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Background: Close to 1 in 5 patients admitted to a skilled nursing facility (SNF) are readmitted to the
acute hospital within 30 days, and a substantial percentage are readmitted within 2 days of the SNF
admission. These rapid returns to the hospital may provide insights for improving care transitions be-
tween the acute hospital and the SNF.
Objectives: To describe the characteristics of SNF to hospital transfers that occur within 48 hours and
30 days of SNF admission based on root cause analyses (RCAs) performed by SNF staff, and identify
potential areas of focus for improving transitions between hospitals and SNFs.
Design: Trained staff from SNFs enrolled in a randomized, controlled clinical trial of the INTERACT (In-
terventions to Reduce Acute Care Transfers) quality improvement program performed retrospective RCAs
on hospital transfers during a 12-month implementation period.
Setting: SNFs from across the United States.
Participants: 64 of 88 SNFs randomized to the intervention group submitted RCAs.
Interventions: SNFs were implementing the INTERACT quality improvement program.
Measures: Data were abstracted from the INTERACT Quality Improvement (QI) tool, a structured, retro-
spective RCA on hospital transfers.
Results: Among 4658 transfers for which data on the time between SNF admission and hospital transfer
were available, 353 (8%) occurred within 48 hours of SNF admission, 524 (11%) 3 to 6 days after SNF
admission, 1450 (31%) 7 to 29 days after SNF admission, and 2331 (50%) occurred 30 days or longer after
admission. Comparisons between transfers that occurred within 48 hours and within 30 days of SNF
admission to transfers that occurred 30 days or longer after SNF admission revealed several statistically
significant differences between patient risk factors for transfer, symptoms and signs precipitating the
transfers, and other characteristics of the transfers. Hospitalization in the last 30 days and year was
significantly more common among those with rapid returns to the hospital. Shortness of breath was
significantly more common among those transferred within 48 hours or 30 days, and falls, functional
decline, suspected respiratory infection, and new urinary incontinence less common. SNF staff rated a
higher proportion of transfers within 30 days versus 30 days or longer as potentially preventable (25.1%
vs 21.5%, P ¼ .005). Case descriptions derived from the QI tools of transfers back to the hospital within
48 hours of SNF admission illustrate several factors underlying these rapid returns to the hospital.
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Conclusion: RCAs on transfers back to the hospital shortly after SNF admission provide insights into
strategies that both hospitals and SNFs can consider in collaborative efforts to reduce potentially
avoidable hospital readmissions.

� 2016 AMDA e The Society for Post-Acute and Long-Term Care Medicine.
Reducing 30-day hospital readmissions and emergency depart-
ment (ED) visits is a major concern for skilled nursing facilities (SNFs)
as well as hospitals. The inclusion of these events as short-stay quality
measures by the Centers for Medicare & Medicaid Services (CMS) will
provide additional incentives for SNFs to reduce potentially avoidable
hospital transfers. SNFs are increasingly under pressure by hospitals to
reduce 30-day readmissions because of financial penalties to hospitals
for specific readmissions and high overall readmission rates. The
growing number of patients inMedicare advantage plans, accountable
care organizations, and bundled payment programs is increasing this
pressure on SNFs to reduce not only hospital admissions but the high
number of ED visits that may be preventable.1e4 The SNF hospital
readmission quality measure that will be implemented over the next
few years will provide additional incentives for SNFs to reduce read-
mission rates.5

The overall rate of 30-day hospital readmissions for conditions
targeted in the Affordable Care Act has declined from 21.5% to 17.8%
between 2007 and 2015.6 Data from before 2010 suggest that the 30-
day readmission rate from SNFs was approximately 23%.7,8 Although
some health policy experts question the validity of 30-day hospital
readmissions as a measure of quality,6,9 understanding factors that
contribute to transfers to acute hospitals shortly after admission to an
SNF can shed light on care transition problems that result in unnec-
essary and potentially avoidable hospitalizations and their associated
complications and costs.10,11 Information transfer at the time of hos-
pital dischargemay be incomplete or lack critical details.12 For this and
many other reasons, several studies have in fact demonstrated that a
substantial proportion of hospitalizations and ED visits in the SNF
population are potentially avoidable.6,13e17

Data from root cause analyses (RCAs) of close to 6000 hospital
transfers selected for review by SNF staff during implementation of
the INTERACT (Interventions to Reduce Acute Care Transfers) quality
improvement program indicate that in retrospect, SNF staff consid-
ered approximately 23% of transfers potentially avoidable or pre-
ventable.18,19 Transfers back to the hospital that occur shortly after SNF
admission may be associated with a higher incidence of potentially
preventable care transition problems. The goal of this article is to
describe root cause analyses (RCA) performed by SNF staff and identify
clinical and other factors that are associated with transfers back to the
hospital within 48 hours and within 30 days of SNF admission. These
data will further inform efforts to reduce potentially avoidable hos-
pital readmissions and ED visits and their associated complications
and costs.

Methods

Similar to 2 previous reports,19,20 data presented herein are based
on secondary analyses of data from a randomized, controlled trial of
implementing the INTERACT quality improvement program involving
264 SNFs from across the United States. Details of the eligibility,
recruitment, characteristics of the participating SNFs, and an overview
of the RCA data can be found in a recent publication.14 SNFs ran-
domized to the immediate intervention group were provided training
in completion of the INTERACT Quality Improvement (QI) tool, a
structured, retrospective RCA of hospital transfers designed to be
performed by SNF staff.21,22 The tool consists of checkboxes with
specific items to facilitate summarizing the data, as well as spaces for
narrative text. The tool asks a yes-no question at the end of the
structured review, which was used as the basis for determining pre-
ventability of hospital transfer: “In retrospect, does your team think
this transfer might have been prevented?”

Participating SNFs were asked to perform RCAs on as many hos-
pital transfers as they could and submit a minimum of 4 QI tools per
week (assuming they had this many transfers). Trained facility-based
staff, most of whomwere serving as champions and co-champions for
the project, completed the QI tools, which were deidentified, copied,
and mailed to the project team at intervals of 3 to 4 months. Trained
research assistants entered the QI tool data into a Microsoft Excel
database for analyses.

Differences between transfers that occurred within 48 hours,
within 6 days, within 30 days, and those that occurred longer than
30 days after SNF admission were examined in relation to presenting
signs and symptoms, diagnostic testing, medical evaluation, in-
terventions before transfer, and other factors by a series of chi-square
tests. Within categories of characteristics in which multiple compar-
isons were made, a Bonferroni correction was considered in evalu-
ating the P values.

A random sample of RCAs of transfers within 48 hours were
reviewed in detail to identify cases that illustrate common reasons
underlying the rapid transfer back to the hospital.

Results

During the 12-month implementation period, 4856 QI tools were
received from 64 of the 71 SNFs that were actively participating in the
immediate implementation group of the randomized trial. The mean
and median number of QI tools submitted were 76 and 49, respec-
tively, with an interquartile range of 30 to 106. Characteristics of these
SNFs were reported in a previous article.19 Among the QI tools sub-
mitted, 4658 (96%) had a completed section on the time since
admission to the SNF before the hospital transfer. Among these 4658
transfers, 353 (8%) occurred within 48 hours of SNF admission, 524
(11%) 3 to 6 days after SNF admission,1450 (31%) 7 to 29 days after SNF
admission, and 2331 (50%) occurred 30 days or longer after admission.

There were few significant differences between the characteristics
of transfers that occurred less than 48 hours after SNF admission
versus those that occurred 3 to 29 days after SNF admission. Similarly,
there were few differences between the characteristics of transfers
that occurred less than 1 week after SNF admission versus those that
occurred 7 to 29 days after SNF admission (data not shown).

Table 1 illustrates characteristics of transfers that occurred within
48 hours of SNF admission and transfers that occurred less than
30 days after SNF admission compared with characteristics of trans-
fers that occurred 30 days or longer after admission to the SNF. The
most common patient risk factors identified for transfer back to the
hospital within 48 hours and 30 days were multiple active comor-
bidities (specific diagnoses were not documented on the QI tool),
polypharmacy, congestive heart failure (CHF), and chronic obstructive
pulmonary disease (COPD). Among these risk factors, polypharmacy
was slightly but significantly more common among those transferred
30 days or longer after SNF admission than among those transferred
after a shorter period of time; the same holds true for dementia. A
diagnosis of cancer or a documented surgical complication was
slightly but significantly more common among those transferred



Table 1
Characteristics of Transfers That Occurred Within 48 Hours and 30 Days of SNF Admission Versus Transfers That Occurred 30 Days or Longer After SNF Admission

Characteristics Number (%) With Specified Characteristic P Value* P Valuey

Transferred Within
48 Hours of SNF
Admission (n ¼ 353)

Transferred Less Than
30 Days After SNF
Admission (n ¼ 2327)

Transferred 30 Days
or Longer After SNF
Admission (n ¼ 2331)

Risk factors for hospital admissionz

Multiple comorbidities 173 (49.0) 1222 (52.5) 1173 (50.3) .646 .134
Polypharmacy 121 (34.3) 891 (38.3) 1000 (42.9) .002 .001
CHF 61 (17.3) 459 (19.7) 410 (17.6) .887 .061
COPD 46 (13.0) 372 (16.0) 348 (14.9) .348 .318
Dementia 21 (5.9) 126 (5.4) 251 (10.8) .005 <.001
Fracture 31 (8.8) 192 (8.3) 149 (6.4) .094 .015
Cancer 16 (4.5) 147 (6.3) 78 (3.3) .258 <.001
Surgical complications 20 (5.7) 133 (5.7) 79 (3.4) .034 <.001
ESRDdon dialysis 19 (5.4) 97 (4.2) 81 (3.5) .078 .217

Prior hospitalizations
In past 30 days 274 (77.6) 1840 (79.1) 391 (16.8) .000 .000
In past year, but not past 30 days 23 (6.5) 186 (8.0) 1057 (45.3) .000 .000

Reasons for transferz

Signs and symptoms
Abdominal pain 14 (4.0) 113 (4.9) 94 (4.0) .953 .173
Abnormal vital signs 120 (34.0) 814 (35.0) 763 (32.7) .638 .105
Altered mental status 106 (30.0) 622 (26.7) 681 (29.2) .754 .059
Behavioral symptoms 58 (16.4) 319 (13.7) 387 (16.6) .936 .006
Bleeding 27 (7.6) 169 (7.3) 193 (8.3) .687 .195
Chest pain 16 (4.5) 100 (4.3) 81 (3.5) .321 .146
Diarrhea 5 (1.4) 35 (1.5) 24 (1.0) .512 .148
Edema 9 (2.5) 75 (3.2) 57 (2.4) .906 .110
Fall 16 (4.5) 113 (4.9) 267 (11.5) <.001 <.001
Fever 28 (7.9) 253 (10.9) 30 (13.1) .006 .020
Decreased food and/or fluid intake 33 (9.3) 256 (11.0) 283 (12.1) .129 .224
Functional decline 40 (11.3) 307 (13.2) 433 (18.6) .001 <.001
Gastrostomy tube blockage/displacement 7 (2.0) 35 (1.5) 41 (1.8) .767 .492
Loss of consciousness 7 (2.0) 48 (2.1) 43 (1.8) .858 .591
Nausea/vomiting 19 (5.4) 146 (6.3) 182 (7.8) .107 .041
Pain (uncontrolled) 60 (17.0) 410 (17.6) 461 (19.8) .218 .059
Respiratory infection 12 (3.4) 82 (3.5) 148 (6.3) .029 <.001
Seizure 7 (2.0) 28 (1.2) 23 (1.0) .097 .478
Shortness of breath 98 (27.8) 594 (25.5) 493 (21.1) .005 <.001
Skin wound/pressure ulcer 29 (8.2) 183 (7.9) 208 (8.9) .662 .192
Unresponsiveness 40 (11.3) 242 (10.4) 244 (10.5) .623 .940
Urinary incontinence (new) 4 (1.1) 60 (2.6) 98 (4.2) .005 .002
Weight loss 0 (0.0) 5 (0.2) 5 (0.2) .384 .998

Abnormal test results before transferz

Anemia 13 (3.7) 237 (10.2) 174 (7.5) .009 .001
Electrocardiogram 1 (0.3) 21 (0.9) 24 (1.0) .174 .657
Hypoglycemia 5 (1.4) 32 (1.4) 39 (1.7) .723 .407
Hyperglycemia 7 (2.0) 82 (3.5) 86 (3.7) .102 .762
International normalized ratio (INR), high 1 (0.3) 16 (0.7) 6 (0.3) .929 .032
Kidney function abnormal 5 (1.4) 105 (4.5) 102 (4.4) .008 .821
Leukocytosis 3 (0.8) 38 (1.6) 27 (1.2) .607 .167
Pulse oximetry 72 (20.4) 402 (17.3) 359 (15.4) .017 .084
Urinalysis or urine culture 5 (1.4) 66 (2.8) 118 (5.1) .002 <.001
Radiograph 8 (2.3) 122 (5.2) 186 (8.0) <.001 <.001

Other factorsz

Primary care clinician decision 188 (53.3) 1158 (49.8) 1234 (52.9) .911 .030
Resident and/or family insisted on transfer 64 (18.1) 398 (17.1) 348 (14.9) .120 .043
Advance directive not in place 27 (7.6) 159 (6.8) 149 (6.4) .374 .545

Time of day and day of weekx

Morning (7 AM to noon) 95 (31.1) 601 (29.6) 550 (26.7) .176 .105
Afternoon (noon to 7 PM) 118 (38.8) 864 (42.6) 885 (42.9)
Evening (7 PM to midnight) 62 (20.4) 352 (17.4) 380 (18.4)
Night (midnight to 7 AM) 29 (9.5) 210 (10.4) 246 (11.9)
Weekday 256 (72.5) 1789 (76.8) 1787 (76.7) .089 .943
Weekend 97 (27.5) 541 (29.2) 544 (23.3)

Evaluation before transferx

On site (vs telephone) medical evaluation
before transfer

70 (19.8) 568 (24.4) 487 (20.9) .646 .004

Diagnostic tests before transferz

Blood tests 29 (8.2) 364 (15.6) 337 (14.5) .001 .258
Electrocardiography 2 (0.6) 32 (1.4) 29 (1.2) .267 .694
Urinalysis and/or culture 5 (1.4) 96 (4.1) 170 (7.3) <.001 <.001
Venous Doppler study 1 (0.3) 20 (0.9) 16 (0.7) .374 .500
Radiograph 15 (4.2) 167 (7.2) 276 (11.8) <.001 <.001

(continued on next page)
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Table 1 (continued )

Characteristics Number (%) With Specified Characteristic P Value* P Valuey

Transferred Within
48 Hours of SNF
Admission (n ¼ 353)

Transferred Less Than
30 Days After SNF
Admission (n ¼ 2327)

Transferred 30 Days
or Longer After SNF
Admission (n ¼ 2331)

Interventions before transferz

New medication(s) 43 (12.2) 340 (14.6) 397 (17.0) .022 .024
Intravenous or subcutaneous fluids 5 (1.4) 88 (3.8) 89 (3.8) .022 .948
Increase oral fluid intake 0 (0.0) 4 (0.2) 13 (0.6) .160 .029
Oxygen 80 (22.7) 495 (21.3) 475 (20.4) .323 .452

Clinician authorizing transferx

Primary care physician, nurse practitioner, or physician
assistant

259 (83.0) 1787 (87.6) 1813 (88.1) .012 .687

Covering physician 53 (17.0) 252 (12.4) 246 (11.9)
Outcome of transferx

Emergency department visit only with return to skilled
nursing facility

51 (15.0) 292 (13.3) 471 (21.4) .007 <.001

Admitted as inpatient 288 (85.0) 1905 (86.7) 1732 (78.6)
Rating of preventabilityx

Potentially preventable 76 (23.8) 542 (25.1) 467 (21.5) .354 .005
Not preventable 243 (76.2) 1617 (74.9) 1705 (78.5)

Opportunities for improvementz,k

Changes could have been detected earlier 11 (14.5) 114 (21.0) 123 (26.3) .026 .047
Communication could have been better 9 (11.8) 86 (15.9) 95 (20.3) .081 .065
Condition might have been managed in SNF with
available sources

19 (25.0) 170 (31.4) 192 (41.1) .008 .001

Earlier discussion of preferences with resident/family 14 (18.4) 89 (16.4) 77 (16.5) .676 .977
ACP could have been in place earlier 8 (10.5) 62 (11.4) 35 (7.5) .364 .034
Resources not available to manage the change 25 (32.9) 144 (26.6) 102 (21.8) .035 .081

Note: bold values are statistically significant (P < .05).
ACP, advance care planning.

*P values calculated by chi-square tests comparing characteristics of transfers that occurred within 48 hours of SNF admission to characteristics of transfers that occurred
30 days or longer after admission to the SNF. Values are highlighted that reached significance at the .05 level. Within categories of characteristics in which multiple com-
parisons were made, a Bonferroni correction was considered in evaluating the P values.

yP values calculated by chi square tests comparing characteristics of transfers that occurred less than 30 days after SNF admission to characteristics of transfers that
occurred 30 days or longer after admission to the SNF. Values are highlighted that reached significance at the .05 level. Within categories of characteristics in which multiple
comparisons were made, a Bonferroni correction was considered in evaluating the P values.

zn’s vary because more than one item could have been selected. Bonferroni correction was considered in evaluating these P values. For example, in the category of Risk
Factors for Hospital Admission, 9 comparisons were made. Thus, a significant P value with the correction would be less than or equal to .05/9 ¼ .0055.

xAnswers were mutually exclusive; n’s vary because not all items were answered on each QI tool. Bonferroni correction was not applied to these items.
kn is only those rated as potentially preventable.
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within 48 hours of admission and less than 30 days after admission
than among those transferred 30 days or longer after SNF admission.

The most common signs and symptoms associated with transfers
among those transferred within 48 hours of admission were abnormal
vital signs, alteredmental status, shortness of breath, uncontrolled pain,
and behavioral symptoms. Shortness of breath was more common
among those transferred less than 30 days after SNF admission,
whereas functional decline, suspected respiratory infection, and new
onset of urinary incontinence were significantly more common among
those transferred 30 days or longer after SNF admission. The most
common abnormal test results associated with transfers within
48 hours and less than 30 days after SNF admissionwere pulse oximetry
and anemia; only the latter was more common among those trans-
ferred less than 30 days after SNF admission versus 30 days or longer
after SNF admission. Onsite (vs telephone) evaluation by a clinicianwas
alsomore common among those transferred less than 30 days after SNF
admission versus 30 days or longer after SNF admission, but there was
no difference in day of the week or weekend versus weekday.

Several other characteristics were significantly more common
among transfers that occurred shortly after SNF admission. For
example, covering physicians (vs primary care physicians) more often
ordered transfers within 48 hours; a higher proportion of patients
transferred less than 48 hours and 30 days were admitted to the
hospital (vs an ED visit with return to the SNF); and a higher pro-
portion of transfers less than 30 days after SNF admissionwas rated as
potentially preventable (25.1%) than that of transfers 30 days or longer
after SNF admission (21.5%, P ¼ .005). Among transfers rated as pre-
ventable, the only opportunity for improvement identified by SNF
staff that differed significantly between the groups was that staff more
frequently recognized that the condition could have been managed in
the SNF with available resources among transfers that occurred
30 days or longer after SNF admission (41%), compared with 31%
among those transferred less than 30 days after SNF admission, and
25% among those transferred within 48 hours of SNF admission.

Table 2 contains brief case descriptions that illustrate examples of
reasons for transfer back to the hospital within 48 hours of admission,
including clinical instability at the time of hospital discharge, rapid
decompensation of an unstable medical condition, a possible error in
information transfer, prematurely calling 911, and the probable need
for a higher level of care than SNF at the time of hospital discharge.

Discussion

The data presented are among the first to describe in some detail
the reasons and factors associated with transfers back to the hospital
and readmissions that occur within a short time after SNF admission
from the perspective of SNF staff. Although there were some signifi-
cant differences in the characteristics of transfers that occurred within
48 hours and 30 days of SNF admission compared to transfers that
occurred 30 days or longer after SNF admission, most were not
strikingly different when considering the absolute magnitude of the
differences. The data do, however, provide important insights into
strategies that might improve care transitions and prevent some of
these rapid returns to the hospital. The data are also consistent with
and complement a recent study examining hospital readmissions
from post-acute care that used administrative data in contrast to



Table 2
Examples of Case Descriptions of Transfers That Occurred Within 48 Hours of SNF Admission

Potential Reason for Rapid
Transfer Back to the Hospital

Case Description From the Root Cause Analysis

Patient admitted to the SNF from
the hospital in unstable condition

A 90-year-old with multiple comorbidities was admitted to the SNF on July 29 after a 10-day hospitalization with primary hospital
diagnoses of interstitial lung disease and Clostridium difficile infection. The day after admission, a nursing assistant notified the
licensed nurse that the patient was having difficulty breathing and had shortness of breath. Nursing evaluation revealed that in
addition to breathing difficulty, the patient was lethargic and had a temperature of 101�F orally. The nurse called the covering
physician who ordered transfer back to the hospital. The patient was readmitted. The staff rated this transfer as potentially
preventable because they felt the patient had been discharged from the hospital prematurely in an unstable condition.

Acute decompensation of unstable
medical condition

An 83-year-old with multiple comorbidities was admitted to the SNF after hospitalization for CHF. Additional diagnoses included
encephalopathy and deconditioning. The day after SNF admission, the patient was noted to be in acute respiratory distress with
hypoxia and tachycardia. After evaluation by a nurse practitioner, the patient was transferred back to the hospital and
readmitted. The transfer was rated as not preventable by SNF staff.

Unstable medical condition with
acute decompensation; possible
error in transfer orders

An 80-year-old patient with dementia, history of epilepsy, and syncope was admitted to the SNF after hospitalization for COPD
exacerbation. On the day of admission to the SNF, the patient was noted to have increasing shortness of breath with oxygen
desaturation; cough; anxiety; and cold, pale skin. The patient was placed on oxygen and given a breathing treatment, but
remained anxious and short of breath. The primary physician ordered transfer back to the hospital. The SNF staff rated this
transfer as potentially preventable because the patient came back to the SNF without orders for oxygen.

Discharge to higher level of care
may have been indicated

A 92-year-old with CHF, multiple other comorbidities, and polypharmacy was transferred to the SNF after hospitalization for
aspiration pneumonitis. On the day after SNF admission, the patient was noted to have increased congestion requiring
respiratory therapy treatments. The patient was suctioned and was given alprazolam for anxiety. The patient had an enteral
feeding tube and the rate was reduced. Although advance directives were reviewed, no changesweremade. The family preferred
hospital transfer. On the second day after SNF admission, her primary physician ordered transfer to a long-term acute care
hospital (LTAC). SNF staff felt this transfer was not preventable, and that the patient should have been admitted to the LTAC
sooner.

Complication of hospital procedure An 85-year-old patient was admitted to the SNF after hospitalization for a fall with a fractured pelvis. A pacemaker was placed
during the hospitalization. On the day of admission to the SNF, bloodwas noted in the dressing over the pacemaker. The dressing
was changed multiple times, but the bleeding did not stop. The patient was sent to the ED and returned to the SNF the next day.
The transfer was rated as not preventable by SNF staff.

SNF nursing staff called 911 when
further evaluation may have
been indicated

A 75-year-old with a history of CHF and other comorbidities was admitted to the SNF after a 4-day hospitalization for acute renal
failure and a fall. On the day of SNF admission, the patient stated she was short of breath, anxious, and had chest pain. Despite
these complaints, her vital signs were normal. She was given 0.5 mg of alprazolam and 911 was called. She was evaluated in the
ED and sent back to the SNF. The staff rated this transfer as potentially preventable because they felt they had “jumped the gun”
and called 911 before further evaluation and management in the facility had been considered.
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information gleaned from RCAs performed by SNF staff.23 Although
the methodology and selection of hospitalizations differed, in both
studies almost exactly half of the returns to the hospital occurred
within 30 days of SNF admission.

In both the study by Burke and colleagues8 and the current study,
prior health care utilization, specifically recent hospitalization (in the
previous 30 days and the last year in the present study, and in the last
6 months in the other study), were strongly associated with read-
missions. Another message appears to be consistent between the 2
studies. It is clear from both the quantitative data and the selected case
descriptions in the present study that clinical instability at the time of
transition, especially among patients with conditions that can present
with shortness of breath (eg, CHF, COPD, respiratory infection), is a
common reason for rapid transfer back to the hospital and read-
missions. This is consistent with data from other previous studies that
demonstrated that these conditions are common precipitants of
hospital admissions and readmissions from SNFs, and are frequently
identified as potentially avoidable.8,14e17 They are also consistent with
other studies of readmissions that were not focused on the SNF
setting.23e25 Although multifactorial regression models may include
multiple risk factors, and are the basis for the new CMS risk adjust-
ment for the 30-day readmission quality measure, data suggest that it
is not difficult to identify patients admitted to the SNF who are at
highest risk for rapid returns to the hospital: a history of recent hos-
pitalization(s), multiple active comorbidities, in particular those
associated with shortness of breath, and clinical instability (as mani-
fest by symptoms, vital signs, and/or lab values) should alert clinicians
to the high risk of ED visits and/or readmission.

Several strategies might be considered for these high-risk pa-
tients. First, more intensive monitoring of these patients during the
first 48 hours to 7 days after SNF admission may help identify
changes in condition early enough to intervene before hospital
transfer is necessary. This might include more frequent routine vital
signs (including weight in patients with CHF and pulse oximetry in
patients at risk for hypoxia), having direct care staff and families
complete the INTERACT Stop and Watch Early Warning Tool (or a
similar tool) every shift (as opposed to reactively), and specific
monitoring for common high-risk adverse events in this patient
population, including volume depletion (for patients on diuretics
and/or with poor oral intake), bleeding (for those on warfarin and
other anticoagulants), and hypo- or hyperglycemia in diabetics.26 In
addition to these monitoring strategies, more frequent on-site clini-
cian visits may be warranted during this time period. Teams of
physicians and nurse practitioners have been shown to be effective in
reducing hospitalizations and potentially avoidable hospitalizations
in particular.27e30 Increasing the number of visits during the first few
days after SNF admission is analogous to the “front-loading” of in-
person visits some home health agencies use in high-risk patients
in efforts to reduce hospital readmissions. The use of “Extensivists”
has also been described as a model to provide more continuity of
care for high-risk patients that might be applied to assist with safer
and more effective transitions from hospital to SNF. As the title of the
article implies, many geriatricians will recognize this model as “back
to the future.”31

In addition to increasing the number of primary care clinician visits,
increasing availability of specialist consultation follow-ups by cardiolo-
gists, pulmonologists, and surgeons would be helpful in selected cases.
Telemedicine is increasingly being used in the SNF setting andmay be a
feasible and cost-effective approach to increasing timely visits by both
primary care clinicians and specialists, especially in more rural
areas.32,33 Even in urban areas, telemedicinemight be especially helpful
in avoiding what are often uncomfortable and costly transportation of
clinically unstable SNF patients to physician offices. As more specialists
become involved in SNF care, close collaboration with experienced SNF
clinicians should be encouraged in order to avoid unnecessary diag-
nostic and therapeutic interventions and reduce the risk of iatrogenic
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adverse events from overtreatment, such as volume depletion and hy-
potension resulting in falls and related complications.34

Another strategy that might help prevent rapid returns to the
hospital is better predischarge evaluation of care needs of high-risk
patients and matching those needs to the appropriate environment.
Many hospitals have initiated enhanced discharge planning programs
such as BOOST (Better Outcomes by Optimizing Safe Transitions)35

and Project RED (Re-engineered Discharge).36 The INTERACT
Nursing Home Capabilities List can help educate hospital discharge
planners and hospitalists about the capacity of specific SNFs to care for
high-risk patients.22 In addition, predischarge in-hospital evaluation
by trained clinicians representing SNFs is used as a strategy to ensure
safe transitions and discharge to appropriate levels of care.Many high-
risk patients may be more appropriate for a long-term acute care
hospital or an inpatient hospice than an SNF, as illustrated by one of
the case descriptions in Table 2. Cancer was a more common diagnosis
among those transferred less than 30 days after admission (Table 1). In
a previous report based on these RCA data, as well as a recently
published study of preventability and causes of readmissions of gen-
eral medical patients, lack of discussion of goals of care was found to
be an important factor in hospital readmissions.19,25 When such pa-
tients are admitted to the SNF when palliative care or hospice care
may have been more appropriate, SNF staff should reevaluate advance
directive status37,38 and take advantage of a variety of resources
available to assist in this process.22,39e44 Palliative care consultations
have been shown to reduce hospital readmissions, both in the inpa-
tient hospital setting45 and when targeted to high-risk patients in the
SNF setting.46 Such consults should be encouraged when appropriate
and available as an additional strategy to improve care and reduce
unnecessary hospital transfers.

A critical aspect of improving care transitions and reducing rapid
returns to the hospital is timely transfer of accurate information that is
critical to the care of high-risk patients in the first few days after SNF
transfer. Suboptimal communication of such information can cause
potentially preventable transfers,12 as illustrated by one of the cases in
Table 2. Many tools are available to assist in interfacility communi-
cation.22,47,48 Standards are evolving for electronic transmission of
critical information in “continuing care documents,” and the IMPACT
(Improving Medicare Post-Acute Care Transformation) Act of 2014 has
mandated uniform assessments and data elements to be collected at
admission and discharge to SNFs and other post-acute care settings,
which will be required by 2019.49 Whatever standards are finalized as
a result of the IMPACT Act, there should be no substitute for “warm
handoffs” at the time of hospital discharge to an SNF that involve
direct communication of time-sensitive information that is critical to
the care of high-risk patients over the phone, through secure texting,
or some other form of protected health information technology. Better
communication and collaboration between SNFs and EDs is especially
important and could prevent rapid transfers back to the ED from
becoming admissions. Geriatric EDs are evolving50 and multiple or-
ganizations have jointly issued guidelines for geriatric EDs.51 Devel-
opment of geriatric EDs with the availability of multidisciplinary
evaluation and monitoring in an observation unit without hospital
admission is an innovative approach to caring for high-risk patients
during the first several days after discharge to an SNF.

Finally, transfers of SNF patients back to the acute care hospital that
occur within 48 hours, a week, or 30 days of SNF admission call for
ongoing cross-setting RCAs to determine the most common factors
associated with these transfers in a hospital and its affiliated SNFs.
RCAs are best done in cross-setting teams, as data gathered in the
hospital and SNF may complement each other and bring differing
perspectives to the analyses. This was recently highlighted in a study
in which hospital physicians used a structured RCA and SNF staff used
the INTERACT QI tool to evaluate 120 readmissions to an academic
medical center from several local SNFs that were participating in a
CMS project that combined enhanced discharge planning, improved
interfacility communication, and the INTERACT program in the
participating SNFs (Vasilevskis E, Ouslander JG, Mixon AS, et al.
Potentially avoidable readmissions of patients discharged to post-
acute care: Perspectives of hospital and skilled nursing facility staff.
[submitted and under review]). Overall, 42 readmissions (35%) were
determined to be potentially avoidable from either the hospital and/or
the SNF perspective. Hospital physicians were more likely to rate
readmissions as potentially avoidable (n ¼ 36, 30%) compared to the
SNF staff (n ¼ 16, 13%). The hospital and SNF-based determinations
agreed for 73% (n ¼ 88) and disagreed for 27% (n ¼ 32) of the read-
missions. The most common source of disagreement (N ¼ 26) re-
flected readmissions where the hospital physician assessed a
readmission as avoidable and the SNF deemed it non-avoidable. Even
when there was agreement, different reasons were identified for the
similar ratings between the care settings.

In summary, rapid transfer of patients discharged from the hospital
to the SNF back to the hospital are common, and often occur in high
risk patients who can be identified at the time of SNF admission and
are often clinically unstable at the time of transfer. Many strategies
implemented by SNFs, and others involving collaboration between
SNFs and their affiliated hospitals can result in improved care and the
prevention of unnecessary ED visits and hospital readmissions in this
patient population.
Acknowledgments

The authors thank Roger Engstrom, Danielle Chang, Graig Alpert,
and Suzanne Pinos for assistancewith data analyses, and the SNFs that
participated in this project.
References

1. Ouslander JG, Berenson RA. Reducing unnecessary hospitalizations of nursing
home residents. N Engl J Med 2011;365:1165e1167.

2. Dwyer R, Stoelwinder J, Gabbe B, et al. Unplanned transfer to emergency de-
partments for frail elderly residents of aged care facilities: A review of patient
and organizational factors. J Am Med Dir Assoc 2015;16:551e562.

3. Burke RE, Rooks SP, Levy C, et al. Identifying preventable emergency depart-
ment visits by nursing home residents in the United States. J Am Med Dir Assoc
2015;16:395e399.

4. Ouslander JG, Schnelle JF, Han J. Is this really an emergency? Reducing
potentially preventable emergency department visits among nursing home
residents. J Am Med Dir Assoc 2015;16:354e357.

5. Carnahan JL, Unroe KT, Torke AM. Hospital readmission penalties: Coming to a
nursing home near you! J Am Geriatr Soc 2016;64:614e618.

6. Zuckerman RB, Sheingold SH, Orav EJ, et al. Readmissions, observation, and the
hospital readmissions reduction program. N Engl J Med 2016;374:1543e1551.

7. Mor V, Intrator I, Feng V, et al. The revolving door of hospitalization from
skilled nursing facilities. Health Aff (Millwood) 2010;29:57e64.

8. Burke RE, Whitfield EA, Hittle D, et al. Hospital readmission from post-acute
care facilities: Risk factors, timing, and outcomes. J Am Med Dir Assoc 2016;
17:249e255.

9. Van Walraven C. The utility of unplanned early hospital readmissions as a
health care quality indicator. JAMA Intern Med 2015;175:1812e1814.

10. Ouslander JG, Maslow K. Geriatrics and the triple aim: Defining preventable
hospitalizations in the long term care population. J Am Geriatr Soc 2012;60:
2313e2318.

11. Morley JE. Opening Pandora’s box: The reasons why reducing nursing home
transfers to hospitals are so difficult. J Am Med Dir Assoc 2016;17:185e187.

12. King BJ, Gilmore-Bykovskyi AL, Roiland RA, et al. The consequences of poor
communication during transitions from hospital to skilled nursing facility: A
qualitative study. J Am Geriatr Soc 2013;61:1095e1102.

13. Saliba D, Kington R, Buchanan J, et al. Appropriateness of the decision to
transfer nursing facility residents to hospital. J Am Geriatr Soc 2000;48:
154e163.

14. Ouslander JG, Lamb G, Perloe M, et al. Potentially avoidable hospitalizations of
nursing home residents: Frequency, causes, and costs. J Am Geriatr Soc 2010;
58:627e635.

15. Grabowski DC, O’Malley AJ, Barhydt NR. The costs and potential savings
associated with nursing home hospitalizations. Health Aff (Millwood) 2007;26:
1753e1761.

16. Walsh EG, Wiener JM, Haber S, et al. Potentially avoidable hospitalizations of
dually eligible Medicare/Medicaid beneficiaries from nursing facility and home

http://refhub.elsevier.com/S1525-8610(16)30177-3/sref1
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref1
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref1
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref2
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref2
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref2
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref2
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref3
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref3
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref3
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref3
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref4
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref4
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref4
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref4
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref5
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref5
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref5
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref6
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref6
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref6
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref7
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref7
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref7
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref8
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref8
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref8
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref8
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref9
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref9
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref9
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref10
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref10
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref10
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref10
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref11
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref11
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref11
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref12
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref12
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref12
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref12
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref13
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref13
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref13
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref13
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref14
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref14
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref14
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref14
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref15
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref15
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref15
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref15
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref16
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref16


J.G. Ouslander et al. / JAMDA 17 (2016) 839e845 845
and community-based services waiver programs. J Am Geriatr Soc 2012;60:
821e829.

17. Spector WD, Limcangco R, Williams C, et al. Potentially avoidable hospitali-
zations for elderly long-stay residents of nursing homes. Med Care 2013;51:
673e681.

18. Lamb G, Tappen R, Diaz S, et al. Avoidability of hospital transfers of nursing
home residents: Perspectives of frontline staff. J Am Geriatr Soc 2011;59:
1665e1672.

19. Ouslander JG, Naharci I, Engstrom G, et al. Root cause analyses of transfers
of skilled nursing facility patients to acute hospitals: Lessons learned for
reducing unnecessary hospitalizations. J Am Med Dir Assoc 2016;17:
256e262.

20. Ouslander JG, Naharci I, Engstrom G, et al. Lessons learned from root cause
analyses of transfers of skilled nursing facility (SNF) patients to acute hospitals:
Transfers rated as preventable vs. non-preventable by SNF staff. J Am Med Dir
Assoc 2016;17:596e601.

21. Ouslander JG, Bonner A, Herndon L, Shutes J. The INTERACT quality improve-
ment program: An overview for medical directors and primary care clinicians
in long-term care. J Am Med Dir Assoc 2014;15:162e170.

22. INTERACT: Interventions to Reduce Acute Car Transfers. Available at: http://
interact.fau.edu. Accessed April 24, 2016.

23. Kansagara D, Englander H, Saanitro A, et al. Risk prediction for hospital read-
mission: A systematic review. JAMA 2011;306:1688e1698.

24. Marcantonio ER, McKean S, Goldfinger M, et al. Factors associated with un-
planned hospital readmission among patients 65 years of age and older in a
Medicare Managed Care Plan. Am J Med 1999;107:13e17.

25. Auebach AD, Kriplani S, Vasilevskis EE, et al. Preventability and causes of
readmissions in a national cohort of general medical patients. JAMA Intern Med
2016;176:484e493.

26. Handler SM, Cheung PW, Culley CM, et al. Determining the incidence of drug-
associated acute kidney injury in nursing home residents. J Am Med Dir Assoc
2014;15:719e724.

27. Reuben D, Buchanan J, Farley D, et al. Primary care of long-stay nursing home
residents: A comparison of 3 HMO programs with fee-for-service care. J Am
Geriatr Soc 1999;47:131e138.

28. Konetzka RT, Spector W, Limcangco MR. Reducing hospitalizations from LTC
settings. Med Care Res Rev 2008;65:40e66.

29. Bakerjian D. Care of nursing home residents by advance practice nurses: A
review of the literature. Res Gerontol Nurs 2008;1:177e185.

30. Kuo YF, Raji MA, Goodwin JS. Association between proportion of provider
clinical effort in nursing homes and potentially avoidable hospitalizations and
medical costs of nursing home residents. J Am Geriatr Soc 2013;61:
1750e1757.

31. Powers BW, Milstein A, Jain SH. Delivery models for high-risk older patients:
Back to the future? JAMA 2016;315:23e24.

32. Grabowski DC, O’Malley AJ. Use of telemedicine can reduce hospitalizations of
nursing home residents and generate savings for Medicare. Health Aff (Mill-
wood) 2014;33:244e250.
33. Driessen J, Bonhomme A, ChangW, et al. Nursing home provider perceptions of
telemedicine for reducing potentially avoidable hospitalizations. J Am Med Dir
Assoc 2016;17:519e524.

34. Office of Inspector General, US Department of Health and Human Services. Avail-
able at:http://oig.hhs.gov/oei/reports/oei-06-11-00370.asp. AccessedMay1, 2016.

35. Society of Hospital Medicine. Project BOOST Mentored Implementation Program.
Available at: http://www.hospitalmedicine.org/boost/. Accessed April 24, 2016.

36. Project RED (Re-Engineered Discharge). Available at: https://www.bu.edu/
fammed/projectred/. Accessed April 24, 2016.

37. Molloy DW, Guyatt GH, Russo R, et al. Systematic implementation of an
advance directive program in nursing homes: A randomized controlled trial.
JAMA 2000;283:1437e1444.

38. Mitchell SL, Teno JM, Intrator O, et al. Decisions to forgo hospitalization in
advanced dementia: A nationwide study. J Am Geriatr Soc 2007;55:432e438.

39. Tulsky JA. Beyond advance directives: Importance of communication skills at
the end of life. JAMA 2005;294:359e365.

40. National Hospice and Palliative Care Organization. Available at: http://www.
nhpco.org/. Accessed April 24, 2016.

41. Coalition for Compassionate Care of California. Available at: http://coalitionccc.
org/. Accessed April 24, 2016.

42. POLST: Physician Orders for Life-Sustaining Treatment Paradigm. Available at:
http://www.polst.org/. Accessed April 24, 2016.

43. The Conversation Project. Available at: http://theconversationproject.org/.
Accessed April 24, 2016.

44. Decision Guide. Available at: http://www.decisionguide.org/. Accessed April
24, 2016.

45. O’Connor NR, Moyer ME, Behta M, et al. The impact of inpatient palliative care
consultations on 30-day hospital readmissions. J Palliat Med 2015;18:
956e961.

46. Berkowitz RE, Jones RN, Rieder R, et al. Improving disposition outcomes for pa-
tients in a geriatric skilled nursing facility. J Am Geriatr Soc 2011;59:1130e1136.

47. AMDA: The Society for Post-Acute and Long-TermMedicine. Available at: https://
www.amda.com/members/flashpapers/papers/TOC. Accessed April 24, 2016.

48. Institute for Healthcare Improvement. STAAR: State Action on Avoidable
Rehospitalizations. Available at: http://www.ihi.org/Engage/Initiatives/
Completed/STAAR/Pages/default.aspx. Accessed April 24, 2016.

49. Post-Acute Care Quality Initiatives. IMPACT Act of 2014 & Cross Setting
Measures. Available at: https://www.cms.gov/Medicare/Quality-Initiatives-
Patient-Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-
Act-of-2014-and-Cross-Setting-Measures.html. Modified October 28, 2015.
Accessed April 24, 2016.

50. Hwang U, Morrison RS. The geriatric emergency department. J Am Geriatr Soc
2007;55:1873e1876.

51. Christopher CR, Bromley M, Caterino JM, et al. Optimal older adult emergency
care: Introducing multidisciplinary geriatric emergency department guidelines
from the American College of Emergency Physicians, American Geriatrics So-
ciety, Emergency Nurses Association, and Society of Academic Emergency
Medicine. Ann Emerg Med 2014;63:e1ee3.

http://refhub.elsevier.com/S1525-8610(16)30177-3/sref16
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref16
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref16
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref17
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref17
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref17
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref17
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref18
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref18
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref18
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref18
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref19
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref19
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref19
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref19
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref19
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref20
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref20
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref20
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref20
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref20
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref21
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref21
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref21
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref21
http://interact.fau.edu
http://interact.fau.edu
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref23
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref23
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref23
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref24
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref24
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref24
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref24
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref25
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref25
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref25
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref25
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref26
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref26
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref26
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref26
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref27
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref27
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref27
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref27
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref28
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref28
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref28
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref29
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref29
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref29
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref30
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref30
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref30
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref30
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref30
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref31
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref31
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref31
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref32
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref32
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref32
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref32
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref33
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref33
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref33
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref33
http://oig.hhs.gov/oei/reports/oei-06-11-00370.asp
http://www.hospitalmedicine.org/boost/
https://www.bu.edu/fammed/projectred/
https://www.bu.edu/fammed/projectred/
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref37
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref37
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref37
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref37
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref38
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref38
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref38
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref39
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref39
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref39
http://www.nhpco.org/
http://www.nhpco.org/
http://coalitionccc.org/
http://coalitionccc.org/
http://www.polst.org/
http://theconversationproject.org/
http://www.decisionguide.org/
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref45
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref45
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref45
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref45
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref46
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref46
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref46
https://www.amda.com/members/flashpapers/papers/TOC
https://www.amda.com/members/flashpapers/papers/TOC
http://www.ihi.org/Engage/Initiatives/Completed/STAAR/Pages/default.aspx
http://www.ihi.org/Engage/Initiatives/Completed/STAAR/Pages/default.aspx
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-of-2014-and-Cross-Setting-Measures.html
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-of-2014-and-Cross-Setting-Measures.html
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-of-2014-and-Cross-Setting-Measures.html
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref50
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref50
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref50
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref51
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref51
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref51
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref51
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref51
http://refhub.elsevier.com/S1525-8610(16)30177-3/sref51

	Hospital Transfers of Skilled Nursing Facility (SNF) Patients Within 48 Hours and 30 Days After SNF Admission
	Methods
	Results
	Discussion
	Acknowledgments
	References


