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Hospital Executives Focus Group: What Hospitals 
Look for in Successful Transitional Care Providers

Overview

According to some analysts, ten years from now, most successful providers will no 
longer be in the business of long term care, but rather in short-stay care – transitional 
care between the hospital and the home. The stakes are high for hospitals. Quality 
transitional care will be critical to reducing readmissions and the penalties associated 
with them and could mean the difference between being profitable or unprofitable. 

To help long term care providers understand the dynamics of this opportunity, Lincoln 
Healthcare Events created an Executive MBA program on the topic of “Transitional 
Care: Reinventing the Future of Long Term Care” at the LTC 100 conference on May 
2-4, 2010. The Executive MBA included a focus group of hospital executives at the 
LTC 100 conference.  

The key to the success of this strategy will be developing partnerships with hospitals. 
In this focus group, hospital executives and physicians gave feedback on how nursing 
homes can make the leap to becoming high-performing transitional care operators, 
including what is on their ‘wish list’ and common mistakes. Panelists discussed the 
challenges they face; their perceptions of skilled nursing facilities and their shortcom-
ings; the dynamics between the hospital, the transitional care provider and physicians; 
clinical demands; technology and information-sharing requirements; and what it will 
take to become the transitional care provider of choice.

2010 LTC 100 
EXECUTIVE MBA PROGRAM

Transitional Care: Reinventing the 
Future of Long Term Care

About LTC 100 

LTC 100 is a premier leadership 
conference for long term care and senior living 
executives to share best practices, envision 
the future and strive to continually improve 
management excellence. 

April 30 - May 3, 2011 
Ritz-Carlton Laguna Niguel, CA
www.ltc100.com

About LTC LINK

At LINK, we balance meetings with networking 
and education to create an environment that 
deepens the dialogue between providers and 
suppliers. The results are innovative solutions 
to solve your specific business challenges, 
action plans for your initiatives, and insight on 
best practices from your peers. 

July 25 - 27, 2011 
Swissotel Chicago
www.ltclinkconference.com
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Brian Cloch (Moderator), CEO, Transitional Care Management.  Brian is currently launching a dedicated 
full-time transitional care company. Previously, Brian owned and operated a variety of Senior Housing 
facilities, including sub acute, rehabilitation and skilled nursing facilities as well as assisted living and 
independent senior housing.

William Adair MD, Medical Director & Chair, Department of Physical Medicine & Rehab, Advocate 
Christ Medical Center/ President, Associates in Rehabilitation Medicine. Dr. Adair is the Medical Director 
for an Acute Rehab Facility in a 650-bed hospital, as well as the Medical Director of a Skilled Nursing 
Facility of 120 beds.  He is board certified in physical and rehabilitative medicine.

Judy Amiano, VP, Senior Services, Riverside Healthcare. As VP of Senior Services for Riverside 
Healthcare, a fully integrated medical system serving the health care needs of patients the suburbs of 
Chicago, Judy is responsible for running a CCRC focusing on transitional sub-acute services to leverage all 
aspects of the care continuum.

Catherine Giegerich, VP, Operations, Methodist Hospital System. Catherine is responsible for 
operations administration, patient throughput, case management, social services, health information 
management, patient access and financial services, and continuity of care at a 950 bed academic 
quaternary care facility in Houston.
		
Aubrey Knight MD, Section Chief, Geriatrics, Carilion Clinic Center for Healthy Aging. Dr. Knight is 
section chief in Geriatrics for Carilion Clinic and is a former director of Family Medicine Education. He has 
experience as a medical director at long-term care facilities and an interest in hospice and palliative 
medicine.

Chris Nesheim, System Director of Care Management, Lee Memorial Health System. As System 
Director of Care Management, Chris Nesheim is responsible for Case Management, Medical Social Work, 
Palliative Care, Transfer Center, and the Disease Management Program for Lee Memorial Health System, 
the seventh largest public health system in the United States.

Bill Cloch, WIliam Adair MD, Judy Amiano, Catherine Giegerich, Aubrey Knight MD and Chris Nesheim 
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BRIAN CLOCH: I’ve been in this in-
dustry for 27 years. In the ‘90s, I went 
to a conference like this and this guy 
stood on the stage and said that as 
an industry we didn’t understand our 
customers, we weren’t meeting their 
needs, and he was going to build a 
better mousetrap. As a skilled nursing 
provider, I thought, “Yeah, you can’t do 
it. Too many regulations.”  

That guy was Paul Clausen, and he 
built Sunrise. At the time, he had six 
or seven buildings open. He saw that 
most providers had patients who were 
paying a lot of money, and not getting 
that much service or that much care. 
He said, “Hey, I think there’s a better 
model out there.”  Next thing we know, 
he was up to two, three, 400 buildings, 
and by ’95 or ’96, his company came in 
and took away 70 or 80 percent of our 
private pay residents.  

I look at transitional care the same way. 
There are people out there looking at 
the SNF industry and saying that the 
high profit margin generated by Medi-
care, commercial insurance, and man-
aged care populations - $300 to $500 
per day - is being used to subsidize 
the Medicaid patients.  So the patients 
aren’t really getting the care that they’re 
paying for.  

Some operators are seeing that they 
can carve out space in their building 
or build a free-standing facility that 
doesn’t include the longer stay Medic-
aid population - and provide a higher 
level of service at the same rates. We’re 
very fortunate today to have this group 
of hospital executives to help us under-
stand how we can go about creating 
stronger relationships with hospitals. 
So I want to ask the panel how long 
term care providers can help hospitals.  

How do we help prevent 
readmissions?  

BILL ADAIR: Just some quick back-
ground, I’m the Medical Director for 
an Acute Rehab Facility in a 650-bed 
hospital, 37 beds on adult. I’m also the 
Medical Director across the street at 
a skilled nursing facility of 120 beds.   
Regarding the number of readmissions, 
for us, the big issue is pneumonia. In 
the fall of 2008, the Medical Director for 
Epidemiology & Infectious Disease at our 
hospital called together all of the Skilled 
Nursing Facilities that we refer patients 
to. The administrators, and the DONs, 
and the directors of admissions came. 
There were probably 100, 150 people 
in the room. He said, “Folks, we’re in 
trouble around the issue of pneumonia. 
The problem is the number of readmis-
sions we are getting from your facilities 
and our mortality rate. Medicare CMS is 
looking at these data, they’re looking at 
our mortality rates, they’re looking at our 
readmission rates, and we need you to 
help us.”

Our Medical Director brought up a 
number of issues.  First, the delay in 
transferring the patient, causing a gap in 
medication that may have been a cause 
for their downfall clinically.  

Sometimes patients were discharged 
with unusual antibiotics that the pharma-
cies weren’t able to respond to rapidly.  
Second, there was a real issue of early 
recognition of the patient’s clinical de-
cline. By the time they recognized there 
was a problem, that patient was already 
out the door on the way to the emer-
gency room with a readmission.  
On the skilled facility side we had to 
respond - respond to protocols of care, 
talk to our pharmacy, and get the pa-
tients in our facility on board.

So this is a real life issue. There’s a host 
of really wonderful things you can do. 
But man, implementation of those things 
is really difficult. Some facilities are able 
to excel in some pieces, but nobody’s 
yet a standout in terms of responding to 
the full spectrum of needs. 
            
BRIAN CLOCH: Tell me, what do you 
think of us? Where do you see our 
strengths and weaknesses?
 

What do we need to do to get your 
business?

AUBREY KNIGHT: I’m a Medical Direc-
tor in a SNF, and also a Geriatrician in a 
hospital setting, and I’m involved in my 
hospital’s efforts to improve its transitions 
of care, so I have a good perspective on 
this. How do hospitals perceive SNF’s? 
Not well. Not the way you want them to 
perceive SNF’s, I’ll tell you that right now. 
And you’re perceived as places that cre-
ate barriers. You’re perceived as places 
that want to do things your own way, 
and not cooperate with protocols. 

Hospitals are very data-driven. And the 
data is dynamic. They’re not looking at 
last month’s data. They’re looking at yes-
terday’s data. And for you to improve the 
opinion that hospitals have about you, 
you need to be data-driven and talking 
about yesterday’s data, today’s data, 
and your ability to partner with them.

Another important thing that needs to be 
addressed is who your Medical Director 
is, and who your attending physicians 
are, and the degree of involvement that 
they have in your facilities. 

Gone is the day when an attending phy-
sician can designate an hour or two per 
week to take care of their SNF obliga-
tions. You need to set standards that 
your Medical Director is going to hold 

A word from… David Ellis, 
President, Lincoln Healthcare Events & Founder, LTC 100:

	 To succeed in transitional care, you will need to increase your focus on hospitals, working more closely 
with them to generate quality outcomes. That’s what spurred us to create this focus group. We wanted to give 
you insights from hospitals, to help contribute to your understanding of how to be more effective and how to 
build better partnerships. 
 
	 This panel is a mix of hospital and physician executives. Our moderator today is Brian Cloch. Brian is 
an entrepreneur who has started and has run both SNF and AL companies. However, his latest venture is in 
transitional care. He’s launching a dedicated full-time transitional care company in the Chicagoland area.
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your attending physicians responsible 
for, taking care of this very sick popula-
tion of patients that you’re getting. We 
have people in our SNF’s that were in 
the hospital five years ago – maybe even 
two years ago. The hospital has doc-
tors roaming the halls all the time. There 
should be skilled clinicians roaming your 
halls on a frequent basis. 
   
BRIAN CLOCH: 
When hospitals 
had the same 
issue, and had to 
control outcomes 
and everything, 
they went to 
hospitalists. What 
about a SNFist?
 

Has anybody 
had experience with SNFists in a 
facility you’ve worked with?

BILL ADAIR: We’ve got a problem in our 
hospital with readmission rates. We find 
that physicians who have a lot of the pa-
tients in the skilled nursing facilities, have 
relatively low patient satisfaction, and 
they also have poor clinical outcomes on 
the hospital side.
  
We would love to work with a SNFist.  In 
fact our hospital right now is consider-
ing hiring a SNFist or extensivist.  One 
of the things we need is physicians that 
understand the reimbursement issues 
associated with the skilled side and the 
constraints associated with that. Geri-
atricians tend to get it. Rehab docs from 
the physiatrists, we tend to get it. We’re 
team-oriented physicians, so really go 
after those docs in the facilities. They’re 
going to be some of your best liaisons 
in the hospital because they understand 
both worlds.  
CHRIS NESHEIM: Also look at your 
hours of operation. Most readmissions 
from Skilled Nursing facilities back to 
the hospital are on weekends and off-
shifts. So you need to have a competent 
Registered Nurse working with someone 
to divert a lot of the admissions. If there 
aren’t the skilled people available to take 
care of them, it’s easier to readmit them 
back into the hospital.  

BRIAN CLOCH:  A lot of the docs that 
work in nursing homes are off week-
ends and nights. So my nurse calls 
the doc up on Friday at 2:00 a.m. and 
says, “This is the condition,” and the 
doc covering doesn’t know the patient, 
never seen the patient, and says send 

him to the ER, and then I lose control.

CHRIS NESHEIM: But if you have a 
competent nurse on board, you can say, 
“Would you like to do this?” or propose 
other options for care.  Especially with 
UTIs, that’s a big deal.  That’s so easy 
to treat and keep the patients out of the 

hospital.

BRIAN CLOCH: 
What about re-
ferrals? All your 
admissions come 
from docs. If you 
cut off those attend-
ings who transfer 
their patients from 
the hospital to SNF, 
won’t you lose oc-

cupancy? Do docs 
want to come to nursing homes for this 
transitional care?

AUBREY KNIGHT: Less and less and 
less.  I’d be interested to hear if any of 
you have communities where your com-
munity docs want to come to the nursing 
home anymore. Over the last few years, 
and that’s just not the case. 

JUDY AMIANO: In our market, in our 
hospital, we saw that a lot of those 
bounce backs were caused by physi-
cians who weren’t coming and weren’t 
returning phone calls from the SNF. We 
just signed a new contract with the hos-
pitalists group, and part of that contract 
was that they follow patients into the 
SNF. That starts next month.  

BRIAN CLOCH: So the attending loses 
the patient. They’re not billing for 
them?

JUDY AMIANO: The attending doesn’t 
lose the patient. The attending is not 
coming to see the patient anyway. The 
only thing they’re doing is interacting.

BRIAN CLOCH: Do they admit that?

JUDY AMIANO: They do admit that.  
We do have a couple that are great, 
and we’ll allow them to continue, but for 
those that only communicate by phone 
to give orders, we’re going to the model 
where there’ll be daily rounding and then 
extenders supplementing that. One of 
the big problems right now is getting 
a physician to get on the phone with 
a pharmacy, and all the issues around 
access to medications that patients 

need. So we’re really looking forward 
to implementing this hospitalists’ model 
across the continuum to see how that 
further reduces readmission rates and 
improves quality.

BRIAN CLOCH: Judy, are you con-
sidering closing off some physicians 
so when they transfer their patients, 
they’re literally not going to be able to 
see them? What are you going to tell 
them?

JUDY AMIANO: When we started the 
hospitalists’ group within the hospital, it 
was like “the world’s going to end!” And 
actually people found that their lives im-
proved. The physicians did because they 
weren’t getting all the phone calls, faxes, 
interruptions in their lives, so their quality 
of life improved. So you really have to sell 
that, and we have that experience with 
implementing the hospitalists’ program 
several years ago, so we can reference 
that.  

BILL ADAIR: There’s another point 
I’d like to make about night/weekend 
transfers.  While that might be related to 
who’s on call and the skill of the nurse, 
I would argue that it’s also related to 
how early changes in condition were 
picked up.  Most people don’t crash at 
8:00 at night, or midnight without having 
had a change in condition at noon that 
could have been picked up by a skilled 
midlevel or a physician in-house.

BRIAN CLOCH: Bill, as President of 
the medical staff of a large hospital 
in the Chicago area, what did you tell 
the docs that no longer could see their 
patients in the hospital as hospitalists 
took over?

BILL ADAIR: There’s a natural transition 
as more and more of our primary care 
physicians do not want to follow patients 
out of their office. They don’t even want 
to go to the hospital.  I have one doctor, 
and when he got calls from a nursing 
staff, he said, “Listen, after hours I don’t 
take a call from Skilled Nursing Facilities 
unless the patient’s about to die.”  So 
that physician doesn’t follow patients 
at our facility anymore.  And if we lose 
referrals, sorry, we can’t afford the risk or 
the hassle in terms of nursing staff.  So I 
think some of this is going to be natural 
and some of this we’re going to have to 
enforce.

JUDY AMIANO: From the acute care 

“...for you to improve 
the perspective that 
hospitals have about 
you, you need to be 
data-driven...”
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perspective, when you transfer patients 
out of our facility to a SNF, it’s viewed as 
patients falling into the black abyss of 
what has become that next level of care. 
So while our primary care physicians 
may not have any desire to follow the 
patient in the SNF setting, they certainly 
want to know what happened to them 
once they got there.

BRIAN CLOCH: You talked about ex-
tenders in nursing homes. You’re hiring 
mid-levels or nurse practitioners. What 
do you think about that, is that a good 
direction to proceed?

BILL ADAIR: I would say absolutely, and 
there are multiple models for how that 
can work, whether the SNFists them-
selves have partners in mid-levels, or 
the facilities hire the mid-levels. But the 
people you hire have got to have great 
relationship skills. And this is all about 
communication. If they’re not good at re-
lating to the physicians and engendering 
trust with the docs, and vice versa with 
the facility, you’re in trouble right off. 

BRIAN CLOCH: I’d like to continue to 
get more about your perspective on 
SNFs. As you look out in the world 
of the SNFs, what do you see in the 
industry, or as facilities, or communities 
that you’re working with?

CATHERINE GIEGERICH: Well, just by 
way of a little bit of background, I’m in 
operations at a 950-bed academic qua-
ternary care facility in a system that has 
over 1500 beds in the Houston market.  

Our perception, and not to marginalize 
or make light of what we really expect, 
we need the next providers to be able 
to take the sicker patients “quicker and 
slicker.” And one other thing that didn’t 
come up in the two earlier presentations 
that I was a little bit disappointed about 
was safer. We are very, very concerned 
with the safety of that transition of care 
for our patients.
  
We focus on it each and every day, and 
we need to have access to providers 
who take it as seriously as we do, and 
can demonstrate that by their willingness 
to have transparent outcomes, and that 
they can very knowledgably speak to 
your length of stay data. All of that needs 
to be transparent when we approach 
you from a partnership perspective.  

We are grossly over-bedded in the LTAC 

and Skilled Nursing market in Houston. 
So there are a lot of beds to be filled, 
and only those who are not faint of heart 
need to apply for that.  

BRIAN CLOCH: So even though it’s 
over-bedded, and there are people that 
want your business, they’re not coming 
to you and saying the right things to get 
your business.

CATHERINE GIEGERICH: Correct.  Well, 
you know, that’s an overgeneralization.  
We have an excellent SNF market that 
we’ve built down in the Texas Medical 
Center. But they applied for the opportu-
nity by being able to show us their quality 
outcomes, by being able to demonstrate 
the clinical capabilities of their staff.
  
QUESTION FROM AUDIENCE: This 
question’s for the whole panel, but Cath-
erine, you’re talking about coordination, 
and you talked specifically about com-
munication. How do you see the SNF 
industry with regard to its adaptability to 
technology and communication? I think 
our industries are on different plateaus 
when we talk about actual, technologi-
cally driven communication for data for 
outcome measurements and so forth.
  
CATHERINE GIEGERICH: I could not 
agree more. I’d like to have an electronic 
hub where that information is available. 
And while we’ve made progress on the 
acute care side, I don’t see the SNFs 
and the LTACs joining in that game. That 
almost immediate translation of informa-
tion back and forth is what we’re looking 
for.  By the way, how many people in this 
room are still filling out continuity of care 
forms by hand?  Why can we not ac-
complish this electronically, 
to the benefit of the patient 
and providers, not just the 
acute care side, but the 
skilled nursing side?

BRIAN CLOCH: So to 
partner with a hospital, 
early on in the conversa-
tion you want to start 
talking about how to 
share data? How do we share clinical 
information? 

CHRIS NESHEIM: I’ll address that. A 
little background, I’m System Director 
over six hospitals in a county that has 
seven hospitals. You know, we have 17 
Skilled Facilities that we work with, and 
we’ve been fully automated since 2002. 

So we have interfaces with the full medi-
cal record, the medications, radiology, 
and all the consultants. So we send a 
referral to three facilities with the push of 
a button, and the first one that responds 
usually gets the patient.

It works well, and it’s all automated. 
There’s no calling back and forth any-
more.  The social worker sees on their 
beeper, “Accepted patient, have a bed 
available at 3:00.”  We set up the trans-
portation, and the patient goes.  It used 
to take a day or two to get a response.  
Our system delays for Skilled Nursing 
Facilities were costing us over $2 million.  
Now we still have system delays, but 
it’s about $700 thousand, and those are 
mostly medically complex patients that 
we’re waiting to get placements on.  But 
now it’s an average of two hours for a 
response time, and ten out of the 17 
facilities respond within a half hour.

BRIAN CLOCH: What about patient 
choice?

CHRIS NESHEIM: They get a choice.  
We ask for three. If they’re specific, if we 
want a specific one, we work really hard 
to get them to where they want to go. 
But if there’s not a bed available today, 
we’re not going to wait until tomorrow.  
You know, there are capacity issues.  We 
have 30 patients in the emergency room 
we need to move.
  
BRIAN CLOCH: One of the other data 
points hospitals really want is length 
of stay. Bill ran an acute rehab unit 
where we were successful creating 
a transitional care relationship with 
his acute rehab unit. We negotiated 

length of stay 
on the tran-
sitional care 
unit. I wanted 
20 days, he 
wanted 14 
days.  

I think we com-
promised on 
17 days.  It was 
always a chal-

lenge, but it was truly a partnership. We 
worked together to understand how 
much time we needed to recover our 
costs. Bill wasn’t saying to me, “I don’t 
really care what your problem is. I want 
this patient out in ten days.”  We under-
stood what it took to do it successfully.  
So did you all go to the facilities in the 
area with this approach?

“...the people you 
hire have got to have 
great relationship skills. 
And this is all about 
communication.”
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JUDY AMIANO: We actually did go to 
our facilities. We were operating at 96% 
occupancy. From a capacity constraint 
perspective, and a capital constraint per-
spective, we had no wiggle room. So we 
looked at our length of stay, and realized 
we were not transferring enough patients 
into our market.
  
We approached our top providers in our 
area, and said, “We want to partner with 
you on this, but these are the rules of the 
road. Will you at least sit in a room with 
us?” We were amazed at the response 
of skilled nursing providers that actually 
wanted to participate. Based on that, we 
developed our addendum criteria to be 
able to participate in the network and to 
work with the hospital.
   
The introduction of 30-day readmissions 
and quality bundled payments opens the 
door for you all to enter into those con-
versations one more time.  Otherwise, 
hospitals are going to experience up to a 
three percent penalty of their aggregate 
Medicare population. That three percent 
aggregate number could be the differ-
ence between no profit and profit in the 
hospital. A 3 percent margin is very com-
mon, so that number is really big.

So the other piece of this is, hospitals 
aren’t really interested in creating their 
own SNFs, 
so I think SNF 
providers have 
this wonderful 
opportunity here.  
When you think 
about ACO, it’s 
going to mandate 
that a SNF is part 
of that package 
as well as a home care company.  So 
if you can move your business towards 
being in that select group, you will lock 
out the market, because those ACO 
contracts are for three years. 
 
And if you work in areas where there is a 
SNF that’s part of the hospital, it’s a fal-
lacy to think that all the patients go there. 
They take more complex patients. But 
don’t think that they get all the referrals. 
I’ve heard it from other hospitals, your 
own facility sometimes is the most chal-
lenging to work with.

BRIAN CLOCH: I look at these transi-
tional care units, and the competition 
isn’t really another SNF. The market 
we’re really going after is acute rehab 
and LTACs. That’s the population of 

people we want to get out of acute re-
hab and into our transitional care units. 
And there’s still going to be a place for 
that Medicare unit in the SNF building 
with residents that need 60-90 days of 
true long-term Medicare, not transi-
tional care.  

BILL ADAIR: The pressures that are 
coming on acute care also are coming 
on the rehab side. New regs on rehab in 
effect for 2010 from CMS on rehab will 
tighten the vice on who the patients are 
who meet the medical necessity criteria 
for hospital-based rehab.  We’re look-
ing at a tighter and tighter frame about 
which patients can qualify to come in the 
rehab side.

So absolutely we’re shifting patients into 
the skilled facilities that previously would 
have come into the hospital rehab pro-
gram. I used to go around the country 
for the Academy of PM&R and ask the 
docs, “If you had good quality nursing 
care and clinical capabilities -- not like a 
hospital, but good -- in a skilled facil-
ity, what portion of your patients in the 
hospital rehab program would you be 
comfortable having in the skilled facility?” 

Honest-to-goodness rehab docs from 
around the country said, “60, 70 per-
cent of my patients in the hospital rehab 

program I could care for in 
a Skilled Facility if they had 
quality nursing care, good 
clinical data, I mean just 
simple laboratory data, and 
nursing and rehab.  If I had 
those, I would have them out 
the hospital.”  And the Feds 
know that, and that’s what 
they’re pushing for.

BRIAN CLOCH: I had one well-respect-
ed investor say to me, “If you’re doing 
something for less now that somebody 
else is doing for more, it’s a good 
investment.”  And I think that’s what 
transitional care is.  It’s doing some-
thing for less that somebody else is 
doing for more.  And that more is acute 
rehab -- the LTACs.   

BILL ADAIR: In almost every single study 
that’s been done on outcomes, and it 
pains me to say this, hospital-based 
rehab programs versus skilled care, it’s 
about the same.

BRIAN CLOCH: We didn’t touch on the 
whole ancillary side. In order to be tran-
sitional care, what does that infrastruc-

ture look like?

AUBREY KNIGHT: Your relationships 
with and your expectations of your 
ancillaries to provide quick turnaround is 
crucial to you being able to demonstrate 
to your hospital partners that you indeed 
are going to be able to deliver on the 
promises that you make.  That applies to 
the pharmacy, or the lab, or your X-ray 
services. So you will need to hold your 
ancillaries to the standard that you’re go-
ing to set so that you can deliver on the 
promises that you make to your hospital.

There’s one other point I wanted to 
make. We’ve talked a lot about the safe 
and quality transition of patients from 
the acute setting into your SNF’s.  The 
other transition is out of your SNF’s into 
the community.  And it’s just as impor-
tant that you build relationships with 
your home health providers, or with your 
medical homes, as your markets develop 
their medical home model. You need to 
know who those care managers are, or 
the care coordinators or whatever they 
call them in that particular market.
    
Every home is going to have someone 
who is responsible for those high risk 
patients who come back into that medi-
cal home. Many of those patients are 
going to come back into the medical 
home through your SNF. You need to set 
up a communication strategy with those 
medical home providers.  

BRIAN CLOCH: I want to ask you a 
question that’s off transitional care, 
but I know top of the mind for a lot of 
SNF providers and operators. That is, 
this three day hospital stay. We’re not 
seeing our Medicare volume, because 
we’re not getting the three-day hospi-
tal stay which means we don’t have a 
Medicare stay. Now the patient’s com-
ing out sicker and quicker, and we’re 
not even getting the reimbursement. So 
what do you see going on with that?  

CATHERINE GIEGERICH: As our reim-
bursement continues to decline, we have 
to continue to drive that length of stay, 
that capacity management, that through-
put management.

Again back to the partnership. Just as 
much as I want to be aware of what’s 
in it for you, I need you to be aware of 
what’s in it for me. As Judy touched on, 
we’ve made a strategic decision; we do 
not want to be in the transitional care 
business. We have an inpatient SNF 

“...hospitals aren’t 
really interested in 
creating their own 
SNFs...”
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unit; we have an inpatient rehab unit. I 
will tell you that we created our inpatient 
SNF unit in response to a lack of clinical 
quality, or perceived quality in our SNF 
network. They take our more complex 
patients. They don’t have an opportunity 
to say no. We just go ahead and transi-
tion them over there.  

We’ve talked about readmissions, and it 
was interesting that the 20 to 40 percent 
figure came up as being pretty common. 
We’re looking at four percent. We want 
to be at the top decile of our University 
healthcare consortium performance indi-
cators. So you’re going to see the pres-
sure not only on getting these patients 
out more quickly, but on keeping them 
out for as long as we possibly can. 

JUDY AMIANO: There’s another compo-
nent to the three-day rule.  We have staff 
in the emergency room, and if a patient’s 
coming into the emergency room, and 
they don’t need acute care, and they’ve 
already had their three-day stay within 
the 30 days, we work with our skilled 
facilities to take that patient any time, any 
day, seven days a week, in the middle of 
the night that they have, we have access 
to someone who will accept the patient. 

BRIAN CLOCH: I want to leave time for 
questions. Anybody have questions?  

QUESTION FROM AUDIENCE: Brian, 
you talked about the over-reimburse-
ment of Medicare used as a hydraulic to 
subsidize Medicaid, and that we should 
provide care to transitional care patients 
that allows us to provide the same levels 
of care that hospitals require.  What staff-
ing ratios do you think are appropriate in 
a transitional care, 100 percent Medicare 
SNF?
  
BRIAN CLOCH: I think you’re probably 
looking at a nursing staff ratio of one 
to ten, to one to 12 at the most for the 
sub-unit, and then a typical Medicare 
unit’s probably one to 15 or one to 20, 
and CAN’s probably five or six.

JUDY AMIANO: That sounds about 
right. And we use our information system 
to help with measuring acuity, and we do 
acuity-based staffing and we’ve got it all 
down to the micro-minute, I can assure 
you. And everything adjusts with volume, 
because of the overhead that you carry. 
For instance, you’ll have a surgeon on 
vacation and your census dips.  We 
know when those things happen and we 

try to plan for those ahead of time, but 
you really have to have your operations 
structured in a way that you can fine-
tune that on a dime, not the next day. 
Also we have an all-RN staff. We don’t 
staff any LPNs unless they really have a 
20-year career. There are those excep-
tional people, but we typically would not 
use LPN’s.  

So we intentionally have gone out and 
hired nurses who come with that acute 
care training. We’re getting away from 
nurses who have just long-term care 
background because they don’t have the 
right kind of training that we need for this 
transitional care.  
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