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Nursing Home Best Practices to Reduce Preventable Readmissions 
 

This resource brings together a collection of best practices gathered to help nursing homes reduce preventable 

hospital readmissions. It offers practical ideas to strengthen care, communication, and transitions so residents feel 

supported throughout their stay. 

Preadmission 

• Have a nurse or team member with clinical experience review each referral to confirm the facility can safely 

meet the resident’s care needs based on the facility assessment. 

• Review medication orders in advance and coordinate with the pharmacy to ensure medications needed are 

available upon arrival, such as pain medications, for timely administration and symptom management.  

• Use a checklist to identify needed equipment, supplies, and other services before admission, which may need 

to be obtained from different vendors, such as wound vacuum-assisted closure (VAC) devices, intravenous 

(IV) infusion pumps, total parenteral nutrition (TPN) equipment, continuous positive airway pressure (CPAP) 

machines, or bi-level positive airway pressure (BiPAP) machines. 

• Hold a preadmission room huddle with the receiving admission nurse and nurse aide to confirm the room is 

ready.  

• Confirm that required discharge instructions or written prescriptions are complete and will arrive prior to or 

with the resident.  

• Complete a nurse-to-nurse report with the hospital nurse before the resident transfers to the nursing home.  

• Verify the contact information for the hospital point person in case follow-up questions are needed. 

Admission Process 

• Orient the resident and caregiver to the facility’s clinical services and level of care within 24 hours of 

admission. 

– Share the INTERACT Tool (log-in required; https://pathway-interact.com/): Resident/Family Tool: 

Deciding About Going to the Hospital. 

– Share the HSAG’s What to Do When You’re Admitted to a Nursing Home flyer. 

– Use the HSAG Resident and Family Conversation Guide: In-House Treatment vs. Hospital Transfer tool. 

• Provide the resident and caregiver with a direct nursing contact number to report concerns.  

• Verify the appropriate diagnosis or clinical need for all medications and durable medical equipment (DME) 

indicated on the discharge instructions, including oxygen, enteral feeding, and foley catheters.  

• Obtain consent to treat and consent for medication as indicated to include psychotropic medication, opioid 

medication, and any other medication per the facility’s policy. 

• Complete a head-to-toe assessment and start the treatment plan following the facility’s policy and procedures.  

• Medication Safety 

– Ask the resident or caregiver for the resident’s home medication list and reconcile it with the current 

medication list to ensure there were no omissions as per the drug regimen review (DRR) process. 

– Have two nurses review and verify the medication orders and the transfer medication sheet. 

– Clarify medication discrepancies (i.e., duplicate orders, incorrect doses, unnecessary medications). 

– Clarify lab orders for high-risk medications. 

– Notify the physician promptly of any identified discrepancies following the facility DRR policies and 

procedures. 

 

https://pathway-interact.com/
https://www.hsag.com/globalassets/qio/patients-families/nh_admit_instructions508.pdf
https://hsagonline.sharepoint.com/:w:/t/QIN-QIO13SOW/IQC-hSKLY7kPSYthjZovwaHSAU85cmmxd70ADEf4-gwbeg8?e=ydfulZ
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During Nursing Home Stay 

• During the first care plan meeting, discuss discharge goals and reinforce the facility’s clinical services.  

– The baseline care plan needs to be developed within 48 hours.  

– At a minimum, include initial goals based on admission orders, physician orders, dietary needs, therapy 

services, social services, and Preadmission Screening and Resident Review (PASRR), if applicable.  

• Begin discharge education and needed support services upon admission to the facility and include them in the 

baseline care plan.  

• Ensure the physician completes each resident’s physical exam within 48 hours of admission or per the 

facility’s policy. 

• Use standardized tools, such as INTERACT tools, for nurse-to-nurse shift change reports, to improve 

communication with physicians and the care team, and to identify changes in resident condition early: 

– Stop and Watch Early Warning Tool 

– Situation, Background, Appearance, Review and Notify (SBAR) Communication Form 

– Care Paths 

– Acute Change in Condition File Cards 

• Use facility electronic medical record (EMR) alerts or reports to develop a robust daily clinical review of all 

high-risk residents and follow up, as appropriate.  

• Conduct shift-to-shift huddles with nursing and ancillary staff to communicate resident information, such as 

new care plan interventions, safety risks, and changes in condition.  

• Work with pharmacy staff to ensure the emergency medication box (E-box) has necessary medications and 

supplies.  

• Discuss advance care planning, wishes, and goals with the resident and caregiver, as appropriate.  

– Use INTERACT Advance Care Planning Communication Guide. 

– Share resources, including Five Wishes and The Conversation Project.  

• Use HSAG’s Resident and Caregiver Education Tools and Zone Tools to support disease management.   

Preparation for Transfer/Discharge 

• Hold a discharge meeting with the resident, caregiver, Interdisciplinary Team (IDT), and a representative from 

the next level of care (i.e., home health, hospice) to address questions, needs, and concerns.  

• Ensure DME is delivered prior to transfer to the next level of care to avoid delay in care. 

• Use teach-back and return demonstration when providing education about the resident’s care needs, 

medications, and discharge plan in the resident’s preferred language and in a manner the resident understands. 

• Schedule a home visit, as appropriate, to evaluate the home environment and recommend safety modifications.  

• Arrange follow-up appointments before discharge and assist with setting up transportation, as needed.  

• Complete the discharge summary and provide copies to the primary care physician, resident, and caregiver.  

• Schedule post-discharge follow-up calls with the resident, and the home health agency if involved, on days 5, 

14, and 28 to identify changes in condition that may require readmission to the nursing home. 

• When transferring a resident to the emergency department (ED), provide: 

– Nurse-to-nurse report using a standardized verbal communication tool. 

– Completed transfer form with key clinical information, including:  

• Reason for transfer/change in condition. 

• Current medications and treatment plan. 

• Requested ED evaluation or recommendations. 

• Readmission history within the past 30 days.  

– Information about the nursing home’s capabilities to safely care for the resident if he or she returns.  

https://agingwithdignity.org/five-wishes/
https://theconversationproject.org/
https://www.hsag.com/en/medicare-providers/patients/
https://www.hsag.com/en/medicare-providers/zone-tools/
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Staff Education 

• Include readmission reduction topics in nurse orientation and ongoing staff training, such as high-risk 

conditions, high-risk medications, advance care planning, dementia care, and early identification of changes in 

condition. 

• Use clinical leaders and contracted providers to support staff education, such as the medical director, nurse 

practitioner, pharmacy staff, therapists, respiratory therapy staff, and hospital leadership. 

• Train key staff on all shifts to support peer-to-peer education and prevention practices. 

• Set up clinical skills practice labs for nursing staff. 

After a Resident is Readmitted to the Hospital 

• Use HSAG’s Quality Assurance and Performance Improvement (QAPI) Tools, including the Just-Do-It 

Handout and Performance Improvement Project (PIP) Playbook Tools, to understand why residents are being 

readmitted, identify practical solutions, and test changes. 

• Use the INTERACT Quality Improvement Tools to complete a thorough root cause analysis for residents 

readmitted to the hospital and review findings at monthly QAPI meetings.  

– INTERACT Quality Improvement Tool for Review of Acute Care Transfers 

– INTERACT Quality Improvement Summary–Worksheet 

– INTERACT Hospitalization Rate Tracking Tool 

• Meet with hospital leadership to review readmission trends, identify transition gaps, and improve 

communication between the hospital and nursing home. 

• Conduct monthly meetings with nursing leadership, and include physicians, to review all return-to-acute 

transfers, identify contributing factors through root cause analysis, evaluate the effectiveness of current 

interventions, and implement improvements to prevent potentially avoidable hospital readmissions.  

 

Interventions to Reduce Acute Care Transfers (INTERACT) tools can be accessed by creating a free account at 

pathway-interact.com. 

This material was prepared by Health Services Advisory Group (HSAG), a Quality Innovation Network-Quality Improvement Organization (QIN-QIO) 

under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views 

expressed in this material do not necessarily reflect the official views or policy of CMS or HHS, and any reference to a specific product or entity herein does 

not constitute endorsement of that product or entity by CMS or HHS. Publication No. QN-13SOW-XC-10142026-01 

http://www.hsag.com/qapi
https://www.hsag.com/globalassets/qio/nh/qapi/hsagjustdoitworksheetfinal_508.docx
https://www.hsag.com/globalassets/qio/nh/qapi/hsagjustdoitworksheetfinal_508.docx
https://www.hsag.com/qapi#PIP_Six_Step_Playbook_Tools
https://pathway-interact.com/
https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpathway-interact.com%2F&data=05%7C02%7Chfisher%40hsag.com%7Cff5f8e13989d4237063708df232e061d%7C669b5f30544c45b4894c6333fd2a6ceb%7C0%7C0%7C639268352720618725%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=7amHcFoPMVXS7Be1lepQ5oI%2Fel1vrxaN3fWMBC9wDeU%3D&reserved=0
https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpathway-interact.com%2F&data=05%7C02%7Chfisher%40hsag.com%7Cff5f8e13989d4237063708df232e061d%7C669b5f30544c45b4894c6333fd2a6ceb%7C0%7C0%7C639268352720654834%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=nQxOzN9%2FWj3mIx2iveRPzN2gqDIBEju43Q8HO%2B1dR2g%3D&reserved=0
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