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Objectives

• Identify what the “EQIC reducing readmissions by partnering with 
skilled nursing facilities” program aims are and why implementing 
a strategy to address this problem will benefit your facility.

• Identify principles and methodology to develop a program to 
reduce readmissions by partnering with skilled nursing facilities.

• Identify tools and resources for implementation and evaluation.



Agenda

• Introduction

• Aligning forces for care coordination across the continuum: The 
importance of collaboration for improved outcomes 

• Reducing readmissions by partnering with skilled nursing facilities   

• Next steps 



EQIC readmissions goals and data
EQIC goal: Reduce hospital readmission by 5%



Aligning Forces for Care Coordination Across the Continuum:
The Importance of Collaboration for Improved Outcomes

“Care Transitions is a team sport, and yet too often we don’t know who our teammates are, 
or how they can help”

Eric Coleman, MD, MPH
The Care Transitions Program
https://caretransitions.org/

This material was prepared by the IPRO QIN-QIO, a Quality Innovation Network-Quality Improvement Organization, under contract with the 
Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views expressed in 
this material do not necessarily reflect the official views or policy of CMS or HHS, and any reference to a specific product or entity herein does 
not constitute endorsement of that product or entity by CMS or HHS. Publication #12SOW-IPRO-QIN-TA-AA-22-661

https://caretransitions.org/


The IPRO QIN-QIO
The IPRO QIN-QIO 
• A federally-funded Medicare Quality Innovation 

Network – Quality Improvement Organization 
(QIN-QIO) 

• 12 regional CMS QIN-QIOs nationally

IPRO:
New York, New Jersey, and Ohio

Healthcentric Advisors:
Connecticut, Maine, Massachusetts, New Hampshire, 
Rhode Island, and Vermont  

Qlarant:
Maryland, Delaware, and the District of Columbia

Working to ensure high-quality, safe healthcare for 
20% of the nation’s Medicare FFS beneficiaries



CMS QIN-QIO Priority Goals



The Importance

Closer relationships can help reduce hospital readmissions and improve 
safety of transitions of care, which can have a detrimental impact on 
people living in long-term care facilities.

Health systems who have invested resources in developing relationships 
with nursing facilities are better able to ramp up and provide critical 
support during a crisis.1

1 Unroe, K.T & Vest, J (2020) Time to Leverage Health System Collaborations: Supporting Nursing Facilities Through the COVID‐19 Pandemic. 
Journal of the American Geriatrics Society.



The Paradigm Shift: 
Discharge Versus Care Transition

Beyond Care Coordination to Enhanced Health
“Our Patient”                                                                      “Patient Within Our Community”



Challenges…
The Elephant in the Room

 Focus on discharge versus transition
 Ownership of transitions
 Burden of coordination is placed on patient/care partner
 Care partner may not be involved at discharge
 Absence of common medical record
 Absence of cross setting medication reconciliation
 Lack of advance directives & screening for palliative care
 No reassessment of patient and goals at each transition
 Communication gaps between healthcare settings



Readmissions in Long-Term Care

 Studies have shown that 25-67% of rehospitalizations from SNFs are potentially preventable

 1 in 5 patients transferred from the hospital to the nursing home is re-hospitalized within 30 
days

 For SNF residents who are often elderly, frail, and chronically ill, rehospitalization carries 
additional risks

 Loss of function, nosocomial infections and delirium are among potential complications.

Ouslander Joseph G., Lamb Gerri, Perloe Mary, Givens JoVonn H., Kluge Linda, Rutland Tracy, … Saliba Debra. (2010). Potentially Avoidable Hospitalizations of Nursing
Home Residents: Frequency, Causes, and Costs. Journal of the American Geriatrics Society, 58(4), 627–635.



Current State

Readmissions by Discharge Status

 New York State
 Medicare Fee-for-Service
 Not Risk-adjusted
 CMS Paid Claims Data
 10/1/21 – 09/30/22
 All-Cause 30- Day Readmissions



Importance of Data Sharing

We Know…
 Data drives healthcare improvement and outcomes
 Allows informed decisions to improve quality of care 
 Improves performance through comparison to benchmarks
 Promotes ability to see the bigger picture   

The Reality…
 All organizations within your community are measuring data to ensure quality yet 

everyone only has a small piece of the puzzle
 Communities of care can share their outcomes to drive improvement for the 

common good



Opportunities at the Time of Transition

 Accurate assessment of resident status (risk factors, advance directives, 
COVID history, care partner involvement, behavior factors, communication ability)

 Bi-directional communication regarding plan of care (return to NH for 
treatment versus admit to hospital)

 Confirmation of NH capabilities to treat

 Information transfer

 Medication reconciliation (including purpose of medication, dose 
& frequency/end date)



Opportunities for Improved Outcomes

 Staff education on assessment, treatment guidelines & medications
 Cross-continuum care pathways
 Super-utilizer care management 
 Streamlined transitions of care
 Capacity building 
 Management of complex care
 Decrease in acute care transfers
 Shared protocols for care
 Health equity & social determinants of health assessment



Innovative Strategies

 Improve cross setting partnerships and communication for care coordination and 
management

 Weekly huddles to touch base on residents in-house
 Establish point person for contact for emergent transition issues
 Create hospital & nursing home POC list for off hours & weekends
 Cross setting medication reconciliation
 Cross setting staff education
 Streamlined and standardized cross setting information transfer
 Cross setting support of resident/caregiver learning for self-management  

(signs/symptoms/red flags/action)



Tools & Resources to Support Collaboration

H






Patient/Family Education on Long-Term Care

Go to the hospital or stay here? A Decision Guide for 
Residents, Families, Friends and Caregivers

Explains the difference between short stay and nursing home care and what to 
expect when transferring to the nursing home

www.decisionguide.org

http://www.decisionguide.org/


Skilled Nursing Facilities Capabilities List

INTERACT SNF 
Capabilities 

Checklist  
https://pathway-

interact.com/

Request referral NHs to 
fill out & return

Aggregate lists into 1 
document for ED staff, 
Case Managers, Social 
Work, Discharge 
Planners & Hospitalists 
to reference when 
deciding treatment & 
disposition of NH 
residents in ED

https://pathway-interact.com/
https://pathway-interact.com/


Circle Back

 Did the patient arrive safely? 
 Did you find admission packet in order? 
 Were the medication orders correct? 
 Does the patient’s presentation reflect the information you received? 
 Is patient and/or family satisfied with the transition from the hospital to your facility? 
 Have we provided you everything you need to provide excellent care to the patient? 



Institute for Healthcare 
Improvement (IHI)

www.IHI.org

http://www.ihi.org/


Voices From the Field
St. Peter’s Health Partners

Patrick Archambeault MS, RN, CCM 
Director of Care Coordination
St. Peter’s Health Partners

Melissa Stock, BS Sociology
Director, Clinical Resource Management
St. Mary's Healthcare Amsterdam

Aimee Carlson, MSN, RN, ANP-BC, CWOCN
Chief Nursing Officer, Continuing Care
St. Peter’s Health Partners

Joshua Held, MBA, LNHA 
Administrator
Wilkinson Residential Health Care Facility

St. Mary’s Health System



Questions



Reducing hospital 
readmissions by partnering 
with skilled nursing facilities



Implementation guide



Poll

• Do you have a readmission quality improvement team?
• Yes
• No

• Does your team include your community-based partners?

• Does your team include SNF staff?  



Step 1: Build relationships and 
collaborate with SNFs



Step 1

• Create an internal multidisciplinary team 

• Identify and invite skilled nursing facilities to collaborate with your 
team

• Define program goals and measures  

• Understand the capabilities of the SNF

• Develop staff education for the SNF program



Create an internal multidisciplinary team 

• Develop a multidisciplinary 
team including key 
stakeholders from the 
hospital and SNF 
o Engage leadership 

support
o ED Staff 
o Frontline Staff
o Ensuring the right 

people are at the table 

• Build a culture of:
o patient and care 

partner engagement; 
and

o SNF and hospital 
coordination aimed at 
reducing avoidable 
readmissions from SNF 
to hospital.



Identify and invite skilled nursing 
facilities to collaborate with your team

• Collect and review readmission data to identify:
• The rehabilitation and SNF organizations most frequently referred 

to or received from. 
• One or two SNFs with the highest number of hospital 

readmissions.

• Invite SNFs to participate in collaboration through a formal 
invitation in writing or contact through verbal outreach.



Which patients? 

• Use the AHRQ data analysis tool to identify: 
• individuals who have four or more admissions or readmissions in a 

12-month period from SNFs; and
• collaborative partners with readmissions from SNFs. 

Designing and Delivering Whole-Person Transitional Care. Content last reviewed June 2017. Agency for Healthcare Research and 
Quality, Rockville, MD. https://www.ahrq.gov/patient-safety/settings/hospital/resource/guide/index.html
Designing and Delivering Whole-Person Transitional Care. Content last reviewed June 2017. Agency for Healthcare Research and 
Quality, Rockville, MD. https://www.ahrq.gov/patient-safety/settings/hospital/resource/guide/index.html
Braet, A., Weltens, C., Sermeus, W. and Vleugels, A. (2015), Risk factors for hospital re-admissions. J Eval Clin Pract, 21: 560-
566. https://doi.org/10.1111/jep.12320

https://www.ahrq.gov/patient-safety/settings/hospital/resource/guide/index.html
https://www.ahrq.gov/patient-safety/settings/hospital/resource/guide/index.html
https://doi.org/10.1111/jep.12320


Define program goals and measures 

Measures for consideration

Outcome

• reduce readmission rate by 
X %; or

• reduce SNF admissions by 
X %

Process

• HCAHPS questions 16, 
20, 21 and 22



HCAHPS questions

• During this hospital stay, did doctors, nurses or other hospital staff 
talk with you about whether you would have the help you needed 
when you left the hospital?

• During this hospital stay, staff took my preferences and those of 
my family or caregiver into account in deciding what my health 
care needs would be when I left.

• When I left the hospital, I had a good understanding of the things I 
was responsible for in managing my health.

• When I left the hospital, I clearly understood the purpose for 
taking each of my medications.

https://hcahpsonline.org/globalassets/hcahps/quality-assurance/2022_survey-instruments_english_mail.pdf

https://hcahpsonline.org/globalassets/hcahps/quality-assurance/2022_survey-instruments_english_mail.pdf


Understand the capabilities of the SNF

EQIC SNF partner contact list INTERACT SNF capabilities list



Develop staff education for the SNF program

• Create staff education including: 
• goals;
• staff roles; 
• who to contact when a SNF patient presents or is admitted; and
• EMR notification trigger.

• Create workflows that include identifying SNF patients upon 
presentation to ED or inpatient admission. 



Step 2: Establish standardized processes 
for information sharing between facilities 
to improve care transitions 



Step 2
• Develop data sources for reports

• Identify contributing factors for readmissions

• Develop communication tool for patient and care partner feedback

• Create a transitional care plan

• Create a plan for healthcare team communication 

• Ensure follow-up communication with post-discharge provider(s)

• Provide post-discharge support and follow up

• Enhance discharge process



Develop data sources for reports

• Create hospital-specific reports aimed at identifying SNF 
patients.

• Work with your IT team to create data reports
• identifying SNF 
• make any necessary EMR modifications

• Consider:
• EQIC SNF data abstraction Tool
• EQIC High-risk factors for readmission tracking tool

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/medicaidreadmitguide/mcaidread_tool1_
data_analysis_final.xlsx



Identify contributing factors for readmission

• Review the trends and volume of 
SNF patients to determine risk 
factors for readmission. 

• Stratify data by patient-specific 
characteristics and trends to 
assist with the development of 
standardized, coordinated 
interventions among hospital and 
SNF partners.     

Teams should consider:
• Disease-specific diagnosis
• Days from discharge to 

readmission
• Comorbidities
• Age
• Gender
• Discharge planning/inadequate 

transitions of care
• SNF capabilities
• ADLs/functional status
• Adverse drug events



EQIC SNF readmission data abstraction tool 





Develop communication tool for patient and 
care partner feedback

• Interview patient and care 
partner to:

• understand their 
perspectives and 
challenges as part of 
readmission risk 
assessment at each 
admission; and

• build into the routine 
workflow a discussion 
focused on patient and 
care partner reasons for 
each hospital admission.

• Optimize discharge plans 
to:

• address patient 
concerns; and

• identify reoccurring 
opportunities for 
improvement in the 
discharge process. 



Create a transitional care plan

• Include the patient and care partner in the discharge plan.

• Address all risk factors identified for readmission and reasons for 
readmission as communicated by patient and care partner.

• Involve community-based organizations in the SNF/hospital team 
meetings.

• Customize patient-specific interventions post discharge at SNF team 
meetings. 



Create a plan for healthcare team 
communication

• Encourage SNF program discussion among care teams, including
involvement of the patient and care partner as part of the healthcare
team.

• Identify SNF patients in the shift report and rounding tool and consider
adding this information to the whiteboard.

• Identify best practices and interventions to hardwire into daily
workflows i.e. medications:

• Medications at transitions and clinical handoffs (MATCH) toolkit for
medication reconciliation

• Society of Hospital Medicine's MARQUIS medication collaborative

https://www.ahrq.gov/patient-safety/settings/hospital/match/index.html
https://www.ahrq.gov/patient-safety/settings/hospital/match/index.html
https://www.hospitalmedicine.org/clinical-topics/medication-reconciliation/marquis-med-rec-collaborative/


Ensure follow-up communication with post-
discharge provider(s)

• Develop a feedback mechanism between hospital and SNF 
staff. 

• EQIC Circle back interview tool

Consider:

• data collection based on post-discharge follow-up aimed at 
identifying trends in opportunities for improvement.  

EQIC Circle Back Interview Tool

https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/2022-06-13_circle_back_interview_tool.docx


Provide post-discharge support and follow up and enhance 
discharge process 

• Conduct post-discharge follow-up calls to patients. Consider:
• call to both patient and care partner; 
• review of each patient-specific intervention and support arranged 

through the readmissions team; and
• using a patient and care partner interview tool or standardized risk 

assessment tool as a guide for these discussions.

• Call the SNF admission coordinator or charge nurse
• Handoff communication tool                                                                                  

• Determine a feasible and appropriate post-discharge timeframe for 
follow up.



Step 3: Engage the patient and care 
partner in care transitions



Step 3

• Identify contributing factors for readmissions

• Gather information from patient and care partner feedback

• Regularly review risk data to identify and mitigate risk trends

• Identify and address any health equity and social 
determinants of health concerns for the patient 



Gather information from patient and care 
partner  

• Interview patient and care partner as part of readmission risk 
assessment at each admission.                                 

• Build into the routine workflow a discussion focused on 
patient and care partner reasons for each hospital admission 
and readmission.



Regularly review risk data to identify and 
mitigate risk trends 

• Collect, stratify and review available data to identify trends 
and/or high-leverage opportunities revealed in the data.

• Review: 
• the readmission risk assessment and;
• patient and care partner interviews



Identify and address any health equity and social 
determinants of health concerns for the patient

• Use readmission risk assessment
tool findings and additional
screening tools to identify health
equity and social determinants of
health opportunities.

• Address these opportunities in
coordination with CBOs that
support these needs.

Tools: 

• EQIC health equity tools and
resources

• AHC Health-related social
needs screening tool and
PRAPARE

• AHRQ Hospital guide to
reducing Medicaid readmissions
(See Tool 10, pg. 24 Whole-
Person Assessment)

• IFDHE Community
partnerships: Strategies to
accelerate health equity

https://qualityimprovementcollaborative.org/focus_areas/health_equity/tools_resources/
https://qualityimprovementcollaborative.org/focus_areas/health_equity/tools_resources/
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://prapare.org/
https://www.ahrq.gov/sites/default/files/publications/files/medread-tools.pdf
https://www.ahrq.gov/sites/default/files/publications/files/medread-tools.pdf
https://ifdhe.aha.org/health-equity-resources
https://ifdhe.aha.org/health-equity-resources
https://ifdhe.aha.org/health-equity-resources


Step 4: Understand the capabilities of 
the emergency department 



Step 4

• Create an individualized plan for each patient 

• Engage ED staff in the SNF program 

• Leverage observation status



Create an individualized plan for each patient 

• Create a patient-centered individualized transition plan for 
each SNF patient.

• SNF and ED work to understand healthcare capabilities of 
each facility to assist with development of transition plan.

AHRQ ED Care Plan
Interact Nursing Home Capabilities List

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/medicaidreadmitguide/mcaidread_tool13_ed_care_plan.docx


Engage ED staff in the SNF program 

• Use SNF program notifications/flags created by IT. 
• Share patient-specific SNF program discharge plans, including 

information on all involved CBOs. Consider modifying ED EMR to 
include SNF discharge instructions/plans.

• Create workflows including notification/consult of SNF program 
contact upon presentation.

• Provide the ED team with a completed EQIC Transitional care 
community resource list and SNF partner contact list.

• Continue communication between the SNF program team regarding 
patient-specific support and continued or additional patient needs. 



EQIC Transitional care 
community resource list 



Leverage observation status 

• Educate ED staff and providers on alternatives to inpatient 
admission where medically appropriate:

• holding patient pending communication with SNF, case 
management; or

• utilize observation status where appropriate.  



EQIC SNF collaborative program 
tools and resources
https://qualityimprovementcollaborative.org/focus_areas/readmissions/ 



• EQIC Implementation guide
• EQIC Patient and care partner interview tool
• EQIC Circle back interview tool
• EQIC SNF partner contact list
• EQIC SNF data abstraction tool
• EQIC High-risk factors for readmission patient tracking tool
• EQIC Transitional care community resource list
• AHRQ Data analysis tool
• AHRQ IDEAL discharge process
• AHRQ ED care plan
• Interact Nursing home capabilities list

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/medicaidreadmitguide/mcaidread_tool1_data_analysis_final.xlsx
https://www.ahrq.gov/patient-safety/patients-families/engagingfamilies/strategy4/index.html
https://pathway-interact.com/wp-content/uploads/2021/08/18-INTERACT-SNF_NF-Capabilities-List-2021-1.pdf


Questions



Next steps 

• Work with your EQIC project manager to implement a 
program to reduce hospital readmissions by partnering with 
SNFs.

• Attend readmissions workgroup meetings. 
• Email Maria Sacco (msacco@hanys.org) to sign up for the 

readmission workgroup.

mailto:msacco@hanys.org


Complete the survey



Thank you.

Brenda Chapman
bchapman@hanys.org

Maria Sacco
msacco@hanys.org
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