over half (54%) 
met the nursing home staffing levels 
expected by the Centers for Medicare 
& Medicaid Services less than 20% of 
the time, and 91% met those levels 
less than 60% of the time (Health Aff 
(Millwood), July 2019; doi: 10.1377/
hlthaff.2018.05322). Providers have ex-
pressed concerns about meeting staffing 
levels, especially as they struggle to com-
pete with hospitals for nurses. A CMS 
proposal to enable lower-wage hospitals 

to increase pay has only increased the 
concern of PALTC communities.

“Part of the problem is a general lack 
of exposure by students to the care of 
older adults in general, as well as a mis-
conception that the nursing home is a 
place where people go to die,” said Nina 
Flanagan, PhD, GNP-BC, PMHCS-

BC, clinical professor of nursing at 
Binghamton University. She noted that 
most nursing students spend only a brief 
time training in this setting, and what 
they see “isn’t very dynamic,” especially 
compared with hospitals.

See NURSES • page 18

experts discuss strategies to attract nursing students to a career in post-
acute and long-term care, as well as ways to retain nurses already working 
in the field. 

Ph
ot

o 
b

y 
Ja

ne
 c

ar
m

on
a 

on
 U

ns
p

la
sh

Join the only medical specialty 
society representing practitioners 
working in the various post-acute 

and long-term care settings. 

Visit paltc.org/membership to learn more!

IN THIS ISSUE

Shared Learning
Caring’s new coeditors in 
chief talk teamwork and 
sharing in their first caring 
collaborative column. 2

NP/PA Council Responds 
the Society’s Nurse 
Practitioner/Physician 
Assistant Advisory council 
responds to attorney tips for 
avoiding litigation in a letter 
to the editors. 2 

Meretricious Metrics 
Dr. Jeff weighs in on 
challenges of finding meaning 
in the sea of data. 4

Medication Problems 
During ALF Transitions 
Medication-related problems 
that accompany skilled 
nursing facility transitions can 
teach assisted living providers 
a valuable lesson. 12

Culturing Cascade
A recent study linked urine 
culturing with antibiotic use 
and Clostridioides difficile 
infection. 13

See TRAUMA • page 20

http://www.CaringfortheAges.com


 20 cArING FOr tHe AGeS OctOber 2019

It also involves policies and procedures on 
an administrative and clinical level.”

So where do facilities begin?

Defining Trauma-Informed Care
Regarding TIC, the Requirements of 
Participation say, “The facility must 

ensure that residents who are trauma 
survivors receive culturally competent, 
trauma-informed care in accordance 
with professional standards of practice 
and accounting for residents’ experiences 

and preferences in order to eliminate 
or mitigate triggers that may cause re-
traumatization of the resident.” And, to 
date, that is where the direction ends. 
For the moment, it is up to facilities and 
their teams to take the TIC reins.

It can be challenging to get everyone 
on the same page when change sweeps 
in, but it can help to start with a com-
mon definition so that everyone is speak-
ing the same language. Although CMS 
has yet to provide a clear definition of 
TIC, the federal Substance Abuse and 
Mental Health Services Administration 
(SAMHSA) describes it as “adoption of 
principles and practices that promote 
a culture of safety, empowerment, and 
healing.” Taking this a step farther, 
Ashley Swinson, MSW, LCSW, founder 
of TIDE Associates in North Carolina, 
said, “Trauma-informed care is the prac-
tice of engaging others and providing 
care by intentionally considering the 
impact of their past experiences on their 
current presentation.” Like everything 
we aspire to in long-term care, TIC is 
person-centered — but it is much more 
as well. It is a fundamental perspective 
and an integrative framework, said Ms. 
Swinson.

Everyone also needs to have a com-
mon understanding of what trauma is. 
SAMHSA defines it as resulting “from 
an event, series of events, or set of cir-
cumstances that is experienced by an 
individual as physically or emotionally 
harmful or life-threatening and that has 
lasting adverse effects on the individual’s 
functioning and mental, physical, social, 
emotional, or spiritual well-being.” 
CMS also uses this definition. While 
it is important to have some common 
understanding of trauma, the team also 
must realize that neither trauma nor TIC 
is a one-size-fits-all concept. Also, care-
givers and clinicians should be careful 
not to mistake signs of trauma — such 
as changes in intake, cognition, sleep, 
verbalization, socialization, activity, and 
anxiety — for age- or illness-related 
issues. Although these changes could 
well be associated with age or illness, 
the team must acknowledge that they 
also could be related to trauma.

Next, getting buy-in from everyone on 
the team is important. “When you estab-
lish this, you get a joint willingness to 
move forward,” said Ms. Swinson. “We 
have to be able to talk about trauma-
informed care. We are engaging with 
each other by having the conversation.” 
To help promote buy-in, it is impor-
tant to emphasize the benefits of TIC, 
including lowered care costs and poten-
tial reductions in hospitalizations and 
psychotropic medication use for patients 
and less turnover, greater satisfaction, 
and less burnout for staff.

As with any change, having a cham-
pion is powerful. Mr. Janssen explained, 
“TIC champions are team members who 
understand the impact of psychologi-
cal trauma on the lives of patients and 
caregivers. When trying to understand 

The flu is miserable for everyone — but for older peo-
ple, especially those with chronic illnesses such as heart 
or respiratory disease, it can be dangerous or even fa-
tal. Every year, more than 200,000 people are hospital-
ized because of the flu, and 36,000 die. Many of these 
people are over age 65.

There is much you can do to protect yourself or an old-
er loved one, starting with getting the influenza vac-
cine. The flu shot is not a one-and-done vaccine — you 
need to get one every year. Don’t wait until after flu 
season is in full swing. And don’t get it so early that it 
wears off before you or your loved ones are at risk.

There is a “high-dose vaccine” designed specifically for 
people 65 and older. According to the national Centers 
for Disease Control and Prevention, this vaccine is asso-
ciated with a stronger immune response after vaccina-
tion. At least one study has shown that adults 65 years 
and older who received the high-dose vaccine had 24% 
fewer influenza infections compared with those who 
received the standard-dose flu vaccine. The CDC also 
recommends that people age 65 and older also stay up 
to date with pneumococcal vaccinations, which protect 
against illnesses such as pneumonia, meningitis, and 
bloodstream infections. Talk to your practitioner about 
what vaccines are recommended for you and/or your 
elder loved one and when to get these.

During flu season, especially when neighbors, family, or 
friends are sick, it is important for frail older people to 
be protected. This means staying away (as much as pos-
sible) from those who are ill, eating right and staying 
hydrated, limiting cold weather excursions and visits to 
crowded places, and washing hands frequently. These 
may seem like common sense measures, but they some-
times get forgotten or ignored. However, following 
these tips can mean the difference between spending 
the holidays in bed sick or celebrating around the tree.

Watch for flu symptoms such as fever, cough, sore throat, 
runny or stuffy nose, body aches, headache, chills, fatigue, 
nausea, lost appetite, and/or diarrhea. If you or a loved 
one experiences any of these, seek immediate help from 
your practitioner. The sooner you report flu symptoms 
and great treated, the more likely you or your loved one 
will be to get better quickly and stay out of the hospital.

If you or a loved one gets the flu, there are prescrip-
tion “antiviral” medications to treat it. These are dif-
ferent from antibiotics, which aren’t useful against the 
flu. Over-the-counter pain medications may help with 
aches and pains, but talk to your practitioner before 
self-medicating.

If you or a loved one has gone without the flu vaccine 
in the past and didn’t get sick, consider yourself lucky. 
Don’t take the chance of getting sick or making some-
one else ill. Prepare now, and you can enjoy happy holi-
days and a warm, cozy winter.

Questions to Ask Your Practitioner
• Why is a flu vaccine important? What kind of flu vac-

cine is right for my loved one or me?
• Does the flu vaccine have any side effect(s)?
• What happens if I don’t get a flu shot? Can I make 

others sick?

What You Can Do
• Dress sensibly. For example, wear hats out in the 

cold, and keep your feet warm and dry.
• Avoid people who are sick, if you can. If you get sick, 

stay home and avoid contact with others as much as 
possible.

• Cover your mouth when you sneeze or cough, and 
wash your hands frequently and thoroughly.

• Eat right, and stay hydrated with juice and other liq-
uids. Don’t share drinking glasses, cups, or eating 
utensils with others.

• Tell a physician or other practitioner right away if you 
start to feel sick.

• Don’t take any medications, even over-the-counter 
products, without first talking to your practitioner.

For More Information
• Centers for Disease Control and Prevention, “People 

65 Years and Older & Influenza,” Influenza (Flu), Feb. 
12, 2019; https://www.cdc.gov/flu/highrisk/65over.htm

• Thomas Frank, “Flu Deaths Rising for Americans 
Over 65,” AARP Health Conditions & Treatments, 
Oct. 2, 2018; http://bit.ly/2m4joQY

• James M. Steckelberg, MD, “Fluzone High-Dose: 
What Distinguishes It From Other Flu Vaccines?” 
Mayo Clinic Housecall, Aug. 1, 2017; https://mayocl.
in/2m4jmZm

chicken Soup and Vitamin c: Not enough to Fight Off the Flu
Richard Stefanacci, DO, MGH, MBA, AGSF, CMD, coeditor of caring talks about how to keep the flu 
from striking this winter and what to do if it does.
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a patient’s behavior, the champion will 
ask, ‘Is this related to post-traumatic 
stress?’ A champion will also think about 
whether her own behavior is hurtful or 
insensitive to the needs of a trauma 
survivor, and this person can shine the 
spotlight on trauma issues.” For instance, 
something as seemingly innocent as a 
humming a song while providing care 
could trigger a trauma-related memory 
or experience for the resident.

The Screening/Assessment
Unlike some of the screenings and assess-
ments conducted in this setting, TIC 
can’t just involve a one-and-done check-
list. “I would not recommend using a 
standardized assessment questionnaire or 
a PTSD [post-traumatic stress disorder] 
inventory. These kinds of assessments 
should be left to professionals with the 
background, knowledge, and skills to use 
them sensitively and effectively,” said Mr. 
Janssen. He further observed, “Before 
thinking about assessing for trauma in 
a formal or routinized way, I’d start by 
looking at strategies for building trust, 
a relational connection, and a sense of 
safety.” If you jump right to the assess-
ment, he cautioned, “You will likely get 
inaccurate or incomplete information, 
and you may create distress in residents 
or unnecessary barriers to building a 
relationship based on respect and open 
communication.”

Trauma may be entwined with deeply 
hidden family secrets, Mr. Janssen noted, 
and these can feel dangerous to disclose. 
If the team is conducting assessments 
without specific training beyond just 
asking questions, this could be disas-
trous. Imagine, Mr. Janssen suggested, 
the social worker or intake nurse bring-
ing up trauma with a new resident — 
who has a history of sexual abuse that she 
has never revealed to anyone — when 
she is accompanied by her adult son. 
“You can see how this could ratchet up 
pretty quickly,” he said, especially if the 
practitioner doesn’t have the skills or 
training to know how to handle such a 
situation.

Care Tools
While facilities may feel pressure to 
implement a TIC process, they should 
resist the urge to oversimplify it — such 
as just creating or adapting a formal 
clinical assessment and assigning this 
task to a particular discipline or team 
member.

Mr. Janssen said, “I’d think more in 
terms of screening questions rather than 
a formal assessment. And I’d start with 
the kind of observational and conversa-
tional style of assessment.” At the least, 
he suggested, facilities might consider 
putting a few open-ended questions into 
the social history section of the resident’s 
intake. These should also be designed to 
help identify the person’s strengths and 
positive coping strategies, as these can be 
used to help him or her “stay grounded 
when distressed.”

The use of mixed formats for TIC 
may be helpful starting out. This may 
include self-inventories, checklists, ques-
tionnaires, and interviews. Some sample 
screening questions might include:

• Have you ever been in a situation 
in which you were afraid you were 
going to die?

• Have you ever experienced some-
thing that made you feel less safe in 
the world or changed you in a way 
that has made life more difficult?

• Have you had any experiences in 
your life that have made it hard to 
trust/feel happy/express your needs/
connect with others?

There are other tools that can be useful. 
For instance, the Trauma Informed Care 
Project has a self-assessment designed to 

evaluate an organization’s readiness to 
implement a TIC approach. This is orga-
nized into five main domains: support-
ing staff development, creating a safe and 
supportive environment, assessing and 
planning services, involving consumers, 
and adapting policies.

Because a key focus of TIC is to keep 
residents safe and comfortable and 
to prevent retraumatization, the goal 
should never be to push people into 
talking about traumas. “If people are 
traumatized but reluctant to talk about 
it, they may have very good reasons 
for concealing this,” said Mr. Janssen. 
For example, they may feel shame, or 
they may worry they will be judged. 
“They may not feel safe, especially in 
an institutional setting ... or they may 
worry about being medicated against 
their will,” he observed. “It can be very 
scary talking about something like this 
under the best of circumstances, much 
less under the stress of being in a nurs-
ing home.”

If someone doesn’t want to talk, team 
members must let the resident know that 
it is okay. Perhaps they can start with a 
basic life review, talking about happy 
memories or nonthreatening topics. 
Nancy Kusmaul, PhD, LMSW, assistant 
professor at the University of Maryland 
School of Social Work, agreed. She said, 
“TIC doesn’t mean forcing someone to 
address their trauma. Instead, we need to 
be aware of how trauma is affecting their 
care.” She added, “We should approach 
this with an awareness that there might 
be something there and behave in ways 
that acknowledge this.”

Patience and sensitivity will be essen-
tial. Ms. Swinson said, “Give people per-
mission to slow down the pace and think 
through options and recourse beyond 
the box they’ve been confined to.”

The Family Plan
Family involvement may be helpful. 
However, it depends on the family, the 
relationship they have with their loved 
one, and how involved they want to be. 
When it’s appropriate, family members 
can provide insights into things such as 
times of day when the resident is more 
distressed or triggers that cause the per-
son to be agitated. They also may have 
clues about how to keep people calm, 
such as favorite songs or the scent of 
lavender.

Just as it’s important not to judge or 
push residents, it’s similarly key not to 
make assumptions about the family. As 
Mr. Janssen said, “You don’t know the 
story of family relationships. Staff need 
to resist stereotyping and imposing their 
own feelings on the family. A resident 
who is sweet and loved by staff could 
have been abusive to his or her family. 
Don’t push family into being involved 
if they resist or just aren’t interested, 
and don’t judge them for having this 
reaction.”

Training Teams: Back to Basics
Training for teams should include the 
basics of trauma and TIC. They also 
should get some training on how to 
respond to residents who are distressed 
or withdrawn, and they need to know 
what signs to watch for that indicate 
someone is feeling traumatized and 
needs help. For direct care staff, it may 
be helpful to have additional training 
about how to respond to challenging 
behaviors with a TIC focus. For instance, 
Mr. Janssen said, “Someone who has 
been sexually assaulted might get angry 
or fearful when given personal care. It’s 
important for staff to respond in ways 
that are mindful and that wouldn’t esca-
late the reaction or intensify underlying 
distress.”

Team members also need some train-
ing in self-care because the greater focus 
on TIC could trigger retraumatization 
or undue stress related to their own his-
tory or experiences. They may not even 

realize that TIC may trigger their own 
trauma. “We need a culture that makes 
people feel safe enough to be honest,” 
said Ms. Swinson. If an employee is 
having a problem with TIC because, 
for example, he or she is struggling with 
his or her own traumas, that person 
needs to be able to ask for help with-
out fears of retribution or judgment. 
“People should have the opportunity 
to share TIC responsibilities with oth-
ers,” said Dr. Kusmaul. She added that 
having adequate training on how to 
provide comfort in the moment can 
increase team members’ confidence. 
“We can’t just throw people into this. 
They need to be trained and have the 
opportunity to ask questions, express 
concerns, and seek additional training 
or help as necessary,” she added. “We 
can’t have facilities and teams without 
access to behavioral health uncovering 
traumas without the ability to address 
them. Team leaders need to figure out 
their capacity around behavioral health 
up front.”

Of course, it’s not enough to have 
screening procedures in place. Facilities 
need to have a protocol for what do to 
if someone is identified as being trau-
matized or having PTSD. In such cases, 
a comprehensive assessment by a quali-
fied individual with clinical experience 
is warranted. All team members should 
be familiar with these procedures and 
protocols, especially if they are directly 
involved in screenings or assessments.

The Incomplete Puzzle
Because there are still some missing 
pieces, we don’t know what TIC will 
look like over time “unless CMS gives us 
specific parameters and specific models 
... or gives organizations the autonomy 
to develop their own model,” said Ms. 
Swinson. It’s too early to know what 
surveyors will expect regarding TIC, but 
facilities would be wise to detail what 
is done and the content of any and 
all conversations and actions regarding 
TIC. Ms. Swinson said, “The documen-
tation needs to refer to the TIC and 
include specific details. You need to use 
language that proves you’re following 
protocol.” Additionally, she suggested 
that the record include a rewriting of 
what assessments uncovered and what 
the treatment plan includes to address 
this. The documentation also should 
note any information about resident 
choice.

This is a “work in progress,” Dr. 
Kusmaul noted. “We will all be learning 
in the next couple of years. It will take 
some reflection and deliberate thought 
to do this well,” she said. In the mean-
time, facilities will need to put a system 
in place to monitor their TIC and seek 
feedback on a regular basis.	 	

Senior contributing writer Joanne 
Kaldy is a freelance writer in Har-
risburg, PA, and a communications 
consultant for the Society and other 
organizations.

Continued from previous page

Ph
ot

o 
b

y 
Je

re
m

y 
W

on
g

 o
n 

U
ns

p
la

sh
.jp

g

The National Comorbidity 
Survey estimated that in 
the general population 
three out of four people 
over 75 live with trauma. 
It might be hypothesized 
that the prevalence of 
psychological trauma in 
the LTC setting could be 
even higher.
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