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          Older adults confront signifi cant challenges 
as they transition from hospital to home 
and other care settings. Because of multiple 

comorbidities and complex inpatient stays, this seg-
ment of the population often faces the need for read-
mission. The landmark study of  Jencks, Williams, 
and Coleman (2009)  highlighted the need to focus 
on avoiding these readmissions when they found 
that nearly one in fi ve Medicare patients were read-
mitted within 30 days of discharge and 34% within 
90 days from 2003 to 2004. These unplanned read-
missions in 2004 had an estimated cost of $17.4 billion. 
A 2011 study further supported these fi ndings with 
Medicare benefi ciaries having an overall higher read-
mission rate compared with those with private insur-
ance, 17.2% and 8.7%, respectively ( Hines, Barrett, 
Jiang, & Steiner, 2014 ). 

 Furthermore, older adults discharged to skilled 
nursing facilities (SNFs) have higher rates of unplanned 
readmissions ( Mor, Intrator, Feng, & Grabowski, 
2010 ). Between 2000 and 2006, the readmission rate 
from SNFs has grown signifi cantly to 29%, and more 
specifi cally, in 2006 with nearly 25% of Medicare 
benefi ciaries readmitting back to the hospital within 
30 days of discharge ( Mor et al., 2010 ). In California, 

the 30-day Medicare readmission rate from SNFs 
was 20.8% and in Santa Clara County it was 18.7% 
in 2013 ( Health Services Advisory Group, 2013 ). 
While these vulnerable older patients are more likely 
to have additional medical problems, the unplanned 
readmissions in a short period after discharge war-
ranted a review to help identify and reduce avoidable 
readmissions. 

 With the assistance of a planning grant from the 
Gordon and Betty Moore Foundation, the acute care 
setting’s executive and clinical staff in 2010 evalu-
ated patient readmissions from SNFs to help identify 
common characteristics of patients at highest risk 
for readmission. Among the fi ndings of this com-
prehensive review was the critical need to ensure a 
smooth transition to a SNF, to provide caregivers the 
information necessary to care for patients, and to 

 Address correspondence and reprint request to Mae L. 
Dizon, DNP, RN, NP, ANP-BC, El Camino Hospital, 2500 
Grant Road, Mountain View, CA 94040 ( mae_dizon@
elcaminohospital.org ). 

  The authors report no confl icts of interest.  

 A B S T R A C T 
   Purpose/Objectives:     Older adults, in particular those discharged to skilled nursing facilities (SNFs), are at high 
risk for readmission. As part of a multifaceted approach to reduce readmissions, a community hospital initiated 
a 3-prong approach (Collaboration, Communication, and Competency) and partnered with regional SNFs. 
     Primary Practice Settings:     El Camino Hospital, an independent, locally owned, not-for-profi t district, acute 
care hospital in Northern California, and 11 participating SNFs in the same region. 
     Findings/Conclusions:      Collaboration : The combined leadership team developed a case report form and 
instituted regular reviews of 7-day readmissions.  Communication : Standardized form for transferring patients 
to SNFs, form for transfer from SNF to emergency department, and consent form to enable SNFs to administer 
antipsychotic medications were developed. Regular phone and video conferencing between clinicians at the 
hospital and receiving SNF were instituted.  Competency : Educational series to recognize and intervene to 
prevent readmission, and mutual exchange of best practices among hospital and SNF staff, were instituted. 
Continued work among ECH and the participating SNFs has improved the fl ow of information in both directions; 
favorable results from the broader study to reduce readmissions hospital-wide provide support for these efforts. 
     Implications for Case Management Practice:   Initiating collaboration with the SNFs is imperative in the 
changing health care landscape. Because of the complexity of the problem, acute care facilities and SNFs need 
to create a partnership to ensure smooth patient transition. Communication between care settings is essential in 
achieving optimum patient outcomes.   
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facilitate communication between the SNF and the 
acute care facility. This work was part of a compre-
hensive effort to reduce readmissions hospital-wide 
and among patients identifi ed as being at high risk 
for an unplanned readmission ( Reinking & Dizon, 
2016 ). The purpose of this article was to describe the 
efforts and results of the work to address this need 
among patients discharged to SNFs.   

 METHODS  

 Setting 

 The acute care setting was an independent, locally 
owned, not-for-profi t district, acute care hospital in 
Northern California, serving residents of Silicon Val-
ley, consisting of two campuses with 441 beds. Its 
mission is to be an innovative, publically account-
able, comprehensive health care organization. 

 Eleven SNFs, identifi ed as admitting the highest 
volume of discharges from the hospital, agreed to 
participate in the efforts to address readmissions with 
a bed capacity ranging from 30 to 170.   

 Sample 

 On the basis of the analysis of readmissions, patients 
who were readmitted to the hospital within 7 days of 
discharge were a primary focus, as we assumed that 
this was the population with the potential for the 
greatest impact in reducing readmissions. The fi nd-
ings of  Ouslander, Diaz, Hain, and Tappen (2011)  
reported that 33% of readmissions to a community 
hospital in Florida from SNFs occurred within 7 days 
of discharge supported this assumption. We also, how-
ever, examined patients who were readmitted within 
30 days of discharge. The hospital’s 7-day unplanned 
readmission rate for fi scal year 2012 (June 2011–June 
2012) among Medicare patients discharged to SNFs 
was 4.87%, while the 30-day unplanned Medicare 
readmission rate was 15.36%.   

 Procedures 

 In June 2011, clinical leaders from the hospital and the 
11 SNFs developed a close collaborative relationship, 

which was a challenge for health care facilities operat-
ing under different management systems. Initial dis-
cussion in the monthly meetings focused on the needs 
identifi ed by the hospital and SNFs, and the combined 
leadership team developed mutual patient-centered 
goals to improve quality of care. The team divided the 
work into 3 areas of focus—collaboration, commu-
nication, and competency—and, for each, identifi ed 
problem areas, objectives to address them, and action 
items necessary to achieve the established goals.    

 RESULTS  

 Collaboration 

 The leadership team recognized that hospitals and 
SNFs traditionally have not collaborated to improve 
the overall transition of patients. The relationship 
between the two entities has typically focused on 
marketing and availability of beds and not on qual-
ity of care. Most SNFs often see themselves as com-
petitors, not as collaborators to improve patient out-
comes. The group agreed that stronger relationships 
between the hospital and SNFs could improve the 
patients’ transition, improve outcomes, and reduce 
the need for unplanned readmissions ( Rahman, Foster, 
Grabowski, Zinn, & Mor, 2013 ). 

 The team set the objective of reviewing every 
unplanned 7-day readmission in an open forum dur-
ing the monthly meetings, to identify trends and 
action items. The reviews were based on an evalu-
ation of the circumstances of the readmission, con-
ducted jointly by the hospital’s nurse practitioner and 
SNF clinical staff, using a standard case review form 
developed by the team ( Appendix A ). To prepare for 
the case study discussion during the open forum, the 
hospital’s nurse practitioner spoke privately with the 
staff at the treating SNF. To preserve patient privacy, 
the open forum discussions were conducted without 
patient-identifying information. Reviews were based 
on an evaluation of the circumstances of the readmis-
sion pertaining strictly to clinical information. The 
reviews helped identify gaps in care for both the acute 
care setting and SNFs, as well as opportunities for 
improvement. These reviews proved to be a valuable 

  The leadership team recognized that hospitals and SNFs traditionally have not 
collaborated to improve the overall transition of patients. The relationship between 

the two entities has typically focused on marketing and availability of beds, and not on 
quality of care. Most SNFs often see themselves as competitors, not as collaborators 
to improve patient outcomes. The group agreed that stronger relationships between 

the hospital and SNFs could improve the patients’ transition, improve outcomes, and 
reduce the need for unplanned readmissions.  
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learning forum for both care settings, which resulted 
in improved delivery of care and patient outcomes.   

 Communication 

 Open communication and strong relationships 
between acute care and SNFs have been associated 
with better patient outcomes ( Rahman et al., 2013 ). 
Acute care facilities who own a SNF often have the 
upper hand with regard to reducing avoidable read-
missions since information sharing has already been 
established, thus reducing the possibility of errors 
that occur during transfer ( Rahman et al., 2013 ). 
One of the main barriers to a successful transition 
is the lack of information provided to SNFs that 
will enable them to properly care for these patients 
( Butcher, 2013 ).  

 Case study 1 
 In 2012, a patient was readmitted from a SNF shortly 
after discharge because of behavioral problems. A 
root-cause analysis conducted with the SNF deter-
mined that the patient had been started on an anti-
psychotic medication in the hospital but was unable 
to receive this medication because of strict state regu-
lation requiring SNFs to obtain a separate consent 
form prior to administration. When the patient’s 
behavior became unsafe and with the SNF’s inability 
to contact family, the patient was transferred back to 
the hospital. 

 The hospital was not consistent in providing 
SNFs the correct information; therefore, the fi rst 
objective of the hospital-SNF partnership was the 
creation of a number of standardized forms for trans-
ferring patients, both to and from the hospital. A 
hospital to SNF checklist ( Appendix B ) and SNF to 
emergency department checklist ( Appendix C ) were 
created. In part because of readmission exemplifi ed 
by the case described earlier, a consent form for anti-
psychotic medications to be administered in SNFs 
was initiated in the acute care setting and was valid 
for the fi rst 72 hours of the SNF stay ( Appendix D ). 

 To facilitate communication further, a second 
objective involved incorporating transitions work in 
the role of the nurse practitioner (NP). At the time 
of discharge, the NP called the receiving SNF to give 
report for high-risk patients. In 2014, responsibil-
ity for the communication directly to the SNF clini-
cal staff was transferred to the bedside nurse, who 
had current and detailed knowledge of the patient. 
A detailed phone list was prepared identifying the 
appropriate staff and phone numbers to contact, to 
facilitate a smooth phone handoff between the care 
settings. This practice has been incorporated into the 
bedside nurses’ workfl ow for all SNF-bound patients 
and not just for high-risk patients, with the nurse 

practitioner making a follow-up phone call 24–48 
hr after transfer. Since April 2012, more than 2,500 
follow-up phone calls have been made by the NP. A 
major trend identifi ed during the phone calls was 
the need to address palliative and end-of-life care. 
Patient information such as discharge orders and 
plans of care were discussed. In addition, this pro-
vided the SNF staff an opportunity to ask questions. 
The collaboration resulted in agreements to update 
or change the care plan as needed. 

 A third objective involved enhanced communi-
cation by video conferencing. The hospital acquired 
telepresence units that allowed for advanced video 
conferencing with the SNFs. Initially, one SNF with 
a high volume of the hospital’s patient discharges 
was identifi ed for implementation of this initiative. 
Since then, two other facilities were added. Weekly 
telepresence meetings have allowed secured commu-
nication of patient information between care settings 
through clear interactions among care providers, thus 
saving time and eliminating location barriers. These 
meetings are scheduled during the SNF’s multidis-
ciplinary rounds allowing for attendance by physi-
cians, director of nursing, administration, rehabilita-
tion staff, social work, and dietary personnel. This 
“virtual” environment helps create a respectful and 
mutually trusting relationship between the teams at 
each facility.   

 Case study 2 
 Prior to the project, end-of-life care was not fully 
addressed in either care setting. After the project was 
implemented, both the case reviews and the follow-
up phone calls revealed that majority of the patients 
readmitted back to the hospital were hospice or palli-
ative care appropriate. Close communication between 
caregivers proved to be an invaluable piece in reduc-
ing avoidable readmissions. Unwarranted readmis-
sions were then averted because of the collaboration, 
extensive discussion, and consistent messaging that 
occurred in the inpatient setting, which were then 
continued at the SNFs regarding end of life. More 

  This relationship between competency 
and readmission rate was explored 

in a study of patients with heart 
failure. Researchers showed that staff 

education led to effective disease 
management and ensured that 

evidence-based care was delivered, 
which could eventually lead to lower 

readmission rates.  
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importantly, these patients received the most appropri-
ate level of care and improved quality of life through 
competent and compassionate end-of-life care.    

 Competency 

 The initial leadership team meetings identifi ed a need 
for education in some critical areas of clinical care. 
The participating SNFs verbalized the need to educate 
their staff on the common conditions and symptoms 
that can lead to a readmission.  Ouslander et al. (2010)  
reported that acute changes in patients at SNFs can 
often be managed effectively at their present setting, 
supporting the enhancement of clinical care in the 
SNF. This relationship between competency and read-
mission rate was explored in a study of patients with 
heart failure (HF). Researchers showed that staff edu-
cation led to effective disease management and ensured 
that evidence-based care was delivered, which could 
eventually lead to lower readmission rates ( Boxer et 
al., 2012 ). To help determine the objectives and focus 
areas for an education program, a needs assessment 
survey was completed by the clinical SNF staff in 
2012. The primary need identifi ed was early recogni-
tion and intervention in the SNF to prevent the need 
for readmission. This led to the creation of an educa-
tional series for the SNF nurses with 1-hr classes given 
by various specialties. Continuing education credits 
were offered to the attendants for a small fee. Top-
ics included aspiration pneumonia, pressure ulcers, 
stroke, and heart failure. Likewise, during the monthly 
meetings, clinicians from SNFs were encouraged to 
share their best practices through presentations and 
demonstrations to help other facilities and the hospi-
tal staff have a better understanding of their scope of 
work. In addition, outside presenters were invited to 
discuss new ventures and policies that affected both 
hospital and SNF care.    

 DISCUSSION 

 The comprehensive multidisciplinary work con-
ducted between the hospital and participating SNFs 
resulted in the development and standardization of 
forms across the different facilities participating in 
the project. The forms are the physical results of 
many hours of collaboration and agreement on criti-
cal information needed for the smooth transition, 
whether from hospital to SNF or from SNF to hospi-
tal. The work also enabled the linking of facilities for 
ongoing communication on best practices to improve 
patient care, regardless of the setting. Recent changes 
in regulations, such as those related to opioid use, 
demonstrate the importance of having established 
collaborations across facilities that can effi ciently and 
effectively implement important changes in practice. 

Stronger relationships have resulted in better commu-
nication, mutual respect, and a comfort level between 
personnel in our acute care hospital and SNFs. 

 This collaboration has resulted in a sense of shared 
accountability, ease in communication with known con-
tacts in each site, communication based on the concept 
of teamwork to fi nd a solution versus a feeling of blame, 
easier placement of complex patients, and common, 
shared goals for care for these patients, including pal-
liative and end-of-life care and involvement of families. 

 It is diffi cult to quantify the effect these collabora-
tive efforts had on reducing morbidity and compli-
cations after the transfer. This project was part of a 
broader effort to reduce readmissions hospital-wide, 
and statistically signifi cant reductions were achieved, 
in the hospital overall and among those identifi ed as 
being at high risk ( Reinking & Dizon, 2016 ). Further-
more, evaluation of this collaboration on reduced or 
delayed readmissions and costs was beyond the scope 
of this article. Although fi nancial data were not col-
lected, these efforts align with current value-based 
purchasing initiatives. The project served as an initial 
step for process development, relationship building, 
and improvement of workfl ow and communication 
between the acute care and postacute care settings. 
This work is key in moving toward efforts to meet the 
CMS’ target of 50% of payments being tied to quality 
and value by the end of 2018. We believe that these 
strategies have improved patient and clinical staff 
experiences from both settings during care transition. 

 The innovation of this project lies not only in its mul-
tidisciplinary, but also in its multisite approach, involv-
ing and engaging both front-line staff and executive 
support and shared decision-making among facilities. 
Readmissions are multifactorial and may not always be 
preventable among older, complex patients. The use of 
standard methods for evaluating and tracking patients 
and communication as they move from one setting to 
another allows care to be seamless and patient-centered, 
not hampered by institutional differences. Future work 
in the link between hospitals and SNFs should build 
on this work, to include physician-to-physician handoff 
and collaboration with home health agencies to ensure 
seamless transition as the patient moves through the 
continuum of care. In addition, more work needs to 
include the use of diagnosis-specifi c standardized care 

  The innovation of this project lies not 
only in its multidisciplinary, but also 
in its multisite approach, involving 

and engaging both front-line staff and 
executive support and shared decision-

making among facilities.  
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protocols at the SNF to reduce variability and improve 
patient care.      
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