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Introduction 
 Despite being an integral member of the care team, the role of family caregivers in the 

healthcare process is often unrecognized. Family caregivers are considered “informal” members of the 

patient’s care team, and are frequently unacknowledged by healthcare staff and policymakers (Levine et 

al., 2006). Even when acknowledged, the caregiver’s role is attached to the patient through phrases such 

as “patient and family” or “patient’s loved one” (Levine et al., 2006). However, our current healthcare 

system relies on family caregivers to complete many tasks stemming from injuries, illnesses, and 

disabling conditions after receiving medical services.  

 Fifty-nine percent of caregivers assist with at least one Activity of Daily Living (ADL), defined by 

the U.S. Department of Health and Human Services (DHHS) as basic everyday tasks including “bathing, 

dressing, toileting, and transferring” (American Association of Retired Persons, 2015b; Wiener et al., 

1990; American Association of Retired Persons, 2015a). These tasks often require certain skills and 

training, like how to lift someone without injuring either oneself or the care receiver. After an acute 

healthcare event, caregivers must quickly learn these skills. Beyond basic care, fifty-seven percent of 

caregivers report assisting with medical tasks, often with little training and considerable worry 

(American Association of Retired Persons, 2015a).  

 The difficulties for these of informal healthcare providers are intensified during care transitions. 

The term “care transitions” refers to the movement of the care recipient from one setting (e.g., hospital 

to skilled nursing facility), to another level of care (e.g., intensive care unit to inpatient rehabilitation), or 

from formal healthcare facilities to independent living at home (Levine et al., 2006). Caregivers report 

feeling high levels of stress and inconsistencies in the acknowledgement, training, and expectations they 

receive from healthcare practitioners during transitions. This can cause problems given that caregivers’ 

“buy-in” to the care plan and understanding of discharge and at-home tasks are key to care plans being 

followed (Levine et al., 2006; Bryne et al., 2011).  

 Policies to promote integrated approaches to care management was the top-ranked priority 

among members of the California Task Force at its inaugural meeting. Key aspects of this priority area 

included identifying family caregivers in healthcare settings, incorporating caregivers into care 

transitions, and improving care coordination. This review provides an in-depth exploration of care 

transition processes, implicit and explicit roles of the unpaid family caregiver during transitions, and 

innovative models that aim to better integrate the family caregiver including training, care-coordination, 

and care management. 

Care Transitions 
 This section reviews challenges caregivers face when the person to whom care is provided 

moves from one care setting to another. To understand the scope of challenges faced by caregivers in 

these instances, this section explores different types of care transitions, categorized by the setting 

where care is given and received.  



Hospital/Inpatient Rehabilitation Units to Home 

Discharge Planning 

  Inpatient units are comprised of varying levels of care ranging from acute to rehabilitative. 

Depending on the discharging physician’s orders, patients in inpatient units may be discharged with or 

without follow-up in-home services or appointments with their primary care physician (PCP) (Levine et 

al., 2006). The process of setting up these and other post-discharge arrangements is completed through 

discharge planning by the hospital. “Discharge planning” is defined by Medicare as “a process used to 

decide what a patient needs for a smooth move from one level of care to another.” It is a Condition of 

Participation (CoP)—that is, a funding requirement— for any healthcare facility receiving Medicare 

reimbursement (Family Caregiver Alliance, 2009; Chiplin, 2005). In 1994, this requirement was extended 

to all patients, Medicare or otherwise, in any healthcare facility that accepts Medicare payments by 

Department of Health and Human Services (Chiplin, 2005). As a result, discharge planning has been 

adopted by most hospitals in the U.S., though individual processes vary. 

 Medicare has requirements for what actions hospitals must perform as a part of discharge 

planning. These requirements are intentionally broad to allow hospitals to adapt them to patients’ 

individual needs. The requirements include: 

• Identifying patients who are at-risk of suffering a post-discharge adverse event; 

• Providing a discharge evaluation to patients identified to be at-risk; 

o Having an “appropriately qualified” person (e.g., registered nurse or social worker) 

develop and supervise the discharge evaluation 

o  Identifying the likelihood of needing post-hospital services and the availability of such 

services; 

o Evaluating the ability of the patient to provide self-care and the ability to receive 

necessary care in the environment from which they originally came; 

o The completion of this evaluation in a timely manner; 

• Recording the discharge plan in the patient’s medical record; and 

• Discussing of evaluation with “the patient or individual acting on his or her behalf” (Chiplin, 

2005). 

Given the lack of strict discharge planning requirements, patients and family caregivers have vastly 

different experiences, which depend largely on the hospital where services are received. Evaluation 

questions, staff responsible for performing the evaluation, the type and extent of education provided, 

and referrals to outside sources all vary from facility to facility (Chiplin, 2005).  

 Hospitals have an incentive to provide quality discharge planning services. The 2009 Patient 

Protection and Affordable Care Act (ACA), commonly referred to as the Affordable Care Act or 

Obamacare, implemented new Medicare value-based payment structures for common conditions 

associated with high rates of hospital re-admission (e.g., acute myocardial infarction, heart failure, and 

pneumonia). Under this reform, hospitals are not reimbursed for the care received by a Medicare 

patient when they are readmitted to the same hospital within 30 days of discharge due to the same 

condition they were originally admitted for (Furrow et al., 2013). Consequently, many hospitals 

reviewed and invested in the discharge planning process to avoid potential loss of financial 

reimbursement. For example, organizations like Keck Medicine of USC are now encouraging patients to 

identify their caregivers by discussing the role of patients’ “loved ones” and the need to select a “family 



spokesperson” in their patient handbooks (Bryne et al., 2011; Keck Medical Center of USC, 2015). 

Organizations like the Center for Medicare and Medicaid Services (CMS) have created discharge check-

list tools specifically geared to patients and “a family or friend who may be helping [them]” to aid 

hospitals in completing this process (Center for Medicare and Medicaid Services, 2017).  

For hospitals, it is very important that family members who can help the patient complete post-

discharge care plan tasks come forward before or during the discharge process. Under current 

regulations, patients who cannot be safely discharged must be either transferred to a rehabilitative 

facility, connected with in-home resources, or boarded in the hospital until a safe transition can be 

assured (Chiplin, 2005). Hospitals receiving Medicare reimbursement are paid under a prospective 

payment model, wherein the rate of reimbursement is based on factors including the patient’s 

diagnosis. As a result, boarding a patient who qualifies for a lower level of care has a significant financial 

impact on hospitals, and therefore is an undesirable circumstance (Furrow et al., 2013; Guterman & 

Dobson, 1986). Family caregivers’ can prevent delayed discharge and prevent the loss of reimbursement 

through readmission.  

The CARE Act 

 Care transitions are points in the care journey when care needs can change considerably—

sometimes temporarily, sometimes forever—and some family members become caregivers for the first 

time. Caregiving following a care transition from a hospital often demands high-level care skills, like 

wound care, medication management, transfers, and incontinence assistance (AARP, 2012; Huard, 

2016). Yet, even when willing to perform these tasks, many caregivers remain underprepared. Ethnic 

minority and non-English speaking patients and their caregivers may be at an additional disadvantage; 

failure to provide culturally relevant education and training as well as lack of translated materials results 

in these caregivers not scheduling follow-up appointments. This increases the likelihood of emergency 

room visits when problems occur (Nasarwanji et al., 2015). 

 In response to unmet caregiver training needs at hospital discharge, 18 states have 

implemented versions of the Caregiver Advise Recode and Enable (CARE) Act that. In October 2015, 

California passed Senate Bill Number 675. This bill requires hospitals to allow patients to identify a 

family caregiver upon admission, notify family caregivers of a patient’s discharge or transfer to another 

facility, and provide education on the patient’s care needs after discharge, if the patient provides 

consent to do so.  

Identifying Caregivers 

One challenge to implementing the CARE Act is identifying caregivers in the first place. 

“Caregiver” is a term used by service providers, but not necessarily adopted by family caregivers. 

Caregivers often more readily (and understandably) use terms like “spouse,” “daughter,” or “friend.” To 

overcome this challenge, healthcare providers are advised to listen for contextual clues and alternative 

terms indicating that a patient has a caregiver. The Next Step in Care (NSIC) guide advises clinical staff to 

ask four main questions when a patient is admitted: “Who assists you at home? Who do you call in case 

of an emergency? Who helps with medications or doctors’ appointments?” Alzheimer’s Greater Los 

Angeles has also devised a resource to help healthcare providers to identify family caregivers 

(http://www.alzgla.org/wp-content/uploads/2017/01/Tool-for-Identifying-Informal-or-Family-

Caregiver.pdf), including which individual should be designated as the primary caregiver when there are 

several family members involved.  



Assessing Caregivers 

Once identified, the CARE Act does not require family caregivers to be assessed on either their 

own needs as a caregiver or their capacity to provide care. This may be a missed opportunity to protect 

the health and wellbeing of the caregiver and the care recipient. A caregiver assessment prior to 

discharge can reveal caregiver needs regarding information on medication routines and exercise 

regimens, potential issues a caregiver is not anticipating like home modification, and can help hospital 

staff with matching the patient and caregiver to the proper resources and/or program in the community 

(Levine et al., 2010).  Failure to provide these services can cause emotional distress and anxiety for 

family caregivers who feel unprepared for their sudden caregiving role (Lutz et al., 2016). In some cases, 

lack of preparedness and facilitated resource access can delay discharge. In cases where the caregiver 

shows under-preparation, a caregiver assessment should be ongoing and used to identify when the 

caregiver is ready to take on the role (Byrne et al., 2011). 

There exists no standardized patient or caregiver discharge assessment in California. Several 

options for a caregiver assessment have been recommended, however. One option is to consider the 

caregiver’s capacity to assist with activities of daily living (ADLs) and instrumental activities of daily living 

(IADLs), the medication regimen, dietary requirements, necessary post-discharge appointments, and 

ability to access of resources (Lutz et al., 2016). The Family Caregiver Activation in Transitions (FCAT) 

tool can also help clinicians measure the ability for caregivers to perform key tasks (Coleman, 2016). This 

10-item tools asks questions on relevant caregiver skills (e.g., ability to make sense of discharge 

instructions) and is easy to administer. Alzheimer’s Greater Los Angeles has also collected several 

validated assessments healthcare providers could consider using to assess caregivers to persons with 

dementia (http://www.alzgla.org/professionals/screening-and-assessment-tools/). 

Training Caregivers 

 Hospitals have discretion over what it means to provide education and training to caregivers. 

Anecdotal evidence suggests this lack of specificity in the legislation has led to environment where, even 

when identified, caregivers often receive only minimal information and education. But there is also 

opportunity for innovation. Some health systems in California, such as Kaiser Permanente, are using 

technology to meet CARE Act requirements. Patient interactive television systems allow clinical staff to 

provide patient education videos and record this education on the patient’s electronic health record 

(EHR). One such system, GetWellNetwork, allows for clinical staff to “push” pre-determined packages of 

videos depending on the patient’s condition (e.g., knee replacement, pneumonia). The patient’s 

television screen then displays a notification that the hospital staff is requesting them to watch an 

education video (e.g., how to care for a catheter at home) and, if the GetWellNetwork system is linked 

to the EHR, will record it in the patient’s EHR when the video is watched. The system asks if the patient 

is watching the video, if the patient’s caregiver is watching the video, or if both individuals are watching 

to educate and capture whether these key participants are receiving necessary information on 

performing care tasks. The system currently offers medication education and translation into two other 

languages. Patients and their family members can look up medications, learn about side-effects and 

instructions, and e-mail this information from the television to their personal e-mail account for 

reference once they are discharged home. GetWellNetwork shown promising results when used by 

older adults through the improvement of hospital HCAHPS scores and health education utilization rates 

(GetWellNetwork, 2017).  



Within-Hospital Transfer 

 Another, overlooked type of transition affecting families occurs within the hospital setting. 

Many times, patients are transferred between units within the hospital, depending on the progression 

of their condition and level of care needed. Under the Emergency Medical Treatment and Labor Act 

(EMTALA), patients admitted with emergent conditions cannot be discharged without stabilization. This 

can result in patients being transferred from the emergency department to an inpatient unit (Centers 

for Medicare and Medicaid Services, 2012). In other cases, the level of need falls between high-level 

care provided at most inpatient units and the level of care typically provided by long-term supports and 

services. In these instances, some hospitals can provide skilled nursing care to a patient so that they may 

be transferred to an open bed in that unit, instead of a skilled nursing facility (SNF), before being 

discharged home. Other hospitals have specific rehabilitative units act as transitional care when a 

patient is unable to return home (e.g., needs hospital-level services, has no one to provide care at 

home). 

 Normally, family caregivers can inquire about the location of the patient by calling the main 

hospital line or inquiring at the check-in desk upon arrival. Some hospitals, such as UCLA Health, have 

specific patient and family experience departments that can assist with communication difficulties 

between an authorized caregiver and medical staff. At Keck Medicine of USC, these individuals are called 

Patient Advocates and their described role is to explain hospital policy to patients and their families and 

help facilitate communication between them and the care team (Keck Medical Center of USC, 2015). 

However, in many cases care coordination within and between healthcare facilities is left to a hospital 

case manager who is responsible for facilitating transfers and connecting the patient with outside 

resources.  

Remaining questions on within-hospital transfers: 

• Are family caregivers notified of within-hospital transfers? 

Post-Discharge 
 Much of the research on caregivers during the discharge process and the first month at home 

suggests family caregivers feel overwhelmed with their new or changed role. The first month after 

discharge from a hospital to home is a time when family caregivers are adapting to changes in 

psychosocial status and daily functionality. Care that is considered normal in the hospital (e.g., feeding 

tubes) can be overwhelming for family caregivers, causing many caregivers to report feeling “terrified” 

when left alone with the patient (Levine et al., 2010). There are, however, several effective interventions 

for caregivers during care transitions to assist with this process. 

 The most impactful interventions supporting caregivers during care transitions begin in the 

hospital environment, before discharge, and continue through at least the first month after discharge. 

For example, in a study on stroke patients and their family caregivers, one hospital practiced daily 

functional activities (e.g., making a cup of tea or making the bed) with the patients as part of the care 

plan prior to discharge to prepare them to perform at-home tasks (Gustafsson & Bootle, 2013). Patients 

and caregivers in this program reported that having access to even temporary assistance in scheduling 

follow-up medical appointments, arranging medical equipment, home modification, and connection 

with community resources remedied caregiver burden and eased the transition to the home 

environment (Gustafsson & Bootle, 2013).  



 Other studies support interventions that are integrated with both the hospital and home 

environments. In their study on intensified transitions from hospital to home, Gräsel and colleagues 

(2006) used a six-part transition to improve the likelihood that patients would be able to remain at 

home and family caregivers could handle their new responsibilities. The intensified transition included 

the inclusion of family caregivers in physical therapy sessions during the inpatient stay, evaluation of the 

home environment before discharge, home therapeutic care performed by an outpatient service, a 

family caregiver training course, a psycho-educational seminar for family caregivers, and a counseling 

phone call three months after discharge. Nearly three years post-discharge those who received the 

intensified transition were significantly more likely to be living at home and had reduced mortality. At 

the four-week and sixth-month check in, intervention patients experienced fewer new illnesses and falls, 

and greater utilization of outpatient services compared to those who did not receive the transition 

program. The authors also found that intervention patients visited their doctors sooner and this resulted 

in less severe health complications.  

 Another approach to hospital transition intervention is the provision of a transition coach. In the 

Care Transitions Intervention, a transition coach empowers patients and their caregivers to advocate for 

themselves (Coleman et al., 2006). In this program, the coach met the patient and their caregiver and 

arranged a home visit prior to discharged, preferably 2 to 3 days after leaving the hospital. During the 

home visit, the transition coach reconciled medication and trained the patient on how to best advocate 

for themselves with healthcare providers. Lastly, the transition coach provided three follow-up phone 

calls within 28 days of hospitalization. The patient and his/her caregiver were also provided tools to help 

them be more active in their care process (e.g., list of “red flags” and what to do if one occurred, 

patient-centered record that the patient could bring to himself to different providers). The study found 

statistically significant decreases in hospital readmission rates at 30, 90, and 180 days post-discharge.  

The research on assessing and integrating family caregivers into the care process shows 

promising results for easing the transitions of patients from hospital and inpatient rehabilitation 

environments to home settings. In addition to the programs described, there are many other tools and 

innovative models that aim to improve patient transitions from hospital to home by investing in patient 

and caregiver education, including: the Society for Hospital Medicine’s Project BOOST, United Hospital 

Fund’s Next Step in Care (NSIC), Transition Care Model (TCM) at the University of Pennsylvania, Care 

Transitions Program at the University of Colorado, and Guided Care at Johns Hopkins University (Levine 

et al., 2010). However, these programs have not been widely adopted in health systems and remain in 

the research stages. On average, it takes seventeen years for research to become regular practice and 

until that time family caregivers continue to feel overwhelmed and unprepared for their new roles at 

home (Morris et al., 2011). 

Home Health Services 

 “Home health care” includes services ranging from personal care (e.g., bathing) to nursing care 

(e.g., wound care), is provided by a certified home health agency (CHHA), and is often necessary after a 

care transition. Families may purchase home care services and pay-out-of-pocket at a rate of 

approximately $25 per hour—a price that typically exceeds what patients and family can pay 

(GenWorth, 2016). However, home care services may be covered under Medicare and/or Medicaid or 

with private insurance. However, there are certain requirements for the costs of home health care to be 

paid for, which may include: 



• The results of the discharge evaluation ; 

• A physician requests for such services; 

• Financially eligibility. 

If eligibility criteria are met, the discharge planner (or case manager) will provide the patient and 

caregiver with recommendations for temporary in-home support.  Once the patient is discharged, the 

CHHA will evaluate the patient, decide whether to accept the patient, create a care plan, and provide 

service.  

 Unless provided as a Medicaid home and community based service (HCBS), post-hospital home 

care is usually temporary (i.e., distinct from “long-term supports and services”). One study on family 

caregivers of stroke survivors found that most caregivers reported expecting more help than was 

received, feeling overwhelmed unprepared to take over care once the services ended, and not receiving 

much notice prior to the ending of this home health support. To improve the transition process to 

independent care, the authors made practice recommendations including increasing caregiver 

education on the extent of home care services, the inclusion of the caregiver’s needs in the home care 

plan and discharge plan, and training for home care workers on how to effectively communicate with 

family caregivers. Additionally, the authors provided policy recommendations including increasing the 

frequency of use of social workers when a family caregiver is involved, requiring the provision of notices 

on the care recipient’s rights to appeal the termination or reduction of care to both the patient and 

caregiver, and requiring that any program that relies on the support of family caregivers be required to 

provide information, training, respite, and financial assistance, when necessary, to the caregiver (Levine 

et al., 2006).  

 

Transitions Involving Skilled Nursing Facilities 

Hospital/Inpatient Rehabilitation Unit to Skilled Nursing Facility (SNF) 

 Another common transition for patients is from inpatient hospital units to a SNF. The transfer of 

a patient to a SNF is coordinated by a hospital case manager, long-term care department, or discharge 

planner. Family caregivers and patients are often given little choice in what facility they will be 

transferred to. Many report being pressured by hospital staff to accept the first available bed in any 

nursing facility, regardless of personal preferences. Even when given information on choices there is 

rarely enough time for patients and families to evaluate options and decide what they would like before 

the transfer occurs (Levine et al., 2010). 

 In addition, during transitions to SNFs, key patient information is not transferred. This poses 

major challenges and risks. In a study of 2,319 charts from patients transferred from acute care hospitals 

to SNFs, 71.4 % of the time SNF staff discovered at least one discrepancy upon patient admission and a 

mismatch between the hospital discharge summary and patient care plan 52.3%  of the time. The most 

common piece of information transferred to the SNF was the medication list, but even this included 

discrepancies in 62.7 % of caes (Jusela et al., 2017). Other studies found that discharge summaries were 

often not included in the patient’s information upon arrival at the SNF and details for wound treatment 

were often missing (Davidson et al., 2017). When asked about missing information in one study, SNF 

nurses specifically cited the need for signed, hard-copy opioid prescriptions, as legally the SNF cannot 

dispense these medications without this document. SNF nurses reported feeling frustrated by the 



discrepancies and missing patient information because it compromises the SNF nurses’ ability to safely 

and effectively care for the patient. Additionally, they reported that the discrepancies and resulting 

delays in care cause anger, stress, and lack of trust of the new care team by the patient and their family 

caregiver (King et al., 2013).  

 Studies have identified that specific information is required for SNF clinical staff to safely care 

for patients. For example, in one study SNF nurses reported needing the medical plan of care, hospital 

clinical team contact information, notification on red flags, medication list, and information on what 

equipment the patient required. When this information is missing or incorrect (e.g., outdated 

medication lists), the nursing staff must rely on the patient’s and family caregiver’s report, sometimes 

order equipment that is not onsite, reconcile medications, and try and contact the discharging physician 

and nursing team, if possible. This can create delays in care leading to patient discomfort (e.g., 

reconciling pain medications) or the failure to identify patients who are at risk for adverse events. 

Nurses report facing frustration and anger from patients and family caregivers whose first impression 

was a SNF nursing team who seemingly lacks preparedness and qualification (King et al., 2013). SNF 

clinical teams report trying to use the information and resources they currently have available to them 

to solve the issue, but current methods can compromise patient safety. 

When a patient’s information is incomplete or inaccurate upon arrival at a SNF, the nursing staff 

will sometimes turn to the patient and family caregiver for reconciliation. However, this is considered an 

unreliable and risky method as SNF patients often have dementia (which impacts their ability to 

accurately recall previous care), patients and caregivers are uncertain about care details, caregivers are 

often overwhelmed, and there exists legal risk if medical orders are directly ignored King et al., 2013; 

Jusela et al., 2017). Medical orders are legally binding and therefore a nurse who receives a patient from 

a hospital, who for example has an outdated medication list, must reconcile this information with the 

discharging care team. During interviews, nurses expressed the need for direct access to discharging 

physicians at the hospital for at least 24 hours after SNF arrival to safely and accurately complete this 

reconciliation process. They explain that having access to primary care physicians (PCPs) is not efficient 

as these doctors are often unaware of the care plan details from that patient’s hospital stay. Currently, 

SNF nurses have little to no information on discharging physicians, little access to PCPs, and spend 

significant time trying to contact the discharging hospital to find the physician (King et al., 2013). 

There is a need for improved education, standardization, and accountability in the handoff 

process between hospitals and SNFs and there exist a few proposed and tested models for improving 

this process (Jusela et al., 2017). The Coleman model mentioned before, which includes NSIC and FCAT 

tool, has been modified to assist patients who are transferred from hospital to SNF. In this circumstance, 

the transition coach acts as a liaison between the two facilities and facilitates information transfer, calls 

weekly while the patient is in the SNF to provide self-care training, assists with the transfer home, and 

completes a home visit once the patient is finally discharged (Coleman et al., 2006). Another model, the 

HOPE intervention, uses a nurse practitioner employed at the SNF as a liaison between the two facilities. 

This nurse is responsible for providing an initial consultation with the patient and family caregiver, 

identifying missing or inaccurate medical information, reconciling that information with the discharging 

hospital, and providing the patient with medication and rehabilitation information upon discharge from 

the SNF (Allen et al., 2016). Lastly, the Interventions to Reduce Acute Care Transfers (INTERACT) 

program focuses on using tools to help improve hospital and SNF communication (King et al., 2013). 



Remaining questions on discharge to an SNF from a hospital: 

• Is there any hospital policy that determines what information is transferred? 

• What do SNFs do when the EHR is incompatible with the receiving SNF facility’s EHR system? 

• How is patient information transferred to the SNF? 

• Is there any hospital policy that determines what information is transferred? 

• What do you do when the EHR is incompatible with the receiving SNF facility’s EHR system? 

 

Skilled Nursing Facility (SNF) to Home 

 Although less common, some care recipients transfer from an SNF to home. This can be tricky 

for some caregivers, who should be educated factors associated with rehospitalization and adverse 

events post-discharge. For instance, there is a statistically significant association between 

rehospitalization post-SNF discharge and having three or more hospitalizations the previous year. 

Additionally, having sensory limitations (hearing, vision, or fall risk) is associated with an increased 

likelihood of experiencing an adverse event after discharge to home.  

 There are interventions that decrease the likelihood of adverse events following transition from 

a SNF. One example that has had positive results is the Reengineered Discharge (RED), which includes 

the caregiver in a family meeting as soon as the patient is admitted to the SNF and having the family 

caregiver and/or patient attend a post-discharge education clinic the day of or within 72 hours of 

discharge (Donovan et al., 2016). The ideal period to implement a care transition intervention for 

individuals with risk indicators is within ten days post-discharge from a SNF, as the survival curve drops 

after five days of discharge and over half of adverse events occur within the first ten days post-discharge 

(Donovan et al., 2016). Like many of the other interventions mentioned thus far, intervention programs 

that begin while the patient is in a formal healthcare facility, extend into an identified “vital” period 

post-discharge, and include the family caregiver in education and care training are best. 

 

Remaining questions on transitions from SNFs to home: 

• How is discharge performed at the SNF? 

• What information is the patient getting? 

• Is the caregiver involved in the current SNF discharge process? 

• What training is given to the family caregiver? 

• Does the family caregiver have to be acknowledged/trained? 

• How is the caregiver notified of the transition? 

 

Skilled Nursing Facility (SNF) to Emergency Department (ED) 

Often patients in a SNF are not discharged home and instead must return to the hospital. Each 

year, at least 25 percent of SNF residents are transferred to a hospital via the Emergency Department 

(ED) and, like the reverse discussed above, the delivery of information in this process is not reliable. It is 

estimated that one in ten SNF patients arrive at the ED with no documentation. It is most common for 

information to be photocopied directly from medical records when it is present in the transfer, which 



causes delays in care due to the length of the records and time it takes to process them. The reason for 

the patient’s admittance to the ED is rarely included, causing delays in care as the emergency care team 

works to identify the issue (Hustey & Palmer, 2010). 

 Ideally, the ED would be able to receive at least critical information on the patient: reason for 

visit, baseline status, and advanced directive. The emergence and increasing use of electronic medical 

records (EMRs) has somewhat eased this information sharing process, as many SNFs use electronic 

discharge systems to send medical record information directly to EDs (Hustey & Palmer, 2010). 

However, as previously introduced, some of these systems are incompatible which can make sharing 

records electronically difficult or impossible.  

 

Remaining questions on transitions from SNFs to EDs: 

• How is transfer performed (who manages it)? 

• What information is the patient getting? 

• Is the caregiver involved? 

• How is the caregiver notified of the transition? 

• Is there caregiver expected to help the information transfer? 

 

Remaining questions on private case management 

• Do we want a section on private case management? 

• How are family caregivers connected with private care companies/case managers? 

o What is the family caregivers’ role in this process? 

o Does the case manager help the caregiver as well? 

• When is it advisable to involve private help? 

• How many caregivers are using these types of services and what services are they using? 

 

Additional topics for next revision: 

• Care management models and best practices in care management 

• Referrals to community resources 
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