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MANDATORY BUNDLED 
PAYMENTS ARE COMING. 

IS YOUR SNF READY?
HOW TO ALIGN WITH YOUR LOCAL HOSPITAL  

TO BECOME AN INDISPENSABLE PARTNER
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MANDATORY HOSPITAL BUNDLES

While skilled nursing 
facilities have been 
focused on the Patient-

Driven Payment Model (PDPM) 
for the last few years, it may 
be time to start thinking about 
another important payment plan 
from CMS, Bundled Payments. 
Bundled payments replace 
hospital fee-for-service billing 
and incentivize organizations to 
reduce costs, length of stay, and 
hospital readmissions, without 
compromising the quality of care 
patients receive. 

WHY SHOULD 
SKILLED NURSING 
PROVIDERS BE 
CONCERNED ABOUT 
BUNDLED PAYMENTS? 

Last year CMS announced that 
bundled payments, which have 
up to now been voluntary, will 
become mandatory for hospitals 
beginning in 2023. Hospitals will 
be required to accept a fixed 
payment (target price) for all 
services around a 90-day episode 
of care triggered by an acute care 
hospitalization. 

For most hospitals this could 
mean a 7- or 8-figure upside 
opportunity and a comparable 
downside risk. While the details 
and specific timing remain 
unclear, one thing is certain – 
hospitals will be looking for skilled 
nursing providers with strong 
alignment around value-based 
care. 

“When bundles become 
mandatory, there are going to 
be a lot of hospitals who are not 
ready,” says John Dickey, MD, Chief 
Medical Officer for Population 
Health at Sound Physicians. “They 
are going to need to need quality 
skilled nursing partners who 

understand the goals of value-based care who can prevent avoidable 
readmissions.”

Sound Physicians works with over 350 hospitals nationwide to improve 
clinical outcomes and reduce costs across the entire episode of care. 
Their TeleSNF program helps hundreds of innovative providers align to a 
value based care model by reducing unnecessary hospital readmissions. 
If you want to get ahead of the curve and prepare your facility for the 
changes mandatory bundles will bring, here are five recommendations 
from Sound Physicians:

CREATE A CLINICAL STRATEGY TO CARE 
FOR SICKER PATIENTS WITH MORE 
COMPLEX MEDICAL NEEDS

Mandatory bundles will increase the pressure on hospitals to discharge 
healthier patients directly to home, and care coordinators will look for 
high performing skilled facilities who can take care of sicker patients. 
Specializing in complex care, investing in equipment or staff, providing 
additional training for nurses, and utilizing telemedicine are all ways to 
build out more clinical capacity. Skilled nursing facilities with round-the-
clock nurses trained in infusion may be able to start new medications 
under the guidance of a telehealth physician. Others with respirators and 
respiratory staff can accommodate the needs of patients with COPD or 
other pulmonary conditions. According to Dr. Dickey, “You have to show 
your value now as hospitals look for strategic partners. To do that, you 
definitely have to be able to take care of higher acuity patients.”  

When hospitals are scrutinizing 

every return to the ED, 

innovative providers need an 

emergency department transfer 

strategy. Sound’s approach is 

to contact the ED for a real-

time peer-to-peer conversation. 

When a tele-hospitalist can 

engage directly with an ED 

physician to explain the acute 

issue, goals of care, and the 

SNF’s clinical capabilities, the 

hospital can provide more 

efficient, cost-effective ED care.  

“Having that access, within 

minutes, for a doctor to be 

able to triage and take care of 

patients, that’s huge,” Dickey 

said. “And if they do go back 

to the hospital, our program 

results in more than 30% of the 

patients returning to the SNF 

after treatment or observation 

without being admitted.”

DEVELOP A PROACTIVE 
STRATEGY TO MANAGE 
EMERGENCY DEPARTMENT (ED) 
TRANSFERS
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MANDATORY HOSPITAL BUNDLES

INCREASE THE LEVEL OF PHYSICIAN 
ENGAGEMENT AT YOUR FACILITY

Today’s skilled nursing providers are admitting patients 
with more complex needs, but the clinical staffing model 

in most SNFs has not changed in decades. “Patients have round-
the-clock access to hospitalist physicians and specialists while they 
are in the acute setting, but as soon as they move to the SNF, there 
may not even be a doctor in the building. At night, you really see the 
problem. That’s when we typically see the majority of returns to the 
emergency room,” says Dr. Brian Carpenter, National Medical Director 
for Telemedicine at Sound Physicians. One way to increase physician 
engagement without driving up costs is by leveraging telemedicine. 
Tele-hospitalists bridge transitions of care, support higher-acuity care, 
and treat patients in place when nurses identify a change in condition. 
Under the Sound model, nursing staff are encouraged to start a 
telehealth encounter whenever they accept a new resident after hours; 
any time a patient has an unexpected change in condition; in the case 
of a fall, especially one without injury; and if a patient is sick enough to 
need a hospital visit. “In our programs, seeing patients remotely who 
have a change of condition has prevented transfers in about 96% of 
cases,” Carpenter noted.

USE DATA TO ENGAGE WITH YOUR 
HOSPITAL PARTNERS

Post-acute utilization is one of the biggest cost drivers 
in the 90-day episode of care, so facilities should expect to 

be scrutinized. For those who are performing well, sharing that data 
with hospitals can be a powerful driver to improve relationships and 
referrals. 

PRIME TIME TO ADAPT

Mandatory bundles will certainly 
raise the stakes for skilled nursing 
providers, but for those prepared 
to adapt, this also brings great 
opportunity. Prepare now for 
these changes and consider 
partnering with an organization 
like Sound Physicians. With 20 
years of experience reducing 
costs and improving outcomes 
for their hospital partners in 
40+ states, Sound is helping 
skilled nursing facilities bridge 
the clinical gaps in value based 
healthcare.  n

For more information 
www.soundtelemedicine.com 

 PARTNER WITH A HOME HEALTH 
AGENCY TO SUPPORT YOUR GOALS

Because hospitals will be on the hook for an entire 90-day 

episode (which starts on the day of the hospital admission) the 

patient’s successful transition to home from the SNF is just as 

critical as the transition into the SNF. To show added value to 

hospital partners, skilled nursing providers may want to add 

home health services into their strategy or partner with a home 

health agency with a strong clinical model to ensure the road to 

recovery continues once the patient is discharged.

“Our goal is 

to discharge 

patients to skilled 

nursing facilities 

that consistently 

deliver quality 

outcomes aligned 

with our value-

based objectives. 

Making data-driven 

decisions becomes 

even more important 

under a bundled 

payment model.”
— Paul Gietzen 

Chief Medical Officer  
ProMedica Hickman Hospital
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https://soundphysicians.com/snf-telemedicine/


In a market crowded with post-acute 
telemedicine start-ups, Sound Physicians is 
the only provider with a na�onwide hospital 
medicine prac�ce and 20 years of experience 
delivering value for our healthcare partners.

soundtelemedicine.com

YOUR TRUSTED CLINICAL PARTNER

Improve clinical capacity 
Reduce hospital readmissions 
Get better financial outcomes

Nights, Weekends & Holidays


