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n 2015, the Centers for Medicare and Medicaid Services

(CMS) tied 42% of Medicare payments to a value-based

model of care.! Many of these models are designed to ex-

pand the scope of hospitals’ accountability to include care
provided to patients postdischarge (eg, readmission pen-
alties, bundled payments, accountable care organizations).
With such a significant change in organizational incentives,
one would expect to see activity as it relates to hospital-skilled
nursing facility (SNF) integration, potentially including shared
risk among providers.>?

Hospitals can choose from several different strategies when
contemplating SNF integration, such as vertical integration
with SNFs, which would involve acquiring and owning SNFs.
However, despite the high level of incentive alignment and
financial integration achieved through SNF acquisition, this
strategy has not been widely adopted. Perhaps this is because
hospitals can often attain a shorter length of stay and lower re-
admission rates without taking on the additional risk of owning
a facility, except under particular market conditions.* Hospitals
can alternatively pursue virtual integration by developing pre-
ferred provider networks through contractual relationships or
other formal processes, attempting to direct patients to SNF
providers that have met predefined criteria, as described by
Conway and colleagues in this issue of the Journal of Hospital
Medicine®.> While hospitals have adopted this form of integra-
tion more widely than vertical integration, only those with addi-
tional financial motivations, such as those employing bundled
payments, engaged in accountable care organizations (ACOs)
or forward-thinking organizations preparing for looming glob-
al models of payment, have implemented such action. Finally,
hospitals can focus on relational coordination through infor-
mal person-to-person communication and transition manage-
ment. Given the high number of patients discharged to SNFs,
the strategies above are not mutually exclusive, and enhanced
relational coordination is most likely going to occur regardless
of the type of—and perhaps even without—organizational-lev-
el integration.

For those hospitals choosing not to pursue integration
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with SNFs, there are several reasons to maintain the status
quo. First, hospitals have different interpretations of provider
choice ("beneficiary freedom to choose”), whereby many do
not believe they can provide information to patients outside
of facility names and addresses. As such, they will refrain from
developing a SNF network due to their interpretation of hazy
federal rules.® Second, it is possible that the incremental bene-
fit of establishing a network is viewed by many hospitals as not
worth the cost, measured by the time and effort required and
the potential risk of not adhering to choice requirements. This
could be especially true for hospitals without additional finan-
cial motivations, such as participation in an ACO or bundled
payment program.

As the landscape continues to evolve, more successful sys-
tems will embrace a more concordant partnership with local
and regional SNF providers, and several market factors will
support the trend. First, the Medicare Payment Advisory Com-
mission (MedPAC) is discussing the idea of choice in the con-
text of postacute discharge, potentially leading to hospitals
relaxing their strict interpretations of choice and the level of
information provided to patients.” Second, the evidence sup-
ports better patient outcomes when hospitals develop SNF
networks.®? Finally, continued penetration of value-based pay-
ment models combined with CMS decisions regarding choice
will continue to provide the additional motivation hospitals
may need to change the cost-benefit calculation in favor of
developing a network.

IMPLICATIONS FOR HOSPITALISTS

Traditionally, primary care physicians followed their patients
through the acute- and postacute care continuum, but a vari-
ety of changes led to the growth of hospital medicine as fewer
primary care physicians saw patients in the hospital.”®" This
shift has challenged efforts to ensure continuity of care across
settings, especially since most hospitalists have ceded control
of postdischarge placement to case managers and therapists.
Further, there has been little incentive to connect hospitalists
to any other component or provider along the range of care,
and compensation models rarely, if at all, consider any ac-
countability for patient outcomes outside the hospital. Several
factors can change this reality for hospitalists.

First, as more providers adopt team-based care approach-
es and as alternative payment models expand the scope of
accountability, hospitalists will become an even more central
component of the risk evaluation process for hospitalized pa-
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tients as it relates to their discharge profile. This could mean
that hospitalists are more involved in the postdischarge fol-
low-up of patients sent home, to make sure patients adhere
to discharge instructions. Alternatively, hospitalists may need
to increase the level of physician-to-physician communication
with SNF medical directors for patients discharged to SNF.
This, in turn, could result in an increasing number of hospital-
ist groups recruiting SNFists to join their group or potentially
assigning existing hospitalists or physician assistants to round
on patients in the SNF. The 2018 Society of Hospital Medicine
report showed an increase in activity among hospital medicine
groups performing services in postacute-care facilities outside
the hospital from 13% in 2016 to 25% in 2018.% Similarly, a 2017
study in JAMA Internal Medicine reported a 48.2% increase
in the number of physicians classified as SNFists from 2007
to 2014."3

Second, hospitalists will be more involved in the discharge
planning process through internal interdisciplinary team com-
munications. Whereas case managers and therapists owned
the discharge planning process historically, new teams will
include hospitalists, case managers, physical therapists, and
pharmacists. System leaders will task them with identifying
the appropriate discharge destination (eg, SNF, home health),
finalizing the medication reconciliation, scheduling follow-up
appointments, and completing a warm handoff.

Finally, as the field matures and hospitalists learn more
about postacute-care connections, they will continue to be
held more accountable for patient outcomes postdischarge.
Many hospitalists have already connected to community pro-
viders through checklists and use evidence-based discharge
programs like ProjectRed or Project BOOST.™'> Organizations
will need a similar strategy for SNFs, developing process mea-
sures, with the input of hospitalists, around those noteworthy
areas that hospitalists can control. This will require greater
alignment among constituents around overall organizational
goals and, more importantly, entail the hospitalist to be at-
tuned to overall patient goals beyond the care provided in the
hospital setting.

As payment and care models continue to evolve, the status
quo cannot be sustained. We anticipate that hospitalists will
become more integrated into the patient discharge process,
especially as it relates to discharge to SNFs before patients
reconnect to their community physicians. Hospital systems will
accelerate integration through the development of preferred
SNF networks, and hospitalists stand to play a critical role in
the success of these arrangements by enriching the benefits
they create through these outward relationships.

For organizations engaged in embedded networks, they can
realize gains via incentive alignment, trust, information transfer,
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mutual support, and coordination through virtual integration,
without requiring vertical ownership.®' Thus, the opportunity
exists for hospitalists to be critical drivers of network success,
serving as intermediaries from which information, collabo-
ration, and shared problem-solving flow between hospitals,
SNFs, patients, and the entire care team. Opportunities to
rebuild our system are long past; however, like all changing
sectors in healthcare, the disaggregate acute and postacute
settings must move in lockstep. Hospitals and postacute care
facilities must find ways to alter their thinking to eradicate the
obstructive and injurious invisible wall.
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