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Hospitals are under financial pressure to shorten
hospitalizations and reduce readmissions. Current evidence
suggests that postacute care-associated rehospitalizations
could be reduced by focusing on a concentrated referral
network of preferred high-quality skilled nursing facilities
(SNFs). Hospitals, health systems, and health plans have
taken several approaches to creating preferred provider

ospitals and health systems are under mounting fi-
nancial pressure to shorten hospitalizations and re-
duce readmissions. These priorities have led to an
ever-increasing focus on postacute care (PAC), and
more specifically on improving transitions from the hospital.'?
According to a 2013 Institute of Medicine report, PAC is the
source of 73% of the variation in Medicare spending® and read-
missions during the postacute episode nearly double the aver-
age Medicare payment.* Within the PAC landscape, discharges
to skilled nursing facilities (SNFs) have received particular focus
due to the high rates of readmission and associated care costs.’

Hospitals, hospital physicians, PAC providers, and payers
need to improve SNF transitions in care. Hospitals are increas-
ingly responsible for patient care beyond their walls through
several mechanisms including rehospitalization penalties, val-
ue-based reimbursement strategies (eg, bundled payments),
and risk-based contracting on the total cost of care through
relationships with accountable care organizations (ACOs) and
Medicare Advantage plans. Similarly, hospital-employed phy-
sicians and PAC providers are more engaged in achieving val-
ue-based goals through increased alignment of provider com-
pensation models®” with risk-based contracting.

Current evidence suggests that rehospitalizations could be
reduced by focusing on a concentrated referral network of pre-
ferred high-quality SNFs;37 however, less is known about how
to develop and operate such linkages at the administrative or
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networks to streamline and improve the quality of SNF
discharges. We propose a collaborative framework for
the establishment of a preferred postacute care network
based on the experience of the Johns Hopkins Medicine
Skilled Nursing Facility Collaborative and review early
implementation challenges. Journal of Hospital Medicine
2019;14:174-177. © 2019 Society of Hospital Medicine

clinical levels.® In this article, we propose a collaborative frame-
work for the establishment of a preferred PAC network.

SKILLED NURSING FACILITY PREFERRED PRO-
VIDER NETWORK
One mechanism employed to improve transitions to SNFs and
reduce associated readmissions is to create a preferred provid-
er network. Increasing the concentration of hospital discharges
to higher performing facilities is associated with lower rehos-
pitalization rates, particularly during the critical days following
discharge.™

While the criteria applied for preferred provider networks vary,
there are several emerging themes.'® Quality metrics are often ap-
plied, generally starting with Centers for Medicare and Medicaid
Services (CMS) quality star ratings and Long-Term Care Minimum
Data Set (MDS) metrics with additional criteria frequently layered
upon those. Some examples include the extent of physician cov-
erage,'" the extent of nursing coverage (eg, nursing ratios or 24/7
nursing care), geographic access, and flexible admission times
(including weekends and nights).”? In addition, several outcome
measures may be used such as 30-day readmission rates, patient/
family satisfaction ratings, ED visits, primary care follow-up within
seven days of PAC discharge, or impact on the total cost of care.

Beyond the specified criteria, some hospitals choose to build
upon existing relationships when developing their preferred
network. By selecting historically high-volume facilities, they
are able to leverage the existing name recognition amongst
patients and providers.™ This minimizes retraining of discharge
planners, maintains institutional relationships, and aligns with
the patients’ geographic preferences.?'® While the high volume
SNFs may not have the highest quality ratings, some hospitals
find they can leverage the value of preferred partner status to
push behavior change and improve performance.’
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JHM SNF Collaborative
Steering Committee
(monthly initially)
select JHM hospital reps, JHHC

¢ Purpose: Provide leadership for JHM SNF Collaboration
¢ People: Delegates of hospital and JHHC presidents

>»| ® Role: Serve as collaborative governing body. Prioritize
work and ensure projects are on track

® Reporting: Report collaborative progress to entity
presidents

SNF
Collaborative
Coordinating

Team
(weekly initially,

SNF Collaborative
Stakeholder Meeting
(quarterly initially)
Hospital reps, JHHC,
provider groups, SNFs, QIO

¢ Purpose: Create multistakeholder table for
dissemination of collaborative work and bidirectional
communication with SNFs

>| e People: Hospital and payer representatives, subject
matter experts, providers, SNF leads, QIO representatives

¢ Role: Operations-focused large group meeting.

Venue to share progress and best practices

then biweekly) X .
Interventions QlO-Hospital
Workgroup Meeting
(monthly (bi-monthly
initially) initially)

® Purpose: |dentify, structure and track hospital-specific
projects; facilitated by QIO

>»| ¢ People: Identified hospital and QIO representatives
initially; later adding local SNFs

® Role: Allows for local involvement of additional team

Data/Analytics

members, building of relationships with local SNFs,
establishing hospital-specific workflows

¢ Reporting: Progress communicated at Stakeholder

Workgroup |
(monthly Meetings
initially)
Addt’'l ¢ Purpose: Operations and reporting-focused
workgroups committees
TBD, post * Reporting: Will report out to the Steering
ramp-up Committee and Stakeholder group

FIG. Skilled Nursing Facility Collaborative Governance Structure.

Abbreviations: JHM, John Hopkins Medicine; JHHC, Johns Hopkins HealthCare; QIO, quality improvement organization; SNF, skilled nursing facility.

PROPOSED HEALTH SYSTEM FRAMEWORK
FOR CREATING A SKILLED NURSING FACILITY
COLLABORATIVE
Here we propose a framework for the establishment of a pre-
ferred provider network for a hospital or health system based
on the early experience of establishing an SNF Collaborative
within Johns Hopkins Medicine (JHM). JHM is a large integrat-
ed health care system, which includes five hospitals within the
region, including two large academic hospitals and three com-
munity hospitals serving patients in Maryland and the District
of Columbia.™

JHM identified a need for improved coordination with PAC
providers and saw opportunities to build upon successful indi-
vidual hospital efforts to create a system-level approach with a
PAC partnership sharing the goals of improving care and reduc-
ing costs. Additional opportunities exist given the unique Mary-
land all-payer Global Budget Revenue system managed by the
Health Services Cost Review Commission. This system imposes
hospital-level penalties for readmissions or poor quality mea-
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sure performance and is moving to a new phase that will place
hospitals directly at risk for the total Part A and Part B Medicare
expenditures for a cohort of attributed Medicare patients, in-
clusive of their PAC expenses. This state-wide program is one
example of a shift in payment structures from volume to value
that is occurring throughout the healthcare sector.

Developing a formal collaboration inclusive of the five local
hospitals, Johns Hopkins HealthCare (JHHC)—the managed
care division of JHM—and the JHM ACO (Johns Hopkins Medi-
cine Alliance for Patients, JMAP), we established a JHM SNF Col-
laborative. This group was tasked with improving the continuum
of care for our patients discharged to PAC facilities. Given the
number and diversity of entities involved, we sought to draw on
efforts already managed and piloted locally, while disseminating
best practices and providing added services at the collaborative
level. We propose a collaborative multistakeholder model (Fig-
ure) that we anticipate will be adaptable to other health systems.

At the outset, we established a Steering Committee and a
broad Stakeholder Group (Figure). The Steering Committee is
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TABLE. Initial Intervention Workgroup Priorities
Priority

Upgrading shared EMR transitions documentation

Example

Recommend changes to the universal discharge summary template. Changes include more logical order

such as prioritizing medications, adding advanced care planning and capacity documentation, incorporating
functional status and standardized assessments, and added recommendations for the next phase of care

Standardizing metrics for physical, cognitive, and functional status

Broadly incorporating AM-PAC™ score into rehabilitation therapy assessments and discharge materials for

objective measurement of functional status

Identifying prediction tools for optimal postdischarge locations

Developing uniform patient/caregiver education materials

Reviewing landscape of risk-prediction tools for specific patient populations

Draft patient education booklet on SNF basics and ‘what to expect’ to be integrated into the EMR patient

education platform. Planning patient education video on postacute care options

Outlining strategies to increase provider communication and improve discharge handoffs

In addition to improving discharge documentation, review strategies to improve the accessibility of hospital

providers after discharge

Abbreviations: AM-PAC, activity measure for postacute care; EMR, electronic medical record..

comprised of representatives from all participating JHM enti-
ties and serves as the collaborative governing body. This group
initially identified 36 local SNF partners including a mixture of
larger corporate chains and freestanding entities. In an effort
to respect patient choice and acknowledge geographic pref-
erences and capacity limitations, partner selection was based
on a combination of publically available quality metrics, historic
referral volumes, and recommendations of each JHM hospital.
While we sought to align with high-performing SNFs, we also
saw an opportunity to leverage collaboration to drive improve-
ment in lower-performing facilities that continue to receive a
high volume of referrals. The Stakeholder Group includes a
broader representation from JHM, including subject matter ex-
perts from related medical specialties (eg, Physical Medicine
and Rehabilitation, Internal Medicine, Emergency Medicine,
and various surgical subspecialties); partner SNFs, and the
local CMS-funded Quality Improvement Organization (QIO).
Physician leadership was essential at all levels of the collabora-
tive governing structure including the core Coordinating Team
(Figure). Providers representing different hospitals were able to
speak about variations in practice patterns and to assess the
feasibility of suggested solutions on existing workflows.

After establishing the governance framework for the collab-
orative, it was determined that dedicated workgroups were
needed to drive protocol-based initiatives, data, and analyt-
ics. For the former, we selected transitions of care as our ini-
tial focus area. All affiliated hospitals were working to address
care transitions, but there were opportunities to develop a
harmonized approach leveraging individual hospital input.
The workgroup included representation from medical and ad-
ministrative hospital leadership, JHHC, JMAP, our home care
group, and SNF medical leadership. Initial priorities identified
are reviewed in the Table. We anticipate new priorities for the
collaborative over time and intend for the workgroup to evolve
in line with shifting priorities.

We similarly established a multidisciplinary data and analyt-
ics workgroup to identify resources to develop the SNF, and
a system-level dashboard to track our ongoing work. While
incorporating data from five hospitals with varied patient pop-
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ulations, we felt that the risk-adjusted PAC data were critical
to the collaborative establishment and goal setting. After ex-
ploring internal and external resources, we initially elected to
engage an outside vendor offering risk-adjusted performance
metrics. We have subsequently worked with the state health
information exchange, CRISP,"® to develop a robust dashboard
for Medicare fee-for-service beneficiaries that could provide
similar data.

IMPLEMENTATION

In the process of establishing the SNF Collaborative at JHM, there

were a number of early challenges faced and lessons learned:

* In a large integrated delivery system, there is a need to bal-
ance the benefits of central coordination with the support
for ongoing local efforts to promote partner engagement
at the hospital and SNF level. The forums created within the
collaborative governance structure can facilitate sharing of
the prior health system, hospital or SNF initiatives to grow
upon successes and avoid prior pitfalls.

e Early identification of risk-adjusted PAC data sources is cen-
tral to the collaborative establishment and goal setting. This
requires assessment of internal analytic resources, budget,
and desired timeline for implementation to determine the
optimal arrangement. Similarly, identification of available
data sources to drive the analytic efforts is essential and
should include a health information exchange, claims, and
MDS among others.

e Partnering with local QIOs provides support for facility-level
quality improvement efforts. They have the staff and onsite
expertise to facilitate process implementation within individ-
ual SNFs.

e Larger preferred provider networks require considerable
administrative support to facilitate communication with the
entities, coordinate completion of network agreements, and
manage the dissemination of SNF- and hospital-specific
performance data.

® Legal and contractual support related to data sharing and
HIPAA compliance is needed due to the complexity of the
health system and SNF legal structure. Multiple JHM legal
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entities were involved in this collaborative as were a mixture
of freestanding SNFs and corporate chains. There was a sig-
nificant effort required to execute both data-sharing agree-
ments as well as charters to enable QIO participation.

e Physician leadership and insight are key to implementing
meaningful and broad change. When devising system-wide
solutions, incorporation and respect for local processes and
needs are paramount for provider engagement and behav-
ior change. This process will likely identify gaps in under-
standing the PAC patient's experience and needs. It may
also reveal practice variability and foster opportunities for
provider education on the needs of PAC teams and how to
best facilitate quality transitions.

CONCLUSION

We proposed a framework for establishing a collaborative part-
nership with a preferred network of SNF providers. Depending on
organizational readiness, significant upfront investment of time
and resources could be needed to establish a coordinated net-
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