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Background

Skilled nursing homes (SNFs) are commonly used for post-
acute hospital care. SNFs are commonly used to regain func-
tion, independence, and strength.! Patients referred to SNFs are
vulnerable, commonly medically complex, requiring daily
nursing care and physician oversight.! SNF goals are to
eventually discharge the patient to a lower level of care, such as
home, assisted living or board and care, if the patient can
achieve increased independence and medical stability. Despite
the efforts to facilitate SNF discharge, there is an overall high
rate of hospital readmissions. SNF patients with heart failure
had the highest hazard rate of readmission to hospital during the
first two days of SNF stay.!

Hospital readmissions should be avoided due to the financial
burden they impose on hospital systems and patients. Medicare
typically covers SNF costs at full expense for the first 20 days
after hospital discharge, and many patients may be discharged
on day 21.' However, one in five Medicare beneficiaries are
readmitted to the hospital within 30 days of discharge.?
Additionally, one in four patients discharged from a SNF to a
lower level of care is readmitted within 30 days, with two-thirds
of these readmissions potentially preventable.? The 20% of
Medicare patients readmitted to a hospital within 30 days of
discharge incur costs of nearly 20 billion each year.® Identified
risk factors for hospital readmissions include race, age, having
a regular provider, major surgery, length of hospital stay, and
premature discharge.*

Despite identified risk factors, healthcare providers still have
difficulty predicting patients are at high risk of hospital
readmission, without using risk assessment tools. Several
systems have been developed to predict unplanned 30-day
hospital readmissions. The LACE score calculates a patient’s
risk level of readmission or death within the first 30 days of
discharge. This was initially validated in congestive heart
failure patients and subsequently in the general population of
hospitalized patients.> The LACE+ index, an extension of the
LACE score, consists of length of stay (L), admission acuity
(A), comorbid conditions via the Charlson Comorbidity Index

(C), emergency department utilization within 6 months before
admission (E), and sex, age, hospital teaching status, acute
procedures, diagnoses, and number of readmissions in the year
before the index admission (+).8 Total scores range from 1 to
19, with >9 indicating the highest risk of readmission or death
within 30 days.” Patients with a score greater than 10 are
recommended to have increased monitoring.”

Methods

We studied patients discharged from UCLA Ronald Reagan
and UCLA Santa Monica Hospital to Skilled Nursing Facilities
from January 1%, 2022 to December 31%, 2022. Categorical data
was retrieved from the Epic Electronic Medical Record and
healthcare referral management software. Re-admissions were
counted for patients admitted to observation or admission status
within the 1 year of hospital discharge. Emergency room visits
were not considered re-admissions in this study.

Categorical values were assessed using Pearson’s Chi-square
tests. Independent samples t-tests analyzed quantitative values.
Results are presented as n (%) or mean + SD, and p values <
0.05 were considered statistically significant.

The study was reviewed by the UCLA IRB and received
exemption status.

Results

From January 1% 2022 to December 31%2022, a total of 2543
patients were discharged from UCLA Ronald Reagan and
UCLA Santa Monica Hospitals to Skilled Nursing Facili-
ties. The average hospital length of stay for these patients was
12 + 15 days prior to discharge to SNF. The LACE+ Re-
admission Score for the group was 62.61 + 15.27. A total of 466
patients (18.3%) of the study population had at least one
hospital re-admission following the initial hospital discharge.



We found a significant difference between the LACE+ score for
patients with hospital re-admission compared to the rest of the
population (66.40 + 12.25 vs 61.76 + 15.75, p <0.01). Of the
2543 patients discharged to SNF, 601 patients (23.8%) had
LACE+ scores of 75 or greater. In this highest risk group with
scores of 75 or greater, 137 patients (29.4%) had hospital re-
admission (p=0.02).

Interestingly, hospital length of stay was not a statistically
significant factor when comparing the patients who were re-
admitted versus those without re-admission (12.14 + 15.36 days
vs 11.94 + 14.95 days, p=0.66).

Conclusion

Cost of SNF Readmission

Avoiding hospital readmissions from skilled nursing facilities
(SNFs) is important, primarily due to the significant costs
associated with these readmissions. Readmissions impose a
substantial financial burden on both the patient and the hospital.
Approximately 40% of Medicare patients receive post-acute
care after a hospital discharge, and about 25% of these patients
are readmitted to the hospital within 30 days, making post-acute
care one of the largest components of Medicare spending.® In
2015, Medicare spent more than $60 billion on post-acute care,
which has increased rapidly in recent years.®

Medicare has a copayment policy for fee-for-service
beneficiaries. Medicare pays for the first 20 days in an SNF, but
on the 21st day, the patient’s copayment increases from $0 to
$150. It has been hypothesized that since patients do not have
to pay until the 21st day, some patients stay at SNFs longer than
needed, leading to unnecessary additional SNF days and
wasteful spending with limited patient benefit. Recent studies
have shown that because of the large increase in copayment on
the 21st day, financial pressures have resulted in shorter stays,
and earlier home discharges. Shorter SNF stays are associated
with higher readmission rates and increased Medicare spending
due to hospital readmissions.®

Providers should adopt tools that help predict risk of hospital
readmissions. Utilizing tools like the LACE+ index may allow
skilled nursing facilities (SNFs) to better anticipate the duration
of a patient's stay and reduce potential readmissions. This
approach could potentially reduce the financial burden on both
patients and hospitals.

High Readmission Rates

Despite the increasing costs associated with readmissions, rates
remain high for skilled nursing facilities (SNFs). One in five
Medicare beneficiaries is readmitted to the hospital within 30
days of discharge, and two-thirds of these readmissions may be
preventable.? High readmission rates are often due to poor
communication and care coordination among providers.°

Risk of readmission after discharge from an SNF following a
heart failure hospitalization, hypothesized that immediate
transfer from the hospital to SNF results in a high risk of

readmission. With approximately 25% of patients readmitted to
the hospital within 30 days of discharge from SNF. Risk of
readmission was 2 to 4 times higher immediately after
discharge from the SNF to home compared to later periods. This
could be due to the disruption in continuity of care when a
patient is transferred from SNF to home. Currently, there is
little evidence of routine formal discharge planning Patients
with medically complex illnesses are at higher risk of
readmissions. Patients discharged from SNFs may benefit from
formal discharge planning, including written outpatient
physician follow-up and discharge instructions.*

In addition to changes in SNF practices, readmissions can also
be prevented from the front end, while the patient is still in the
hospital. Indexes such as the LACE+ could help identify
patients are at higher risk for readmission before SNF
admission and help providers make better decisions on their
discharge care.

Quality of SNF

In addition to cost, the readmission rate to the hospital after a
discharge from a skilled nursing facility (SNF) can also serve
as a measure of SNF quality.! Repeated readmissions can result
in financial penalties for SNFs. The Centers for Medicare and
Medicaid Services (CMS) have profiled the readmission rates
of SNFs and instituted financial penalties if SNF’s readmission
rate is higher than expected.*

Readmissions place additional financial burdens on SNFs. One
strategy is more efficient use of post-acute care. Better
identification of patients at risk for readmission can also help
manage financial costs. Using indexes such as the LACE+
index, may enhance the quality of care in SNFs and decrease
the number of readmissions by improved prediction of which
patients are at risk for readmission after discharge.?

LACE+ Score

We found patients with high LACE+ scores were more likely
to be readmitted, particularly those with scores of 75 or greater.
However, despite differences in the average length of stay
between groups, the difference was not statistically significant.
Thus, the hospital length of stay in the hospital does not appear
to be a significant factor in predicting readmission risk.
Therefore, the LACE+ index score can effectively identify
patients at risk of readmission regardless of hospital length of
stay.

These scores can be used to target interventions aimed at
reducing readmission rates, thereby decreasing costs and
improving the quality of SNFs and patient care. Other scores,
include the HOSPITAL Score (Hemoglobin level at discharge,
Oncology at discharge, Sodium level at discharge, Procedure
during hospitalization, Index admission, number of hospital
admissions, Length of stay) and the LACE index (Length of
stay, Acute/emergent admission, Charlson comorbidity index
score, Emergency department visits in the previous six months),
have been studied and also show similar efficacy to the LACE+



score. However, they all have limitations, especially incomplete
data and the absence of socioeconomic information.”

The LACE+ score, despite limitations, has potential for routine
use in hospitals to predict patient readmissions following post-
acute care. By enabling clinicians and providers to identify
patients at high risk of readmission, it empowers care teams to
intervene proactively, thus preventing readmissions and
developing more effective care strategies more effectively. This
approach not only fosters better patient outcomes but can also
contribute to cost reduction for both patients and hospitals,
ultimately enhancing overall patient care. Future studies may
improve the predictive accuracy of the LACE+ index by
incorporating socioeconomic information. These include
housing stability, access to transportation, health insurance
coverage, and social support. Enhancing the LACE+ index
could improve readmission prediction and more tailored
interventions.
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