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Abstract

Skilled nursing facilities (SNFs) have emerged as an integral component of care for older adults 

with heart failure (HF). Despite their prominent role, poor clinical outcomes for the medically 

complex patients with HF managed in SNFs are common. Barriers to providing quality care 

include poor transitional care during hospital-to-SNF and SNF-to-community discharges, lack of 

HF training among SNF staff, and a lack of a standardized care process among SNF facilities. 

Although no evidence-based practice standards have been established, various measures and tools 

designed to improve HF management in SNFs are being investigated. In this review, we discuss 

the challenges of HF care in SNFs as well as potential targets and recommendations that can help 

improve care with respect to transitions, HF management within SNFs, and modifiable factors 

within facilities. Policy considerations that might help catalyze improvements in SNF-based HF 

management are also discussed.
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Of the more than 1 million hospital discharges for heart failure (HF) each year in the United 

States,1 approximately 20% result in discharge to skilled nursing facilities (SNFs).2,3 

Hospitalized patients with HF discharged to SNFs are usually older, frailer, and have 
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significantly more complexity (greater comorbidity and higher mortality risk) than patients 

with HF discharged home.3 Nonetheless, many patients with HF referred to SNFs have the 

expectation they will return to home after attaining physical therapy goals or stabilization of 

their medical issues. Given this challenge, it seems SNF care could/would already be honed 

to best ensure success, but instead practice patterns vary widely between facilities and 

differences in quality and efficiency are significant.4 Medicare spending on SNF services is 

increasing and totaled $28.6 billion in 2014.4 The annual cost of HF care among all SNF 

patients has not been described, but 1 study suggested that Medicare spent $3.39 billion in 

2006 on potentially avoidable skilled nursing facility rehospitalizations,5 of which HF was a 

significant component.6 This evolution and punitive repercussions of rehospitalization have 

transformed SNF HF management into a major policy priority.

The numerous challenges of providing care to patients with HF in SNFs stem from 3 broad 

categories: (1) the complexity of the patients3,7; (2) lack of standardized systems of care to 

facilitate smooth patient transfer and management; and 3) variability in individual SNF’s 

capacity to provide quality care. Although attention to problems related to HF management 

in SNFs has been growing, evidence for improvement strategies has lagged. Two recent 

reviews have been informative about HF care in SNFs.8,9 One is a comprehensive review of 

the recent literature on the current state of knowledge of patients with HF in SNFs. Of 37 

publications reviewed, 2 evaluation projects provide insights regarding patient clinical 

outcomes10,11 and 1 intervention study discusses challenges and strategies to improve staff 

preparedness to deliver HF care.12 The other review details best practices for transitional 

care and management of SNF patients with HF, and highlights the importance of patient-

centered clinical HF management. It also explains that in the absence of HF-specific data-

driven recommendations, SNF providers extrapolate evidence collected in non-SNF settings.
9 This paper expands upon those reviews with an extended commentary accentuating expert 

insights regarding strategies to improve transitional and systems-based HF care in SNFs. 

Recommendations for responding to challenges in SNF based HF care as well as proposals 

for future policy considerations to address gaps in care are provided. While patient factors 

contributing to poor outcomes and priorities for targeted care of this population are also 

relevant, broad principles are briefly introduced in Table 1, but further details are beyond the 

scope of this manuscript and are described elsewhere.3,7–9,13,14

HF Hospital Admissions and Readmissions From SNFs Are Central to 

Policy Changes

Hospital readmissions have become a widely used metric by which suboptimal care is 

measured, and, as such, rehospitalization is now a key target of legislative efforts.15,16 

Although causes of readmissions from SNFs are often difficult to deconstruct, HF and/or HF 

symptoms are frequent triggers.17–20 In the context of current measured quality metrics, HF 

is 1 of 13 conditions recognized by The Center for Medicare and Medicaid Services (CMS) 

as potentially preventable; in other words, rehospitalization could potentially be avoided 

with improved monitoring and management in the SNF setting.21 In an analysis of Medicare 

claims, HF was identified as 1 of the 3 most frequent “avoidable” reasons for 

rehospitalizations among residents within 100 days of SNF admission.21
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With the goal to improve quality and value of care in SNFs, and reduce rehospitalization, 

Congress initiated several legislative changes: (1) the Improving Medicare Post-Acute Care 
Transformation Act of 2014 (IMPACT Act) requires submission of standardized data from 

post-acute care settings15 and (2) the Protecting Access to Medicare Act of 201416 

authorized CMS to create an SNF value-based purchasing program, a reimbursement model 

tied to performance and quality, rather than the traditional “fee-for-service” model. The 

value-based purchasing program performance is based on a specific “resource use” measure, 

the SNF 30-Day Potentially Preventable Readmission Measure, which assesses rates of 

preventable readmissions, including HF, within the first 30 days of the SNF stay. SNFs that 

achieve high performance measures by October 1, 2018, will receive incentive payments; 

SNFs that lag behind (eg, bottom decile) will be subject to penalties.22 The first adjustments 

to SNF payments will occur in 2019. Since 2012, rates of hospital admission in the 30 days 

after SNF discharge have also been tracked.23 Data suggest that more than 20% of patients 

discharged from SNFs seek acute care within the subsequent 30 days.24 CMS has since been 

developing a Potentially Preventable 30-Day Post-Discharge Readmission Measure for 

SNFs that aligns with standards of the IMPACT Act of 2014, which is intended to discern 

how well SNFs are transitioning patients to the next health care setting.

Several key complexities confound interpretation of these metrics. SNF patients with HF are 

frequently readmitted for reasons unrelated to their primary diagnosis, and development of 

HF is also common among SNF patients with other diagnoses. One study shows that SNF 

patients with a primary diagnosis of HF during their index hospitalization are among the 

most frequently readmitted patients within 30 days, but they are readmitted for HF in only 

38% of cases. Other causes of rehospitalizations included pneumonia (14%); sepsis (8%); 

ischemic heart disease (6%); atrial fibrillation and other respiratory, renal, cardiovascular, 

and infectious diseases (21%); and all other diagnoses (13%). Furthermore, patients with a 

primary diagnosis admission of renal failure, ischemic heart disease, pneumonia, or other 

respiratory disorders were readmitted with a diagnosis of HF in 12%, 22%, 9%, and 14%, of 

cases, respectively.25 Such data highlight the vulnerability of SNF patients with HF to 

developing or succumbing to their comorbid illnesses as well as the importance of 

monitoring all SNF patients for the development of HF, regardless of their primary admitting 

diagnosis.

Improving performance on HF quality metrics in SNFs will require comprehensive 

interventions and focus on enhancing transitions and care for circumstances that are 

inherently complex. To address these issues, we review practical targets and 

recommendations for improving transitions as well as systems factors and facility factors to 

enhance quality of care (Table 1). Specific priority targets and recommendations are 

highlighted, and knowledge gaps that should be addressed in future research and policy 

efforts are identified.
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Transitional Care for Patients With HF Admitted to and Discharged From 

SNFs

Transitions of care (ie, transitional care) occur when patients are transferred between health 

care settings (ie, from hospital to SNF or from SNF to home) and actions (ie, medical 

reconciliation, discharge documentation, communication, co-ordinating patient follow-up, 

and postdischarge services) are taken to ensure coordination and continuity of care.26 Gaps 

in transitions contribute to poor outcomes,27,28 and poor documentation, lack of attention to 

patient goals and geriatric conditions (eg, cognitive impairment, health literacy, frailty), and 

poor communication between providers29 may contribute to suboptimal transitional care for 

SNF patients. Transitional care is further encumbered by lack of ownership of the 

responsibility in SNFs, insufficient time available for SNF staff to engage in these complex 

processes, and/or uncertainty of who/what/how to achieve the most effective transitional care 

for patients with HF. In 1 study, organizational structures and interactions related to 

transitional care among SNF staff were found to be fragmented, uncoordinated, lacking 

interdisciplinary approaches, and did not address patient goals.30 Limited physical and 

cognitive functional capacities among SNF patients with HF add to cumulative challenge. 

Effective transitional care interventions for both older hospitalized patients with HF and 

SNF patients discharged to home have been described, and 1 review nicely describes their 

applicability to SNF patients with HF in the absence of HF-specific, evidence-based SNF 

strategies, with emphasis on the need for coordinated, comprehensive care.9

Transitions: Opportunities for Improvement

HF-Specific Documentation and Communication.

Improved documentation and communication are targets to enhance transition to and from 

SNFs. Hospital discharge summaries often lack disease-specific content and broader patient 

goals.31–33 Although impact of improved discharge summaries on outcomes has not been 

specifically proven,34,35 utility seems self-evident. HF-specific documentation can clarify 

physiologic targets (eg, discharge weight, ideal weight and recent trends, blood pressure 

goals), heart failure type (ie, HF with preserved ejection fraction [HFpEF] vs HF with 

reduced EF [HFrEF]), New York Heart Association (NYHA) classification, recommended 

follow-up laboratory tests, and patient-specific management recommendations, and can 

better direct and educate SNF providers. Expectations and goals for clinical and functional 

improvement are especially important for frail SNF patients with HF who often fall short of 

rehabilitation objectives.

Providing clinical summaries is not yet routine process, but was included among the new 

rules for long-term care facilities released by CMS effective as of November 28, 2016.36 

Inclusion of HF-specific content in SNF discharge documentation is a priority 

recommendation for enhancing care. This is especially important for patients either without 

a designated cardiologist or who logistically can only follow-up with a general community 

practitioner who might not easily interpret changes in a patient’s HF regimen or status. 

Adjustments to goals of care that occurred during the SNF stay and the level of function or 
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NYHA symptom class after completion of physical rehabilitation should also be 

documented upon SNF discharge to better convey benchmarks for the next provider.

Improved communications between providers are also important,29 and may enhance care 

for patients with HF. A study evaluating the impact of phone calls from a hospital case 

manager to SNF nurses within 48 hours of hospital discharge to review specific aspects of 

HF care (weights, sodium restrictions, diuretic use, and discharge plans) demonstrated a 

reduction in average rate of hospital readmissions from 30% to 11.3% and a net cost savings 

of $16,748 over a 6-month period.11 Direct communications between mid-level providers or 

physicians regarding complex HF management and goals of subacute care at the time of 

transfer are often abandoned amidst constraints of time, practitioner unavailability, volume 

of patient transfers, and shift-based coverage, but are logical priorities.

Multiple environmental, medical, social, and organizational issues confound communication 

goals,29 especially in transitions from SNF to home. It is also frequently difficult to identify 

a community primary care physician (PCP) and a community cardiovascular disease 

specialist and to arrange follow-up appointments. Designating personnel in the community 

to confirm receipt of communication and relay SNF HF discharge documentation to a 

designated community PCP or specialist would theoretically improve the process and should 

be considered. Enhanced communications between SNF providers and patients and 

caregivers, use of a transitional coach (a provider who directs communication between the 

patient/caregiver and PCP, and maintains patient contact through postdischarge site visits 

and phone calls),37 and direct provider-to-provider communication in the case of particularly 

complex patients, are additional considerations.

Multidisciplinary Transitional Care Programs.

Strategies of multidisciplinary transitional care teams providing patient education, emphasis 

on self-care, optimizing medication adherence, and ensuring evidence-based HF 

pharmacotherapy have been shown to be effective in decreasing admissions and mortality in 

patients with HF discharged from the hospital to the community.9,38 Although it seems 

logical to apply similar processes to SNF patients, added complexity often arises from 

cognitive and functional limitations that are more likely among SNF patients and that can 

detract from education, self-care, and/or adherence goals. CMS has recently required 

development of a comprehensive, patient-centered baseline care plan by an interdisciplinary 

team (including a nurse aide and dietary staff member) for residents within 48 hours of 

admission.36 Incorporating HF-specific management into these care plans is an important 

first-step consideration for transitioning hospitalized patients with HF to SNFs.

Small intervention studies have demonstrated improvements in SNF-to-home transitional 

care by adding a pharmacistled intervention to medication reconciliation39,40; using 

personalized care planning, patient-centered discharged instructions, timely communications 

with PCPs, utilization of electronic medical record tools;41 and arranging appointments in a 

postdischarge clinic 72 hours before or on the same day of SNF discharge.42 Two targets 

stand out from these studies: well-organized interprofessional team-based care models and 

timely/earlier use of transitional care interventions.30,37,41,42 The benefit of similar 

multidisciplinary transitional care programs to facilitate transitions for complex SNF 
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patients with HF should be a priority of future research. Until data are available, a 

multidisciplinary discharge planning approach (including pharmacists, social work, dietary 

and nursing staff) to begin early in the SNF course seems a logical step to enable generation 

of coordinated plans (ie, medication reconciliation, patient education, and establishing 

adequate follow-up and/or home health care).

HF Disease Management Approach

Processes to improve assessment and management of patients with HF during their SNF stay 

are critical determinants of quality and efficacy, but are inherently challenging. An 

undertrained and unstable SNF workforce, lack of standardized SNF disease management 

programs (DMP), and limited physician access all contribute to this challenge. Risk 

prediction tools, monitoring protocols, and DMPs have evolved, but still need to be adapted 

for SNF patients with HF (Table 1). Designation of disease management responsibilities 

need to be adapted to individual SNFs, which vary widely in their staffing practices. 

Importantly, management decisions made by physicians in other healthcare systems may fall 

to mid-level providers (ie, nurse practitioners or physician assistants) or nursing supervisors, 

who may be more readily available in the SNF setting.

Improving Risk Prediction

Risk prediction calculators to estimate HF readmission risk for hospitalized patients have 

been developed,43 but validated risk prediction models for SNF patients do not exist. 

Understanding HF hospitalization risk upon admission and throughout the SNF stay could 

guide the intensity of clinical monitoring, frequency of reassessments, and the extent of 

clinical intervention needed. One risk score model categorized patients with HF as high risk 

for readmission based upon: (1) a hospitalization in the last 6 months for HF; (2) a primary 

hospital discharge diagnosis of HF or an active secondary diagnosis (signs and symptoms of 

HF); (3) NYHA III or IV symptoms; and (4) hypertension. In contrast, patients were 

considered low risk with (1) ≥ 6 months since last hospitalization and (2) NYHA I or II 

symptoms,44 but this model has not yet been validated. Until validated models for SNF 

patients with HF become available, use of 1 or more available models by physician, nursing, 

or administrative staff may be a reasonable approach (Table 1).43–45

Enhanced Monitoring for Patients at Risk

Close monitoring of HF can contribute to improved outcomes, and patients should be 

regularly assessed for signs and symptoms of HF.9,13,14 Use of HF admission orders to 

ensure regular assessment of weights (with instructions to contact providers for weight 

gain), dietary sodium restriction (2 g), and to gauge diuretic use in SNF patients with HF 

was associated with a reduction of average monthly readmission rate (from 30% to 11%).11 

However, for most SNFs, these goals can be surprisingly difficult to achieve. Key 

impediments include the following. (1) Dietary challenges. Despite the controlled SNF 

environment, low-sodium diets are infrequently available, dietary restrictions are opposed to 

the SNF culture where patient choice has been highly valued, and dietary recommendations 

can be undermined as patients are free to accept snacks and meals from visitors. (2) Urinary 

confounders. Patients prone to incontinence often request to hold diuretics before therapy or 
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outpatient appointments, and SNF staff tend to encourage hydration and regard weight gain 

as a marker of improved nutrition rather than imminent HF decompensation. (3) Infections. 

SNF patients are at risk of infectious exposure, a common HF trigger. (4) Multimorbidity. 

SNF patients are prone to atrial arrhythmias, labile hypertension, and other triggers of HF 

exacerbation. Moreover, SNF staff may lack sophistication (eg, inappropriately holding 

diuretics for bradycardia) to administer algorithm-based care effectively. (5) Cognitive 

limitations. High prevalence of cognitive limitations makes it difficult to rely on patients’ 

report of HF symptoms.46 The 2015 American Heart Association/Heart Failure Society of 

America Scientific Statement on HF management in SNFs suggests that monitoring patients 

with HF be a collective nursing staff effort and be tailored to the patient’s individual risk.13 

Staff training to achieve adequate monitoring is essential. Some important considerations to 

improve monitoring of patients with HF include assessments of daily weights by certified 

nursing assistants or licensed practical nurses, if possible, for at least the first 7 days of SNF 

admission, notifying the covering physician or mid-level provider of weight gain according 

to prespecified parameters, monitoring serum chemistries in appropriate patients within 1–2 

weeks after admission, increasing the frequency of weight and volume assessments of 

patients with HF who develop an infection or other potential exacerbation trigger (eg, poorly 

controlled hypertension, atrial fibrillation), avoiding excess fluid intake, and monitoring 

fluid balance with the goal of reducing diuretics when possible.47

Implementing Disease Management Programs

A standardized SNF-based HF DMP to provide education, protocols, and interventions 

based on quality standards has yet to be established. Barriers to development and 

implementation of HF DMPs may stem in part from the complexity of the patient population 

as well as a culture of care in SNF setting in which stringencies of HF management seem 

foreign.

An important clinical consideration is that SNFs treat predominantly older patients with 

HFpEF, rather than younger patients with HFrEF.3 DMPs thus need to respond to the clinical 

needs of both HFpEF and the comorbid illnesses/geriatric syndromes with which HFpEF is 

particularly associated. Because readmission is often precipitated by comorbidity rather than 

incident HF,25,48 regular evaluation and optimization of care for active comorbidities by 

physicians or mid-level providers in the context of patient-centered goals of care is essential. 

Management considerations were well-summarized in the 2015 American Heart 

Association/Heart Failure Society of America Scientific Statement on HF Management in 

SNFs.13 Salient considerations include judicious use of diuretics and antihypertensive agents 

to mitigate risks of falls, orthostasis, and prerenal azotemia; and use of agents demonstrated 

to reduce hospitalizations in older HFpEF patients such as the angiotensin-converting 

enzyme inhibitor perindopril, the angiotensin-receptor blocker candesartan, and/or the β-

blocker nebivolol. Likewise, daily physical activity facilitated either by therapy or nursing 

staff is promoted.

Multiple small trials have demonstrated the utility of aerobic and strength training to 

improve functional and qualitative outcomes in old, frail, and complex HFpEF patients.49 

Typical outcomes include improved functional capacity, enhanced physical activity, better 

ORR et al. Page 7

J Card Fail. Author manuscript; available in PMC 2020 May 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



self-efficacy, and potential for increased independence, reduced falls, and improved quality 

of life. With the unique advantage of having onsite therapy and exercise programs, HF 

DMPs could incorporate standard monitoring of progress with physical therapy into HF 

assessments, and titrate therapy to patients with HF goals of care. Similarly, incorporating 

frailty as a modifier of SNF-based HF management is another important consideration for 

SNF clinicians and a compelling area for research. Even as those standards evolve, routine 

assessments to reduce sedating and/or hemodynamically compromising medications, 

improve nutrition, and reduce use of medications that could exacerbate HF, are important 

practices to integrate into management protocols, especially when dietary, pharmacy, and 

social services are available in SNFs to facilitate those practices.

Robust staff education and strong leadership are critical to implementing a HF DMP in 

SNFs. One project implementing an educational based DMP in 4 academically affiliated 

SNFs found that at baseline SNF staff had limited foundational knowledge of HF, and no 

guidelines to monitor, treat, or track patients with HF. During the project, staff enthusiasm 

quickly waned; attendance at didactics decreased; staff turnover was high; and, at best, only 

65% of participants completed the training tests. Nonetheless improvements from pre-to 

posttest scores of HF knowledge and confidence were demonstrated, highlighting the 

importance of quality didactic training but the need to further refine its delivery.12 The use 

of HF champions, physician coaches who facilitate and guide teams and attend weekly 

interdisciplinary HF rounds, has been shown to improve adherence to HF DMP components 

within SNFs.50 Similar models should be considered among administrative staff currently 

developing HF protocols. Ongoing research is essential to develop a standardized 

organizational structure.

Implementing an Integrative Approach to SNF HF Care

Modification of transitional care, risk assessment, DMPs, monitoring, and intervention 

protocols for SNF patients with HF may be more easily achieved if integrated into a 

comprehensive systems of care model. One small study evaluated development of a skilled 

heart unit, a model designed by an SNF medical director, nurse, and cardiologist, which used 

best practices in communication, nursing assessments, advanced care planning, thorough 

initial assessments, daily weight monitoring, daily nurse practitioner rounds, maintaining 

scheduled cardiology appointments, family and patient education, weekly interdisciplinary 

rounds, and root cause analysis of hospital transfers. Although this 6-month evaluation 

involved only 15 SNF patients and was not designed to assess the effect of the program on 

outcomes, the staff response to the intervention was positive and hospital readmissions and 

mortality were below reported averages.51 Use of a similar comprehensive program, 

combined with practices to better determine clinical stability before hospital discharge, 

assessing ongoing readmission risks, providing timely interventions,52 and improving HF-

specific staff training, would seem to significantly enhance care (Fig. 1). Research is needed 

to assess if such intensive efforts would improve efficiency and clinical outcomes.
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Facility Factors

A unique challenge in discharging patients to SNFs is that the facilities themselves lag 

behind hospitals in experience relevant to achieving quality improvement in HF. Navigating 

though complexities in care provision within individual facilities can be difficult for 

providers and families. More than 90% of Medicare beneficiaries live in a county with 3 or 

more SNFs; fewer than 1% live in a county without one.4 SNF placement is often based on 

geographic preferences, insurance coverage, or facility acceptance, but understanding 

facility factors that contribute to quality may enhance discernment of which SNFs are best 

suited for patients with HF when a choice is available. Data specific to HF-related outcomes 

and SNF characteristics are very limited, but associations between SNF characteristics and 

quality metrics that incorporate HF outcomes (ie, preventable readmissions) are loosely 

informative until more specific data become available.

Facility Quality Ratings and HF Outcomes

In 2002, CMS launched The Nursing Home Compare website so that health inspections, 

staffing levels, and clinical quality measures could be publicly reported for the more than 

15,000 Medicare-certified SNFs in the United States.53 In 2008, CMS began scoring 

individual SNFs using a 5-star rating system (on health inspections, staffing, clinical quality 

measures, and an overall quality rating) to help patrons better select facilities based on 

quality. A small retrospective study examining patients with acute decompensated HF 

showed that SNFs with lower overall quality ratings (<2 stars), had 15% to 20% higher 30-

day risk-adjusted readmission rates, but the differences were not statistically significant.54 

Another retrospective study found that lower overall quality, health inspection, and 

registered nurse staffing ratings were associated with greater 90-day mortality for patients 

with a primary diagnosis of HF after adjustment for facility characteristics. Lower quality 

ratings were associated with a greater hazard of 90-day readmission, but that association was 

attenuated when adjusted for facility size and ownership status.55 From these data, one 

might cautiously conclude that patients with HF may have a lower risk of dying in SNFs 

with some higher quality ratings. Quality ratings are inconsistently informative about 

readmission risks, however, and data are generally too weak to draw firm conclusions.

Facility Characteristics and Outcomes

The Medicare Advisory Payment Committee, distinct from CMS, does not use the 5-star 

quality rating system to track facility quality, but tracks rates of discharge back to the 

community, change in functional status during the SNF stay, and risk-adjusted rates of 

potentially avoidable readmissions (PARs) during both the SNF stay and within 30 days 

after SNF discharge.4 The direct contribution of HF to preventable readmission rates has not 

been clearly described, but studies have shown that HF is a significant contribution to PAR.
56 Trends in HF readmission rates might then be cautiously extrapolated from PAR 

readmission data. Between 2011 and 2014, improvements were made for the first time in a 

decade in both risk-adjusted PAR rates during the SNF stay (decreased from 12.4% to 

10.9%) and in community discharge rates (increased from 33.1 to 37.6%).4 Facilities that 

were hospital-based, not-for-profit, and smaller performed better than larger facilities on 

both readmission and community discharge rates; urban SNFs performed better than rural 
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SNFs with regard to community discharge rates only.20 Providers might interpret these data 

as a signal that discharging patients with HF to smaller, not-for-profit, hospital-based SNFs 

may yield slightly better 30-day readmission rates during the SNF stay, but definitive 

conclusions are still uncertain. Notably, improvements in readmission rates during the SNF 

stay follow the recent legislative initiatives to reduce hospital readmissions, and may reflect 

hospital incentives to establish preferred provider networks with higher quality SNFs.

Potentially avoidable readmission rates within 30 days of SNF discharge increased slightly 

from 5.5% in 2013 to 5.6% 2014, and there was significant variation between the worst-

performing quartile (7.9%) and best-performing quartile (3.6%) of SNFs. These data suggest 

there remains considerable room for improvement in this quality measure.4 No facility 

characteristics have been found to be predictive of 30-day post-SNF discharge PAR rate20; 

however, PAR rates during SNF stays are associated with readmissions within 30 days after 

SNF discharge, which suggests that SNFs with adequate quality to prevent readmissions 

during the SNF stay have better quality in the postdischarge transition.57 Still, until 

individual SNFs can be identified as being better prepared to manage and transition patients 

with HF, providers and patients should cautiously consider quality ratings and facility 

characteristics when selecting SNFs, if a choice is available.

Modifiable Facility Characteristics

Perhaps more practical considerations for SNF selection would be assessments of their 

allocation of resources to staffing and/or admitting practices. Availability of a medical 

director, primary care provider, nurse practitioner, or physician assistant, and more nursing 

hours per resident-day are associated with lower all cause hospitalization rates19,20; higher 

physical therapy staff hours per resident-day is associated with higher rates of community 

discharge.20 It seems plausible that SNFs with investment in greater staff availability might 

be better suited for complex elderly patients with HF, but more data are needed to assess the 

effect of SNF staffing patterns on outcomes specific to patients with HF. Patients admitted to 

SNFs with higher patient volume (annual number of admissions in the top tertile) had lower 

all-cause 30-and 90-day rehospitalization rates58; whether sending patients with HF to SNFs 

where the staff are accustomed to higher clinical volumes is associated with improved 

outcomes should be considered in future research efforts. Discharges from hospitals with 

higher nurse staffing levels and higher scores on accountability processes (eg, prescription of 

angiotensin-converting enzyme inhibitors or angiotensin-receptor blockers for left 

ventricular systolic dysfunction) to SNFs with higher nurse staffing levels and lower 

deficiency scores are associated with lower 30-day hospitalization rates.59 Although 

hospitals are often focused on the quality of the SNF to which they are sending patients, 

perhaps a consideration for SNFs might be assessing the quality of the hospitals sending 

them their patients with HF.

Variability in quality among SNFs4 may lie in yet underinvestigated factors such as cultural 

and attitudinal characteristics of facility staff and administration. As an example, SNFs with 

a culture resistant to quality improvement efforts or little emphasis on staff education might 

provide lower quality of care than facilities that emphasize staff development and 

ambitiously seek preferred provider status among referring hospitals. Investigation into the 
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effect of SNF administrative characteristics and other cultural variables on outcomes of 

patients with HF is needed. For providers, gaining an understanding of SNFs on levels 

beyond their published ratings is encouraged.

Future Policy Considerations

Adding regulations on the federal level is a complex challenge; however, we advocate that 

federal policies are needed to both better assist SNFs in meeting their impending quality 

mandates, and improve the overall quality of care SNFs provide to the increasing number of 

patients with HF.

1. Classification of SNFs as “HF Ready:” Under newer bundled payment models, 

hospitals will bear the burden of postacute care costs. Many hospitals currently 

have broad but weak relationships with postacute care providers,60 with little 

impact on the care that is administered. Selecting “HF-Ready” SNFs, those that 

demonstrate preparedness for HF care and/or above average HF outcomes for 

hospitalized patients with HF, may lead to cost savings and improved patient 

care, and could narrow the selection process for case management and families 

of patients with HF when choice is available. Components of such “HF 

readiness” might include standardized physician and nursing training with 100% 

compliance in meeting HF core competencies, nursing staff trained in 

administration of IV diuretics, established HF disease management protocol, 

operating within a developed system of care that addresses the needs of patients 

with HF as outlined previously, and an on-staff physician with additional training 

in HF. Alternatively, SNFs that voluntarily obtain HF certification through The 

Joint Commission could be designated as “HF Ready.”

2. Core competencies in HF training for medical directors, nurse practitioners, and 

nursing staff: Completion of core competencies in HF training and annual 

performance assessments should be required for all clinical nursing staff, even in 

SNFs not opting to be “HF ready,” given the prevalence of HF in SNFs.7,13 

Medical directors obtain certification for their role through the American Board 

of Post-Acute and Long-Term Care Medicine, and incorporation of modules into 

the American Medical Directors Association’s training program to assist medical 

directors in implementing HF management protocols should be considered. 

Continuing interprofessional education for SNF staff that addresses not only care 

provision but team-based improvement strategies can be offered nationally.

3. Collecting data specific to SNF patients with HF: Current data do not quantify 

the economic burden of HF care in SNFs, and data are very limited on outcomes 

specific to SNF patients with HF. Reported rates of preventable readmissions 

incorporate 12 other conditions in addition to HF.4 Medicare data should be 

examined to better describe the economic burden/annual cost of HF care 

provided for patients requiring SNF-based care as well as the specific 

contribution of HF to measured SNF quality metrics. These data could better 

direct resource allocation and guide future HF-specific intervention efforts of 

physicians and staff.
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4. Incentivizing cardiologists to staff SNFs using loan forgiveness: Better SNF 

staffing is associated with improved outcomes.19,20 The presence of specialty 

physicians in SNFs is growing, but still remains underproportioned to address the 

needs of complex SNF patients with heart disease. Because SNF-based work is 

inherently inefficient and may result in relative revenue loss for practicing 

cardiologists, implementation of a federal loan forgiveness program for 

cardiovascular disease specialists who staff SNFs with advanced cardiac care 

needs should be considered.

5. Encouraging selective use of evidence-based HF therapy in SNFs, including 

cardiac rehabilitation: Evidence-based management strategies for the complex 

SNF HF population are lacking, but utilization of selectively applicable guideline 

recommended therapies should be encouraged, with the understanding that many 

geriatric cardiology patients may not be appropriate candidates for all therapies. 

The most recent guidelines recommend cardiac rehabilitation (CR) as a class IIa 

indication61 and CR has been shown to improve quality of life62 and exercise 

capacity,63 yet components of CR are not offered in SNFs.64 Furthermore, in 

2014, Medicare expanded coverage for CR eligibility, and recent work shows 

that this has significantly increased the size of the Medicare population with 

HFrEF potentially eligible for CR.65 SNF staff should be required to discuss and 

encourage qualified patients with HF to enroll in CR upon discharge from SNF 

(if such a program is available) to further augment wellness and strengthening/

functional training achieved after standard SNF physical and occupational 

therapy services.

Conclusions

SNFs are moving to the forefront of care as a key component in the transitional pathway 

from acute care hospitalization to the community for older patients with HF; however, 

quality standards to optimize care are still lagging. Better understanding of factors that 

contribute to optimal care for older patients with HF, who tend to be inherently more 

complex than younger patients, is an area that requires ongoing investigation and 

management enhancements. The cardiology community has been garnering support to 

optimize the care of geriatric cardiology patients,66 and interests in evidence-based 

recommendations for diagnosis and treatment of older patients with HF is developing.67 As 

this matures, we advocate for pragmatic strategies that enhance the quality of SNF-based HF 

care and we emphasize the value of research and policy changes (both in respect to medical 

standards and federal laws) that are helping to foster insights and incentives to overcome the 

many gaps in care that still persist for this vulnerable population.
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Fig. 1. 
Conceptual model of an integrated approach to improving the systems of care and 

transitions.
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Table 1.

Problems, Barriers, Targets, and Recommendations for Improving Heart Failure Care in Skilled Nursing 

Facilities

Factors 
Associated with 
Poor Outcomes 
for SNF 
Patients with 
HF

Problem 
Specifics

Barriers to Quality 
Improvement Targets for Intervention Recommendations

Patients • Older
• Multiple co-
morbidities,
• Functional and 
cognitive 
impairment

• Administrative pressure 
for timely hospital 
discharge
• Lack of attention to 
patient goals of care and 
end of life preferences
• Lack of evidence based 
treatment strategies

• Improved evaluation of 
readiness for hospital 
discharge
• Patient centered care; 
Attention to geriatric and 
cardiology care issues
• Underutilization of 
palliative care

• Coordinated multidisciplinary pre-
discharge assessments
• Investigation into geriatric based 
management options, consultation with 
cardiologist
• Consultation to palliative care and 
hospice services

Transitions of 
Care

• Documentation 
deficits

• Lack of standardization
• Unclear which 
components of care are 
most pertinent to SNF 
admission
• Lack of HF specific 
information

• Identification of pertinent 
HF specific information
• Standardization of 
discharge documentation
• Addressing patient goals 
of care
• Addressing social support 
structure

• Inclusion of physiologic targets, and 
changes and responses to medication 
regimen
• Recommending laboratory monitoring, 
and weight management
• Inclusion of advanced directives, 
health literacy
• Designation of primary caregiver/
decision maker
• Required discharge summary from 
SNF providers to community providers
• Document functional gains and NYHA 
class, HF symptoms at SNF discharge
• Provision of HF specific discharge 
information to cardiologist/HF specialist

• Communication 
deficits

• High clinical complexity
• Inadequate HF training 
among SNF staff
• Time constraints and 
volume of transfers limit 
participation in hand-offs
• Lack of designated 
community PCP
• Inability for frail 
cognitively impaired 
patients to participate in 
their own care.

• Inter-professional team 
communication of HF 
details
• Establish designated 
communications personnel
• Enhance mid-level or 
physician to physician 
hand-offs

• Include HF specific information in 
multidisciplinary transitional 
communications
• Develop Inter-professional care plan
• Designate select staff to communicate 
comprehensive discharge instructions 
role to select staff
• Utilize a transitional coach for patients
• Enhance caregiver involvement

• Transitional 
Care
Coordination

• Lack of SNF staff 
organizational structures
• Lack of staff training in 
transitional care

• Develop of HF sensitive 
transitional care programs

• Incorporate HF specific clinical targets 
and patient goals into communications
• Involving HF specialty provider in 
communication chain

Systems of Care • Risk Prediction • Lack of validated HF risk 
prediction models for SNF 
patients

• Develop and validate 
current risk prediction 
models for patients with 
HF in SNFs

• Include caregivers in HF transitional 
care
• Use of one or all currently available 
risk prediction tools to guide general 
risk estimates until more specific risk 
models are available:
  -HOSPITAL score45 – identifies risk 
of potentially avoidable 30-day 
readmissions in SNF patients, but not 
specific for HF patients
  -Registry based risk prediction tool44 

–
identifies indicators of HF 
rehospitalization in one SNF, but not 
validated
  -CORE risk calculator43 -predicts 
readmission risk of hospitalized HF 
patients, but not validated in SNF cohort
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Factors 
Associated with 
Poor Outcomes 
for SNF 
Patients with 
HF

Problem 
Specifics

Barriers to Quality 
Improvement Targets for Intervention Recommendations

• Disease 
Management
Programs

• Lack of standardized 
protocols
• Culture of SNF care not 
aligned with goals of post-
acute patients with HF
• Lack of outcomes data 
proving benefit of HF 
DMPs in SNFs

• Staff education to 
improve recognition and 
monitoring of at-risk 
patients
• Development of DMPs 
tailored to SNF patient 
demographic
• Further research and 
outcomes data on effects of 
SNF based HF DMPs

• Use of HF order sets to monitor 
clinical status and apply basic principles 
of HF management (i.e. dietary 
compliance and diuretic use)
• Incorporate management for non-HF 
patients at risk for developing HF
• Assess and manage comorbidities
• Focus on HFpEF
• Incorporation of geriatric principles 
into HF management strategies
• Use the 2015 Scientific Statement on 
HF Management in SNFs13

• Patient 
Monitoring

• Lack of standardized 
monitoring processes
• Nuanced and unfamiliar 
triggers of HF 
exacerbation
• Lack of control over 
patient choices and 
compliance
• Nursing and nutrition 
service culture accustomed 
to improving hydration/
failure to thrive
• Cognitive limitations in 
patients impairs symptom 
reporting

• Staff education 
specifically to monitor 
nuanced factors 
contributing to 
exacerbations in SNF 
patients with HF (i.e. atrial 
arrhythmias, infection, high 
sodium meals/snacks)

• Collective nursing effort to monitor at 
risk patients
• Close monitoring of weights, diuretic 
needs,
dietary choices, symptoms
• Improved training on triggers for HF 
exacerbation in SNF HFpEF patients 
Notification to physician of changes in 
physiologic status
• Monitoring status of comorbid 
illnesses

• Timely 
interventions

• Lack of standardization 
of protocols for timely 
intervention specific to HF 
patients
• Lack of staff training to 
administer interventions 
and/or IV medications

• Increased use of quality 
improvement interventions
• Train on HF specific 
interventions, including IV 
medication administration
• Compliance with CMS 
proposal for physician 
bedside encounter prior to 
hospital transfer

• Use of Interact II52 to assess clinical 
changes
• Broaden assessment and interventions 
to incorporate HF issues
• Redirect management strategy when 
interventions are not effective
• Improve bedside availability of SNF 
based physicians
• Use of specialty consultation when 
needed

Skilled Nursing 
Facility 
Characteristics

• Non-Modifiable • Facility size
• Profit status
• Free standing vs. hospital 
based
•Geographic location

• Improved awareness of 
outcomes and achievement 
of quality metrics 
associated with non-
modifiable facility factors

• Mindful recommendation of SNFs 
with non-modifiable factors for high 
risk patients
• Cautious selection of SNFs with 
higher quality ratings based on non-
modifiable factors, (i.e. smaller, hospital 
based not for profit facilities)

• Modifiable • Lack of resources to 
improve SNF staffing 
availability and staff to
• Cultures resistant to 
changing administrative or 
admitting practices
• Misaligned incentives to 
admit healthy patients

• Improved NP/MD, RN, 
and PT/OT staffing 
availability
• Increased preparedness 
for admission of high risk 
patients
• Promoting a culture of 
change and com-
mitment to excellence 
among staff
• Improved administrative 
policies on staff education 
and team building
• Building collaborative 
networks with hospitals and 
community providers

• Selection of SNFs for high risk 
patients with emphasis on quality of 
care
• Administrative leadership investment 
in quality improvement
• Motivate to establish partnerships with 
referral networks.

SNF, Skilled Nursing Facility; HF, Heart Failure; NYHA, New York Heart Association; PCP, Primary care provider; DMP, disease management 
program; HFpEF, Heart failure with preserved EF; IV, intravenous; CMS, Center for Medicare and Medicaid Services; NP, nurse practitioner; MD, 
Doctor of medicine; RN, registered nurse; PT, physical therapy; OT, occupational therapy.
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