
Overview
The HSAG Care Transitions Assessment helps skilled nursing facilities identify gaps and opportunities for improvement in their care transitions processes. The 
assessment tool contains nine evidence-based action items in three focus areas for improvement. Response options include five levels of implementation.
Care Continuum

1. Use bi-directional feedback with acute care partners.
2. Meet regularly with acute care partners to review care transition  

plans for super-utilizers and residents on high-risk medications.
3. Monitor timeliness of provider response.
4. Use risk stratification to identify high-risk residents.

Discharge Planning
5. Provide focused case management for high-risk residents.
6. Provide medication education.
7. Validate staff proficiency in discharge instruction.
8. Perform follow-up phone calls.

Quality Improvement of Care Transitions
9. Review data.

Response Options
• Not implemented/no plan
• Plan to implement/no start date set
• Plan to implement/start date set
• In place less than six months
• In place six months or more
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Findings
Assessment items that nursing homes most frequently identify as not implemented relate to care transition 
processes, including the following: 

Item 
2a

Your facility regularly meets with acute care partners to identify and review 
care transition plans of super-utilizers.

39.11% 
(106 respondents)

Item 
2b

Your facility regularly meets with acute care partners to identify and review 
care transition plans of 30-day acute care readmissions of residents on  
high-risk medications.

33.94% 
(92 respondents)

Item 
4

Your facility uses a risk stratification tool to identify residents who are high 
risk for readmission to the hospital.

32.84% 
(89 respondents)

Progress
67% completed assessments (271; 10/2020–12/2023)

Interventions
 One-on-one technical assistance to complete the 
assessment, analyze results, and provide tools 
and resources based on level of implementation

  Corporate outreach/presentations to present 
aggregate results and major findings

 Community coalition meetings

 Monthly care coordination webinars on improving 
care transitions

 Eblast reminders to review facility-level 
readmission rates and complete the Care 
Transitions Assessment
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