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The Agency for Healthcare Quality and Research (AHRQ, 2019), reports that 
patients readmitted to the hospital are at increased risk for developing 
infections, having medication errors, missing important follow-up 
appointments, and falling, while fragmented communication at discharge 
can leave already weak and ill patients even more vulnerable. In May 2019, 
14.2% of patients discharged from UPMC Hamot to skilled nursing facilities 
(SNF) were readmitted within thirty days. It is hypothesized that utilizing a tool 
to improve communication at discharge will assist in reducing SNF readmissions 
throughout the organization.

Introduction

Utilizing Lean Six Sigma’s DMAIC (Define, 
Measure, Analyze, Improve, Control) process, an 
interprofessional team at UPMC Hamot developed 
a tool to improve nursing communication when a 
patient is discharged to a SNF. According to 
Muraliraj, Zailani, Kuppusamy, and Santha (2018), 
developing process improvements utilizing 
strategies from Lean Six Sigma serves to decrease 
costs, improve performance, improve quality, 
reduce defects, and reduce variation. Through this 
process, a tool was developed to assist in 
standardizing nurse to nurse report when a 
patient is discharged to a SNF. Once the tool was 
developed, it was implemented throughout the 
organization utilizing plan, do, study, act 
methodologies. 

Methods
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Reducing readmissions is a complex and 
multifaceted. A peer reviewed study conducted 
by Rahman, McHugh, Gozalo, Ackerly, and Mor
(2017), explored various factors associated with 
readmissions from SNFs. The study concluded 
that the quality of care provided at the SNF, 
hospital length of stay, and number of patient 
comorbidities all serve to contribute to hospital 
readmission. Improving communication is a step 
forward to reducing readmissions in this complex 
patient population.  In the future, we will 
continue to collect project data and take steps to 
foster improvements. 

Conclusion
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The SNF communication tool was successfully 
implemented throughout the organization in August 
2019. Following the implementation readmission 
rates slightly decreased September 2019 (5.6%), 
October 2019 (8.8%), November 2019 (11.7%), & 
December 2019 (9.6%). We are also collecting the 
tool each month and collecting data to review if the 
tool was utilized and if the patient was readmitted, as 
well as, collecting data for compliance

Results


