
Solution Sheet

Hospitals are under immense 

pressure to reduce length of 

stay (LOS) and succeed in 

value-based care models.

According to the Institute for Healthcare 

Improvement (IHI), patients with “prolonged 

hospitalizations” (i.e. stays beyond medical 

readiness for discharge or transfer) consume 

14–15% of all hospital days, despite representing 

only about 2% of hospitalizations. These prolonged 

days result in over $20 billion annually in financial 
burden to the U.S. health care system.1   

Case managers are burning out, legacy platforms 

are sunsetting, and care teams continue to fly blind 
when patients enter post-acute care. There is a 

critical need for a smarter solution.
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A Smarter Solution for  
Acute to Post-Acute  
Care Transitions 

1 https://pmc.ncbi.nlm.nih.gov/articles/PMC7324918/

Together, AIDA and PointClickCare offer a smarter solution for care transitions. 
Acute referral execution combined with post-acute intelligence empowers 

hospitals and skilled nursing facilities (SNFs) to collaborate in real-time to 

streamline discharges, improve throughput, and reduce readmissions.

https://pmc.ncbi.nlm.nih.gov/articles/PMC7324918/
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Discover how PointClickCare and AIDA  

help to transform your acute discharge workflows .

Discover more

A Leading Partnership for Improved Post-Acute Care Transitions

After PointClickCare and AIDASmarter Referrals.  

Seamless Transitions.  

Unparalleled SNF Intelligence.

The AIDA and PointClickCare partnership is 

fixing the broken handoff between hospitals 
and SNFs. Together, we: 

AIDA Results

 ∙ 12% Drop in ALOS

 ∙ 41% Referrals are  

Accepted within 1 Hour

 ∙ 23% of Complex Cases  

Discharged Within 3 Days

PointClickCare Results

 ∙ 68% Reduction in Hospital 

Readmissions from SNF

 ∙ 28% Reduction in SNF LOS

 ∙ Enhanced Visibility  

Across Care Settings

SNF Stay

Patient Ready
for Discharge

Real-time 
Readmission Rates 

for DRG

Streamlines Discharge 
Planning and Prior 

Authorization Workflows  

Longitudinal insight
into patient care, 
notes and readmit 
risk for fewer 
readmissions 
and controlled 
SNF LOS 

Real-time capacity 
insight and digital 

referrals to more 
SNFs for 

lower average 
length of stay 

Enable Superior Acute  
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Visibility

Improve Post-Acute Care  

Transition Workflows

Activate Networks at Scale

Drive Smarter Placements  

from Day One


