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Abstract 

The disparities in hospital readmission rates between lower socioeconomic and higher 

socioeconomic status older adults are too high. Research shows that patients from high-poverty 

communities are more likely to be readmitted into the hospital after a recent discharge. In the 

US, almost 20 % of Medicare patients are re-hospitalized within 30 days, increasing their health 

care costs. The purpose of this capstone was to explore the degree of communication that occurs 

between social workers and their patients during the discharge process at Kindred Pacific Coast 

Care Center. A thirteen-question survey was produced and administered to twelve patients. 

Results showed that even though patients felt they received adequate time with their social 

worker, they believed they would benefit from more time to discuss their discharge process, In-

home supportive services, and additional information on how to administer their medication. The 

study concludes that care centered around communication, and connecting patients to resources 

in their community are not only key components in decreasing the rate of avoidable 

readmissions, but from a business standpoint, are key components in decreasing costs. 
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Problem Definition 

The disparities in hospital readmission rates between lower socioeconomic and higher 

socioeconomic status older adults are too high. Research shows that patients whom reside in 

high-poverty communities are 24% more likely to be readmitted into the hospital after a recent 

discharge (Hu, Gonsahn, Nerenz, 2014). This disparity is attributed to a lack of access and 

resources for post discharge care. Older adults of low socioeconomic status (SES) are at a higher 

risk for poor post hospital outcomes and at an increased risk for readmission when compared to 

their high-SES counterparts. Being from a high-poverty community poses a great challenge for 

older adults to access the care and accommodations needed to cope with a post hospital 

transition. Currently almost 9% of older Americans are living in poverty, a rate that jumps to 

over 15% when health care expenditures are incurred and taken into account. Almost 3.6 million 

elderly persons (8.7%) were below the poverty level in 2011 (AOA, 2012). This poverty rate is 

not statistically different from the poverty rate in 2010 (8.9%) (US Census, 2010). During 2011, 

the U.S. Census Bureau also released a new Supplemental Poverty Measure (SPM), which takes 

into account regional variations in the livings costs, non-cash benefits received, and non-

discretionary expenditures but does not replace the official poverty measure (AOA, 2012). The 

SPM shows a poverty level for older persons of 15.1% (more than 6 percentage points higher 

than the official rate of 8.7%). This increase is mainly due to including medical out-of-pocket 

expenses in the poverty calculations (AOA, 2012). Older adults (60+) in Monterey County make 

up 15.4% of the county’s population (Census, 2010). Presently 7.1% of Monterey County older 

adults are living at or below the federal poverty level (Census, 2010). Improving the quality of 

post-hospital transition for older adults has become a national concern (Kangovi, Levy, Barg, 

Carter, Long, Grande, 2014). Due to current interventions not being fully developed and 
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available for low-SES patients, greater focus needs to be given to this subgroup of older adults 

(Kangovi, et al, 2014). When efforts are not targeted to provide support to low-SES older adults 

transitioning from the hospital back into the community, the result is a higher rate of hospital 

readmissions among this population of vulnerable patients. 

Definition of Terms 

In this paper, older adult is interchangeable with elderly and is defined as adult’s ages 60 

and older. A hospital readmission refers to a hospital admission that occurs after the initial 

hospitalization of the older adult. Readmissions may be unavoidable. Other readmissions may be 

avoidable, but nevertheless occur, due to a lack of follow-up care coordination or some other 

problem.  Hospital readmissions that are avoidable and could have been prevented with proper 

care and follow-up will be the focus of this paper.  

Problem Causes 

There are social and functional gaps in post discharge care at home for vulnerable adults. 

This is mainly attributed to discharge planning and patient care. As depicted in Table 1, this 

capstone focuses on three contributing factors to the large observed disparity: Medicaid 

coverage, social isolation, and functional limitations.  

Lack of Medicaid Coverage 

Studies have identified lacking Medicaid coverage as a risk factor for low-SES older 

adults being readmitted into the hospital. Many times low-SES older adults admitted into the 

hospital are not enrolled in Medicaid, despite them being eligible. “Not having Medicaid is a 

potentially modifiable social risk factor” (Iloabuchi, Mi, Tu, & Counsell, 2014, pg.493). The lack 

of Medicaid coverage makes it difficult for older adults to obtain medications, in home 

supportive services, additional care in skilled nursing facilities, and the assistance they need to 
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complete a successful recovery. By hospital social worker’s assisting low-SES older adults in 

applying for Medicaid, the rate of hospital readmissions among this vulnerable population could 

potentially be alleviated. With access to insurance, low-SES older adults would be better able to 

cope with post hospital discharge. This population would have more access to the services and 

resources needed to recover following their initial discharge from the hospital.  

Social Isolation 

Recent studies have found that living alone is a risk factor associated with hospital 

readmissions among the elderly cohort (Kangovi, et al, 2014). When older adults are frail, 

disabled, and live alone they tend to become isolated if they do not have the proper support 

systems in place. Not having social support systems to help with tasks of daily living increases 

an older adults risk of becoming hospitalized and readmitted after a post hospital discharge. 

When the elderly refuse to accept their limitations and accept help, often times due to pride, they 

become increasingly isolated (Kangovi, et al, 2014). The result of social isolation often times 

worsens functional decline, and for many older adults, increases their risk of relapse and hospital 

readmission. If positive connections can be built with social support systems before an initial 

hospital discharge, this population of vulnerable seniors could be assisted in overcoming 

emotional barriers and receiving the assistance they need to recover successfully and help 

prevent future hospital readmissions.  

Functional Limitations and Self Care Tasks 

After a hospital discharge, it is imperative to an older adults health and risk of being 

readmitted into the hospital that they sustain their physical and emotional stability, monitor their 

symptoms, and manage their symptoms with proper diet and medication adherence (Kangovi, et 

al, 2014). Post hospital frailty and socioeconomic constraints make it difficult for older adults to 
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manage their recovery. Often time’s frailty makes it difficult for older adults to get to medical 

appointments if they have to utilize public transportation.  It is also difficult for low-SES older 

adults to adhere to a recommended diet during recovery if they are not able to afford the types of 

food recommended. Often times low-SES older adults whom have recently been discharged from 

the hospital will eat the wrong foods, get sick, and then have to go to the hospital again 

(Kangovi, et al, 2014). When socioeconomic constraints make it difficult for an older adult to 

obtain the services and support necessary to manage self care after a post hospital discharge the 

result is usually that individual becoming readmitted into the hospital. Properly taking 

medications, scheduling follow-up appointments with physicians, obtaining transportation to 

appointments, receiving proper nutrition and hydration are all crucial to the success of an older 

adults recovery. If these elements of recovery can be established prior to discharge the risk of 

readmission could decline and the rate of successful recovery could potentially increase for this 

vulnerable population of older adults.  

Problem Consequences 

In addition to the problem causes, this proposal also discusses three of the possible 

consequences to thee observed disparity, as depicted in Table 1: Financial burden on the health 

care system, adverse affect on patient morale and quality of life, and functional decline.  

Financial Burden on the Health Care System 

Hospital Readmissions are common among older adults and can be very costly and 

burdensome on the healthcare system. “Low-income seniors are a diverse group of persons who 

account for a disproportionate share of healthcare expenditures, including high rates of acute care 

use” (Iloabuchi, Mi, Tu, & Counsell, 2014, pg.439).  In 2010, under the affordable Care Act 

Centers for Medicare and Medicaid implemented financial penalties against hospitals they 
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believed to have a high rate of preventable 30-day hospital readmissions (Medicare, 2012). This 

policy was put in place to improve the quality of care and decrease unnecessary Medicare 

expenditures. It is estimated that approximately 78% of Medicare expenditures were spent on 

potentially preventable admissions within the last few years (Medicare, 2012). In 2009, it was 

estimated that approximately 19.6% of Medicare enrollees cost the health care system an 

estimated $17.4 billion dollars (Iloabuchi, Mi, Tu, & Counsell, 2014). By improving patient care 

and discharge planning, the rate of unplanned hospital readmissions can be potentially reduced, 

saving the healthcare system billions of dollars.  

Adversely Affects Patient Morale, Quality of Life, and Functional Decline 

Patient morale, quality of life, and functional decline are interconnected and difficult to 

separate so they will be addressed together. There is a lot of physical and emotional trauma 

associated with hospital admissions for vulnerable older adults. Each hospital admission runs a 

high risk to older adults for a cascade of potentially costly latrogenic illnesses (illness caused by 

medical examination or treatment), which greatly debilitates morale and quality of life (Wolfe, 

2012, pg. 4-5). The more times an older adult is readmitted into the hospital the more trauma 

they experience which can very well lead to functional decline. Functional decline also takes 

place with the cascade of latrogenic illnesses like delirium, complications of immobility cause 

loss in motor function contributing to an older adult becoming a risk for falls. Memory function 

can also potentially become impaired with the trauma of illness and being readmitted into a 

hospital environment. Studies have shown that hospital readmissions to the hospital environment 

for vulnerable seniors can dramatically decrease their quality of life and will to live due to 

cascading illnesses and health status. Wolfe speaks to this when she states: 
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The transition from hospital to home or alternate care setting is a time of 

vulnerability for all patients and particularly for our elders. If not handled 

appropriately there is a risk to our elders for readmission to the hospital 

environment that may decrease their overall quality of life and further compromise 

their health status. (Wolfe, 2012, pg. 4-5) 

It is important to safe guard seniors when they are discharging from the hospital and insuring 

they are set up to succeed in recovery with the proper resources in place. Transitioning from the 

hospital is too vulnerable a time for this population to not equip them and their families with 

services and resources to aid in their recovery.  

Agency Description 

Kindred Healthcare’s mission is to promote healing, provide hope, preserve dignity, and 

produce value for each patient, resident, family member, customer, employee and shareholder 

they serve. Kindred values its commitment to providing hope, healing, and recovery; they have 

been recognized nationally for the level of care and the quality of care they provide to their 

clients (Kindred, 2009). There is also a commitment to quality and improving clinical outcomes, 

performance, and compliance. The culture at Kindred is one of  “do the right thing and do it 

better everyday” (Kindred, 2009). Currently, Kindred Healthcare is one of the largest and most 

diversified providers of post-acute care services in the United States (Kindred Healthcare, 2015). 

The company was named a Fortune magazine Most Admired Company for six years (Kindred 

Healthcare, 2015). Kindred Healthcare trades nationally on the New York Stock Exchange and 

maintains a balance between profits and service to the community.  

Kindred Nursing and Rehabilitation Centers have had many successes over the past few 

years. This division of Kindred Healthcare is discharging more patients home and reducing the 
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average length of time a patient stays at the facility. Approximately 57% of patients were 

discharged home after an average length of stay of less than 31 days in 2014 (Kindred, 2015). 

From 2010 to 2014, Kindred Nursing and Rehabilitation Centers reduced hospital readmissions 

by 5.1% and average length of stay by 15.2% while delivering quality care to more patients and 

more patients with co-morbidities (Kindred, 2015).  

For the purpose of this project, the focus will be on one facility from the Nursing and 

Rehabilitation division—Kindred Nursing and Transitional Care – Pacific Coast, located in 

Salinas, California. The skilled nursing facility houses 149 beds that are divided among three 

units: long-term care, transitional care, and memory care. Services are targeted towards older 

adults whom are 65 and older transitioning from an acute hospital admission.  Kindred-Pacific 

Coast is a for-profit facility that is predominately funded through Medicare, Medicaid, and 

private insurance. The facility provides a wide array of services that enable residents to receive 

the medical care they need, the restorative therapy they require, and the support they deserve 

(Kindred, 2009). The gap between hospital and home is bridged by providing specialized short-

term rehabilitation to each resident so that they may transition back home safely. The specialized 

team of physicians, nurses, nutritionists, therapists, and social workers collaborate and establish 

treatment plans that are intended to restore resident’s to their fullest potential. Support services 

are put in place to aid older adults (65+) in their recovery and their safe transition home. In most 

cases, the quality of care is being met for each resident at the facility, but the facility experiences 

a high rate of hospital readmissions within a 30-day period. This issue may be an indication that 

the facility is missing opportunities to better coordinate patient care during the discharge process. 

The goal of this research project is to identify missed opportunities in patient care and to evaluate 
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the possible factors that are contributing to the high rate of 30-day hospital readmissions at 

Kindred Nursing and Transitional Care - Pacific Coast.  

Proposed Capstone Project 

A research project was implemented by conducting a survey interview with patients 

admitted into the facility The goal of the patient surveys was to measure each participant’s level 

of support, and knowledge in regards to their discharge plan, and medication reconciliation.  

Justification 

Unplanned hospital readmissions have recently emerged as an important area of interest 

for policymakers, predominantly those involving Medicare beneficiaries. Medicare incurs costs 

of approximately $4 billion a year when beneficiaries are discharged from the hospital to a 

skilled nursing facility, and then directly readmitted into the hospital within 30 days (Mor, 

Intrator, Feng, Grabowski, 2010).  According to the facilities October 2015 performance report, 

their average rate of 30-day hospital readmissions is approximately 17%. If there are issues with 

hospital readmissions at this level of care it opens up the question as to what issues are currently 

present among those living at or below the federal poverty level. There is a serious problem 

present for older adults living in poverty if individuals whom have resources and access to 

resources and high levels of care are within the revolving door of rehospitalizations. Currently, 

Monterey County’s older adults (60+) represent 15.4% of the total population. Approximately 

7.1% of Monterey County older adults are living at or below the federal poverty level (Census, 

2010). Research shows that older adults (60+) living in poverty are approximately 24% more 

likely to be readmitted into the hospital after a 30-day period (Medicare, 2012). Many older 

adults living in poverty are unable to access the care and accommodations they need to transfer 

safely back into the community after a hospital admission. Insurance barriers and socioeconomic 
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constraints make it difficult for older adults to cope with their post-hospital weakness. If the 

study is able to identify the contributing factors for unplanned hospital readmissions at Kindred, 

it might be able to shed light on the factors affecting adults from a lower socioeconomic status 

and present ways in which the community can better assist in their post-hospital transition. 

Project Implementation 

Background 

In 2012, the United States Department of Health and Human Services, in partnership with 

the Center for Medicare and Medicaid Innovation, presented an initiative to reduce the rate of 

preventable hospitalizations among skilled nursing facilities (Medicare, 2012).  Discharging 

from a hospital and/or a skilled nursing facility is an important transition in the continuum of 

patient care. When effective discharge planning is implemented, it has the ability to improve 

patient care and reduce the rate of preventable hospital readmissions. Communication plays an 

essential role in effective discharge planning, it ensures patients have a complete understanding 

of their discharge process and are comfortable with their discharge instructions. Effective 

communication is crucial for continued health and safety when patient’s transition back home. 

The purpose of this capstone was to explore the degree of communication that occurs between 

social workers and their patients during the discharge process at Kindred Pacific Coast Care 

Center. 

Methods 

A thirteen-question survey was produced for the purposes of this senior capstone research 

project, pilot-tested, and later modified to improve clarity. Project implementation began January 

of 2016 and commenced March of 2016. Patients admitted to Kindred Skilled Nursing and 

transitional Care after a 72-hour hospital stay were asked to participate in a survey. It was 
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explained to participants that the survey would explore the strength of communication within the 

social services department, and measure their level of knowledge regarding their discharge 

process. Potential participants were informed of their right to anonymity and their right to 

decline participating in the study. It was important that participants felt safe to answer all 

questions openly and honestly without fear of repercussion. The degree of communication was 

measured by a patient’s perceived level of knowledge and understanding in the areas of their 

discharge process, available in home supportive services, medication reconciliation, health 

management techniques and strategies, and support systems. Data was manually entered for each 

completed survey into an Excel workbook. Frequency tables were created to gain a better 

understanding of what areas showed strength and what areas showed a need for further 

evaluation and improvement.  

Ethical Approval 

Ethical approval from the administrator and director of social services at Kindred Pacific 

Coast Care was obtained for the present research project. Verbal informed consent was obtained 

from all participants and responsible parties before administering the survey. The purpose of the 

research project and the right to not participate were explained. All surveys were recorded as 

anonymous and kept confidential. 

Results  

Patient perception of knowledge regarding discharge process: 

33% of patients felt their discharge process had been explained in a way that was easy for 

them to comprehend. 34% of patients felt their discharge process was explained, but also felt that 

there could be a little more clarity to the process and how their health concerns fit into that 

process. The remaining 33% of patients felt they did not really have a clear understanding of 
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what their discharge process looked like or what it entailed. Some patients were not even sure if 

someone had discussed the process with them. This population of patients may have limited 

health literacy. It is important to check for understanding when communicating with patients so 

that those that do not have a clear understanding can be identified. In the same way a teacher 

identifies and adjusts to the different styles of learning in his or her classroom, a social worker 

needs to adapt to the varying communication and comprehension styles of their patients. 

Involving verbal and written materials can provide additional benefit. 

Table 3: Frequency of feeling Social Services consistently explained the discharge process 

in a way that was easy to understand 

 

 

 

 

 

33%	 33%	

17%	 17%	

Always	 Never	 Some3mes	 Usually	

Do	you	feel	the	Social	Services	department	
consistently	explained	your	discharge	process	
in	a	way	that	was	easy	for	you	to	understand?	

(n=12)	
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Table 4: Frequency of feeling that Social Services listens attentively 

 

Table 5: Frequency of feeling that questions about the discharge process have gone 

unanswered 

 

Patient perception of knowledge regarding in home supportive services: 
 

Here is an area that shows both great strength and room for improvement within the 

social services department at KPCCC. 67% of patients surveyed felt they were informed about 

67%	

17%	
8%	 8%	

Always	 Never	 Some3mes	 Usually	

Do	you	feel	the	Social	Services	staff	listens	to	
you	a@enAvely?	

(n=12)	

82%	

18%	

No	

Yes	

Do	you	feel	that	you	have	any	quesAons	or	
concerns	about	your	discharge	process	from	
the	facility	that	have	gone	unanswered?	

(n=12)	
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their Home Health Aid option when they discharge home. However, 75% of patients surveyed 

felt they did not have all the information they needed to make an informed decision regarding 

their HHA options. Patients felt they would benefit from receiving literature regarding different 

options available in the community and hearing more about the services this community resource 

offers. The department is informing patients of resources, but not going the extra step to educate 

patients about available resources in the their community. Many resources go untapped because 

patients and community members do not know some of these resources exist. 

Table 6: Frequency of feeling informed of Home Health Aid Services 
 

 
 
Table 7: Frequency of feeling all information regarding Home Health Aid service options 
has been received 
 

 

33%	

67%	

No	

Yes	

Have	you	been	informed	of	the	Home	Health	Aide	
Services	available?	

(n=12)	

75%	

25%	

No	

Yes	

Do	you	feel	you	have	all	the	informaAon	you	need	
regarding	Home	Health	Aid	Services?	

(n=12)	
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Patient perception of knowledge regarding medication reconciliation: 
 

While 33% of patients surveyed felt they had a strong understanding of their current 

medications, 66% did not. 66% of patients felt they had some knowledge regarding their 

medications, but that they did not have a clear understanding of all their current medications. 

Half of those surveyed felt that they did not always understand how and when to take their 

medications. For example: on an empty stomach, in the evening, twice a day, etc. Many patients 

fail to take their medications as prescribed. This is most likely due to a lack of information 

and/or understanding. Medication management is a critical part of the readmission prevention 

process. It is crucial to identify the 66% of patients that make up the population of those that do 

not have a strong-clear understanding of their medications. Identifying patients at risk for non-

adherence and who may possibly have limited health literacy can improve communication 

practices between social workers and their patients. One of the single interventions that may 

assist in decreasing the rate of readmissions is communication and education on the importance 

of medication adherence. 

Table 8: Frequency of feeling a strong understanding of current medications 
 

 

33%	 33%	 33%	

Always	 Some3mes	 Usually	

Do	you	feel	you	understand	what	your	current	
medicaAons	are?	

(n=12)	
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Table 9: Frequency of feeling a strong understanding of how to administer medications 
 

 
 
Patient perception of knowledge regarding health management  

Goal setting may not only have the potential to improve patient care, but it can possibly 

reduce the rate of readmissions. Healthy behaviors take about a month to become a new habit, 

but even longer if an individual wants those improved behaviors to become a sustained part of 

life. Goal setting is an important element of patient care—it helps patients experience small 

successes in their recovery, builds confidence, and assist with future self-management. Initiating 

the process of establishing attainable goals with patients is an important step in helping them 

self-manage their own health-related behaviors when they discharge home. Assisting patients 

with setting goals regarding self-care behaviors, such as monitoring symptoms and adhering to 

dietary and medication instructions assists patients in their post discharge care. Patients must 

understand their illnesses and the red flags to be aware of post-discharge.  

 

50%	

33%	

17%	

Always	 Some3mes	 Usually	

When	you	return	home	do	you	feel	that	you	
understand	how	to	take	your	medicaAons	(For	

example:	on	an	empty	stomach,	in	the	
evening,	twice	a	day)?	

(n=12)	
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Table 10: Frequency of feeling educated about health problems 

 

 
Table 11: Frequency of feeling assisted with setting health goals 
 

 
 
Patient perception of knowledge regarding social networks and support systems: 
 

Data shows that 67% of residents surveyed felt they had a strong support system in place, 

but for the purposes of decreasing the rate of readmissions, it is important to pay close attention 

to the 33% of patients that felt they did not have supportive resources in place upon discharge. 

42%	

58%	

No	

Yes	

Do	you	feel	you	have	been	educated	about	ways	to	
keep	your	health	problems	from	geKng	worse?	

(n=12)	

83%	

17%	

No	

Yes	

Do	you	feel	anyone	at	the	facility	has	
discussed	or	helped	you	set	goals	to	aid	in	
your	recovery	once	you	return	home?	

(n=12)	
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Strong social support systems aid patients in adhering to their medical regimen when they return 

home. Support systems help patients make and keep medical appointments, they assist with 

medications, and encourage patients to exercise regularly and maintain healthy diets. Recent 

studies have shown that living alone and/or not having a support system in place is a risk factor 

associated with hospital readmissions among the older adult cohort (lloabuchi, Mi, Tu, & 

Counsell, 2014). If this population of patients is identified, they can be connected with 

appropriate resources in the community upon discharge to assist in a successful discharge. This 

population of patients may also need social services to spend extra time and pay extra attention 

to them to provide structure and support during their recovery. Following up with these patients 

post discharge will also be an important component of their discharge process and recovery. 

Table 14: Frequency of feeling that a strong support system is in place  
 

 
 
Patient perception of amount of time social services has spent with them during their stay at 
KPCCC: 
 

The following data is interesting in that it shows that 75% of patients surveyed felt social 

services spent adequate time with them. This is interesting because despite patients feeling social 

services spent enough time with them they still felt they would benefit from seeing social 

33%	

67%	

No	

Yes	

Do	you	feel	you	have	a	strong	support	system	in	
place	when	you	return	home?	

(n=12)	
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services on a more regular basis. 83% would benefit from having more time with a social 

worker. Optimal care delivery requires timely, efficient, and accurate communication among 

social workers and their patients. Not spending adequate time with patients may possibly lead to 

missed opportunities. It is possible that if social services met with patients on a more regular 

basis that they would better understand their discharge process and what to expect post-

discharge. Patients may have a stronger understanding of community resources available to them 

when they discharge back into the community. Most importantly, if social services had the time 

available to sit with patients on a more regular basis they would have the ability to assist patients 

in setting goals to aid in their recovery—social workers would be able to spend more time 

educating their patients about self-care and symptoms. However, managed care environments 

present challenges for effective communication. 

Table 12: Frequency of feeling a social worker has spent adequate time  
 

 
 
 
 
 

25%	

75%	

No	

Yes	

Do	you	feel	Social	Workers	at	the	facility	spend	
enough	Ame	with	you?	

(n=12)	
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Table 13: Frequency of feeling that it would be beneficial to spend more time with a social 
worker 
 

 
 
Conclusions 

The data presented shows that the social services department at KPCCC is doing a great 

job of getting to know their patients and of addressing patient questions and concerns. Overall, 

patients are satisfied with the care they receive from the department. Additionally the data 

highlights areas of strength and areas that may require further evaluation. There are areas that are 

strong, but that can be further strengthened. In order to change outcomes, we must be willing to 

change the way we intervene. 

Communication is a critical component in the discharge process. This process is complex 

and open to many vulnerable areas that can potentially lead to poor patient outcomes. The 

presence of comorbid chronic illness and the need for assistance with activities of daily living 

place older adults at the greatest risk for 30-day readmissions (Wolff, Starfield, & Anderson, 

2002). It is crucial to engage in communication and goal setting with older adults at high risk for 

readmission. Social workers need to not only communicate discharge information, but also check 

17%	

83%	

No	

Yes	

Do	you	feel	it	would	be	beneficial	to	see	a	social	
worker	on	a	more	regular	basis?	

(n=12)	



PREVENTABL HOSPITAL READMISSIONS: LOWER 22 

 

for complete understanding. It is necessary to connect patients at high risk for readmission with 

the necessary resources to assist them in their continued recovery and to follow-up after their 

discharge, to ensure no additional assistance is needed.  

Limitations 

The participants in this survey were not selected at random. All patients at KPCCC were 

approached individually to participate in this survey; however, this survey is essentially a self-

select survey and as such cannot be seen as representative of the population as a whole. Self-

selection has the possibility of introducing bias into the results. In addition, the response rate was 

low. The transitional care unit houses 84 beds, but only 12 residents participated; this is a 

response rate of around 14%. KPCCC is a fast paced environment and there was a lower priority 

for carrying out a survey because of competing urgent tasks. This survey collected data at a 

single point in time, it is difficult to measure changes in the population unless a follow up survey 

is administered at a different point in time. Unfortunately, the environment at KPCCC and the 

time the intern had available to be at the facility was not conducive to survey research—there 

was a lack of time to carry out a survey with all the competing high priority tasks.  

Evaluation 

Expected Outcome 

It is the expectation of the researcher that the following report compiled for Kindred 

Pacific Coast Care Center (KPCCC) be useful in identifying areas that can be further developed 

and strengthened within the Social Services department. By utilizing the data analysis report to 

strengthen the key areas of communication and resource allocation, it is believed that the rate of 

preventable hospital readmissions can be decreased at KPCCC and in the city of Salinas. If the 
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agency does not immediately translate the report into change, but takes the information contained 

in this report under consideration, this capstone will be a success. 

Outcome Measures 

It is currently too early to measure the impact the report may or may not have had on the 

facility. If KPCCC translates the report into change, they will be able to measure if changes 

positively or negatively influenced the quality of patient care through customer rating scores. In 

addition, KPCCC will be able to evaluate and measure if avoidable readmissions have stayed the 

same, increased, or decreased through mandatory monthly reporting. Presently, the outcome of 

the meeting with the director of social services can be measured. The researcher and director of 

social services had an informal meeting where the report findings were discussed in their 

entirety. There was a perceived potential for the data contained in the report to influence future 

changes and decisions within the department. However, change involves time, resources, and 

money, so there was perceived hesitation present.  

Outcome Methods and Results 

The method used to gather evidence to measure the project outcomes was an informal 

meeting with the director of social services. During the meeting, the completed report of findings 

was discussed. Examples of Health care settings that have invested in their Social Service 

departments were presented to draw comparisons to department funding and rates of hospital 

readmissions. The pilot program at Aurora Sinai Medical Center was presented as an innovative 

strategy to decrease the rate of preventable hospital readmissions and cut unnecessary costs 

associated with readmissions.  

Aurora Sinai Medical Center, a Milwaukee hospital located in a predominantly poor 

downtown community, experiences a high volume of preventable hospital readmissions. There 
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are many factors attached to preventable hospital readmissions, such as socioeconomic status and 

access to follow-up care. Studies have shown that there are strong correlations between lower 

county income levels and increased hospital readmission rates (Joynt, Orav, and Jha, 2011). 

Aurora Sinai took notice to the patterns involved in their hospital readmissions and saw their 

social responsibility in addressing the problem. The hospital has implemented a new approach 

that assists high utilizers of the emergency room (ER) and decreases the rate of preventable 

readmissions. The pilot project at Aurora Sinai is focused around communication, community 

partnership, and connecting patients to resources in their community that will better assist in a 

successful hospital discharge. Aurora Sinai’s first step was to place social workers in the ER full 

time. Secondly, 313 so-called “frequent fliers” who had visited the ER a minimum of five times 

in four months were identified—these patients accounted for 1,827 emergency room visits alone 

(Kodjack, 2015). Out of the 313 “frequent fliers,” 39 individuals were chosen to focus on and 

work with to try to change their habits when they get sick. It is important to understand that these 

individuals live in crisis all day, everyday (Kodjac, 2015). The reality is that some of these 

individuals who frequent the ER do not know where their next meal is going to come from or 

where they are going to sleep—making appointments and planning for the future is the farthest 

thing from some of their minds. Social Workers assisted the 39 individuals in developing plans, 

getting connected with community resources, setting up wellness appointments, and setting 

attainable goals for the future. 

In the first four months, visits by these 39 people to the Aurora Sinai emergency  

room fell by 68 percent, from 487 to 155. Compared to four months before the  

program, the cost fell from $1.5 million to $440,000. It's a limited group and  

won't solve all the problems of inappropriate emergency room use. In addition,  
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it's not cheap. Still, the immediate savings of more than $1 million make the  

effort appear worthwhile…. (Kodjack, 2015) 

Communication, community partnership, and connecting patients to resources in their 

community are not only key components in decreasing the rate of avoidable readmissions, but 

from a business standpoint, are key components in decreasing cost. It may be costly to employ 

social workers, but the immediate savings from decreasing readmissions appears to outweigh 

that cost. 

Hospitals and Skilled Nursing facilities have a social responsibility in helping their 

communities improve their health. Through communication and partnerships with other 

organizations and health care providers, care facilities can begin to address the objective of 

lowering the rate of preventable readmissions in their community. Partnerships with 

organizations that focus on behavioral health services, social services, and community outreach 

need to be initiated and developed in order to connect and better equip patients with outside 

resources. In addition, working with entities like nonprofit organizations, food banks, financial 

institutions, and community collaborative groups can assist in the development of community-

focused initiatives to improve community health and decrease the rate of readmissions. 

The results of this meeting were filled with mixed emotions. The findings came as no 

surprise, but without the budget or approval to hire social workers, it will be near impossible to 

implement the recommendations made, or even translate this report into change. As the director 

of social services and the sole employee of the department, there is simply not enough time in the 

year to address these issues and drive real change. The department will do its best to change what 

it can in the realm of communication and delivering information on outside resources, such as in 

home supportive services, so patients have a better idea of what is available to them when they 
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discharge. Some community partnerships have been developed, but not nearly enough. It will be 

a goal to try to make time to be more proactive in developing these partnerships. 

Limitations 

There is a limited understanding of what constitutes a comprehensive social service 

program. Social workers in skilled nursing facilities serve as liaisons between residents and other 

department heads as well as the facility and community at large. There is a lack of clarity and 

subsequent undervaluing of the social worker’s role in skilled nursing facilities and many other 

health care settings where the role of social services is not clearly understood and appreciated. 

Partly due to a still-recovering economy, many social service departments remain underfunded 

and short-staffed. Many roles and jobs need to be fulfilled on a daily basis, but without the time 

and staff available, it is impossible to address every resident’s questions, concerns, and needs. 

When a department that is key in a patient’s safe and successful discharge is understaffed, many 

opportunities to engage in communication and provide resources are missed due to a lack of 

time. The limitation of this project is a lack of staff in the social services department at KPCCC. 

Implication of Results 

On a micro level, moving forward the social services department should begin delivering 

literature to each resident concerning in home supportive services. Many residents are told of the 

service, but not educated about the service and different providers available to them in the 

community. While many residents felt a social worker spent enough time with them, the majority 

felt they would benefit from more time on a weekly basis. Currently more time with residents is 

not feasible, but maybe making a point to greet a resident and initiate communication patterns 

the day they are admitted can become a practice. Entering a new environment during a period of 
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recovery is difficult for all involved, so having a social worker present during that transition can 

prove beneficial and set the tone for the residents stay at the facility.  

The ultimate expectation is that this research be shared with the administrator and 

department heads. The facility spends time each month discussing readmissions and ways to 

decrease their rate, but the rate of readmissions remains fixed. Change will only be possible if the 

director of social services educates his peers on what constitutes a comprehensive social services 

department and how social workers play such an intricate role in avoiding preventable 

readmissions. Based on the results from the surveys conducted at KPCCC and the research 

completed, future steps for the social service department and agency will be to hire more social 

workers. Being understaffed comes with added pressure. It is a well-known fact that social 

workers are a professional group at high risk for burnout and being understaffed adds to the risk 

of burnout. Having a fully equipped staff is key in the operation and efficiency of a department 

as well as the quality of patient care. It is my belief that based on the research and examples of 

innovation that KPCCC would benefit from translating this report into change. I am confident 

that the agency would experience a decline in their rates of preventable readmissions and 

experience a substantial savings to avoiding these readmissions. 
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Appendix A 
	
Table 1: Problem Model 

The table reflects the social disparity in focus (center) along with the three contributing 
factors and three potential consequences. 
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Appendix B 
 
Table 2: The Table below is a timeline of activities that will take place before, during, and 
after project implementation at Kindred Skilled Nursing Facility in Salinas, California.  
(November 2015 – May 2016) 
 

 

 

 


