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Objectives

• Discuss the importance of a seamless transition of care from a Hospital to a Skilled 
Nursing Facility

• Review what practices SNFs are implementing to reduce avoidable hospital 
readmissions

• Discuss what stroke education is needed at the SNF level



Transition of Care

CMS defines transition of care as, “The movement of a patient from one setting of care 
(hospital, ambulatory primary care practice, ambulatory specialty care practice, long-
term care, home health, rehabilitation facility) to another.”

Centers for Medicare and Medicaid Services, EHR Incentive Program.  Transition of Care:  
https://www.cms.gov/Regulations-and-
Guidance/Legislation/EHRIncentivePrograms/downloads/8_Transition_of_Care_Summa
ry.pdf

https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/downloads/8_Transition_of_Care_Summary.pdf


Transition of Care

• “Improving care transitions between care settings is critical to improving individuals’ 
quality of care and quality of life and their outcomes.  Effective care transitions:

• Prevent medical errors
• Identify issues for early intervention
• Prevent unnecessary hospitalizations and readmissions
• Support consumers preferences and choices
• Avoid duplication of processes and efforts to more effectively utilize resources”

• Medicaid.gov.  Improving Care Transitions:  
https://www.medicaid.gov/medicaid/quality-of-care/improvement-initiatives/care-
transitions/index.html

https://www.medicaid.gov/medicaid/quality-of-care/improvement-initiatives/care-transitions/index.html


Transition of 
Care 
Components 

• Transition/Discharge Planning Care Plan

• Comprehensive Communication with other facilities 

• Coordination of Care (designated staff member)

• Resident/Family Teaching with evidence of 
understanding 

• Medication Education and Reconciliation 

• Resident Follow-up

• Shared Accountability

AMDA Clinical Practice Guideline:  Transitions of Care in 
the Long-Term Care Continuum http://www.amda.com

http://www.amda.com/


Transition Care

SHARED ACCOUNTABILITY

THE CARE TRANSITION PROCESS 
INVOLVES BOTH THE SENDER AND 
THE RECEIVER OF CRITICAL MEDICAL 
AND HEALTH-RELATED INFORMATION





Why focus 
on 
transition 
of care?

Can lead to adverse events

Higher readmission rates

Higher costs

Miscommunication 

Can occur from any setting

Patient satisfaction



Importance of Sharing a Complete Medical History

• Face sheet

• History & Physical within 15 days prior to admission or 48 after admission

• Discharge Summary

• Discharge Orders 

• Current Medications and Treatments Signed Orders

• Admission Orders (SNF Specific Requirements)

• Results of MRIs, blood work, pre-existing conditions, original dx



Clinical Screening

• Pre-Admission Clinical Screening

• Social Worker

• Patient

• Nurse to Nurse Report

• What will be needed at the SNF?

• Mobility

• Safety/ Cognitive Health of Patient

• Functional level

• Adaptive equipment needs/Ordering equipment

• List of Medications and Treatments (including: CPAP and BiPaP, Oxygen orders, IV flush orders, 
medications have appropriate diagnoses)



Sample Admission 
Criteria 

• Something similar may be 
used by referral teams to 
ensure the facility is able 
to meet the residents 
needs both clinically and 
financially 



Additional 
Factors to 
be 
Considered

Memory loss

Cognitive impairment

Visual impairment

Hearing impairment

English as a 2nd language/ Interpreter needs

Reading impairment

Depression/anxiety

Religion

Cultural practices

Financial impact of care needs



Medication Reconciliation

“Reconciliation of Medications”:  “A process of comparing pre-discharge medications to post-discharge medications 
by creating an accurate list of both prescription and over the counter medications that includes the drug name, 
dosage, frequency, route, and indication for use for the purpose of preventing unintended changes or omissions at 
transition points in care.”

- Example:  Blue Bag Project 

https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/som107ap_pp_guidelines_ltcf.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_pp_guidelines_ltcf.pdf


Blue Bag 
Project





Admitting to a SNF

• Baseline care plan is developed within 48 hours of 
admission

• The SNF needs as much accurate information on 
the new resident to meet their needs and 
preferences to create a person-centered care plan





Reducing Avoidable Readmissions to Hospitals

• Implementation of new Performance Improvement Projects 

• Addressing residents with a high risk of hospital readmissions in their Plans of Care

• Starting education and discharge planning early after admission

• Use of Interact Tools, such as: Stop and Watch, Care Paths, SBARs and Change in 
Condition File Cards 

• Use of Root Cause Analysis Interact Tool to review with hospital partner



LeadingChoice
Network
Cardiac 
Protocol



Reducing 
Readmissions to 
Hospitals-
SBAR 
communication 
changes

Situation

Background

Appearance

Review and Notify



Reducing Readmissions to Hospitals-
SBAR communication changes

• SBAR Communication Form and Progress Note: 

• Evaluate the Resident/Patient: Complete relevant aspects of the SBAR form below 

• Check Vital Signs: BP, pulse, and/or apical heart rate, temperature, respiratory rate, O2 saturation and finger 
stick glucose for diabetics 

• Review Record: Recent progress notes, labs, medications, other orders 

• Review an INTERACT Care Path or Acute Change in Condition File Card, if indicated 

• Have Relevant Information Available when Reporting (i.e. medical record, vital signs, advance directives such as 
DNR and other care limiting orders, allergies, medication list)



Reducing Readmissions to Hospitals

• Tracking of current discharges to the hospital and reason discharged. Evaluate whether 
resident could have been treated at SNF. Use of Interact’s “Hospital Tracking Tool”.

• Discussions with residents and families about Palliative/Comfort Care that can be provided at 
SNF

• Med Reconciliation Reports done upon admission and prior to discharge.

• Educational teaching/handouts for residents and families to review before discharge (i.e: 
catheter care, diabetic teaching, CHF).

• Follow up phone calls after discharge

• Person-centered care plans

• Nurse Practitioners who visit with residents throughout the week to follow up on POC and any 
acute changes



Stroke Education Needed at the SNF Level

Stroke kills nearly 150,000 of the 860,000 Americans who die of cardiovascular 
disease each year—that’s 1 in every 19 deaths from all causes.

Stroke is the fifth leading cause of death in the United States and the leading 
cause of serious long-term disability. This is disturbing because about 80% of 
strokes are preventable.

Every year, about 800,000 people in the United States have a stroke—and 
about 1 out of 4 of those strokes are recurrent strokes.
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