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Postacute Care Partnerships  
and Patient Progression

ABSTRACT
Postacute care preferred partnerships create transparency between various care 

delivery arenas. This transparency offers an opportunity to improve patient out-

comes and safety. Program development should be data driven, with implementa-

tion of best practices, costs analysis, and sustainment of partnerships throughout 

the patients’ care continuum. Program effectiveness requires data (outcomes and 

financial) collection with the opportunity to discuss improvement areas. Various 

postacute care entities are available for partnership. It is important to choose 

those that most benefit the patient populations served.
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According to Gray,1  as healthcare increases in complexity, 
acute and postacute care organizations may struggle with 
accountability. Healthcare organizations must successfully 

navigate through internal and external forces and encourage collab-
oration among multidisciplinary teams and community resources 
for successful discharge planning and partnership alignment.  The 
University of Kentucky HealthCare (UKHC) Preferred Partner-
ship Program works to develop and drive postacute care allianc-
es. According to Evans, 1 in 5 patients with public payer coverage 
(Medicare) leaves the hospital and goes to a skilled nursing facility 
(SNF).2  UKHC partnerships labor to create transparency among 
various care settings while driving quality outcomes with low utili-
zation of services. Collaboration among multidisciplinary teams and 
community resources is critical for successful discharge planning and 
partnership alignment. “Effective health management is not a collec-
tion of assets—but a scalable, coordinated, and flexible effort across 
healthcare organizations.”3 During the first year, postacute care part-
ners must meet specific data-sharing and quality outcomes. 
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UKHC also tracks referrals made and accepted or declined 
through the case management electronic health record (EHR) mod-
ule. The above specific data points are used to determine partnership 
continuation or termination. Currently, partnerships include inpa-
tient physical rehabilitation hospitals, SNFs, long-term acute care 
organizations, and community partnerships, such as the one previ-
ously mentioned. As UKHC moves into the next phase of postacute 
care partnerships, a high-level dashboard will extend into quality 
measures that must be reported by partners (eAppendix [eAppen-
dices available at ajmc.com]) and home care partnerships will enter 
the mix of postacute care providers.

Program Implementation
The first step in program development is to identify the type of pro-
gram need. UKHC leadership recognized the need to develop a pre-
ferred postacute care partnership program through data analysis of 
length of stay (LOS) and opportunity days. The greatest numbers of 
both appeared with SNF services. 

Inpatient Physical Rehabilitation Unit
Initially, the chief nurse executive worked to identify patient flow 
through alignment of partnerships. Creation of a new position, 
“postacute care/transitions director,” was completed. UKHC  
began building a partnership with a local 232-licensed bed physical 
rehabilitation hospital. This partnership acted as a stepping stone 
for future alliances, creating a greater flow of processes, practices, 
and transparency. 

Data indicated bottlenecks in processes, but there was no way to 
identify the cause of delays without partnership development and 
practice transparency. UKHC physical medicine and rehabilitation 
physicians assisted with streamlining patient transitions, yet delays 
still existed. Patients were being evaluated prior to transition to the 
inpatient physical rehabilitation unit (IRU), creating care continu-
ity, but this was not enough. Once the partnership was implement-
ed, alignment of activities occurred. Five on-site IRU liaisons were 
placed strategically across the Enterprise to conduct preadmission 
screening and determine patient acceptance prior to discharge or-
ders. The IRU liaisons communicated via the EHR with detailed 
assessment screens, allowing caregivers to quickly view the liai-
sons’ findings and recommendations. Opportunity days decreased 
by more than 50% and have remained steady over 6 months; for 
IRUs they initially ran more than 1000 days per month, indicating 
that patient transition delays accounted for 1000 days’ variance 
between a risk-adjusted expected hospital stay and observed stay. 
These opportunity days identified a loss of revenue due to lack of 
hospital bed back-fill capabilities and an inability to fulfill the En-
terprise mission.

Concerns and issues still arise within the partnership, but now of-
ficial forums exist to facilitate resolutions. Monthly multidisciplinary 

team meetings occur in addition to executive support from both 
teams. It is important to note, the UKHC Finance Business Partners 
division is of exceptional value to all partnership agreements through 
data collection, dashboard development, and key reporting, including 
financial impacts.

Skilled Nursing Facilities
UKHC patients experience high utilization needs (high Case Mix 
Index [CMI]), creating situations where patients fall between long-
term acute care services and skilled nursing services. Families are 
often unable or unwilling to care for patients at home, even when 
home care services may be available. SNFs encounter their own hur-
dles with patient transitions due to lack of training and resources. 
Some SNFs do not accept patients with tracheostomies and others 
have no way to provide intense wound care services; further, many 
are unable to take patients with tracheostomies while requiring he-
modialysis. State Medicaid reimbursement for services is often low 
compared with providing the skilled nursing service needed; thus, 
patients are not accepted.  

The UKHC postacute care provider program allows preferred 
partner employees to attend Enterprise training courses, which ex-
pands preferred partners’ services. Quarterly SNF expos are held in 
an effort to provide participants’ access to dynamic speakers, with 
up-to-date topics related to care in the postacute arena. This forum 
promotes networking among partners and helps facilities drive high-
er quality. As various partnerships have developed, the SNF Expo 
name is being changed to Post-Acute Care Expo, ensuring inclusion 
of all postacute care providers. 

Kentucky Appalachian Transition Services
According to CMS, care transitions occur when a patient moves 
from one healthcare provider or setting to another. Readmission 
risk increases with each transition. Nearly 1 in 5 Medicare pa-
tients discharged from the hospital—approximately 2.6 million 
seniors—is readmitted within 30 days, at a cost of over $26 billion 
every year.9 

Kentucky Appalachian Transitions Services (KATS) supports the 
3-part aim of making healthcare safer, more reliable, and less costly 
for those served by UKHC. The program emerged as part of the 
Partnership for Patients, a public–private partnership charged with 
reducing hospital-acquired conditions by 40% and hospital read-
missions by 20%, by 2013. Patients are screened and identified 
for transitional services using the Care Transitions Intervention 
or the Transitional Care Model.10,11 The program has expanded to 
the homeless population with high emergency department (ED) 
utilization. To date, 39 patients have been contacted, resulting in 
3 patients receiving visits from a KATS coach. Thus far, the pro-
gram has not resulted in reduction of ED utilization, but the trial 
is ongoing.
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KATS executives and frontline staff attend various internal col-
laborative forums, such as with the readmission team(s), in addi-
tion to scheduled monthly partnership meetings. UKHC  Finance 
Business Partners monitor and report financial outcomes related to 
return-on-investment, including back-fill of acute care beds and ser-
vices provided. Analyses of control groups versus inclusion groups 
are reviewed quarterly, to date revealing a lower utilization and read-
mit rate for the cardiac population.

After 22 months of the KATS program, 484 patients participat-
ed compared with 204 who were eligible but did not participate. 
The initial cost per encounter was $2472 more for the KATS group 
versus the control group, but $3459 less for readmission encoun-
ters. The readmission rate for the KATS group overall was 16.1% 
compared with 18.1% for the control group. The impact was par-
ticularly significant in the cardiovascular population, in which the 
CMI for KATS was 2.91 and was 2.29 for the control group. The 
readmission rate in the 211 cardiovascular KATS patients was 6.2% 
compared with 17% in 53 patients in the control group. The infec-
tious and immunological diagnosis group had a dramatic response 
to KATS, with a 6.1% reduction in readmissions compared with 
the control group. The population for this KATS group had read-
mission costs of $26,991 less than that group’s control participants. 
Not all subsets within KATS have had results this dramatic, but the 
Enterprise and the KATS teams continue to refine the work that is 
being done.

Discharge Hurdles
The second step in program development is the recognition of dis-
charge hurdles, such as physical and mental illness and homelessness. 

Patients With Opioid Addiction/Substance Use Disorder 
Overcoming sources of physical and mental illness is often an un-
derlying challenge, especially when a substance use disorder (SUD) 
is present. According to the Kentucky Drug Control Update,4 Ken-
tucky was one of the top 10 states for use in several drug categories 
among individuals 12 years or older. In the absence of appropri-
ate resources and skill sets, this population may go without proper 
SUD treatment. Lack of  recovery creates vicious patterns of abuse 
and multiple acute care requirements.5 Review and evaluation is cur-
rently being conducted at UKHC, with goals to identify feasibility 
and implementation of an internal consultative medical division for 
this population. Many of these patients suffer from behavioral out-
bursts and need substance withdrawal management, which requires 
skills not often acquired by healthcare providers and staff.5 Nonethe-
less, these individuals will continue to require physical care, thereby 
necessitating that acute care organizations construct standard prac-
tices for optimal outcomes. 

U.S. News & World Report referred to heroin and methamphet-
amine addiction as the “quiet epidemic,”7 as heroin abuse has 

more than doubled in the past decade.13 In 2008, The Journal of 
Addiction Medicine published a study exploring the prediction of 
abstinence in patients who are opioid-dependent.8 Low predictive 
value for abstinence was identified in that study for all variables; 
based on Cook’s findings, addiction abstinence predictors appear 
to remain elusive. 

The Alcohol and Drug Addiction Rehab Admission Statis-
tics for Kentucky identify several Kentucky counties as national 
leaders for the quantity of narcotic pain medication distributed 
per person. Likewise, cocaine, heroin, methamphetamines, and 
marijuana are immensely available and abused within Kentucky 
state borders.3 On any given day, 6% of UKHC’s average daily 
census is related to substance abuse (percentage excludes neonatal 
abstinence syndrome babies). This group of patients is frequently 
treated for endocarditis, osteomyelitis, overdose, and other harms 
related to addiction. 

Once the patient is physically ready for discharge, the history of 
intravenous (IV) substance abuse frequently generates reluctance to 
discharge as IV antibiotic therapy often extends or is needed well 
beyond acute care stay. In 2015, UKHC formed a partnership with 
a residential substance abuse rehabilitation facility, with the partner-
ship goal being to provide substance abuse therapy while allowing 
the completion of IV antibiotics. An on-site addiction program li-
aison visits with patients several times during their hospitalization 
in an effort to obtain agreement to transition once physically stable. 
Many patients refuse, but others typically agree although they may 
leave the program prior to completion (~50%). 

Due to substance abuse population volume, extended LOS, and 
the loss of transferred patients from across the state, an Opioid Use 
Disorder Taskforce was formed. The Taskforce proposed devel-
opment of an addiction medicine consultative service within the 
Enterprise. The service, on track for approval, will assess and treat 
substance abuse during the inpatient stay and provide transitional 
management. A business plan for the service has been submitted and 
is currently under review for approval by senior leadership.

Homelessness
Thinking of poverty in third-world countries is often easier than 
thinking in the context of developed countries.12 “Most Americans 
would probably acknowledge there is poverty here, but it has not 
been seen as a serious problem since the 1970s.”13 Homelessness is 
another challenge being addressed through community partnerships. 
In Kentucky, the homeless population creates challenges for health-
care providers. UKHC has partnered internally and externally in an 
effort to guarantee care for the homeless population. 

Internally, the team is working with ED physicians to identify 
and create standard plans of care for high ED utilizers. This often 
includes incorporating KATS services to follow patients once they 
have been discharged. Financial services become involved if there is 
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no payer source, and social services work to reconnect patients with 
estranged family or friends and needed resources. Social workers 
are positioned to provide a voice for homeless populations, thus 
ensuring better response to patients who are low income and/or 
experience SUD.6 A UKHC social work manager attends quarterly 
community health and homelessness coalition meetings within the 
community. One main goal for Lexington and UKHC, currently, 
is to create a medical program respite for homeless individuals who 
do not require skilled services, but are also not well enough to go 
back to the street.

Externally, the team is working with the city liaison in addition to 
other acute care providers in the region to assist with identifying the 
unique number of healthcare challenges experienced by the home-
less, and potential locations for respite when facility care is no longer 
needed. The team further partners with the Area Agency on Aging, 
city health coalition, and the state quality improvement organiza-
tion. The partnership allows for a diverse group of individuals/teams 
to problem-solve for homeless situations. 

Conclusions
It has been said, “In healthcare, the days of business as usual are 
over.”14 Preferred partnerships are a necessity rather than a luxury. 
Program implementation requires data analysis to identify focus ar-
eas, return on investment, and ultimate patient outcomes. It is im-
portant to set expectations of data sharing and transparency and to 
use the data to drive enhancement for all parties. Although partner-
ships may be similar, each will bring unique challenges and rewards.  
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