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Squeezed 
to Death

by heather boerner

Why are 
hospitals 
across the 
country so 
quick to 
shut down 
their skilled 
nursing 
facilities 
when patients 
need them 
now more 
than ever?
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But there’s a big difference between Brooks and her colleagues on
other floors of the hospital. Brooks works on the hospital’s skilled
nursing floor. Technically, what she does is considered nursing home
care, according to the laws of the state. 

That means that while she’s doing much the same work as her
colleagues—with the additional responsibilities to feed, bath and do
daily ambulatory care—she doesn’t have the staffing minimums of
other RNs at her hospital. And while other nurses are in high
demand and have some job security, Brooks could lose her job.
Indeed, her skilled nursing facility was scheduled to close by the end
of 2010 but remained open due to public outcry. It could close any
day now.

The San Francisco Bay Area, where Brooks’ employer is located,
serves as a microcosm of what’s happening to skilled nursing facili-
ties across the country. Two other major hospitals just miles south of
San Francisco, Seton Medical Center and Mills-Peninsula Health
Services, are also planning to shut down or sell their attached SNFs. 

The proposed closures are part of an epidemic of hospital-based
SNF shutdowns that started in the mid 1990s. In the decade between
1998 and 2008, nearly 1,000 skilled nursing facilities—representing
about half of total SNFs—across the United States have disappeared,
according to a January article published in the Archives of Internal
Medicine titled “Geographic Concentration and Correlates of Nurs-
ing Home Closures.” 

Yet patients need skilled nursing facility care now more than
ever. Because they often lack regular access to healthcare and delay
treating medical problems, hospital patients are of higher acuity
with more complex conditions than in the past. And, because they
can maximize profits through shorter stays, hospitals are discharg-
ing these fragile patients earlier than ever before. 

The closures are a sign, experts say, of what happens when
healthcare is provided under a profit-driven healthcare system
where hospitals chase the dollar instead of considering what
patients and communities need. “It’s a shame SNFs are closing,
because a lot of these hospital-based nursing homes have better
quality, fewer deficiencies, and much better staffing than freestand-
ing nursing homes,” said Charlene Harrington, professor emeritus of
sociology and nursing at University of California San Francisco’s
National Center for Personal Assistance Services. “Hospital-based
nursing homes are usually unionized, so for the most part they have
good RN staffing and good overall staffing and much better pay

rates and benefits compared with freestanding facilities, which often
offer no health benefits, terrible pay, and high turnover.”

I
t used to be that if a patient needed to be nursed back to health
after an acute event, she would stay in the hospital until she was
well. We all know what happened to that system. With the
advent of HMOs and when the Centers for Medicare and Medi-
caid Services (CMS) in the 1980s changed its payment system

from a fee-for-service to flat-fee model through its prospective pay-
ment system, hospitals began unloading patients as quickly as possi-
ble to bring in new patients and cut costs.

Under these conditions, the hospital-based skilled nursing facili-
ty was born.

“All these people were released quicker and sicker and they
weren’t ready to go home,” said R. Tamara Konetzka, assistant pro-
fessor of health services research at the University of Chicago. “The
hospitals thought, ‘Why not open a hospital-based nursing home
and wheel those patients down the hall, where they could charge a
fee for service all the time?’”

Many did. By the mid 1990s, there were more than 2,500 SNFs
around the country. Hospitals had found a way to get paid twice for
the same patient: Once for the initial admission and stay under the
acute-care prospective payment system, and then for every service
provided to patients at the SNF.

By the mid 1990s, the fastest-growing part of the CMS was post-
acute care, sometimes rising by an “astronomical” 30 percent a year,
according to the University of Chicago’s Konetzka. CMS caught on
to the double billing game, and in 1998 imposed a flat-fee prospec-
tive payment system on post-acute care facilities similar to the kind
it had imposed more than a decade before for acute-care services.
When hospital administrators argued that the quality of care was
higher at hospital-based SNFs than freestanding nursing homes and
that they therefore deserved a higher flat fee, CMS balked. CMS lev-
eled the rates, and the SNF freefall began.

Just like that, hospitals started to see their SNFs not as cash
cows, but as money losers. In the first 10 years after the new pay-
ment system was imposed, 1,000 SNFs closed around the country,
accounting for nearly half of existing facilities.

But observers and critics of SNFs say that while hospitals may
whine about losing money on their skilled nursing facilities, what

J
onica brooks’ days at the California East campus of Califor-
nia Pacific Medical Center in San Francisco are filled with the
constant scurrying, checking, and rechecking that’s familiar to
any hospital nurse. She checks IV antibiotics and IV catheters
to hearts. She double-checks wound vacs. She is in constant
communication with the doctors, physical therapists, speech

therapists, and occupational therapists in other parts of the hospital
that treat her patients. It’s a hard but rewarding job.
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Jonica Brooks, 
RN is fighting to 
save SNF services 
in her community
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they’re really upset about is that they are not making as much profit
off them as they used to or expect to. 

SNFs still have plenty of opportunities to bill Medicare. For one
thing, the prospective payment system for post-acute care isn’t a sin-
gle flat rate like it is on the med-surg floor of the hospital, said David
Grabowski, an associate professor of healthcare policy at Harvard
Medical School. It’s what’s called prospective per diem, meaning
hospitals are paid daily for each type of patient they have in their
SNFs. What’s more, the CMS payment system for post-acute care
pays according to the level of therapy each patient receives, also
dubbed the resource utility group (RUG). So it could be argued,
Grabowski said, that hospitals have “incentives to keep patients
every day and to provide more services.”

In fact, a December 2010 report by the U.S. Department of Health
and Human Services Office of the Inspector General found that from
2006 to 2008, skilled nursing facilities increasingly billed for higher-
paying reimbursement categories even though their patient popula-
tions had not changed. Titled “Questionable Billing by Skilled
Nursing Facilities,” the report also found that for-profit SNFs were
“far more likely” than nonprofit or government SNFs to bill for high-
er-paying RUGs and that a number of facilities had suspect billing.
The report basically concluded that some SNFs may be cheating and
overbilling Medicare for levels of care that patients did not need.

In California, nursing home operators were also successful in lob-
bying the Legislature in 2005 to pass AB 1629, a law that increased
their Medi-Cal reimbursements without requiring anything of them,
such as investing part of their increased income in improved
staffing. 

“Essentially, the Legislature gave nursing homes a blank check,”
said Harrington. “Why would they raise their staffing?” 

Harrington believes SNFs can be self sustaining, but that they
just can’t be expected to be a profit center for the hospital.

“The way hospitals work is they have a lot of overhead and to
function, they spread that overhead out over all units,” she said. “So
they’re [assigning] all this operating overhead onto their skilled
nursing facilities. As a result, their overhead is much higher than
freestanding nursing homes, but they get the same reimbursement
from Medicare and Medicaid that the freestanding ones do. If the
SNF specializes in Medicare, which a lot of the hospital-based ones
do, it’s more expensive to operate them.”

Konetzka seemed to agree on this point. “I don’t think these clo-
sures are really the result of the prospective payment system,” she
said. “It’s still an open question whether SNFs really are money los-
ers, but they are more and more likely to be closed because the mar-
gins overall are so slim.” 

Unfortunately, hospitals today are run as businesses, where units
that don’t make enough money get the ax. So SNFs all over the Bay
Area are in the process of losing beds despite being nearly full. In
2009, RN Jonica Brooks’ employer, California Pacific Medical Cen-
ter in San Francisco, planned to close 82 percent of its SNF beds, but
outcry from nurses forced it to reconsider. The hospital promised to
maintain 62 SNF beds. But a long-term planning document for the
hospital, which is owned by the not-for-profit hospital chain Sutter
Health, still called for all the beds to disappear by the end of 2010.
The city’s comptroller believes the city is already facing a 30 percent
shortage in SNF beds.

Sutter and CPMC’s disregard for the community’s needs infuri-
ates Brooks. “I don’t have sympathy for my medical center,” she con-
cluded. “They’re very profitable—they make a huge profit—and they

enjoy their tax-free status. They’re not for profit, so damn right they
need to step up to the plate and care for those who have nowhere
else to go.”

W
hen SNFs first started, they handled higher-acuity
patients than the typical nursing home, but the care
provided was still routine. The primary duties for the
RNs, LPNs, and nurses’ aides were to monitor patients
for bedsores, ensure they took their medications, assess

them for fall risks and nutrition, and assist them with meals,
bathing, and the activities of daily living.

But over the last 20 years, the acuity of patients in SNFs has sky-
rocketed. Today’s SNF patients often need extensive lab work, can
have serious wounds needing wound vacs, may be on ventilators, are
often on multiple antibiotics and IV fluids, may need blood transfu-
sions—the list goes on. “All patients are going to nursing homes sick-
er,” said Grabowski of Harvard Medical School. “It’s a much sicker
patient population than it’s ever been. I don’t think a lot of people
appreciate that about today’s nursing home population.”

As hospitals have maximized profit by moving patients out of
inpatient beds and into attached skilled nursing facilities, these
units are handling increasingly complex medical cases with much
more pressure for the RNs working there. Or, as Brooks remembers
a physician at her hospital saying, “It’s skilled nursing, but it’s not
skilled nursing—it’s a med-surg unit.” 

The situation is the same in skilled nursing facilities across the
country. At the Erie County Medical Center SNF in western New
York, physician’s assistant Helen Doemland says that “the world of
skilled nursing is changing. They are little hospitals.”

Doemland’s SNF, a public facility, has 69 beds, all dedicated to
different purposes: chronic vent stat beds for patients who will not
wean, dialysis beds, sub-acute rehab beds, and behavioral health
beds. Doemland is responsible for deciding which patients are sent
to the SNF and when the patients are ready to be discharged. 

Due to closures of other nursing home beds in the state, Doem-
land’s SNF ends up caring for the sickest of the sick. All the patients
who have more money, qualified for at-home rehabilitation pro-
grams, or have family support already went somewhere else. Those
with no support, no money, and who are often medically non-com-
pliant end up at her SNF. She also gets psychiatrically unstable
patients—those with untreated mental illnesses or drug addictions,
sometimes both. She gets patients with no discharge plan and
nowhere to go. 

“We’re not really dealing with little old ladies with dementia who
just need their meds passed and ADLs done for them,” said Doem-
land. “We’re dealing with people with complex medical issues. There
are certain things that home care agencies aren’t designed to handle
so they come to us. As a result, our nurses need to be more like hos-
pital nurses than long-term care nurses.”

The problem is SNFs weren’t intended to handle such patients.
Because the units are technically nursing homes and not part of the
hospital, different laws and regulations apply to them. For instance,
California’s minimum staffing laws that require one nurse for every
five patients in medical-surgical units don’t apply to SNFs. Indeed,
by law, nursing homes only have to have one RN on duty for day
shifts—even if the unit has 100 beds, said Harrington. 

“Some freestanding nursing homes have 45 patients per RN,” she
said. “In Montana, there are 75 patients per RN. Hospitals have to
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be careful, because they’d be sued if they tried to pull what free-
standing nursing homes do.”
And while it’s not 75 patients per RN, it seems that many hospi-

tal-based SNFs expect their registered nurses to care for 10 patients,
on average. “Nine if we’re lucky,” said one RN. At CPMC, where
Brooks works, it’s eight or nine patients per nurse, but to bring down
the patient load, the RNs had to organize a sick-out and conduct
time andmotion studies to prove that what they were being asked to
do was unreasonable and often impossible. As far as Brooks and
other National Nurses United nurses are concerned, the SNF is a

convenient place to stash post-acute patients without having to staff
appropriately—thereby saving money on the backs of the patients
and the RNs. 
“This is a hospital loophole,” she said. “They can place acutely ill

patients in wards where the ratios don’t apply and save some
money.”
In federal ratios legislation NNU has proposed and in states

where NNU is now sponsoring ratio bills, minimum staffing levels
for SNFs and rehabilitation centers are included at one RN for every
five patients.

D
espite their great need, about half of hospital-based SNFs
have closed and more are shuttering their doors each
month. No one has yet done much research on where those
patients go and how their health has fared as a result.
Zhanlian Feng, assistant professor of community health at

Brown University and author of a study on the effects of the
prospective payment system on nursing home closures, has some
ideas, however. Feng recently completed a proposal to the National
Institutes of Health to study the health effects of such closures—per-
haps the first study of its kind.
He doesn’t expect the results to be good.
“We want to know: Are their functional skills and abilities declin-

ing? We expect them to decline more precipitously,” he said. “We’re
talking about a population with an average age of 82 and many of
whom are quite frail and in wheelchairs, that the results would
probably be adverse.”
He suggested that patients released from hospital-based nursing

homes might fare slightly better because many of them have wounds
that should heal, but even that is questionable. A recent report from
the California Discharge Planning Collaborative found that one in
five patients released too quickly from acute-care hospital settings

were readmitted to the hospital within 30 days. The report conclud-
ed that the state could save $227 million a year if it reduced avoid-
able readmissions by just one day. While that report dealt with
hospital patients and not SNF patients, the study does hint at the
overall cost of patients not being permitted to stay where they would
receive the appropriate level of nursing care.
But studies can’t capture the stress and trauma patients and their

families experience when skilled nursing facilities shut down. 
In early December 2010, just weeks before Christmas, parents

George and Carol Lerner learned at a hastily called meeting by Lodi
Memorial Hospital that it was closing its skilled
nursing facility Jan. 31. Lodi Memorial is located
almost 40 miles south of Sacramento, Calif. and
had been trying to shut down its SNF for years.
Every time, long-term care advocates and the com-
munity had fought them back, but this time the
hospital had let its SNF census dwindle to fewer
than a dozen patients, so it faced little opposition.
The Lerners, whose adult daughter has muscular

dystrophy and had been cared for in Lodi Memorial’s
SNF since 2004, went into a panic. There were very
few skilled nursing facilities in the inland Central Val-
ley where they lived, and no others attached to hospi-
tals. The closest ones were in Sacramento or in Los
Angeles, 350 miles south. “We said, ‘You can’t do this
to us. You can’t just kick us out,’” said George Lerner.

“These patients, all they do is throw them away. All they’re interested
in is the dollar. Just because you can’t make a profit from them, you
can’t just dump them. These big hospitals, they’ve forgotten their
moral obligations and their core values.”
Even worse, the hospital called up the Lerners right before Christ-

mas and pressured them to move their daughter in just two days, say-
ing that it had found a placement for her at a freestanding nursing
home, but that if they waited, they might lose the spot. Their daugh-
ter, who is confined to a wheelchair, moved to her new home, Wind-
sor Elmhaven Care Center in Stockton, Calif., on Dec. 28, 2010. 
The Lerners say that they don’t believe their daughter is getting

the same quality of care at the freestanding SNF as she did at Lodi
Memorial. Unlike hospital SNFs, many freestanding SNFs are mere-
ly renovated convalescent homes. While the Lodi Memorial SNF had
plumbing for oxygen and other equipment built directly into the
walls, everything at Windsor Elmhaven needs to be brought into the
already small rooms as a portable device. “The noise is terrible,” said
Lerner. “There’s no space to move around with all the equipment.
There are two patients per room, so when they are moving her room-
mate, she’s got to get out of the room, or they end up bumping her. A
lot of times, she gets stuck in the corner. She’s on a ventilator at night
and when she needs suction, they just don’t respond as quickly.” 
And the Lerners’ daughter is one of the lucky patients who has

parents to advocate for her, who visit her daily to check up on her
care. With hospital-based skilled nursing facilities becoming extinct,
where will patients who need this kind of care go?
“You might as well push these people out to the parking lot and

call the coroner,” said Lerner grimly. “Hospitals used to be part of the
community and served the community. Now they’re large corpora-
tions serving stockholders. Everybody’s trying to make a dollar. It’s
just good business.”

Heather Boerner is a medical writer based in San Francisco.
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“I don’t have sympathy for my medical
center. They’re very profitable—they

make a huge profit—and they enjoy their
tax-free status. They’re not for profit,

so damn right they need to step 
up to the plate and care for those

who have nowhere else to go.”
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