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     The Centers for Medicare and Med-
icaid Services estimates one in five 
elderly patients discharged from hos-
pitals are readmitted within 30 days. 
Avoidable hospital readmissions is one 
of the leading problems facing the U.S. 
health care system and for three years 
CMS has penalized hospitals for high 
rates of readmissions. In 2014, more 
than $428 million in fines was levied 
against 2,610 hospitals.[i]
     One source of hospital readmissions 
are skilled nursing facilities (SNFs) 
that unnecessarily transfer elderly 
patients back to hospitals in order to 
qualify for high Medicare payments 
when their patients return to them 
after discharge. Unnecessary SNF 
to hospital transfers waste millions 
of Medicare dollars each year. The 
Congressional Budget Office pre-
dicts new measures passed as part 
of the Protecting Access to Medi-
care Act (2014: H.R. 4302) that re-
ward high performing SNFs to pre-
vent unnecessary hospital readmissions 
will save Medicare $2 billion over the 
next 10 years.[ii]
     Another source of hospital readmis-
sions are elderly patients who bounce 
back soon after discharge due to in-
adequate care support. Many low in-
come seniors who lack sufficient fam-
ily caregiving support rely exclusively 
on the In Home Support and Services 
(IHSS) program to receive household 
and personal care services provided by 
an IHSS worker.  Seniors who require 
more assistance than the maximum al-
lowable IHSS hours (currently 283 
hours/month) are likely candidates for 
hospital bounce-back.

     Poor care coordination and transition 
planning also contribute to high hospi-
tal readmissions. A lack of a compre-
hensive strategy to track the well-being 
of patients discharged from hospitals 
results in fragmentation of care delivery 
services, substandard care and, accord-
ing to the 2001 Institute of Medicine 
report, Crossing the Quality Chasm, a 
care coordination system which is de-
centralized, complicated, and poorly 
organized, specifically noting “layers 
of processes and handoffs that patients 

and families find bewildering and clini-
cians view as wasteful.”
     Closing the revolving door to hos-
pital readmissions and improving care 
coordination and care transition should 
improve as part of California’s Coordi-
nated Care Initiative (CCI). Started in 
2014, CCI will eventually enroll up to 
456,000 dual-eligibles (beneficiaries 
who receive both Medicare and Medi-
Cal) with state contracted Managed 
Care Organizations (MCOs) to manage 
Medi-Cal, and in some cases Medicare, 
services. The state will provide CCI 
MCOs fiscal incentives to provide cost 
efficient, high quality health care ser-
vices for their dual-eligibles.

     CCI goals include allowing patients 
to self-direct where they would like to 
receive their care and rebalancing long 
term support and services (LTSS) from 
expensive SNFs to more affordable 
home and community based care ser-
vices.
     Critical components of community 
based care include residential care fa-
cilities for the elderly (RCFEs) which 
are typically large 100+ bed assisted 
living settings or small homes where 
two staff provide care to 4-6 residents. 

Small settings with high staff to 
resident ratios are ideal for dual-
eligible patients who require 24-
hour custodial care (e.g., require 
help with dressing, bathing, in-
continence, are non-ambulatory, 
have dementia, etc.) at risk of re-
turning to hospitals soon after dis-
charge due to limited care support 
at home (e.g. provided by IHSS or  
family caregivers).
     RCFEs have a role in reducing 

multiple care transitions and hospital 
bounce-back from SNFs as well. 
     Current Medicare and RCFE licens-
ing guidelines allow for independent 
home health agencies to provide cer-
tain types of rehabilitation services in 
RCFE settings (e.g. physical therapy). 
Instead of moving twice (from the hos-
pital to the SNF and then to the RCFE) 
some patients might choose to receive 
short term rehabilitation in the same 
setting where they intend to reside long 
term. Since Medicare pays the indepen-
dent home health agency and not the 
RCFE owner for rehabilitation services 
there is no fiscal incentive to readmit 


