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BACKGROUND

Cancer, a disease of aging, is present in up to 15% of post-
acute and long-term care (PALTC) admissions (defined
here as subacute rehabilitation [SAR] and long-term care
[LTC])." Nearly 30% of patients with advanced cancer
who are admitted to PALTC facilities will require signifi-
cant cancer treatment coordination.” As the evidence
base for treating cancer in older adults continues to
build,” there remain growing concerns for disparities in
the management and treatment of cancer for those in
PALTC compared to community-dwelling older adults,
particularly in relation to transitions of care (TOC). These
challenges include systematic issues (cross-system com-
munication, staff education, medication reconciliation, or
access), and resident-level factors (social support, cogni-
tive impairment, frailty, and tolerability of complex
oncology regimens). Any breakdown in these issues
threatens the attainment of high-quality cancer care in
an already vulnerable patient population. This commen-
tary will use the case of a comorbid older female with
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multiple myeloma and pathologic fracture, who begins a
standard multi-drug regimen to explore the barriers and
potential solutions of TOC in a PALTC environment.

CASE VIGNETTE

Ms. J is a 74-year-old female with obesity, hypertension, heart
failure with reduced ejection fraction, and cognitive impair-
ment. She transferred to SAR after urgent surgical repair of a
pathologic fracture. During her hospitalization, she was diag-
nosed with multiple myeloma. Before her admission, she
lived with her daughter, who assisted Ms. J in most of her
care, including her activities of daily living (ADLS).

Shortly after admission to the facility, Ms. J experi-
enced multiple disruptions with care continuity. After dis-
cussing with the patient and her daughter, the inpatient
oncology team recommended a known tolerable regimen
for vulnerable patients with multiple myeloma, consisting
of weekly daratumumab infusions and three weekly cycles
of lenalidomide and dexamethasone tablets. Unfortu-
nately, the lenalidomide, which was supplied by the hospi-
tal at discharge, was misplaced during her transfer to the
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PALTC facility. The facility staff had difficulty obtaining a
replacement prescription for her. In addition, the time
commitment of near-weekly infusions and radiation treat-
ments made it exceedingly difficult for her to attend her
daily physical therapy sessions. Furthermore, her family
was unable to transport her to frequent appointments.
After meeting her rehabilitation goals, she transitioned to
LTC, as she required assistance with ADLs that her family
could not provide at home. Ms. J continued to follow-up
with the outpatient oncology and orthopedic teams and
was ultimately discharged to her daughter's care after the
completion of her cancer-directed therapy.

SYSTEMATIC BARRIERS

Systematic barriers can limit high-quality care delivery
for PALTC residents with cancer. We summarize these
barriers in Figure 1 and provide potential solutions, out-
lined below.

Discharging facility barriers

As older adults transition from acute care to PALTC, poor
communication and a lack of access to specialty medica-
tions, such as oral anti-cancer agents, contribute to dispar-
ities in care.* The discharging hospital team may have
unrealistic knowledge of and expectations about, available
PALTC services and their ability to obtain follow-up labs,
imaging, and transportation for treatment. Most hospitals
and PALTCs do not share electronic medical record systems,
nor do they have standardized hand-off forms. Incomplete
documentation may lead to adverse drug events due to dif-
ferences in available formulations, drug discontinuations or
substitutions, changes to dosing, or incorrect cessation.”

One potential solution includes the proposed changes
to payment mechanisms, such as the Medicare Shared
Savings Program.” Novel reimbursement mechanisms
that reward care continuity can encourage improved
coordination among healthcare settings by providing
financial incentives to medical professionals and health-
care systems. Oncology practices could implement simi-
lar models and consider additional support through
cancer-specific community health workers to ensure con-
tinuity. Furthermore, linking electronic medical records
across care settings would be advantageous.

PALTC facility barriers

PALTC staff are frequently unfamiliar with current stan-
dards of cancer care, including how best to provide

patient-centered services throughout the admission. Stud-
ies from Norway cite lack of awareness of the PALTC
nurse's role in cancer care and staffs' fear and resistance
to cancer treatment as potential barriers that this popula-
tion can experience.® This includes difficulty with symp-
tom control (partly due to limited pain management
skills) and ineffective resident care (due to staff shortages,
a lack of skilled symptom control, or conflict within the
healthcare team).®

Inconsistencies also exist between the oncologists'
treatment plan and its feasibility within the PALTC set-
ting. As many as 20% of PALTC residents with cancer
receive targeted agents and radiation, as these treatments
are not typically limited by compromised physical func-
tion.” Most chemotherapy, immunotherapy, and radia-
tion treatments are not provided in PALTC, as they are
not covered by Medicare Part A.* Even with the potential
cost-savings associated with shifting oncologic care deliv-
ery to patients' homes’ PALTC facilities may not have
the staffing, training, or technical capacity to provide
infusions. PALTC staff, residents, or their caregivers may
not have a full understanding of the medication indica-
tions, anticipated benefits, or awareness of side effects.
Patients requiring non-formulary specialty medications
depend on discharging facilities or their families to pro-
vide them with sufficient initial doses and refills, which
can often delay combination treatment initiation for
drugs that are part of multimodal therapy. These conflicts
could be subverted by incentivizing interprofessional
geriatric oncology training that addresses common onco-
logic treatments and symptoms, palliative or end-of-life
care, and team-based communication.

Lastly, lack of transportation is often cited as a barrier
to accessing medical care,'® and plays a role in residents’
decisions whether or not to pursue or continue cancer
treatment.'" Radiotherapy, for example, is often frequent,
with some residents requiring it daily for a week or more.
PALTC facilities often do not have the resources or the
time to maintain this schedule. Treatment limited by
transportation constraints might be partially unburdened
by broadening eligibility for cancer society-funded trans-
portation services, such as the American Cancer Society's
Road to Recovery and paratransit services for disabled
persons.'” Developing and studying novel patient-
centered treatment paradigms could also address these
barriers,”> but are often not the goal of clinical trials
today.

RESIDENT-LEVEL BARRIERS

Patients with advanced cancer experience many per-
sonal barriers during transitions to PALTC facilities;
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* Lack of coordination, documentation, and hand-off
communication (verbal/written) between acute and
post-acute providers

e Lack of concrete treatment plan, advance care
planning or end-of-life care for residents with cancer
transitioning to the post-acute care setting

¢ Lack of knowledge about services offered in PALTC

SYSTEMATIC BARRIERS IN THE DISCHARGING HOSPITAL/CANCER

SOLUTIONS

¢ Incentivize medical providers (via shared savings
programs) to collaborate across healthcare settings
and care transitions

o Link electronic medical records across care settings
¢ Standardized hand-off and discharge summaries

e Reconcile medication lists across care settings,
document pending labs, and diagnostic tests

SYSTEMATIC BARRIERS
IN POST-ACUTE CARE

e Challenges with scheduling or coordinating
multidisciplinary appointments, complex treatment
paradigms, or specialty prescriptions

e Restrictions on reimbursement for cancer-directed
therapies in the post-acute care setting

¢ Limited chemotherapy or palliative-trained skilled
nursing to manage the toxicities of cancer-directed
therapies in the post-acute care setting

¢ Unclear role, education, and responsibilities of the
post-acute care team in managing the vulnerable
resident with cancer

SOLUTIONS

¢ Standardize comprehensive treatment planning
documentation, including treatment schedule that
includes dose, frequency, route, number of pills
provided to the patient upon transition, supportive
care medications or scheduled transfusions

¢ Evolve Centers for Medicare & Medicaid Services
consolidative billing structure to include more
chemotherapy and immunotherapy agents available
in post-acute care

e Expand transportation programs such as the
American Cancer Society’s Road to Recovery and
Paratransit services

¢ Fund and incentivize geriatric oncology training
for post-acute care team

\_ /

RESIDENT LEVEL
BARRIERS

e Limitations of the functional or cognitive
capacity of resident

e Significant over or underestimation of resident’s
tolerability of regimen

e Limited social support or family involvement in
the treatment planning

A

SOLUTIONS

* Screen for cognitive or functional impairment
routinely as part of a comprehensive geriatric
assessment performed by the multidisciplinary PALTC
team prior to initiation of cancer treatment

e Early integration of family/friends into plan of care to
improve nonformulary/specialty medication access and
adherence and transportation constraints

¢ Expand clinical trial eligibility to include vulnerable
residents with cancer and functional or cognitive
impairment

FIGURE 1

46% do not have a concrete plan for cancer-directed
therapies or for end-of-life care.? One study evaluated
outcomes in patients with advanced malignancy dis-
charged to PALTC versus home with skilled services;
residents were older and had more comorbidities
than the discharge home cohort. Patients with newly

Barriers and solutions to cancer care transitions in post acute and long term care.

diagnosed cancer discharged to PALTC were less
likely to have cancer treatment (29% vs. 50%) or hos-
pice care (53% vs. 66%) initiated.” Previously treated
patients were also less likely to have treatment con-
tinued in PALTC than those discharged home (42%
vs. 74%).”
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Differences in treatment decisions by oncologists may
also be due to negative perceptions about survival expec-
tancy in older adults,'* concerns for their ability to main-
tain and improve physical functioning, or the risk of
treatment toxicity outweighing their benefit given frailty
status.’ If tolerable options such as hormone, targeted,
or palliative radiation therapy are available for residents,
it is imperative that all parties have a clear understanding
of the goals of treatment, the treatability of the cancer,
and the estimated tolerability of that regimen. When
determining treatment candidacy, it is helpful to com-
plete a comprehensive geriatric assessment (CGA) to
evaluate cognitive, functional, and psychosocial capacity.
This is routinely performed by the interprofessional
PALTC team but is rarely accessible to outpatient oncolo-
gists. The CGA data obtained at the PALTC facility
should be shared with the oncologist in order to improve
how they gauge tolerability and the possible need to
adapt the treatment plan to minimize the risks of under-
and overtreatment.'® CGAs can also help identify drivers
of frailty that can be monitored and mitigated within
PALTC facilities.

Lastly, roughly a third of PALTC residents who initi-
ate treatment are married or partnered,” which likely
leaves the majority without reliable social support to aid
decision-making. Early identification of a substitute deci-
sion maker is necessary to achieve patient-centered deci-
sions for cancer management.

CONCLUSIONS

As cancer medicine continues to grow and become
more complex, so do the care needs of this vulnerable
and growing population of older adults. Trust in our
medical institutions to ensure basic transitional care
competencies, enhanced coordination between PALTC
and cancer subspecialties through comprehensive
record-keeping, and collaboration with residents and
their families will help close the gaps in quality of care
faced by this population. Incentivizing geriatric oncol-
ogy training for PALTC teams could allow residents to
receive some of their treatments, improve adherence,
and avoid the need for frequent transportation and
interruptions to physical rehabilitation. Evolving reim-
bursement structures with financial incentives for
medical providers who provide high-quality services
across healthcare settings could also help improve con-
tinuity of care. Opportunities such as telehealth
videoconferences,!” structured communication tools,
and linking electronic medical records can also move
us closer to an inclusive and Age-Friendly Health
System.
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