
 

 
 

 

Goals and Measurements 

Literature Review  Components 
Bibliography 

Identification of Needs Implementation 

A 26 bed Geriatrics unit in a 225 bed community hospital associated with an academic medical center was reporting less than desired pain management in their patient population, as manifested by HCAHPS (Hospital Consumer Assessment of Health Plans Survey). A 26 bed Geriatrics unit in a 225 bed community hospital associated with an academic medical center was reporting less than desired pain management in their patient population, as manifested by HCAHPS (Hospital Consumer Assessment of Health Plans Survey). A 26 bed Geriatrics unit in a 225 bed community hospital associated with an academic medical center was reporting less than desired pain management in their patient population, as manifested by HCAHPS (Hospital Consumer Assessment of Health Plans Survey). A 26 bed Geriatrics unit in a 225 bed community hospital associated with an academic medical center was reporting less than desired pain management in their patient population, as manifested by HCAHPS (Hospital Consumer Assessment of Health Plans Survey). A 26 bed Geriatrics unit in a 225 bed community hospital associated with an academic medical center was reporting less than desired pain management in their patient population, as manifested by HCAHPS (Hospital Consumer Assessment of Health Plans Survey). A 26 bed Geriatrics unit in a 225 bed community hospital associated with an academic medical center was reporting less than desired pain management in their patient population, as manifested by HCAHPS (Hospital Consumer Assessment of Health Plans Survey). A 26 bed Geriatrics unit in a 225 bed community hospital associated with an academic medical center was reporting less than desired pain management in their patient population, as manifested by HCAHPS (Hospital Consumer Assessment of Health Plans Survey). 

Interdisciplinary/Interagency 

Collaboration 

Dissemination, Promotion and 

Hardwiring 

Evaluation 

The geriatric and orthopedic units in a 260 bed community hospital transfer average 20- 40% patients to community Skilled Nursing Facilities (SNF) daily. SNF Nurses identified poor quality discharge communication being one of the major barriers to safe and effective hospital-to-SNF transition resulting in SNF nurses’ frustration, care delays and patient/family dissatisfaction. 

The geriatric and orthopedic units in a 260 

bed community hospital transfer average 

20- 40% patients to community Skilled 

Nursing Facilities (SNF) daily. SNF Nurses 

identified poor quality discharge 

communication being one of the major 

barriers to safe and effective hospital-to-

SNF transition resulting in SNF nurses’ 

frustration, care delays and patient/family 

dissatisfaction. 

Lack of communication in hospital-to-SNF 

transitions were associated with undesirable 

outcomes like care delays, increased staff 

stress, patient/family dissatisfaction, 

negative patient outcomes, increased risk 

for rehospitalization and negative SNF 

image2. Multi-disciplinary targeted 

interventions e.g. education and training are 

beneficial to improve transition3. A formal 

communication tool demonstrated increased 

patient/family and staff satisfaction1. 

A 50% improvement in satisfaction among 

SNF nurses as compared to pre-survey. 

SNF nurses will receive a telephone SBAR 

hand-off report on 100% SNF transfers. 

The geriatric and orthopedic units partnered with a 

hospital-affiliated SNF to create an improved 

transition plan that included identification of 

barriers, streamlining communication process 

through designated phone line and personnel at 

SNF, building feedback loop between management, 

implementing an evidence-based telephone SBAR 

(Situation Background Assessment 

Recommendation) hand-off report in addition to the 

existing written discharge information and 

standardizing documentation. 

Staff education at both the participating 

units and SNF to standardize 

communication through SBAR hand-off 

report and documentation. 

Collaboration between geriatric and 

orthopedic unit, a hospital-affiliated 

community SNF, geriatric physician-liaison 

and case management. 

Staff education through huddle messages, 

staff meetings, 1:1 encounters, emails. 

Education followed by documentation 

audits, weekly communication from SNF 

regarding non-compliance, real-time staff 

follow-up and feedback. 

•Daily data collection by SNF management 

to monitor compliance with telephone 

SBAR hand-off report. 

 

Report received by SNF nurses (Nov-Dec 

2013): 

Geriatric unit 89% 

Orthopedic unit 53% 

 

•SNF nurses satisfaction to be measured 

and compared through a post-survey in 

February 2014.  
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