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Abstract

Hospital readmissions are common and costly; this has resulted in their emergence as a key target
and quality indicator in the current era of renewed focus on cost containment. However, many
concerns remain about the use of readmissions as a hospital quality indicator and about how to
reduce hospital readmissions. These concerns stem in part from deficiencies in the state of the
science of transitional care. A conceptualization of the “ideal” discharge process could help
address these deficiencies and move the state of the science forward. We describe an ideal
transition in care, explicate the key components, discuss its implications in the context of recent
efforts to reduce readmissions, and suggest next steps for policymakers, researchers, health care
administrators, practitioners, and educators.

Introduction

Containing the rise of health care costs has taken on a new sense of urgency in the wake of
the recent economic recession and continued growth in the cost of healthcare. Accordingly,
many stakeholders seek solutions to improve value (reducing costs while improving care),!
and hospital readmissions, which are common and costly,? have emerged as a key target.
Indeed, the Center for Medicare & Medicaid Services (CMS) has instituted several programs
intended to reduce readmissions, including funding for community-based care-transition
programs, penalties for hospitals with elevated risk-adjusted readmission rates for selected
diagnoses, Pioneer Accountable Care Organizations (ACQOs) with incentives to reduce
global costs of care, and Hospital Engagement Networks (HENS) through the Partnership for
Patients.3 A primary aim of these initiatives is to enhance the quality of care transitions as
patients are discharged from the hospital.

Though the recent focus on hospital readmissions has appropriately drawn attention to
transitions in care, some have expressed concerns. Among these are questions about 1) the
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extent to which readmissions truly reflect the quality of hospital care,* 2) the preventability
of readmissions,® 3) limitations in risk-adjustment techniques,® and 4) best practices for
preventing readmissions.” We believe these concerns stem in part from deficiencies in the
state of the science of transitional care, and that future efforts in this area will be hindered
without a clear vision of an ideal transition in care. We propose the key components of an
ideal transition in care and discuss the implications of this concept as it pertains to hospital
readmissions.

The Ideal Transition in Care

We propose the key components of an ideal transition in care in Figure 1 and Table 1. The
Figure represents ten domains described more fully below as structural supports of the
“bridge” patients must cross from one care environment to another during a care transition.
This Figure highlights key domains and suggests that lack of a domain makes the bridge
weaker and prone to gaps in care and poor outcomes. It also implies that the more
components are missing, the less safe the “bridge” or transition is. Those domains that
mainly take place prior to discharge are placed closer to the “hospital side” of the bridge,
those that mainly take place after discharge are placed closer to the “community side” of the
bridge, while those that take place both prior to and after discharge are in the middle. The
Table provides descriptions of the key content for each of these domains, as well as
guidance about which personnel might be involved and where in the transition process that
domain should be implemented. We support these domains with supporting evidence where
available.

Our concept of an ideal transition in care began with work by Naylor et al., who described
several important components of a safe transition in care, including complete
communication of information, patient education, enlisting the help of social and community
supports, ensuring continuity of care, and coordinating care among team members.8 It is
supplemented by the Transitions of Care Consensus Policy Statement proposed by
representatives from hospital medicine, primary care, and emergency medicine, which
emphasized aspects of timeliness and content of communication between providers.® Our
present articulation of these key components includes 10 organizing domains.

The Discharge Planning domain involves the important principle of planning ahead for
hospital discharge while the patient is still being treated in the hospital, a paradigm espoused
by Project RED10 and other successful care transitions interventions.11:12 Collaborating with
the outpatient provider and taking the patient and caregiver’s preferences for appointment
scheduling into account can help ensure optimal outpatient follow-up.

Complete Communication of Information refers to the content that should be included in
discharge summaries and other means of information transfer from hospital to post-
discharge care. The specific content areas are based on the Society of Hospital Medicine and
Society of General Internal Medicine Continuity of Care Task Force systematic review and
recommendations,!3 which takes into account information requested by primary care
physicians after discharge.

Availability, Timeliness, Clarity, and Organization of that information is as important as the
content because post-discharge providers must be able to access and quickly understand the
information they have been provided before assuming care of the patient.14.15

The Medication Safety domain is of central importance because medications are responsible
for most post-discharge adverse events.16 Taking an accurate medication history,1’
reconciling changes throughout the hospitalization,18 and communicating the reconciled
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medication regimen to patients and providers across transitions of care can reduce
medication errors and improve patient safety,19-22

The Patient Education and Promotion of Self-Management domain involves teaching
patients and their caregivers about the main hospital diagnoses and instructions for self-care,
including medication changes, appointments, and whom to contact if issues arise.
Confirming comprehension of instructions through assessments of acute (delirium) and
chronic (dementia) cognitive impairments23-26 and teach-back from the patient (or
caregiver) is an important aspect of such counseling, as is providing patients and caregivers
with educational materials that are appropriate for their level of health literacy and preferred
language.1* High-risk patients may benefit from “patient coaching” to improve their self-
management skills.12 These recommendations are based on years of health literacy
research,2’-29 and such elements are generally included in effective interventions (including
Project RED, 19 Naylor’s Transitional Care Model,1! and Coleman’s Care Transitions
Intervention).12

Enlisting the help of Social and Community Supports is an important adjunct to medical
care and is the rationale for the recent increase in CMS funding for community-based care-
transition programs. These programs are crucial for assisting patients with household
activities, meals, and other necessities during the period of recovery, though they should be
distinguished from “care management” or “care coordination” interventions, which have not
been found to be helpful in preventing readmissions unless “high touch” in nature.30:31

The Advance Care Planning domain may begin in the hospital or outpatient setting, and
involves establishing goals of care and health care proxies, as well as engaging with
palliative care or hospice services if appropriate. Emerging evidence supports the intuitive
conclusion that this approach prevents readmissions, particularly in patients who do not
benefit from hospital readmission.32:33

Attention to the Coordinating Care Among Team Members domain is needed to synchronize
efforts across settings and providers. Clearly, many healthcare professionals as well as other
involved parties can be involved in helping a single patient during transitions in care. It is
vital that they coordinate information, assessments, and plans as a team.34

We recognize the domain of Monitoring and Managing Symptoms after Discharge as
increasingly crucial as reflected in our growing understanding of the reasons for
readmission, especially among patients with fragile conditions such as heart failure, chronic
lung disease, gastrointestinal disorders, dementia,23-26 and vascular disease.3®> Monitoring
for new or worsening symptoms; medication side effects, discrepancies, or nonadherence;
and other self-management challenges will allow problems to be detected and addressed
early, before they result in unplanned healthcare utilization. It is noteworthy that successful
interventions in this regard rely on in-home evaluation13-14.29 by nurses rather than
telemonitoring, which in isolation has not been effective to date.36:37

Finally, optimal Outpatient Follow-Up with appropriate post-discharge providers is crucial
for providing ideal transitions. These appointments need to be prompt38:39 (e.g. within 7
days if not sooner for high-risk patients) and with providers who have a longitudinal
relationship to the patient, as prior work has shown increased readmissions when the
provider is unfamiliar with the patient.2? The advantages and disadvantages of hospitalist-
run post-discharge clinics as one way to increase access and expedite follow-up are currently
being explored. Although the optimal content of a post-discharge visit has not been defined,
logical tasks to be completed are myriad and imply the need for checklists, adequate time,
and a multidisciplinary team of providers.*
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Implications of the Ideal Transition in Care

Our conceptualization of an ideal transition in care provides insight for hospital and health-
care system leadership, policymakers, researchers, clinicians, and educators seeking to
improve transitions of care and reduce hospital readmissions. In the sections below, we
briefly review commonly cited concerns about the recent focus on readmissions as a quality
measure and illustrate how the Ideal Transition in Care addresses these concerns and
propose fruitful areas for future work.

How does the framework address the extent to which readmissions reflect
hospital quality?

One of the chief problems with readmission as a hospital quality measure is that many of the
factors that influence readmission may not currently be under the hospital’s control. The
healthcare environment to which a patient is being discharged (and was admitted from in the
first place) is an important determinant of readmission.#2 In this context, it is noteworthy
that successful interventions to reduce readmission are generally those that focus on
outpatient follow-up, while inpatient-only interventions have had less success.” This is
reflected in our framework above, informed by the literature, highlighting the importance of
coordination between inpatient and outpatient providers and the importance of post-
discharge care, including monitoring and managing symptoms after discharge, prompt
follow-up appointments, the continuation of patient self-management activities, monitoring
for drug-related problems after discharge, and the effective utilization of community
supports. Accountable care organizations, once established, would be responsible for several
components of this environment, including the provision of prompt and effective follow-up
care.

The implication of the framework is that if a hospital does not have control over most of the
factors that influence its readmission rate, it should see financial incentives to reduce
readmission rates as an opportunity to invest in relationships with the outpatient
environment from which their patients are admitted and to which they are discharged. One
can envision hospitals growing ever-closer relationships with their network of primary care
physician groups, community agencies and home health services, rehabilitation facilities and
nursing homes through coordinated discharge planning, medication management, patient
education, shared electronic medical records, structured handoffs in care, and systems of
intensive outpatient monitoring. Our proposed framework, in other words, emphasizes that
hospitals cannot reduce their readmission rates by focusing on aspects of care within their
walls. They must forge new and stronger relationships with their communities if they are to
be successful.

How does the framework help us understand which readmissions are
preventable?

Public reporting and financial penalties are currently tied to all-cause readmission, but
preventable readmissions are a more appealing outcome to target. In one study, the ranking
of hospitals by all-cause readmission rate had very little correlation with the ranking by
preventable readmission rate.> However, researchers have struggled to establish
standardized, valid, and reliable measures for determining what proportion of readmissions
are in fact preventable, with estimates ranging from 5 to 79% in the published literature.*3

The difficulty of accurately determining preventability stems from an inadequate
understanding of the roles that patient comorbidities, transitional processes of care,
individual patient behaviors, and social and environmental determinants of health play in the
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complex process of hospital recidivism. Our proposed elements of an ideal transition in care
provide a structure to frame this discussion and suggest future research opportunities to
allow a more accurate and reliable understanding of the spectrum of preventability. Care
system leadership can use the framework to rigorously evaluate their readmissions and
determine the extent to which the transitions process approached the ideal. For example, if a
readmission occurs despite care processes that addressed most of the domains with high
fidelity, it becomes much less likely that the readmission was preventable. It should be noted
that the converse is not always true: when a transition falls well short of the ideal, it does not
always imply that provision of a more ideal transition would necessarily have prevented the
readmission, but it does make it more likely.

For educators, the framework may provide insights for trainees into the complexity of the
transitions process and vulnerability of patients during this time, highlighting preventable
aspects of readmissions that are within the grasp of the discharging clinician or team. It
highlights the importance of medication reconciliation, synchronous communication, and
pre-discharge teaching, which are measurable and teachable skills for non-physician
providers, housestaff and medical students. It also may allow for more structured feedback,
for example, on the quality of discharge summaries produced by trainees.

How could the framework improve risk adjustment for between-hospital
comparisons?

Under the Patient Protection and Affordable Care Act (PPACA), hospitals will be compared
to one another using risk-standardized readmission rates as a way to penalize poorly-
performing hospitals. However, risk-adjustment models have only modest ability to predict
hospital readmission.8 Moreover, current approaches predominantly adjust for patients’
medical comorbidities (which are easily measurable), but they do not adequately take into
account the growing literature on other factors that influence readmission rates, including a
patient’s health literacy, visual or cognitive impairment, functional status, language barriers,
and community-level factors such as social supports.#4:45

The Ideal Transition of Care provides a comprehensive framework of hospital discharge
quality that provides additional process measures on which hospitals could be compared
rather than focusing solely on (inadequately) risk-adjusted readmission rates. Indeed, most
other quality and safety measures (such as the National Quality Forum’s Safe Practices*6
and The Joint Commission’s National Patient Safety Goals),*’ emphasize process over
outcome, in part because of issues of fairness. Process measures are less subject to
differences in patient populations and also change the focus from simply reducing
readmissions to improving transitional care more broadly. These process measures should be
based on our framework and should attempt to capture as many dimensions of an optimal
care transition as possible.

Possible examples of process measures include: the accuracy of medication reconciliation at
admission and discharge;provision of prompt outpatient follow-up; provision of adequate
systems to monitor and manage symptoms after discharge; advanced care planning in
appropriate patients; and the quality of discharge education, incorporating measurements of
the patient’s understanding and ability to self-manage their illness. At least some of these
could be used now as part of a performance measurement set that highlights opportunities
for immediate system change and can serve as performance milestones.

The framework could also be used to validate risk-adjustment techniques. After accounting
for patient factors, the remaining variability in outcomes should be accounted for by
processes of care that are in the transitions framework. Once these processes are accurately
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measured, one can determine if indeed the remaining variability is due to transitions
processes, or rather unaccounted factors that are not being measured and that hospitals may
have little control over. Such work can lead to iterative refinement of patient risk-adjustment
models.

What does the framework imply about best practices for reducing
readmission rates?

Despite the limitations of readmission rates as a quality measure noted above, hospitals
presently face potentially large financial penalties for readmissions and are allocating
resources to readmission reduction efforts. However, hospitals currently may not have
enough guidance to know what actions to take to reduce readmissions, and thus could be
spending money inefficiently and reducing the value proposition of focusing on
readmissions.

A recent systematic review of interventions hospitals could employ to reduce readmissions
identified several positive studies, but also many negative studies, and there were significant
barriers to understanding what works to reduce readmissions.” For example, most of the
interventions described in both positive and negative studies were multifaceted, and the
authors were unable to identify which components of the intervention were most effective.
Also, while several studies have identified risk factors for readmission,84849 very few
studies have identified which subgroups of patients benefit most from specific interventions.
Few of the studies described key contextual factors that may have led to successful or failed
implementation, or the fidelity with which the intervention was implemented.50-52

Few if any of the studies were guided by a concept of the ideal transition in care.1? Such a
framework will better guide development of multifaceted interventions and provide an
improved means for interpreting the results. Clearly, rigorously-conducted, multi-center
studies of readmission prevention interventions are needed to move the field forward. These
studies should: 1) correlate implementation of specific intervention components with
reductions in readmission rates to better understand the most effective components; 2) be
adequately powered to show effect modification, i.e., which patients benefit most from these
interventions; and 3) rigorously measure environmental context and intervention fidelity,
and employ mixed methods to better understand predictors of implementation success and
failure.

Our framework can be used in the design and evaluation of such interventions. For example,
interventions could be designed that incorporate as many of the domains of an ideal
transition as possible, in particular those that span the inpatient and outpatient settings.
Processes of care metrics can be developed that measure the extent to which each domain is
delivered, analogous to the way the Joint Commission might aggregate individual scores on
the ten items in Acute Myocardial Infarction Core Measure Set®3 to provide a composite of
the quality of care provided to patients with this diagnosis. These can be used to correlate
certain intervention components with success in reducing readmissions and also in
measuring intervention fidelity.

Next Steps

For hospital and health care system leadership, who need to take action now to avoid
financial penalties, we recommend starting with proven, “high-touch” interventions such as
Project RED and the Care Transitions Intervention, which are durable, cost-effective,
robustly address multiple domains of the Ideal Transition in Care, and have been
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implemented at numerous sites.>455 Each hospital or group will need to decide on a bundle
of interventions and customize them based on local workflow, resources, and culture.

Risk-stratification, to match the intensity of the intervention to the risk of readmission of the
patient, will undoubtedly be a key component for the efficient use of resources. We
anticipate future research will allow risk stratification to be a robust part of any
implementation plan. However, as noted above, current risk prediction models are
imperfect,® and more work is needed to determine which patients benefit most from which
interventions. Few if any studies have described interventions tailored to risk for this reason.

Based on our ideal transition in care, our collective experience, and published
evidence,”10-12 potential elements to start with include: early discharge planning;
medication reconciliation;8 patient/caregiver education using health literacy principles,
cognitive assessments, and teach-back to confirm understanding; synchronous
communication (e.g., by phone) between inpatient and post-discharge providers; follow-up
phone calls to patients within 72 hours of discharge; 24/7 availability of a responsible
inpatient provider to address questions and problems (both from the patient/caregiver and
from post-discharge providers); and prompt appointments for patients discharged home.
High-risk patients will likely require additional interventions, including in-home
assessments, disease-monitoring programs and/or patient coaching. Lastly, patients with
certain conditions prone to readmission (such as heart failure and chronic obstructive
pulmonary disease) may benefit from disease-specific programs, including patient
education, outpatient disease management, and monitoring protocols.

It is likely that the most effective interventions are those that come from combined,
coordinated interventions shared between inpatient and outpatient settings and are intensive
in nature. We expect that the more domains in the framework that are addressed, the safer
and more seamless transitions in care will be, with improvement in patient outcomes. To the
extent that fragmentation of care has been a barrier to the implementation of these types of
interventions in the past, ACOs, perhaps with imbedded Patient-Centered Medical Homes,
may be in the best position to take advantage of newly-aligned financial incentives to design
comprehensive transitional care. Indeed, we anticipate the Figure may provide substrate for
a discussion of post-discharge care and division of responsibilities between inpatient and
outpatient care teams at the time of transition, so effort is not duplicated and multiple
domains are addressed.

Other barriers to implementation of ideal transitions in care will continue to be an issue for
most health care systems. Financial constraints that have been a barrier up until now will be
partially overcome by penalties for high readmission rates and by ACOs, bundled payments,
and alternative care contracts (i.e., global payments), but the extent to which each institution
feels rewarded for investing in transitional interventions will vary greatly. Health care
leadership that sees the value of improving transitions in care will be critical to overcoming
this barrier. Competing demands (such as lowering hospital length of stay and carrying out
other patient care responsibilities),’ lack of coordination and diffusion of responsibility
among various clinical personnel, and lack of standards are other barriers®8 that will require
clear prioritization from leadership, policy changes, team-based care, provider education and
feedback, and adequate allocation of personnel resources. In short, process redesign using
continuous quality improvement efforts and effective tools will be required to maximize the
possibility of success.
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Conclusions

Readmissions are costly and undesirable. Intuition suggests they are a marker of poor care
and that hospitals should be capable of reducing them, thereby improving care and
decreasing costs. In a potential future world of ACOs based on global payments, financial
incentives would be aligned for each system to reduce readmissions below their current
baseline, therefore obviating the need for external financial rewards and penalties. In the
meantime, financial penalties do exist, and controversy exists over their fairness and
likelihood of driving appropriate behavior. To address these controversies and promote
better transitional care, we call for the development and use of multi-faceted, collaborative
transitions interventions that span settings, risk-adjustment models that allow for fairer
comparisons among hospitals, better and more widespread measurement of processes of
transitional care, a better understanding of what interventions are most effective and in
whom, and better guidance in how to implement these interventions. Our conceptualization
of an ideal transition of care serves as a guide and provides a common vocabulary for these
efforts. Such research is likely to produce the knowledge needed for health care systems to
improve transitions in care, reduce readmissions, and reduce costs.
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Domains of an ideal transition in care
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Domain

Who

When

References

Discharge Planning

Use a multidisciplinary ttamto  pjscharging clinician ™

create a discharge plan

Care managers/discharge planners

Collaborate with primary care
physician regarding discharge Nurses
and follow-up plan

Arrange follow-up
appointments prior to discharge

Make timely appointments for
follow-up care

Make appointments that take
patient and caregiver’s
schedules and transportation
needs into account

Pre-discharge

9-11

Complete Communication of Information

Includes:

Discharging clinician
Patient’s full name
Age

Dates of admission and
discharge

Names of responsible hospital
physicians

Name of physician preparing
discharge summary

Name of primary care physician
Main diagnosis

Other relevant diagnoses,
procedures, and complications

Relevant findings at admission

Treatment and response for
each active problem

Results of procedures and
abnormal laboratory test results

Recommendations of any
subspecialty consultants

Patient’s functional status at
discharge

Discharge medications

Follow-up appointments made
and those to be made

Tests to be ordered and pending
tests to be followed-up

Counseling provided to patient
and caregiver, when applicable

Contingency planning

Code status

Time of discharge
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Domain

Who

When

References

Availability, Timeliness, Clarity, and Organization of Information

Timely communication with
post-discharge providers
verbally (preferred) or by fax/
email

Timely completion of discharge
summary and reliable
transmission to post-discharge
providers

Auvailability of information in
medical record

Use of a structured template
with subheadings in discharge
communication

Discharging clinician

Time of Discharge

12-14

Medication Safety

Take an accurate preadmission
medication history

Reconcile preadmission
medications with all ordered
medications at all transfers in
care, including discharge

Communicate discharge
medications to all outpatient
providers, including all changes
and rationale for those changes

Clinicians
Pharmacists

Nurses

Admission Throughout Hospitalization

Time of Discharge

15-21

Educating Patients, Promoting Self-Management

Focus discharge counseling on
major diagnoses, medication
changes, dates of follow-up
appointments, self-care
instructions, warning signs and
symptoms, and who to contact
for problems

Include caregivers as
appropriate

Ensure staff members provide
consistent messages

Provide simply written patient-
centered materials with
instructions

Use teach-back methods to
confirm understanding

Encourage questions

Continue teaching during post-
discharge follow-up

Use Transition Coaches in
high-risk patients: focus on
medication management,
keeping a personal medical
record, follow-up appointments,
and knowledge of red flags

Clinicians
Nurses
Care managers/discharge planners

Transition Coaches

Daily
Time of discharge

Post-discharge

9-11,22-28, 30

Enlisting Help of Social and Community Supports
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Domain Who When References
. Assess needs and appropriately  Clinicians Pre-and Post-discharge 29,30

arrange for home services
Nurses
. Enlist help of caregivers
Care managers
. Enlist help of community
supports Home health staff
Advance Care Planning
. Establish health care proxy Clinicians Pre-and post-discharge 31,32
. Discuss goals of care Palliative care staff
. Palliative Care Consultation (if ~ Social workers
appropriate)
Nurses
. Enlist hospice services (if i
appropriate) Hospice workers
Coordinating Care Among Team Members
. Share medical records Clinicians Pre-and post-discharge 33
. Communicate involving all Nurses

team members

Optimizecontinuity of providers
and formal hand-offs of care

Office personnel

IT staff

Monitoring and Managing Symptoms After Discharge

Monitor for:

Via:

Worsening disease control

Medication side effects,
discrepancies, non-adherence

Therapeutic drug monitoring

Inability to manage conditions
at home

Post-discharge phone calls
Home visits
Post-discharge clinic visits
Patient hotline

Auvailability of inpatient
providers after discharge

Clinicians Post-discharge

Nurses

Pharmacists
Care Managers

Visiting nurses and other home

11-13,28, 34-36

health staff
Follow-up with Outpatient Providers
. Within an appropriate time Clinicians Post-discharge 37-40
frame (e.g., 7 days or sooner for N
urses

high-risk patients)

With appropriate providers
(e.g., most related to reason(s)

Pharmacists
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Domain

Who When

References

for hospitalization, who manage
least stable conditions, and/or
PCP)

. Utilize multi-disciplinary teams
as appropriate

. Ensure appropriate progress
along plan of care and safe
transition

Care Managers
Office personnel

Other clinical staff as appropriate

*
“Clinician” refers to ordering providers including physicians, physician assistants, and nurse practitioners
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