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CLINICAL EXPERIENCE

Providing Palliative Care Across the Continuum 
to Reduce Readmissions From Community 
Settings
Kelly E Baxter, MS, APRN, ACHPN1 • Therese Rochon, MS, MA, APRN, ACHPN2 • Kate M Lally, MD, FACP, FAAHPM3

As we move into the era of value-based medicine, providing efficient, 
patient-centered care across the continuum of health care is becoming 
more important, not only from a quality perspective, but also from a 

financial perspective.1 While all patients can benefit from improved transitions 
of care, older patients with frailty and serious illness stand to gain the most.2,3 
The current health care system is fragmented,2 often resulting in increased 
numbers of care transitions as patients approach the end of their lives.4

It is imperative that patients’ medical treatment aligns with their goals. En-
gaging with patients about what matters most can lead to higher-quality health 
care. Studies have demonstrated that patients who are seen by an inpatient pal-
liative care team have a reduced number of readmissions5,6 and that palliative 
care consultations in nursing homes can reduce the chance of hospitalization 
in the last 30 days of life.7,8 One likely reason for this decrease in both settings 
is early appropriate transition to hospice as a result of a clear understanding of 
a patient’s goals.7
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Abstract: Patients at the end of life often experience unwanted transitions of 
care. We describe a pilot project aimed at improving transitions of care and re-
ducing hospital readmissions for patients receiving an inpatient palliative care 
consult at one hospital. A transition team was created to track each patient’s 
discharge disposition over the course of 12 months, from January 1, 2016 to 
December 31, 2016, and any hospital readmission within 30 days of discharge. 
Frequent readmissions were identified for all patients, but special attention was 
paid to those discharged to a skilled nursing facility. Partnering with our health 
system’s community palliative care team allowed us to extend palliative care 
into partner facilities via a palliative nurse trained in communication skills to fa-
cilitate the transition of patients to hospice or community-based palliative care 
services as appropriate. Over the course of this yearlong project, readmission 
rates for all palliative care patients decreased from 22% to 16%. In particular, 
readmission rates of patients being discharged to partner facilities decreased 
from 26% to 10%. This pilot project demonstrates an opportunity for collabo-
ration between inpatient palliative care teams and community partners in or-
der to improve care transitions and reduce hospital readmissions in this sub-
set of patients. 
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As part of the 2016 Practice Change Leaders for Ag-
ing and Health program, with grant funding provided by 
the John A. Hartford Foundation and the Atlantic Philan-
thropies, we undertook a project that facilitated closer col-
laboration between a hospital and its community partners 
with the use of an inpatient palliative care team. The ulti-
mate aim was to improve transitions of care for all patients 
receiving palliative care after discharge from the hospital, 
with a focus on those discharged to an skilled nursing facil-
ity (SNF). 

Care Settings and Intervention Teams
The project was conducted from January 1, 2016 through 
December 31, 2016 at Kent Hospital and four preferred 
SNFs within the Care New England Health System in War-
wick, RI. The Care New England palliative care program 
consists of multidisciplinary inpatient consult services at 
four acute care facilities, a hospice team, and a variety of 
community based palliative care offerings, including col-
laborative management of complex medical patients within 
our health system’s accountable care organization (ACO).

The inpatient team consists of physicians, nurse prac-
titioners (NPs), and palliative care-trained and hospice-
trained nurses who are proficient in conversation skills and 
are referred to as conversation nurses.9 The conversation 
nurses are employed by our community-based palliative 
care and hospice team but are housed in the inpatient set-
ting. They are hospice trained nurses who have received 
additional education in communication skills to have con-
versations about goals of care. It is through this partnership 
with our system’s community-based palliative programs 
that we are able to provide care across care settings and 
sustain this position.

In addition to the inpatient team, the community-based 
palliative care services include complex patient case confer-
encing, a palliative care team, and an NP home-visit pro-
gram. During case conferencing, the cases of patients with 
complex needs are discussed in a formal conference between 
the primary home care nurse and a palliative care NP: the 
NP trains the nurse in palliative care skills and identifies 
whether patients could benefit from more intense palliative 
care intervention. The palliative care team is either for pa-
tients who are hospice-appropriate but who are still receiv-
ing treatment-focused care, or for patients with an antici-
pated decline who will be appropriate for hospice within 8 
weeks. The nurses who care for this group of patients are 
trained in palliative care and hospice care. The NP home-
visit program provides complex medical management to 
patients with advanced illness who are frail with chronic 
comorbidities and who require symptom management and 
ongoing conversations about goals of care.

Preliminary data obtained from October to December 
2015, prior to the start of this project, indicated that, for 

some patients, a palliative care consult while at the hospi-
tal resulted in a reduction in the number of readmissions. 
Data obtained from the Crimson data analytics tool, which 
categorizes severity of illness, identified patients with a 
diagnosis-related group-based risk score listed as “severe ill-
ness.” The data showed a 14% readmission rate for patients 
seen by palliative care compared with a 19% readmission 
rate for similar patients who were not seen by palliative 
care. Given the proprietary nature of the analytics tool, we 
were not able to examine these data more closely to de-
termine which interventions might be leading to a reduc-
tion in readmissions. However, we suspected that palliative 
care was effectively linking patients with serious illness to 
community-based palliative services and referring them to 
hospice when appropriate. Based on this information, we 
designed a project to track all patients seen by the inpatient 
palliative care team for 30 days after discharge and to work 
with community-based partners to ensure a smoother tran-
sition of patients to postacute services.

Project Design and Implementation
In an effort to improve communication between SNF pro-
viders and community providers, a transition team led by 
an NP certified in palliative care was established. Weekly 
meetings were scheduled and consisted of inpatient and 
community-based clinicians, including a palliative care 
physician, NPs, and nurses. The case of each patient seen 
by the inpatient palliative care team at Kent Hospital dur-
ing the yearlong project was tracked. 

Data collection on each patient included demograph-
ics; admission date and discharge date; diagnosis; discharge 
location; community services provided; medical orders for 
life-sustaining treatment (MOLST); and readmission rates 
for each patient within 30 days of discharge. Much of the 
data needed to be collected manually, since the inpatient 
electronic medical record (EMR) and the community 
EMR did not communicate. In an early review of the pre-
liminary data (October-December 2015) and first-quarter 
data (January-March 2016), a number of significant gaps 
were identified. Inconsistencies were found between pa-
tients’ discharge location documented in the inpatient 
EMR and the actual discharge location. For example, a pa-
tient might be listed as having gone home with palliative 
care services, but poor communication during the transi-
tion meant that the patient had been referred to traditional 
home health care instead. The transition team reviewed the 
discharge disposition for each patient to ensure that the 
patient transitioned to the appropriate level of care with 
the appropriate resources. In addition, patients at high risk 
for uncontrolled symptoms were identified, and next-day 
home health visits by a nurse or an NP were coordinated.

Additionally, to ensure that patients’ health care wishes 
were documented and communicated across care settings, 
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collaboration with our informatics department was essen-
tial. We developed a new process to label palliative care 
notes for easier identification and retrieval. SNF pallia-
tive care visits were documented in the inpatient EMR so 
that if a patient were readmitted, clinicians would have ac-
cess to the most recent conversations about goals of care. 
Routine meetings with the care management department 
led to improved documentation by identifying patients 
seen by palliative care within the discharge narrative, 
which then linked patients to community-based pallia-
tive care programs more efficiently. Palliative care consult 
and progress notes were shared with every discharge loca-
tion by way of view-only access to the inpatient EMR. 
We worked closely with our medical records department 
to have completed MOLST forms scanned and uploaded 
into the EMR in real time. In addition, we established a 
new process with our system’s home-health agency to send 
biweekly discharge emails to identified members of the in-
take and palliative care departments with the most up-to-
date patient discharge data to ensure timely home visits, 
and to share documentation of most recent goals-of-care 
conversations and symptom management regimens for the 
home care admission nurse.

In Quarter 1 (January-March 2016), 53% of patients 
seen by palliative care were discharged to an SNF for skilled 
services and readmitted within 30 days. Given the high 
number of patients in this group, we decided that the de-
velopment of a specialized intervention would be appro-
priate. It became clear that the facilities needed additional 
resources in palliative care to support them in caring for 
complex patient cases. In collaboration with our regional 
quality improvement organization, Healthcentric Advisors, 
we approached the four local SNFs with the aim of develop-

ing a collaborative partnership and developed an additional 
intervention extending the conversation nurse into the SNF 
to continue goals-of-care conversations with patients dis-
charged from Kent Hospital after receiving a palliative care 
consult. These nurses had only been used in inpatient fa-
cilities prior to this project; however, an opportunity was 
identified to expand this model into the community.

The conversation nurse (one conversation nurse responsi-
ble for all four SNFs) started seeing patients at SNFs on April 
1, 2016. The conversation nurse was notified by a member 
of the transition team when any patient was discharged to 
one of the four partner facilities. As an active member of 
our inpatient palliative care team, the conversation nurse was 
familiar with the patients based on interdisciplinary rounds 
and had full access to the EMR and to the clinicians who 
treated the patient in the inpatient setting. The four partner 
facilities agreed to facilitate the conversation nurse in seeing 
any patient who had been seen by the inpatient team as a 
continuation of palliative care without requiring a separate 
physician order once the patient had reached the SNF. The 
conversation nurse would see patients at the SNF within 1 
week of discharge. 

After her initial visit, the conversation nurse would see 
the patients as often as clinically indicated, usually 1 to 
3 times over the next 30 days. She notified the transition 
team if a MOLST had been filled out for a patient, or if 
that patient had transitioned to home-based palliative care 
or hospice services. Each patient’s EMR was reviewed to 
see whether the patient had been readmitted, transitioned 
to another level of care, or died during that 30-day period. 
This information was tracked in a spreadsheet and commu-
nicated to all members of the transition team. In addition 
to her responsibilities working with the inpatient palliative 

Table 1. Discharge Disposition and Readmission Rate for All Patients Seen by Inpatient Palliative 
Care at Kent Hospital by Calendar-Year Quarter

Discharge Disposition Quarter 1 Quarter 2 Quarter 3 Quarter 4

Seen Readmitted Seen Readmitted Seen Readmitted Seen Readmitted

SNF with skilled care 81 26% 91 10% 88 13% 81 20%

SNF with hospice care 18 0% 17 0% 11 0% 16 0%

Home CNE therapeutic nursing 12 58% 7 71% 4 50% 4 50%

Home CNE palliative care 15 33% 21 19% 20 30% 24 25%

Home hospice 27 0% 19 0% 22 0% 25 0%

Total 153 22% 155 12% 145 13% 150 16%

Abbreviations: CNE, Care New England; SNF, skilled nursing facility.
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care team, the conversation nurse saw patients in the part-
ner SNFs 2 days a week from April 2016 to October 2016.

Results
Over the course of this study, 896 patients were discharged 
and tracked after consultation by inpatient palliative care. 
Table 1 shows the discharge location and readmission rate 
for all patients, divided into 3-month quarters. During the 
first quarter, the transition team model was developed and 
provided baseline data. During the second and third quar-
ters, the conversation nurse was introduced. During the 
fourth quarter, the transition team continued to function, 
but the conversation nurse was only available to see limited 
patients in November and December.

Discharge data were collected on all patients who re-
ceived a palliative care consult (N = 896). Table 1 does not 
include discharge dispositions to home with no services, to 
home with home care agencies outside our health system, 
or hospital transfers, due to the fact that we did not provide 
any postacute intervention to this population. Readmission 
rates decreased for patients discharged to any location af-
ter the implementation of the transition team. Over the 
course of the project, we intentionally shifted patient refer-
rals to more appropriate palliative care services, creating a 
decrease in the number of patients referred to therapeutic 
visiting nurse services and an increase in the number of 
patients referred to home-based palliative care.

Review of the records of patients seen by the inpatient 
palliative care consult service and discharged from Kent 
Hospital during quarter 1 indicated that all patients dis-
charged to nonhospice services had a high risk of being 
readmitted within 30 days. Analysis of first-quarter data 
found that of the patients discharged to a SNF for skilled 
services, 26% had been readmitted to the hospital. None of 
the patients discharged to an SNF for hospice services had 
been readmitted.

At the beginning of quarter 2, the conversation nurse 
started seeing patients in the SNFs. Figure 1 shows the re-
admission rate of patients seen by inpatient palliative care at 
Kent Hospital and discharged to one of the four partner fa-
cilities. There was a sustained decrease in readmissions after 
the conversation nurse began seeing patients—to 10% and 
13% in quarters 2 and 3, respectively. Based on the value 
to the system that these data have revealed, the transition 
team continues to date. The eventual increase in readmis-
sion rate, seen in Figure 1, was correlated with the conflict-
ing clinical responsibilities of the conversation nurse, which 
limited her ability to follow patients consistently after dis-
charge in the months of November and December 2016.

The number of patients seen by the conversation nurse 
each month, as well as the number of patients who transi-
tioned to hospice or home-based palliative care, are shown 
in Table 2. The number of patients seen by the conversation 
nurse each month increased over the course of this initia-
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Figure 1. Readmission Rate at Skilled Nursing Facilities Before and After Conversation Nurse Interventiona

aThe graph indicates the readmission rate for patients discharged with a palliative care consult from Kent Hospital to 1 of the 4 
skilled nursing facilities at which the conversation nurse model had been implemented. The conversation nurse saw her first patient 
on April 1, 2016.
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tive. Initially, we did not have the conversation nurse seeing 
patients followed by our health system’s ACO; however, af-
ter we demonstrated a reduction in readmissions, the ACO 
team asked us to follow their patients’ cases as well. Over the 
course of this project, the conversation nurse saw 47 patients, 
45% of whom enrolled in hospice and an additional 9% of 
whom enrolled in palliative home services. Finally, 50% of 
these patients completed a MOLST form as a result of con-
versations about their treatment wishes at the end of life.

Discussion
In order to improve transitions of care for patients seen 
by the inpatient palliative care team at a community-based 
hospital, a process was developed to track all patients from 
the inpatient setting into the community setting and en-
hance communication between inpatient providers and 
community-based providers. In addition, we developed 
processes to ensure appropriate referral and placement of 
palliative care patients onto home-based palliative care ser-
vices. We identified patients at high risk for symptom man-
agement needs and re-hospitalization, and we coordinated 
next-day visits, case conferencing, and NP management of 
symptom needs and complex goals of care. Through our 
weekly transition team meeting, we better aligned patients’ 
level of services to support their goals of care. As a result, 
we identified a decrease in readmission rates for all patients 
seen by the inpatient palliative care team.

Discharges to the home setting were identified as being 
to home with therapeutic nursing, to home with palliative 
care, and to home with hospice care. Through the transi-
tion team intervention, patients who were appropriate for 
palliative home care were realigned to the palliative care 
team, resulting in a reduction in the number of patients 
being discharged home with therapeutic nursing services. 
A high percentage (58%) of patients being sent home with 
therapeutic nursing services were readmitted. Readmission 
rates for this population seemed to be related to the com-
plex needs of the patients who had progressive illnesses with 
changing health care needs and to the therapeutic nurses’ 
lack of specialized training in goals-of-care conversations 
and symptom management. The transition team reviewed 
every readmission to identify the cause. Most common 
causes for readmission were symptom management needs 
in the setting of advanced illness and unclear goals of care. 
Therapeutic nurses did not have the skill set to manage 
the complexities of this patient population, identifying the 
need for specialized palliative care services. This is clearly 
an area that needs further exploration and quality improve-
ment as we seek to provide high-quality postacute care for 
the older, frailer population.7

In addition to enhancing communication with our 
health system’s community-based teams, we focused on 
improving relationships with the four partner SNFs. It was 

hypothesized that extending the role of the conversation 
nurse into the SNF would decrease readmissions and in-
crease referrals to hospice as a result of continued goals-
of-care conversations. Given these preliminary positive 
results, the health system funded a full-time position dedi-
cated to this role.

Like many other palliative care teams, the Care New 
England palliative care team is multidisciplinary and could 
have utilized a social worker, NP, physician, or nurse to 
see patients in the postacute facilities. We chose to use a 
conversation nurse because of the effective communication 
skills required for this role, their strong knowledge of the 
principles of hospice and palliative medicine, and the need 
for full symptom assessment, since so many of our patients 
had high symptom burdens.9 Nurses are well qualified to 
talk with patients about their goals for care and to com-
plete the clinical assessments that are required to develop 
an appropriate care plan for effective symptom control and 
clinical management of patients with serious illness. In ad-
dition, communication is a core competency of nursing, 
and nurses have a responsibility in the care of the dying to 
educate patients and families about end-of-life issues and 
to encourage discussions about life preferences.10

Table 2. Number of Patients Seen by 
Conversation Nurse Each Month and Number 
of Patients Transitioned to Hospice or Palliative 
Care Within 30 Days

Month Seen Hospice Enroll
Palliative Home 
Health Enroll

April 3 2 1

May 3 0 0

June 5 2 1

July 5 4 0

August 10 3 1

September 6 3 0

October 11 6 1

Novembera 2 0 0

Decembera 2 1 0

aIn November and December, limited visits were completed 

due to conflicting clinical responsibilities.
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Many of the patients (53%) seen by the conversation 
nurse eventually transitioned into hospice or home-based 
palliative care. Review of patients’ EMRs indicated that 
many of the patients seen by palliative care and transitioned 
to an SNF had met the clinical criteria for hospice but, for 
a variety of reasons, had not chosen hospice. A benefit of 
hospice care is the development of a clear care plan that 
allows for the management of symptoms in a patient’s resi-
dence without requiring an unwanted hospitalization. It 
was suspected that lower readmission rates for patients in 
hospice at the SNF was related to clear goals of care as well 
as a thorough care plan to meet the patients’ needs outside 
of the hospital.

The strengths of this project include the development of 
collaborative relationships with our community partners, 
which we felt was essential to the success of this pilot. The 
four partner facilities we worked with were very open to 
the addition of a palliative care nurse and were helpful dur-
ing the integration process at their facilities. We observed 
that using a staff member with conversation skills and care 
transitions experience in the role of conversation nurse was 
an asset that contributed to the success of this initiative. 
Our collaboration with SNFs allowed the clinicians there 
to help us monitor patients, to identify those who were 
not responding well to various skilled services, and to help 
patients and family members understand the prognosis 
and the treatment options. A detailed review of patients’ 
cases and the development of coordinated processes with 
our home health agency seemed to improve the transition 
of patients into community palliative care services. Align-
ment with our regional quality improvement organization, 
Healthcentric Advisors, enhanced our community partner-
ships for this patient population and helped to stimulate 
conversation with our community partners about collab-
orative ideas to improve transitions of care.

Weaknesses of this project include the fact that it was 
a pilot project studying a small number of patients served 
by one community hospital. While this project was funded 
in part by a Practice Change Leader grant from the John 
A. Hartford Foundation and the Atlantic Philanthropies, 
the role of the conversation nurse did not receive separate 
funding, and we had to halt that part of the project early 
due to conflicting clinical responsibilities. (Starting in Feb-
ruary 2017, the system’s home health agency hired a full-
time nurse dedicated to developing and expanding this role.) 

Other limitations include the fact that while the four partner 
SNFs welcomed this form of intervention in their facilities, 
other facilities may not be as flexible. When patients at a 
facility come into hospice from skilled services, the facility 
receives a lower level of financial reimbursement, which may 
be a barrier to some facilities engaging in such a partnership.

Conclusion
A changing payment landscape might incentivize quality 
of care over quantity of care and may encourage health care 
providers to work together in novel ways.11 Financial benefits 
such as decreased readmission rates are the by-products of 
providing optimized medical and patient-centered care.12,13 

While most inpatient acute care facilities now have palliative 
care programs, there is a need to bring that specialized care 
into the SNF and home-based services and a need for im-
proved communication about what matters most to patients 
as they approach the end of their lives.14 u
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