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AGENDA
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8:30 – 9:00 Registration 

9:00 – 9:15 Welcome/Introductions

9:15 – 10:15 Swing Bed Data Review

10:15 – 10:30 Break

10:30 – 11:00 Swing Bed Education: Creating an Effective Team 

11:00 – 11:45 Optimizing Swing Bed Care: From Admission to Discharge 

11:45 – 12:30 Lunch 

12:30 – 1:00 Activity

1:00– 1:45 Swing Bed – Discussion 

1:45 – 2:00 Wrap Up 



SWING BED DATA REVIEW



DISCHARGES
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• Total number of discharges – including 
exclusions

• Discharges with exclusions are removed 
from the functional assessment scoring
• National Median = 19 discharges

• 6 Hospitals are at or above the 
National median 

• Which down 1 from last 
quarter 

• Network Median = 17 discharges
• 8 Hospitals are at or above the 

State median
• Which is the down 1 from 

last quarter

Source: Stroudwater Swing Bed Portal 10/17/25

Hospital Q3 24 Q4 24 Q1 25 Q2 25
Boone 41 48 43 49
Braxton 26 17 19 23
Broaddus 29 33 40 38
Grafton 9 12 6 6
Grant 61 38 62 41
Hampshire 25 19 24 21
Jackson 26 34 27 18
Pocahontas 19 12 10 10
Preston 11 8 14 15
Roane 24 22 19 16
Sistersville 9 11 20 17
War 40 33 33 31
Webster 10 11 12 6
Jefferson 4 3 1 1
St Joseph 11 10 7 4
Summersville 24 12 13 9
State Median 24 12 19 17
National 19 20 20 19

Total Discharges



EXCLUSIONS
Q2 2025

• Patients with an exclusion are removed from 
the self-care and mobility assessments
• 6 CAHs  had 1 - 6 return to acute 

• Down 1 from last quarter
• 6 CAHs had patients return to acute

• What are type of patients that are NOT needing 
PT/OT?

5
Source: Stroudwater Swing Bed Portal 10/17/25



SWING BED DAYS
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• Total number of days with patents in swing 
beds

• 5 CAHs were at or above National Median of 
235

• Up 4 from last quarter

• 8 CAHs were at or above the WV State 
Median of 181

• Same as last quarter

• Broaddus had steady growth since 
Q32024 to Q2, any changes?

 

Source: Stroudwater Swing Bed Portal 10/17/25

Hospital Q3 24 Q4 24 Q1 25 Q2 25
Boone 748 769 903 819
Braxton 350 222 273 261
Broaddus 460 483 552 679
Grafton 102 112 57 96
Grant 486 364 546 345
Hampshire 363 229 329 213
Jackson 251 360 307 192
Pocahontas 226 155 121 120
Preston 122 60 109 124
Roane 446 336 271 182
Sistersville 127 149 218 179
War 550 462 517 409
Webster 104 121 170 38
Jefferson 26 20 7 6
St Joseph 125 105 118 45
Summersville 322 158 236 91
State Median 251 159 254 181
National 266 262 271 235

Swing Bed Days



AVERAGE DAILY CENSUS
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• Total swing beds days divided by calendar 
days

• National median is 2.6 with 5 CAHs 
meeting or above National ADC

• WV state median is 2.0 with 9 CAHs 
meeting or above WV state ADC

Hospital Q3 24 Q4 24 Q1 25 Q2 25
Boone 8.1 8.4 10.0 9.0
Braxton 3.8 2.4 3.0 2.9
Broaddus 5.0 5.3 6.1 7.5
Grafton 1.1 1.2 0.6 1.1
Grant 5.3 4.0 6.1 3.8
Hampshire 3.9 2.5 3.7 2.3
Jackson 2.7 3.9 3.4 2.1
Pocahontas 2.5 1.7 1.3 1.3
Preston 1.3 0.7 1.2 1.4
Roane 4.8 3.7 3.0 2.0
Sistersville 1.4 1.6 2.4 2.0
War 6.0 5.0 5.7 4.5
Webster 1.1 1.3 1.9 0.4
Jefferson 0.3 0.2 0.1 0.1
St Joseph 1.4 1.1 1.3 0.5
Summersville 3.5 1.7 2.6 1.0
State Median 2.7 1.7 2.8 2.0
National 2.9 2.9 3.0 2.6

Average Daily Census

Source: Stroudwater Swing Bed Portal 10/17/25



AVERAGE LENGTH OF STAY
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• Average Length of Stay is total swing bed 
days divided by number of discharges for 
the time period.

• National median for ALOS = 12.1 with WV 
network at 11.0

• 4 CAHs were at or above national  

• Which is down 5 from last quarter 

• 8 CAHs are at or above state average

• Down 1 from last quarter

• What is impacting the decline for ALOS from 
Q1 to Q2 2025?

Source: Stroudwater Swing Bed Portal 10/17/25

Hospital Q3 24 Q4 24 Q1 25 Q2 25
Boone 18.2 16.0 21.0 16.7
Braxton 13.5 13.1 14.4 11.3
Broaddus 15.9 14.6 13.8 17.9
Grafton 11.3 9.3 9.5 16.0
Grant 8.0 9.6 8.8 8.4
Hampshire 14.5 12.1 13.7 10.4
Jackson 9.7 10.6 11.8 10.7
Pocahontas 11.9 12.9 12.1 12.0
Preston 11.1 7.2 7.8 8.3
Roane 18.6 16.0 14.3 11.4
Sistersville 14.1 13.5 10.9 10.5
War 13.8 14.0 15.7 13.2
Webster 10.4 11.0 15.5 6.3
Jefferson 6.5 6.7 7.0 6.0
St Joseph 11.4 10.5 16.9 11.3
Summersville 13.4 13.3 18.2 10.1
State Median 12.9 12.1 13.8 11.0
National 12.6 12.7 12.6 12.1

Average Length of Stay



DISCHARGES BY PRIMARY PAYOR
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Q2 2025

• Percent of discharges by type of payor

• 2 CAH had admissions under Medicaid
• Would this be correct? Medicaid does not 

cover Swing bed programs.

• 6 CAHs with commercial (orange)

• For those with Medicare Advantage payors

• Given the increase in Medicare Advantage 
(MA) plans, are you finding that these plans 
are following traditional Medicare guidelines 
for Swing Bed admissions such as the 3-day 
acute stay requirement?

Source: Stroudwater Swing Bed Portal 10/17/25



DISCHARGES BY PRIMARY MEDICAL CONDITION
Q2 2025

• 13 CAHs admitted to 3 - 4 of the 13 potential 
groups

• 3 CAHs admitted in only 1 - 2 of the 13 
potential groups
• Jefferson and Webster - Any plans to 

expand?

• 15 CAHs admitted for Debility
• Use caution here to differentiate between 

debility and medically complex, if you 
have a patient and your thinking  debility 
and your treating pneumonia – choose 
medically complex

10
Source: Stroudwater Swing Bed Portal 10/17/25



DISCHARGES BY CLINICAL PROGRAM

Q2 2025

• Percent of discharges by specific clinical 
program

• 3 CAHs had patients discharge from 6-8 
clinical programs 
• Down 3 from last quarter

• 10 CAHs had patients discharge from 4-6 
programs
• Same as last quarter

• 3 CAHs had patients discharge from 2-4 
programs

• For those with 6–8 programs, what strategies 
helped diversify your patient mix 

•  What barriers have limited others?

11
Source: Stroudwater Swing Bed Portal 10/17/25



DISCHARGES BY TYPE OF THERAPY RECEIVED

Q2 2025

• Percent of discharges that received 
therapy by type of therapy

• PT is provided from 96-100 % for all 
CAHs

12
Source: Stroudwater Swing Bed Portal 10/17/25



PERFORMANCE IMPROVEMENT SCORE: SELF-CARE
• Actual performance improvement score is 

the difference between admission and 
discharge scores for each activity summed 
and divided by number of discharges 
without excluded patients 

• The median score for WV network was 9.8. 
National is at 8.8

• 11 CAHs were above the National median
• Up 3 from last quarter

• For those CAHs that saw improvement this 
quarter, what changed in your approach to 
therapy, care planning, or documentation?

13
Source: Stroudwater Swing Bed Portal 10/17/25

Hospital Q3 24 Q4 24 Q1 25 Q2 25
Boone 1.1 5.9 6.2 9.0
Braxton 6.8 6.0 7.5 7.9
Broaddus 10.3 9.3 9.3 12.3
Grafton 3.3 8.6 5.4 9.8
Grant 5.1 6.8 5.3 5.6
Hampshire 9.6 12.9 12.3 13.0
Jackson 8.6 10.0 12.9 8.8
Minnie 11.9 10.0
Preston 8.9 8.3 6.3 14.8
Roane 11.3 0.4 5.1 9.9
Sistersville 18.6 18.7 17.5 18.5
War 9.9 9.4 10.3 10.6
Webster 7.9 5.9 8.9 6.5
Jefferson 4.0 6.5 12.0 0.0
Potomac 5.8 2.3 7.9 12.3
Summersville 6.0 8.7 7.8 5.0
State Median 8.6 8.3 8.4 9.8
National 8.1 8.8 8.5 8.8

Self-Care Actual Improvement



PERFORMANCE IMPROVEMENT SCORE: SELF-CARE 
(RISK ADJUSTED)
• Risk adjusting the Self-Care assessment 

produces an expected improvement score 
for Self-Care. We compare your actual 
improvement score to the expected 
improvement score and return the 
percentage of discharges that met or 
exceeded the expected improvement score.

• National Median is at 53% and the WV 
network is at 69%

• 6 CAHs are at or below 53% National 
median
• Grafton - That’s an incredible jump,  

what specific changes or strategies do 
you think had the biggest impact on 
your improvement from 20% to 75%?

14
Source: Stroudwater Swing Bed Portal 10/17/25

Hospital Q3 24 Q4 24 Q1 25 Q2 25
Boone 24.2% 51.2% 61% 71%
Braxton 33.3% 18.8% 25% 37%
Broaddus 58.3% 46.7% 58% 74%
Grafton 25.0% 66.7% 20% 75%
Grant 36.7% 50.0% 36% 43%
Hampshire 58.3% 88.9% 78% 86%
Jackson 56.0% 58.1% 69% 67%
Pocahontas 93.8% 66.7% 90% 78%
Preston 44.4% 33.3% 39% 77%
Roane 72.7% 42.1% 47% 67%
Sistersville 85.7% 77.8% 73% 93%
War 57.5% 67.7% 61% 73%
Webster 55.6% 45.5% 36% 50%
Jefferson 50.0% 50.0% 100% 0%
St Joseph 72.7% 87.5% 43% 50%
Summersville 54.5% 70.0% 83% 43%
State Median 56.0% 51.0% 59% 69%
National 53.0% 55.0% 50% 53%

Self-Care Risk Adjusted



SELF-CARE IMPROVEMENT BY PRIMARY MEDICAL 
CONDITION
Q2 2025

• Actual performance improvement score is the 
difference between admission and discharge 
scores for each activity summed and divided 
by number of discharges without excluded 
patients for each primary medical condition.

• How do you use these performance scores in 
team meetings or quality improvement 
discussions to drive program growth?

15
Source: Stroudwater Swing Bed Portal 10/17/25



SELF-CARE IMPROVEMENT BY PRIMARY MEDICAL 
CONDITION (RISK ADJUSTED)

Q2 2025

• Percentage of patients that met or exceed the 
expected performance improvement score

• Remember that Primary Medical Conditions and 
Clinical Programs you have in the non-risk-
adjusted slides that do not show up on the risk-
adjusted slides means that none of those patients 
met expected outcome

• Consider paying more attention to those patients 
to determine opportunities for improvement

Source: Stroudwater Swing Bed Portal 10/17/25



SELF-CARE IMPROVEMENT BY CLINICAL PROGRAM
Q2 2025

• Actual performance improvement score is the 
difference between admission and discharge 
scores for each activity summed and divided 
by number of discharges without excluded 
patients by Clinical Program
• 2 of the highest improvement scores are in 

Debility at 20.4 and ortho at 18.5, followed 
by stroke and medically complex at 17

• For those programs showing lower or even 
negative improvement scores (Jackson 
General), what barriers might be affecting 
progress — patient acuity, documentation, or 
therapy intensity?

17
Source: Stroudwater Swing Bed Portal 10/17/25



SELF-CARE IMPROVEMENT BY CLINICAL PROGRAM 
(RISK ADJUSTED)
Q2 2025

• Percentage of patients that met or exceed 
the expected performance improvement 
score
• 14 CAHs had 1 or more Clinical 

Programs where 100% met the 
expected PI score

• Up 5 from last quarter

18
Source: Stroudwater Swing Bed Portal 10/17/25



PERFORMANCE IMPROVEMENT SCORE: MOBILITY

• Percentage of patients that met or exceed 
the expected performance improvement 
score
• National Median is 22.1 with 8 of the 

CAHs meeting or exceeding the National 
Median

• Up 1 from Q1
• WV Median is 22.0 and 8 CAHs meeting 

or exceeding the state Median.
• Down 1 from last quarter

• For hospitals that showed declines from 
previous quarters, what barriers or 
changes might have contributed? 
(Webster, Roane)

19
Source: Stroudwater Swing Bed Portal 10/17/25

Hospital Q3 24 Q4 24 Q1 25 Q2 25
Boone 6.6 17.1 17.8 22.5
Braxton 15.8 14.1 21.1 18.7
Broaddus 23.0 24.4 24.3 25.0
Grafton 7.8 9.0 6.8 15.0
Grant 13.3 19.2 13.8 13.1
Hampshire 19.7 17.4 19.7 18.1
Jackson 24.4 24.9 28.0 28.1
Minnie 32.6 33.7
Preston 23.0 23.5 23.9 30.0
Roane 32.5 20.1 24.1 18.7
Sistersville 25.7 28.6 18.5 27.1
War 17.5 25.4 27.0 24.8
Webster 17.8 32.3 31.1 21.5
Jefferson 15.0 12.0 20.0 0.0
Potomac 9.0 0.5 21.3 23.5
Summersville 17.4 17.0 20.3 18.4
State Median 17.8 20.1 21.2 22.0
National 20.5 23.1 22.4 22.1

Mobility Actual Improvement



PERFORMANCE IMPROVEMENT SCORE: MOBILITY 
(RISK ADJUSTED)
• Risk adjusting the mobility assessment 

produces an expected improvement score 
for Mobility. We compare your actual 
improvement score to the expected 
improvement score and return the 
percentage of discharges that met or 
exceeded the expected improvement score.

• National Median is at 56% and the WV 
Network is at 52%
• 8 CAHs exceeded the Nat. Median

• Up 1 from last quarter
• 8 CAHs were at or exceeded the WV 

Network
• Same as quarter

20
Source: Stroudwater Swing Bed Portal 10/17/25

Hospital Q3 24 Q4 24 Q1 25 Q2 25
Boone 30.3% 53.5% 40% 59%
Braxton 29.2% 18.8% 50% 32%
Broaddus 62.5% 60.0% 55% 44%
Grafton 0.0% 0.0% 0% 50%
Grant 59.2% 71.9% 49% 49%
Hampshire 54.2% 38.9% 44% 38%
Jackson 60.0% 67.7% 69% 61%
Pocahontas 81.3% 91.7% 80% 89%
Preston 44.4% 33.3% 54% 69%
Roane 81.8% 63.2% 80% 47%
Sistersville 85.7% 44.4% 27% 67%
War 27.5% 58.1% 50% 63%
Webster 33.3% 81.8% 64% 67%
Jefferson 75.0% 50.0% 0% 0%
St Joseph 63.6% 62.5% 71% 75%
Summersville 45.5% 50.0% 83% 43%
State Median 54.0% 54.0% 52% 52%
National 48.0% 57.0% 54% 56%

Mobility Risk Adjusted



MOBILITY IMPROVEMENT BY PRIMARY MEDICAL 
CONDITION
Q2 2025

• Actual performance improvement score is the 
difference between admission and discharge 
scores for each activity summed and divided 
by number of discharges without excluded 
patients for each primary medical condition.

• Same self-analysis applies to Mobility and 
primary medical condition as for self-care.

21
Source: Stroudwater Swing Bed Portal 10/17/25



MOBILITY IMPROVEMENT BY PRIMARY MEDICAL 
CONDITION (RISK ADJUSTED)

Q2 2025

• Percentage of patients that met or exceed the 
expected performance improvement score

• Remember that Primary Medical Conditions 
and Clinical Programs you have in the non-
risk-adjusted slides that do not show up on 
the risk-adjusted slides means that none of 
those patients met expected outcome

Source: Stroudwater Swing Bed Portal 10/17/25



MOBILITY IMPROVEMENT BY CLINICAL PROGRAM
Q2 2025

• Actual performance improvement score is the 
difference between admission and discharge 
scores for each activity summed and divided 
by number of discharges without excluded 
patients by Clinical Program 

• For hospitals with narrow case mix (2-3 
categories), what are the barriers to 
diversifying referrals?

Source: Stroudwater Swing Bed Portal 10/17/25



MOBILITY IMPROVEMENT BY CLINICAL PROGRAM 
(RISK ADJUSTED)
Q2 2025

• Risk adjusting the Mobility assessment 
produces an expected improvement score for 
Mobility. We compare your actual 
improvement score to the expected 
improvement score and return the 
percentage of discharges that met or 
exceeded the expected improvement score by 
Clinical Program

• If you could change one process that might 
help your mobility outcomes next quarter, 
what would it be? For stroke patients and 
medically complex

24

Source: Stroudwater Swing Bed Portal 10/17/25



PERCENTAGE OF GOALS MET
Q2 2025

• Goals are set for activities that the patient is 
working on improving. 
• Percentage of goals met or exceeded are 

shown

• 2 CAHs met the Self-Care goals at 100%

• 0 CAH met the mobility goals at 100%

• What one small change do you think would 
have the biggest impact on helping patients 
meet their goals next quarter?

25
Source: Stroudwater Swing Bed Portal 10/17/25



DISCHARGES BY DISCHARGE DISPOSITION
Q2 2025

• Discharge to home includes Community, 
Intermediate Care Facility (ID/DD), Hospice 
and Home with Home Health Care
• At-a-glance, we are doing well with 

discharges to community and home with 
Home Health (light blue and dark blue)

• There were 8 CAHs with unplanned 
returns to acute care– light purple color 
bar

• Down 3 from as last quarter
• 10 CAHs have sent patients home with 

HH 
• Do you complete warm handoffs or 

send discharge summaries 
electronically

26
Source: Stroudwater Swing Bed Portal 10/17/25



DISCHARGED TO COMMUNITY
• Discharge to home includes Community, 

Intermediate Care Facility (ID/DD), Hospice and 
Home with Home Health Care
• National Median is at 79% and the WV 

Network is at 84%
• 12 CAHs meet or exceed both State and 

National median
• Same as last quarter

27
Source: Stroudwater Swing Bed Portal 10/17/25

Hospital Q3 24 Q4 24 Q1 25 Q2 25
Boone 85.4% 93.0% 83% 85%
Braxton 80.8% 92.0% 77% 69%
Broaddus 69.0% 75.0% 79% 82%
Grafton 44.4% 75.0% 33% 66%
Grant 68.9% 73.0% 77% 78%
Hampshire 60.0% 84.0% 79% 76%
Jackson 73.1% 74.0% 87% 88%
Pocahontas 78.9% 83.0% 80% 80%
Preston 81.8% 86.0% 86% 86%
Roane 83.3% 72.0% 78% 87%
Sistersville 55.6% 100.0% 75% 94%
War 92.5% 90.0% 84% 87%
Webster 70.0% 100.0% 100% 100%
Jefferson 100.0% 100.0% 100% 100%
St Joseph 100.0% 80.0% 85% 100%
Summersville 87.5% 74.0% 100% 88%
State Median 76.6% 83.0% 82% 84%
National 76.1% 76.8% 77% 79%

Discharged to Community



RETURN TO ACUTE (UNPLANNED)
• Unplanned return to acute status 

• National Median is at 8% and the WV Network 
is at 6%
• There were 7 CAHs at or above the state 

median for unplanned returns to acute care 
• Up 1 CAHs from last quarter

• There were 5 CAHs at or about the National 
median for unplanned returns to acute

• Up 4 from last quarter
•  Any challenges you want to share?

• Grafton 33%

28
Source: Stroudwater Swing Bed Portal 10/17/25

Hospital Q3 24 Q4 24 Q1 25 Q2 25
Boone 12% 6% 4% 10%
Braxton 3% 5% 5% 17%
Broaddus 10% 9% 12% 7%
Grafton 0% 0% 0% 33%
Grant 4% 5% 1% 2%
Hampshire 0% 5% 4% 0%
Jackson 3% 0% 0% 0%
Pocahontas 15% 0% 0% 10%
Preston 9% 12% 0% 0%
Roane 8% 9% 21% 6%
Sistersville 22% 0% 20% 5%
War 0% 6% 3% 0%
Webster 10% 0% 0% 0%
Jefferson 0% 0% 0% 0%
St Joseph 0% 20% 0% 0%
Summersville 4% 16% 0% 11%
State Median 6% 6% 5% 6%
National 9% 9% 8% 8%

Return to Acute (Unplanned)



CLINICAL POST-DISCHARGE FOLLOW-UP
Q2 2025

• Percent of patients that were discharged to 01. 
Community, 08. ID/DD, 09. Hospice and 10. Home 
w/Home Health that received a clinical post-
discharge follow-up call within 24-72 hours

• 2 CAHs reached 100% of D/Cs 

• 9 CAHs with a percentage of “No attempt” to 
complete a post-discharge clinical follow-up
• Why are we not making follow-up calls?

• 10 CAHs report attempted three time with no 
response 
• What’s one change we could all try next 

quarter to increase follow-up call completion 
rates?

29
Source: Stroudwater Swing Bed Portal 10/17/25



POST SWING BED 30-DAY DISCHARGE FOLLOW-UP
Q2 2025

• Percent of all discharges that met the criteria 
to receive a 30-day post discharge call: 
Community, Home w/HH, ID/DD and Hospice 

• 2 CAHs with “No attempts” 

• 10 CAHs attempted x 3 to no response. 
• Webster, are we confirming the patients 

contact information?

 

30
Source: Stroudwater Swing Bed Portal 10/17/25



RETURN TO ACUTE CARE POST DISCHARGE
• Percent of discharges returned to acute post 

discharge. This includes 05. Return to Acute 
(same condition) and 06. Return to Acute (new 
condition) for discharge disposition 01. 
Home/Community, 08. Intermediate Care Facility 
(ID/DD), 09. Hospice and 10. Home with Home 
Health Services. We eliminate any discharges 
where the 30-day follow up is 00. Not 
attempted, 01. Attempted 3 times, no response 
and 02. Readmission to another facility 
unknown. 

• 9 CAHs at or above the National Median 12%
• Same as last quarter

• 9 CAHs are at or above the State Median 17%
• Same as last quarter 

• Are we identifying patients at higher risk of 
readmission during discharge planning and 
flagging them for early follow-up?

31
Source: Stroudwater Swing Bed Portal 10/17/25

Hospital Q3 24 Q4 24 Q1 25 Q2 25
Boone 0.0% 0.0% 23% 21%
Braxton 26.7% 18.8% 21% 42%
Broaddus 10.5% 17.4% 0% 0%
Grafton 25.0% 0.0% 0% 0%
Grant 12.8% 25.9% 13% 23%
Hampshire 20.0% 18.8% 31% 18%
Jackson 10.5% 19.2% 13% 13%
Pocahontas 8.3% 20.0% 14% 0%
Preston 20.0% 0.0% 33% 13%
Roane 27.3% 0.0% 0% 17%
Sistersville 0.0% 0.0% 10% 7%
War 19.4% 8.0% 35% 35%
Webster 0.0% 0.0% 0% 0%
Jefferson 50.0% 66.7% 0% 0%
St Joseph 22.2% 12.5% 0% 0%
Summersville 19.0% 0.0% 0% 25%
State Median 17% 14% 15% 17%
National 10.5% 9.1% 10% 12%

Return to Acute Care Post Discharge



FALL RATE
Q2 2025

• (#of fall / number of patient days in period) * 
1,000. Thus, number of patient falls per 1,000 swing 
bed patient days
• 6 CAHs had a fall rate of 2.4 to 15.6 per 1,000 

swing bed patient days in Q2 2024
• An increase from last quarter

• Are we doing meaningful hourly rounds?
• Fall precautions in place?

• Call light within reach?

32
Source: Stroudwater Swing Bed Portal 10/17/25



MEDICATION RECONCILIATION
Q2 2025

• Percent of total discharges with documented 
medications reconciled on admission and at 
discharge. NOTE: Cases with exclusion of 01. 
Died, 02. Left Against Medical Advice and 
Discharge Disposition of 11. Deceased are 
removed from the Medication Reconciliation 
at Discharge.

• 15 of the 17 CAHs had 100% medication 
reconciliation on admission 

• 14 CAHs had 100% compliance with 
medication reconciliation on discharge

• All CAH’s are at 83% and above with 
medication reconciliation on discharged

33
Source: Stroudwater Swing Bed Portal 10/17/25



INFLUENZA VACCINE
Q2 2025

• Percentage of patients that received the 
Influenza Vaccine. Acceptable reasons 
for not receiving vaccine include patient 
was not a SB patient; received outside 
of this SB stay; not eligible; offered and 
declined; and inability to obtain 
influenza vaccine.

• Percentage of patients that received 
vaccine, has an acceptable reasons for 
not receiving or it was not offered.

• Only 2 of the 17 CAHs have not offered 
the flu vaccine as per requirement.

34
Source: Stroudwater Swing Bed Portal 10/17/25



PNEUMOCOCCAL VACCINE
Q2 2025

• Percentage of patients that received the 
Pneumococcal Vaccine. Acceptable reasons for 
not receiving vaccine include not eligible; and, 
offered and declined

• 6 CAHs of the 17 CAHs did not offer the 
pneumococcal vaccine as per requirement

35
Source: Stroudwater Swing Bed Portal 10/17/25



ACQUIRED PRESSURE ULCERS/INJURY & NOSOCOMIAL INFECTION

Q2 2025

• Rate of Pressure Ulcers/Injuries and 
Nosocomial Infections per 1,000 patient days

• 4 CAHs reported nosocomial infections at a 
rate of 1.2 - 10.4

• 2 CAHs reported Pressure ulcer/injury at a 
rate of 2.9 - 8.3

• Any specific challenges (Grafton, Preston)

36
Source: Stroudwater Swing Bed Portal 10/17/25



BREAK



CREATING  AN EFFECTIVE TEAM 



WHAT IS AN EFFECTIVE TEAM?

39

• Collaborative, patient-centered team 
integrating diverse disciplines (clinical, 
operational, administrative)

• Aligns around shared goals, mutual 
respect, and clear communication

• Focused on outcomes, not hierarchy — 
every member’s expertise is valued

• Functions within defined roles, shared 
accountability, and continuous feedback

Source: BMC Health Services Research, 22(1), 283. https://doi.org/10.1186/s12913-022-07664-5



WHY SOME TEAMS FAIL

• Undefined roles or overlapping responsibilities 
create confusionLack of Clarity

• Information silos, missed updates, or 
unstructured huddlesPoor Communication

• Members focus on individual tasks, not 
collective outcomesNo Shared Vision

• Absent facilitation or lack of accountability for 
follow-throughLeadership Gaps

• Power struggles or lack of respect across 
disciplines

Interpersonal 
Conflict

• Team members hesitate to voice concerns or 
challenge norms

Low Psychological 
Safety

• Meetings occur but real decision-making 
remains siloedToken Collaboration

40



•Unified mission and clear understanding of patient 
or program goalsShared Purpose

•Each member practices at the top of their license 
and knows where responsibilities overlapDefined Roles

•Regular huddles, SBAR-style updates, and 
transparent information flow

Effective 
Communication

•Team members feel safe to speak up, question, and 
contribute ideas

Psychological 
Safety

•Plans reflect multidisciplinary input, not just medical 
hierarchy

Collaborative 
Decision-Making

•Clear ownership of next steps and documented 
progress

Accountability & 
Follow-Through

41

CORE ELEMENTS OF A 
STRONG TEAM



BEST PRACTICES FOR BUILDING AN EFFECTIVE TEAM

42

Establish a Clear Charter: Define purpose, goals, and scope of authority

Use Structured Team Meetings: Agenda, time limits, action tracking, and consistent facilitation

Include the Patient/Resident Voice: Incorporate patient and family goals in care planning

Leverage Strengths: Match tasks to team members’ expertise and communication style

Utilize Data & Metrics: Review outcomes (LOS, readmissions, satisfaction) to stay goal-focused

Celebrate Successes: Reinforce teamwork through recognition and visible results

Continuous Learning: Debrief regularly to identify process gaps and successes



KEYS TO SUSTAINED ENGAGEMENT

Embed IDT meetings 
into workflow — not 

“extra work” but core 
work

Encourage 
interdisciplinary 

rounding and shared 
documentation

Use data 
transparency 
(dashboards, 

scorecards) to link 
efforts to outcomes

Provide ongoing 
training in 

communication and 
conflict resolution

Recognize 
contributions — tie 

engagement to 
meaning, purpose, 

and impact

43



• Reset the “Why”: Revisit the team’s shared mission and patient impact

• Clarify Roles: Use workflow mapping or RACI (Responsible–Accountable–Consulted–Informed)
• SB Coordinator – Responsible for coordinating the admission, collecting documentation, and 

scheduling the IDT
• Provider (MD/DO/NP) – Accountable for approving admission, signing orders, and ensuring medical 

necessity documentation
• Nursing – Responsible for admission assessment and care plan; Consulted during IDT on patient 

progress
• Therapy – Responsible for functional evaluation and goal setting; Consulted on patient readiness for 

discharge
• Business Office – Informed once admission is approved to initiate billing setup.

• Create Quick Wins: Identify small achievable goals to rebuild momentum

• Foster Open Dialogue: Encourage honesty about frustrations or barriers

• Leadership Presence: Leaders model respect, listening, and follow-through

• Reinforce Accountability: Track metrics and celebrate improvement

• Empower Champions: Identify internal influencers to drive engagement and positivity
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HOW TO RE-ENGAGE AND REBUILD TEAM BUY-IN

Denecke, K., & O’Rourke, M. (2025). Interdisciplinary teamworking in rehabilitation: Experiences of change initiators. https://doi.org/10.1186/s12913-025-12795-6 

https://doi.org/10.1186/s12913-025-12795-6
https://doi.org/10.1186/s12913-025-12795-6
https://doi.org/10.1186/s12913-025-12795-6
https://doi.org/10.1186/s12913-025-12795-6
https://doi.org/10.1186/s12913-025-12795-6
https://doi.org/10.1186/s12913-025-12795-6
https://doi.org/10.1186/s12913-025-12795-6


PURPOSE OF IDT MEETINGS
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• Ensure comprehensive, patient-centered 
care

• Align team members on goals, progress, 
and discharge planning

• Improve communication and 
accountability across disciplines

• Meet CMS Swing Bed & SNF requirements 
(42 CFR §483.21)



WHO SHOULD ATTEND

• Core Members:
• Nursing (RN/LPN)
• Physician/NP/PA
• Therapy (PT, OT, Speech)
• Social Work/Case Management
• Dietary/Nutrition
• Activities/Recreation (if applicable)

• As Needed:
• Pharmacy
• Wound care, respiratory, or other specialists

• Patient and Family encouraged to attend
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FREQUENCY & STRUCTURE
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• Held weekly at minimum (CMS 
expectation for Swing Bed)

• Scheduled at a consistent day/time

• Patient/family invited in advance

• Use a structured agenda to stay on track 
(15–20 min per patient)



GROUP DISCUSSION
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In your hospital, what barriers exist that prevent true interdisciplinary collaboration or 
open communication? How can we, as leaders, model the behaviors that build trust?

Think about a time when you were part of a truly effective team, what made it work, 
and how can we replicate that?

Do we have clear roles, responsibilities, and expectations across disciplines? Where 
might overlaps or gaps create confusion?

How can we celebrate wins or recognize contributions more consistently to reinforce 
teamwork and motivation?



OPTIMIZING SWING BED CARE: FROM 
ADMISSION TO DISCHARGE



TODAYS OVERVIEW

Staff notification 
of upcoming 
admission

Clinical post-
discharge 
follow-up
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PREPARING FOR ADMISSION
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• Develop a pre-admission assessment tool 
• Summarizes patient status and needs for 

MD/DO, therapy, and nursing to support 
acceptance/denial decisions

• Confirms availability of required medications 
and equipment

• Review referral with care manager/discharge 
planner, covering:
• Primary diagnosis and acute admission date 

(not Observation)
• Payor and pre-authorization requirements
• Reason for referral
• Patient and family goals
• Anticipated discharge plan
• Family involvement level
• Expected transfer date (for 3-MN 

requirement, if applicable)
• Other considerations identified during 

discussion

• Information Required from Referral Sources
• Face sheet
• History & Physical (H&P) and recent physician 

progress note
• Medication Administration Record (MAR)
• Surgical or special procedure reports (if 

applicable)
• Consulting specialist reports
• Pertinent labs, radiology, or other test results
• Therapy assessments and progress notes (if 

applicable)
• Vital signs for the last 48 hours
• Intake & Output records for recent days (if 

relevant)
• Nursing systems review and progress notes 

(last 48 hours)
• Discharge Summary and Medication 

Reconciliation at transfer



PREPARING STAFF FOR UPCOMING ADMISSION
• Provide copies of the completed pre-admission 

assessment tool to the admitting physician, 
nursing, and therapy staff
• Decide where the tool will be stored for staff 

reference

• Determine how referring hospital medical 
records will be shared for staff review

• Send a copy of the face sheet to registration

• Use an SB email group (if available) to notify 
leadership and departments of internal or 
external transfers 

• Discuss pending admissions during the morning 
stand-up IDT meeting, including expected 
transfer time

• If admission decision is not final, update the 
team on current status

• Conduct a nursing huddle to review patient’s 
skills and special needs
• Nursing staff responsible for passing 

updates to the next shifts

• Add patient’s name, expected date, and time of 
admission to the Patient Schedule Board

• Assign admitting nurse to:
• Prepare the Patient Engagement Board
• Welcome the patient upon arrival

• Designate staff to call the referring hospital 
nurse on transfer day to:
• Obtain patient status update (VS, temp, I&O, 

pain level, new meds)
• Confirm receipt of Discharge Summary and 

Medication Reconciliation
• Clarify expected transfer time
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ROLES AND RESPONSIBILITIES: PI/QI & INFECTION PREVENTIONIST
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Stay current with CMS requirements for performance 
improvement and infection prevention

Document compliance as required for all hospital services

Participate in the SB QAPI Project by reviewing reports, 
conducting root-cause analysis, and developing action plans



ROLES AND RESPONSIBILITIES: 
THERAPY DIRECTOR

• Ensure interdisciplinary teamwork and compliance with 
state regulations

• Participate (or assign staff) in pre-admission/admission 
skill needs assessment

• Orient therapy staff to SB program expectations

• Develop functional rehab competency labs for nursing staff

• Ensure therapy staff orientation to SB P&Ps

• Provide sufficient staffing to meet patients’ rehab needs

• Lead participation in self-care and mobility coding, as well 
as IDT meetings

• Ensure thorough documentation to support communication 
and prevent denials

• Participate in PI program including chart review

• Support program utilization to meet community needs
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• Follow discipline-specific regulations

• Participate in IDT meetings as appropriate

• Complete assessments and documentation to support skilled needs

• Train nursing staff in treatment and documentation expectations when RT is providing 24-
hour coverage
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ROLES AND RESPONSIBILITIES: RESPIRATORY THERAPY



ROLES AND RESPONSIBILITIES: PHARMACIST

Perform documented medication reviews from physician orders to:
• Reduce medication errors and adverse events
• Ensure appropriate drug selection
• Monitor for interactions, over/under-medication
• Strengthen documentation of administration

Conduct medication reviews on admission and whenever changes occur

Participate in admission medication reconciliation

Discuss medication-related concerns with providers and document outcomes

Attend IDT meetings to present findings and highlight risks (GI issues, balance, labs, confusion, etc.)

Identify potential medication-related signs and symptoms during IDT discussions

Develop patient/family medication education tools and provide education (ideally before discharge)

Verify MAR orders are clearly written to prevent errors

Meet other standards of care relevant to acute care and PI reviews for survey readiness
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ROLES AND 
RESPONSIBILITIES: PROVIDER
• Participate in the pre-admission process when needed

• Collaborate closely with the SB Coordinator to review skilled needs and discharge 
planning

• Write admission orders (MD/DO responsibility)

• Complete admission H&P and treatment plan, with documentation that supports 
medical necessity certification for inpatient care

• Certification may include a pre-typed statement but must be backed by 
clinical documentation

• Review and sign therapy treatment plans or clarification orders

• Allow NPs to conduct all other routine visits in SB

• Understand the differences between the rehab model and the medical model

• Understand direct admission to SB and medical appropriateness delays

• Examine the patient within 24–48 hours of admission (often same-day in SB 
due to acuity) and PRN thereafter, but at least weekly

• Ensures ongoing awareness of patient status and documentation supporting skilled 
needs

• Work with SB Coordinator to align on discharge goals and progress

• Maintain awareness of PI/QI monitors

• Write discharge orders once discharge goals are achieved

• Support program growth and utilization 57



ROLES AND RESPONSIBILITIES: SWING BED COORD.
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**In some rural hospitals, this role is combined with Acute Care 
Manager or Nurse Manager**

• Manage the program in compliance with regulations
• Complete pre-admission assessments
• Act as Care Manager, Discharge Planner, and often Social Work designee
• Serve as liaison between patient, family, provider, and IDT members
• Direct rehab model processes
• Help prevent denials by ensuring skilled needs, utilization reviews, and strong 

documentation
• Oversee plans to increase program utilization

Overall Responsibilities:



ROLES AND RESPONSIBILITIES: NURSING ADMIN
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Ensure adequate staffing 
levels

Provide orientation to the 
Swing Bed (SB) program 

and P&Ps

Communicate expectations 
for Rehab Model and 

documented staff 
competencies

Support staff participation 
in huddles, IDT meetings, 

and mobility/self-care 
assessments

Oversee quality of clinical 
care and patient 

satisfaction

Require timely and updated 
care plans

Ensure admission and 
discharge medication 

reconciliations are 
completed

Provide patient education 
and tools for staff to use 
(diagnosis management, 

symptoms to report, actions 
to take)Set clear discharge 

planning instructions

Require meaningful 
documentation to support 

skilled nursing needs

Collaborate with SB 
Coordinator, Pharmacy, 

Infection Prevention, and PI 
Director

Promote program utilization 
to meet community needs

Maintain survey readiness 
with PI Director and others 

as needed



KEY DUTIES OF THE SB COORDINATOR: PRE-ADMISSION

• Collaborates with the Acute Discharge Planner to identify appropriate Swing Bed candidates
• In small rural hospitals, this may be the same person

• Reviews external referrals and responds within 1–4 hours based on acuity with acceptance or denial

• Confirms qualifying acute stay:
• 3-day stay for Medicare patients (related to referral reason)
• At least 1-day acute stay for most other payors with skilled needs

• Verifies Medicare days available (full coverage vs. co-pay)Consults with hospitalist or PCP when referral 
conditions are questionable, and facilitates discussion with the referring physician if needed

• Completes pre-admission assessment to confirm criteria and identify likely skilled needs

• Contacts non-Medicare payors to verify benefits and obtain pre-authorization (if required)Communicates 
details of upcoming admissions to staff, including a nursing huddle to provide report

• Works with providers to ensure H&P or progress note supports medical necessity for inpatient skilled care 
(serves as certification of need in CAHs)Confirms physician order for SB or skilled inpatient admission is in 
place

• Within 24 hours of admission, completes assessment including:
• Pre-hospitalization living status and functional abilities
• Psychosocial needs
• Discharge planning needs 60



KEY DUTIES OF THE SB COORDINATOR: DURING SWING 
BED STAY
• Orients patients to the Swing Bed program:

• Financial responsibility, rights/responsibilities
• Rehab model and participation expectations

• Activates the Advance Directive process

• Collaborates with HIM Coders to:
• Align documentation with primary diagnosis
• Review readmissions to determine if related to prior stay or a new condition

• Communicates important updates to the Business Office, including:
• Patients not meeting skilled criteria post-admission
• Delays in medical necessity for skilled rehab
• Appeals after a Notice of Medicare Non-Coverage (NOMNC)Works with the DON and Nurse Manager 

on staff documentation, care planning, and cost management

• Completes additional assessments for readmissions to improve discharge planning practices
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KEY DUTIES OF THE SB COORDINATOR: SWING BED 
DISCHARGE
• Tracks and reports monthly data, including:

• Admissions and discharges
• SB days, ADC, and ALOS
• Medicare vs. non-Medicare percentages
• Referral sources, acceptance/refusal reasons, discharge destinations, and program outcomes

• Conducts post-discharge clinical follow-up calls

• Maintains clear written processes so back-up staff can manage responsibilities when coordinator is 
unavailable

• Ensures policies and procedures (P&Ps) are updated

• Participates in ongoing marketing efforts (as applicable)
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COMMUNICATION WITH REVENUE CYCLE TEAM 

• Verification of 3-day qualifying stay
• Number of skilled days used and remaining
• Details of medical delay admissions and associated 3-day 

qualifying stay
• Any SB/SNF readmissions occurring within 30 days of 

discharge
• Documentation of overnight Leave of Absence (LOA) days
• Authorization numbers for Medicare Advantage or 

commercial payors
• Contracted reimbursement amount (if 

applicable)Identification of days not meeting skilled criteria
• Any other relevant billing information

To ensure 
accurate 
coding, 
provide 
billers 
with:
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DISCUSSION QUESTIONS FOR THE GROUP
• How can we improve communication between referring facilities and our internal care 

team?

• Where do you keep the pre-admission assessment tool stored for easiest access and use 
by staff?

• How can each department (nursing, therapy, pharmacy, case management, provider) 
better support timely and complete pre-admission reviews?

• What barriers exist in obtaining complete referral documentation, and how can we 
overcome them?

• How can we improve staff education on documentation and skilled need justification?

• What are the top priorities for improving the pre-admission process over the next quarter?
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LUNCH BREAK



ACTIVITY 



HALLOWEEN SWING BED TRIVIA
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 Category 1: Spooky Swing Bed Basics

1. How soon after admission must a baseline care plan be 
completed for a Swing Bed patient?

• Answer: Within 48 hours! That’s less time than it 
takes to binge-watch a good Netflix series.

2. Which team makes the magic happen for Swing Bed 
patients — nursing, therapy, pharmacy, or case 
management?

• Answer: All of the above! It takes an IDT dream 
team to make a successful Swing Bed stay.

3. What’s one document that tells the patient’s whole 
story from skilled need to discharge goals?

• Answer:  The comprehensive care plan! It’s like the 
patient’s roadmap to recovery

4. Why do staff love Swing Bed programs?
• Answer: Because it’s where teamwork shines! 

Nursing, therapy, pharmacy, and case 
management all come together to help patients 
swing back to independence!



HALLOWEEN SWING BED TRIVIA
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 Category 2: Trick or Treat… Documentation!

1. True or False: Swing Bed patients must meet the same 
skilled criteria as SNF residents

• Answer: True

2. What’s one thing Swing Bed nurses and detectives have 
in common?

• Answer: They both look for clues — in 
documentation, vital signs, and therapy notes!

3. Swing Bed programs must follow what long-term care 
regulations?

• Answer: SNF Requirements of Participation (42 CFR 
§483)

4. What is required before Swing Bed services can begin: 
a) a physician order, b) patient preference, or c) family 
request?

• Answer: a) Physician order

5. How soon must physician certification of skilled services 
be completed after Swing Bed admission?

• Answer: By the time of claim submission (initial 
certification within the first days, recertification 
ongoing)



HALLOWEEN SWING BED TRIVIA
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 Category 3: Ghastly Quality Measures
1. Name one Swing Bed quality metric hospitals 

should track.
• Answer: Readmissions, LOS, patient 

satisfaction, pressure injuries, or falls
2. True or False: Swing Bed metrics must be part of 

the hospital’s QAPI program.
•  Answer: True

3. Why is patient/family participation in IDT 
meetings considered a quality best practice?
• Answer: It improves engagement, care 

planning, and regulatory compliance
4. In a Swing Bed program, what does the word 

“swing” actually mean?
• Answer: It means the hospital bed can 

“swing” between acute care and skilled 
nursing care — the same bed, same patient, 
but a different level of care!



HALLOWEEN SWING BED TRIVIA
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 Category 4: “Witch” Patient is Eligible?

1. Patient with IV antibiotics and PICC line.
• Answer: Eligible (skilled service)

2. Patient needs help with meals and bathing 
• Answer: Not eligible

3. Patient recovering from hip fracture 
• Answer: Eligible

4. Patient awaiting long-term custodial placement, 
• Answer: Not eligible

5. Patient with complex wound requiring daily dressing 
changes.

• Answer: Eligible



DISCUSSION 
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TEAM DISCUSSION

• Transforming Episode Accountability Model 
(TEAM) running from January 1, 2026 – December 
31, 2030, SNF 3-Day Waiver Rule

• CMS will allow acute care hospitals who 
participate in the model to discharge patients 
without a 3-day hospital stay to a qualified 
SNF or swing bed provider, including a CAH

• The patient must meet the eligibility criteria 
for TEAM and have a qualifying outpatient 
procedure or hospital inpatient stay prior to 
admission to the SNF

• The admission date to the SNF must happen 
no later than 30 days after the hospital or 
outpatient department discharges the patient

• Medicare will pay for services when the SNF 
claim meets certain payment criteria, 
including submitting the claim with the 
required TEAM demonstration code A9

WEST VIRGINIA UNIVERSITY 
HOSPITALS

WEIRTON MEDICAL CENTER

MONONGALIA GENERAL 
HOSPITAL

CAMDEN-CLARK MEMORIAL 
HOSPITAL



COMMON SWING BED MISCONCEPTIONS
• Eligibility Criteria

• Hospitals sometimes confuse who qualifies for Swing Bed — assuming any patient needing extra 
time can be admitted, when in reality, the patient must meet skilled criteria under Medicare Part 
A (IV therapy, wound care, rehab, etc.)

•  Skilled vs. Custodial Care
• Staff may struggle to distinguish between skilled services (e.g., IV antibiotics, PT/OT, complex 

wound care) and custodial services (e.g., help with eating, bathing, routine care), which are not 
covered in Swing Bed

• Documentation Standards
• Hospitals sometimes document Swing Bed care like acute care, without highlighting daily skilled 

needs and progress toward goals, which can lead to denials or survey deficiencies

• Interdisciplinary Team (IDT) Meetings
• Some programs don’t realize CMS requires regular IDT care planning meetings with 

patient/family participation, similar to SNF requirements
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COMMON SWING BED MISCONCEPTIONS (CONT.)
• Patient Rights & Resident Standards

• Hospitals may overlook that Swing Bed patients have SNF-level resident rights (42 CFR §483.10), 
not just hospital patient rights

• QAPI Integration
• Hospitals sometimes forget that Swing Bed services must be fully included in QAPI programs, 

with specific metrics like readmissions, LOS, falls, and pressure injuries tracked and reported

• Discharge Planning
• Staff may confuse acute discharge planning requirements with Swing Bed’s SNF-level discharge 

planning, which must be more detailed, individualized, and involve the patient/resident

• Prior Authorizations & Managed Care
• Confusion often exists around Medicare Advantage and commercial payers — some require prior 

auth for Swing Bed stays, while traditional Medicare does not

• Marketing & Utilization
• Hospitals often misunderstand how to build census — assuming referrals will “just come” — 

when active education of physicians, case managers, and the community is critical to sustaining 
Swing Bed volume.
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WRAP UP/NEXT STEPS



Key Dates To Remember
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Data Collection – Continue monthly data entry or within 1 week of discharge 

Due date for the swing bed action plans

Next Swing Bed Quality Meeting: 
Virtual – January 9th – Trauma informed care
TBD – Virtual meeting between January and June 2024
Spring meeting – onsite – June 18th 



APPENDIX



REGULATION AND REQUIREMENT SOURCES

State Operations Manual, Appendix W - 
Survey Protocol, Regulations and 
Interpretive Guidelines for Critical Access 
Hospitals (CAHs) and Swing-Beds in 
CAHs, (Rev. 200, 2-21-20)
•https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/som107a
p_w_cah.pdf

State Operations Manual, Appendix A - 
Regulations and Interpretive Guidelines 
for Swing Beds in Hospitals, (Rev. 200, 2-
21-20) 
•https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/som107ap
_a_hospitals.pdf

Swing Bed Fact Sheet, CMS, Medicare 
Learning Network, June 2019

https://www.medicare.gov/coverage/skill
ed-nursing-facility-snf-care

https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Downloads

/bp102c08pdf.pdf

http://www.traumainformedcareproject.o
rg/resources/SEC-NL-

40019.ChildWelfareNL-Reprint.pdf
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