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Understanding the 
role SNFs play in 
value-based care 

partnerships

Application of strategy 
to attract acute referral 

network partners

Fostering down-
stream collaboration 

through strategic 
processes

Integrating therapy & 
nursing to enhance 
resident transitions

OBJECTIVES

What is Value-Based Care?

Quality of 
Care

Provider 
Performance

Resident 
Experience

VALUE-BASED CARE - DEFINITION
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Resident 
Outcomes

Care 
Coordination

Wellness 
Focus

Healthcare
Costs Incentives for QI

Long-Term 
Sustainability

VALUE-BASED CARE – BENEFITS

SNF Value Based 
Purchasing 

(VBP)

SNF Quality 
Reporting 

Program (QRP)

MDS 3.0 Quality 
Measures 

5 Star Program

Annual Payment 
Update 
(APU)

QUALITY

VALUE-BASED CARE – QUALITY IS KING!
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SNF QRP & VBP GUIDE

FIVE STAR QUALITY RATING GUIDE
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SNF MDS 3.0 QUALITY MEASURE GUIDE

What is Cross-Continuum Collaboration?

Billions of Healthcare Dollars Lost

80%
of Medical Errors

CROSS – CONTINUUM COLLABORATION 
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ACUTE TO POST-ACUTE CARE CONTINUUM

Acute
Care

SNF PCP
HH
OP

Hospice

CHALLENGES SNFS FACE

Care Coordination

Fragmentation

Outcomes
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SNF FOCUS – CARE & TRANSITIONS UNDER VBC

Impact 
Outcomes

Impact 
Cost

Impact 
Experience

• Improved Care Coordination = Higher Quality Care = Better Outcomes

• Enhanced Patients Experience

• Reduced Spend per Episode

BENEFITS OF COLLABORATION BETWEEN ACUTE & SNF
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Care Coordination -

• Ensuring each resident receives the appropriate care, based on clinical needs and resident 
preference 

• Communication of the residents needs and preferences before care transitions to the next 
setting

• The information is then used to guide the delivery of safe, appropriate and effective care

https://www.ahrq.gov/ncepcr/care/coordination.html

SNF’s ROLE – CARE COORDINATION

Pre-Admission 
Planning

Information 
Exchange

Interdisciplinary 
Collaboration

Share Care 
Plans

SNF’s ROLE – ENHANCING CARE COORDINATION

Ongoing 
Communication

Transition 
Support Joint QI Post-Discharge 

Follow Up
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PRE-ADMISSION 
PLANNING

Pre-Admission Care Coordination
• As early as possible
• SNF response timely 

(Bed availability, Pt eligibility)
• Comprehensive orders/Information exchange

Resident & Family Engagement
• About transition plan 
• About care options
• What to expect upon admission
• Active participation, preferences

Documentation & Communication
• Care plan
• Medication Reconciliation 
• Comprehensive medical record shared
• Continued communication post-transfer

SNF TO ACUTE – PRE-ADMISSION PLANNING/COMMUNICATION

Impact on 
Transition?

Study FindingInformation Type

YesMissing 67.7% of the timeBehavioral Status

Yes11% of OpportunitiesComplete Documentation

YesMissing 44.1% of the timeMental Status

YesMissing 35.8% of the time
Functional Status/Level of 
Ind.

SNF avg Hours Spent to Obtain Information from Hospital = 8.2 Hours/Week

SNF TO ACUTE – PRE/POST TRANSITION COMMUNICATION
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SNF TO ACUTE – PRE/POST TRANSITION COMMUNICATION

• Work collaboratively on standardized discharge summary templates that meet both 
needs (Hospital Work with EHR for certification criteria)

• Collaborate on process for how to share lab results or other records that may be 
returned at the hospital level after discharge (who would the hospital contact after 
hours or on weekend)

• Identify if a SNFist model is possible – their role is to improve care continuity and 
information sharing 

• Shared ownership Hospital/SNF

• Shared IT

Strategies to Enhance and Facilitate Communication

SNF TO ACUTE – ESTABLISH JOINT QI PROGRAMS

JOINT QI 
INITIATIVES

How to Develop Joint QI Programs
• Identify the team
• Foster a culture of communication & collaboration
• Recognize common objectives
• Determine baseline measures
• Define performance goals
• Action Plan development
• Begin performance improvement

Joint Monitoring of Performance
• Shared accountability
• Track performance
• Regular Meetings

Ongoing
• Review results
• Celebrate achievements 
• Assess and modify
• Share best practices
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SNF/ACUTE  – JOINT QI 

Health Services Research Study 
Collaboration Between Hospitals & SNFs and the Impact on Resident Outcomes

…”Although collaboration with SNFs requires significant administrative and clinical time 
investment, it is associated with positive patient outcomes.”

 138 Staff Interviews

 16 Hospitals

 25 SNFs

 8 Unique Markets

5 Key Metrics for SNF Performance

Average Length of Stay

30-Day Readmissions

Specialty Care Programs

Response Time for Referrals

Cost per SNF Episode

SNF’s ROLE – ADDITIONAL PERFORMANCE MEASURES

21

22



4/27/2024

12

SNF’s ROLE – ADDITIONAL PERFORMANCE MEASURES

SNF’s ROLE – CAPITATING COSTS IN THE SNF STAY

Reduce LOS, Decrease Risk of Readmission, Avoid Duplication

• Admissions collaboration

• Sharing care capabilities

• Effective pre-auth process

• Therapy integration

• Resident and caregiver participation
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Downstream Partnership 
Coordination and 
Collaboration

STRATEGIES FOR DOWNSTREAM TRANSITIONS

Multidisciplinary Tools Engagement
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DOWNSTREAM STRATEGY – MULTIDISCIPLINARY APPROACH

NURSING

PHYSICIAN TEAM

THERAPY

SOCIAL WORK/CASE MANAGEMENT/DISCHARGE PLANNERS

HOME HEALTH TEAM/HOSPICE/OUTPATIENT REHAB

RESIDENT & FAMILY

• Medication management

• Care coordination in the SNF & setting 
up success

• D/C planning

NURSING’S ROLE – CONTINUUM COLLABORATION
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Tools to Enhance Care Coordination Downstream

• HER – Electronic documentation sharing, access to relevant and timely clinical information

• Interoperable HIE – Secure exchange of information across the continuum, share data and clinical results to 
decrease duplication and costs

• Telehealth/Remote Monitoring –

• Discharge Planning Referral Management Systems-

• Apps for care coordination (or portals) -

• Checklists and Protocols -

DOWNSTREAM STRATEGY – CARE COORDINATION TOOLS

• Shared decision Making

• Open communication

• Collaboration

• Return demonstration

• Competencies

• Transition Support

DOWNSTREAM STRATEGY – PATIENT & FAMILY ENGAGEMENT
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Leveraging Therapy 
Collaboration for 
Successful Continuum 
Transitions

• Care planning and goal assessment

• Resident & family engagement

• Rehabilitation implementation

• Interdisciplinary transition planning

THERAPY’s ROLE  – CONTINUUM COLLABORATION
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THERAPY’S ROLE – CARE PLANNING & GOAL ASSESSMENT

• Function, mobility, cognition, communication assessments

• Interdisciplinary collaboration - identify needs/goals to prepare for next 
care setting

• Resident preferences and abilities

• Prepare for next level only

• Goal setting

• Ongoing progress 

• Home Safety Evaluation

• Return Demonstration

THERAPY’S ROLE – RESIDENT & FAMILY ENGAGEMENT
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• Resident & Family – Education, planning, modifications, exercises

• Nursing – Med Management, equipment, clinical, timely referrals

• Physicians – Orders, follow-up PCP

• HH/Hospice/OP – Goals, risks, refer back

THERAPY’S ROLE – INTERDISCIPLINARY TRANSITION PLANNING

• Interdisciplinary Team integration

• MDS + Rehab Director daily!

• Speech Therapy – BIMS, cognition, swallowing, communication

• Depression capture

• NTA capture

• Clinical and specialty programs – QM, Five Star, VBP

THERAPY’S ROLE – CLINICAL REIMBURSEMENT COLLABORATION
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• Upstream to downstream Care Coordination Teams

• Technology - for communication, coordination, data sharing, referrals, community services

• Expanding Telehealth 

• SNFist – Acute to SNF

• Transportation Solutions

• Innovative SNF Programming

INNOVATIONS IN CONTINUUM PARTNERSHIPS

CALL TO ACTION

What can you go back to your SNF tomorrow and do as a result of our time today??

IMMEDIATELY- Identify changes needed through evaluation- Communication, collaboration, 
admission process, QI initiatives, clinical programs, metrics (LOS, HRR, Cost, response time, 
duplication), integrating therapy, resident and family engagement

Identify Priorities – to achieve excellent outcomes for residents, high performance on measures 
and capitation of costs

Create a Work Plan with Teams & Timelines – With upstream/Downstream partners involved 
and active
Implement, track data, make changes, accountability, SUCCESS
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QUESTIONS?

Thank You!

Caryn Enderle

MA, CCC/SLP - L
Director of Business Development
614-570-2404
caryne@conceptrehab.com
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https://www.cms.gov/priorities/innovation-center/value-based-care-spotlight/basics-value-based-care

https://www.cms.gov/priorities/innovation/key-concepts/value-based-care

https://catalyst.nejm.org/doi/full/10.1056/CAT.17.0558

https://www.commonwealthfund.org/publications/explainer/2023/feb/value-based-care-what-it-is-why-its-needed

https://www.cms.gov/priorities/innovation/key-concepts/person-centered-care

Smart Guide To Value Based Care & Care Coordination – CapMinds

https://skillednursingnews.com/2024/03/inside-the-tighter-cms-requirements-for-the-nursing-home-quality-reporting-
program/?euid=9168029d4d&utm_source=snn-
newsletter&utm_medium=email&utm_campaign=fb91346388&mc_cid=fb91346388&mc_eid=9168029d4d

RESOURCES & REFERENCES

https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2775075

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6232401/
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Term Support and Services,” aarp.org, March 2017; 1)
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