
R educing hospital readmissions
has been a focus of health care
reform discussions as a way to im-

prove quality and control costs. During
2005, almost 20% of all hospital stays
for Medicare patients resulted in a read-
mission within 30 days and as many as
75.6% of these 30-day readmissions were
considered preventable.1,2 The cost of po-
tentially avoidable readmissions amount-
ed to $12 billion in Medicare spending
in 2005.3 Since readmissions are some-
times the result of poorly coordinated pa-
tient care, new delivery models that im-
prove patient-centered care and promote
patient education are essential.

Formal home health care can be a
frontline defense in reducing unnecessary
acute and emergent care utilization by
working with patients after they leave the
hospital to manage and reconcile their
medications, help understand warning
signs and symptoms, and ensure that dis-
charge instructions are properly followed.
This article highlights two different strat-
egies in the home health arena – one cut-
ting edge and the other more traditional.
Both have reduced readmissions and/or
emergent care. The first is an adaptation
of the Transitional Care Model (TCM)
by Mary D. Naylor, PhD, FAAN, RN, in
community home health agencies
(HHAs), while the second is a more tra-
ditional intervention (consistent vigilance
to reinforce existing policies: emphasize
front-loading visits, improve medication
management, and use risk assessment
tools).

“Medicare is the largest payer

of home health services in

the United States. According

to one study, in 2004, 50%

of Medicare patients receiving

those services began

receiving them within 14 days

after a hospital stay.7 The

remaining 50% of them were

referred from skilled nursing

facilities, inpatient

rehabilitation, other HHAs,

hospice, or after receiving no

prior institutional health

services.”

Background

Under the Centers for Medicare &
Medicaid Services’ (CMS’) Ninth Scope
of Work, 14 Quality Improvement Or-
ganizations (QIOs) nationwide were
funded to improve patient care transitions
and quality of care and reduce unneces-
sary hospital readmissions through com-
prehensive community efforts. Health-
care Quality Strategies, Inc., (HQSI) was
selected to participate in this initiative,
which began on August 1, 2008. The New
Jersey Care Transitions Project (NJCTP)
community includes 44 ZIP Codes in
southwestern New Jersey, across the Del-

aware River from Philadelphia, Pennsyl-
vania. In 2008, approximately 100,000
Medicare beneficiaries were residing in
this community, accounting for approxi-
mately 23,000 Medicare inpatient dis-
charges per year, with a 19.6% all-cause,
30-day readmission rate. Eighty-five per-
cent of the beneficiaries were white, 11%
were black, and other races accounted
for 4% of the population.4 These patients
faced similar care transitions issues as
identified in previous studies: a lack of
adherence to post-discharge instructions,
knowledge deficits, and medication
errors that can result in preventable re-
hospitalizations.5,6 In particular, medica-
tion errors and discrepancies after dis-
charge are common and can threaten a
patient’s safety. A study by Moore et al.
found that half of patients discharged
from an inpatient setting to an outpatient
setting had at least one medication error.6

Medicare is the largest payer of home
health services in the United States. Ac-
cording to one study, in 2004, 50% of
Medicare patients receiving those serv-
ices began receiving them within 14 days
after a hospital stay.7 The remaining 50%
of them were referred from skilled nurs-
ing facilities, inpatient rehabilitation, oth-
er HHAs, hospice, or after receiving no
prior institutional health services. In this
same study, home health care users, com-
pared to the traditional fee-for-service
(FFS) Medicare population, tended to be
older (average age 77.0 vs. 71.9); female
(63.5% vs. 56.6%); and African Ameri-
can (12.5% vs. 9.7%).
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The Role Of Home Health

Providing services in the patient’s home
offers a unique opportunity to educate pa-
tients to play a greater role in their own
healthcare. In an effort to capitalize on
the potential of home health care services
to improve patient transitions, HQSI re-
cruited all HHAs in the community. This
article highlights the successful interven-
tions from HHAs that are a part of the
two health systems, Virtua and Kennedy.

HQSI employed both individual con-
sultative and collaborative approaches.
HHAs were instructed to select interven-
tions from a change package created by
HQSI that included home health inter-
ventions targeting patient/caregiver edu-
cation, admission to home health follow-
ing hospital discharge, advance care plan-
ning, disease management, discharge
planning, multidisciplinary staff educa-
tion, and cross-provider education. The
change package also included a portfolio
of Best Practice Intervention Packages
(BPIPs) developed by the 2007 Home
Health Quality Improvement National
Campaign.8

In addition to the utilization of change
packages, HQSI encouraged the HHAs
to implement interventions that provide
individualized patient education and en-
gagement, such as the Care Transitions
Intervention (CTI) coaching model9 and
the TCM. Both models have shown that
empowering and educating patients to
better understand and manage their dis-
eases, symptoms, and medications im-
proved patient outcomes and reduced
their risk of re-hospitalization.2,6 Virtua’s
HHAs adopted and implemented a vari-
ant of the TCM during 2009. Another
HHA in the community began imple-
menting the TCM with minimal changes
in 2010. The TCM targets cognitively
intact older adults with two or more risk
factors, such as a history of recent hos-
pitalizations, multiple chronic conditions
or medications, and poor self-health rat-
ings. Patients receiving services in TCM
programs are generally sicker than those

discharged home without home care and
are afflicted with chronic conditions. They
require more personalized and focused
nursing care than those targeted by other
models, such as CTI.

During the first year of the project,
two-thirds of the HHAs showed improve-
ment in at least one of three publicly-re-
ported quality measures (rate of reduc-
tion in acute care hospitalization [ACH],
improvement in management of oral med-
ications, and reduction of emergent
care).10 This article highlights two con-
trasting (new and cutting edge vs. tradi-
tional) intervention strategies that re-
duced ACH and emergent care rates.

HHA Success #1:
Cutting Edge Multi-
Faceted Approach With
Adaptation Of TCM

As part of the NJCTP, HQSI
assisted the two Virtua HHAs
in adopting a variant of the TCM
developed by Dr. Mary Naylor and
her team at the University of Penn-
sylvania School of Nursing. This modi-
fied TCM was named Transitions of Care
Program (TCP), and it expanded Virtua’s
basic ACH program to target high-risk
patients with high acute care readmis-
sion histories. The TCP was one of the
HHAs’ multi-faceted approaches to fur-
ther reduce their ACH rate. The others
included a 40-unit telemonitoring pro-
gram and a new chronic navigation pro-
gram to help patients schedule appoint-
ments and tests after they’ve been dis-
charged. Virtua’s effort in reducing ACH
rates is best summarized by the agen-
cies’ Director of Quality:

“Reducing ACH is the overarching
concept, and each of the programs is a
pillar. Each of the three pillars is an in-
tervention for certain groups of patients.
The Transitional Care Program is geared
to patients who are willing and able to
learn how to manage their chronic con-
ditions. We work with the patients them-

selves, not the
husbands or wives

or daughters. This
program promotes

self-management.”
At first, the three approach-

es – telemonitoring, chronic navigation,
and TCP – operated separately, although
all complemented the already existing
program to prevent ACH. Since the es-
tablishment of a care transitions com-
mittee, an effort has been made to link
these approaches and to have them be
recognized by staff as having one goal:
keeping the patient at home.

One of the major goals of the TCP
was to evaluate the feasibility, sustain-
ability, and effectiveness of the TCM in
an HHA setting, with services that meet
the criteria for Medicare reimbursement.

Transitional Care Model (TCM).
The standard protocol of the TCM inter-
vention starts with screening patients
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prior to discharge from hospitals. The
screening includes selecting beneficiar-
ies on multiple criteria, such as those
who are cognitively intact, or have mul-
tiple chronic conditions, a history of fre-
quent hospitalizations, or a poor self-
health rating.

At the core of the Naylor TCM inter-
vention is the intent to provide custom-
ized care to patients using evidence-
based guidelines and protocols. Within
24 hours of the patient’s enrollment into
the program, the Transitional Care Nurse
(TCN) visits the patient at bedside in the
hospital. During the visit, the TCN per-
forms a comprehensive assessment uti-
lizing designated assessment tools, col-
laborates with the medical staff to coor-
dinate inpatient care, and creates a
streamlined care plan for post-discharge
follow-up that incorporates the patient’s
goals. After discharge, the TCN visits
the patient at home within 24 to 48 hours.
During the first month, the TCN visits
the patient once a week and then bi-
monthly thereafter. The TCN contacts
the patient by telephone in the weeks
without a home visit. During the first
visit and subsequent visits, the TCN pro-
vides the patient with a personalized
emergency care plan, reinforces the skills
needed to detect and manage symptoms,
encourages and guides the patient to
make timely physician follow-up ap-
pointments, and prepares him/her for the
physician visit by generating a list of
questions for the physician. On the day
of the scheduled physician visit, the TCN
accompanies the patient to the visit.
During the visit, the TCN helps the pa-
tient obtain answers for his/her queries
and aids the physician in ascertaining
the details of the care provided while the
patient was at the hospital. At the end of
the program, the TCN helps the patient
make a smooth transition to self-sustain-
ment by keeping in constant contact, so
that progress is made toward the pa-
tient’s self-management goals and, when
necessary, helping the patient receive
services such as hospice and palliative
care, assisted living, and other commu-
nity-based services.

Adapting the TCM. To enable Virtua
to maintain financial feasibility and sus-
tainability under the current FFS reim-

bursement environment, key alterations
were made to the standard protocol of
the TCM intervention. Administrators
were frank about their agencies’ limita-
tions when they met with HQSI and Dr.
Naylor. One administrator said, “In work-
ing with Dr. Naylor, we had to figure out
how to do this in real life and real time.
We needed to remain budget neutral and
be practical.” Dr. Naylor and her team
helped the agencies to develop a revised
version of the TCM. Instead of an ad-
vanced practice nurse, as described in
the TCM, the agencies chose two bac-
calaureate-prepared nurses with back-
grounds in cardiac care and home health.
Shortly afterward, they hired two addi-
tional experienced home health nurses.
The Naylor team helped the agency train
the four nurses, who performed medica-
tion reconciliation, helped patients man-
age their medications, and taught pa-
tients about the warning signs that might
send them back to the hospital, as in the
original TCM.

The HHAs’ intake coordinators at the
hospitals screened potential patients in
concurrence with the case managers. In
addition to applying the TCM screening
criteria, the HHAs limited their selection
based on patients’ geographic locations
and targeted specific conditions: pneu-
monia, heart failure (HF), chronic ob-
structive pulmonary disease (COPD),
and diabetes – four of the prime causes
of readmission. In 2008, the 30-day re-
admission rates for patients with these
diseases were significantly higher than
the general population in the NJCTP
community (23.79% compared to
19.43%).4

Although an initial hospital visit is
part of the standard model, the TCP
nurses do not visit the patient in the hos-
pital before discharge. Since the majori-
ty of referrals are from hospitals belong-
ing to the same health system as the
HHAs, coordination between the agen-
cies and the hospitals was expected to be
more effective, thus diminishing the neg-
ative impact of deviating from the stan-
dard TCM. Moreover, the HHAs found
that the initial hospital visit did not have
the expected impact as patients were
usually too ill and/or tired and anxious
to effectively absorb information provid-

ed to them before discharge. The alter-
ations to the visit schedule helped keep
costs at a sustainable level. The TCP
nurses do not accompany the patients to
their physician follow-up visits as re-
quired by the TCM protocol because this
is not a reimbursable home health bene-
fit. However, the TCP nurses guide the
patients in scheduling and preparing for
their physician follow-up visits within
seven to 14 days after discharge from the
hospital.

Results. As of January 2011, 98 pa-
tients were enrolled in the TCP. HQSI
conducted an analysis of Medicare
claims, which only included data for
patients with a hospitalization prior to
enrollment in the program and who were
enrolled by November 30, 2010 (N=81).
Preliminary results of the TCP have
demonstrated some success in slowing
the revolving door of hospital readmis-
sions through better management of
patient care using a TCP home health
nurse. Such a model can be considered
by other HHAs.

Key improvements were shown in the
following areas:

• The 30-day re-hospitalization rates
for TCP have declined gradually over
time (Figure 1), which can indicate the
successful implementation of the pro-
gram. Compared to patients enrolled dur-
ing 2009, when the TCP was first intro-
duced, 30-day re-hospitalization rates
for the same quarters of 2010 showed a
notable decrease from 30.0% in Q3 2009
to 13.3% in Q3 2010, and from 33.3% in
Q4 2009 to 16.7% in Q4 2010 (Oct –
Nov data). The linear trend presented in
Figure 1 indicates a high R-squared val-
ue of 0.72 with statistically significant
secular decreasing trending (Pearson
correlation Coefficient: 0.83, p-value
<0.0001)

• A comparison of the 30-day all-
cause re-hospitalization rates showed that
patients with HF enrolled in the TCP
have lower re-hospitalization rates com-
pared to HF patients discharged from the
referring system hospitals and all HF
patients receiving home health care serv-
ices in the NJCTP community (Figure
2). However, this is not statistically sig-
nificant due to the small number of HF
patients in the program.
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HHA Success #2:
Going Back To The Basics

Kennedy Home Health Care took a more
traditional evidence-based approach to
reducing ACH rates. The HHA consis-
tently reinforced existing policies: pro-
moting front-loading of visits, improv-
ing medication management processes,
and utilizing risk assessment tools. This
well-rounded approach led to a continu-
ous declining trend in hospital utiliza-
tion, increases in front-loading visits, and
improved oral medication management.

The HHA conducted a root cause
analysis by reviewing the charts of pa-
tients who had recently been re-hospital-
ized. The reviews showed that in many
cases where a readmission might have
been considered preventable, a care plan
reassessment or revision was missing. Es-
sentially, care plans were not being re-
vised as the patient’s situation changed.
In some cases, the nursing assessment
was missing altogether. As a result, the
nurses whose documentation was found
to be deficient received targeted educa-
tion and retraining. This ensured clear
accountability and re-education of those
most in need.

The agency expended effort empha-
sizing, reinforcing, and revising its med-
ication management and reconciliation
process. New oral medication (OM) proc-
esses focused on assessing a patient’s
ability to manage his/her OMs, complet-
ing a reconciled medication list, and
developing a medication education plan
based on a patient’s risk of re-hospital-
ization. The HHA introduced a modified
OM screen in its electronic medical rec-
ord system and a linked assessment of a
patient’s ability to manage OMs and
whether he/she is at high risk for re-hos-
pitalization.

The HHA utilizes risk assessments to
identify patients at high risk for re-hos-
pitalization. One of the risk assessment
tools adapted and utilized is the Profes-
sional Practice Model, developed by Per-
sonal Touch Home Care and At Home
Care. This risk assessment is also used
to guide patient education and to devel-
op an initial care plan. Front-loading of
visits (i.e., visiting the patient’s home
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shortly after hospital discharge and with
greater frequency in the beginning) is
emphasized for all patients but particu-
larly stressed for those patients at high-
est risk for re-hospitalization. Front-load-
ing of visits allows clinicians to identify
potential issues early and address them
before they become serious enough for
the patient to need re-hospitalization. Ide-
ally, patients should have their first home
health visit within 48 hours after dis-
charge and sooner if they are a very high-
risk case.

In addition to front-loading of visits,
medication management/reconciliation
interventions, and risk assessment inter-
ventions, the HHA implemented pro-
grams in other areas, including emer-

gency care plans, phone monitoring, fall
prevention programs, utilization of a sys-
tem-wide universal transfer form, and
working with patients to identify red
flags.

In order to achieve results, there is a
strong need for leadership support. Kath-
leen Flannery, Administrator, Kennedy
Home Health Care, commented, “Agency
leaders must commit time and financial
resources for staff education and im-
provement strategies for medication
management.”

Results. The percent of the HHA
Medicare beneficiaries with a claim for
home health services within two days of
hospital discharge increased from 46.37%
to 55.70%.

• The ACH rate declined from
24.6% to 21.9% (Figure 3).

• The emergent care rate, reported
on Home Health Compare,
declined from 23.0 % to 20.3%
(Figure 3).

• OM management, reported on
Home Health Compare, improved
from 39.6% to 52.3% (Figure 4).

• One year after baseline (Mar-Aug
2008), readmission rates at 7 and
30 days for Mar-Aug 2009 had
decreased from 7.62% to 4.87%
and 17.17% to 15.97%
respectively (absolute decrease of
2.75% and 1.20%, respectively)
(Figure 5).

• The HHA’s 7-day, 30-day, and
60-day readmission rates
consistently declined over the
project period through April 2010
(Pearson Correlation Coefficients:
-0.840, p-value <.0001,
-0.643, p-value <.0007, and
-0.734, p-value <.0001,
respectively).

These improvements are clinically
and economically important in the cur-
rent environment of health care reform
and cost cutting. The interventions
implemented by the HHA successfully
improved the initial transition from the
hospital to the home by getting a home
health nurse to the home early, focusing
on medication management and recon-
ciliation processes, performing risk
assessments, and targeting education to
the home health nurses most in need.

Conclusion
Frail and elderly patients with frequent
hospitalizations, chronic illnesses, and
inadequate social support systems are
particularly vulnerable to readmission.
Virtua’s TCP, combined with telemoni-
toring and a chronic navigation program,
effectively targets patient populations
that are at the highest risk of hospitaliza-
tion. The TCP provides customized care
to patients using evidence-based guide-
lines and protocols and incorporates
patients’ goals into the care plan. The
program helps patients make a smooth
transition to self-management. Since
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actual implementation deviated from the
standard TCM protocol, the program
may not have achieved its maximum
quality improvement potential. The lack
of an initial hospital visit by the TCN
may have limited patients’ thorough un-
derstanding of the hospital’s discharge
instructions. The program may have
missed an opportunity to ensure seam-
less transfer of information from hospi-
tal to physician, since the TCNs do not
accompany patients to their first follow-
up visits after discharge. Expanding the
scope of the HHA nurse to provide com-
ponents of the TCM in a financially sus-
tainable way may reduce risk of read-
mission for all HHA patients. Encourag-
ing more active physician involvement,
especially in prioritizing the first follow-
up visit after a patient is discharged from
the hospital, could also add to the efforts
of reducing avoidable hospitalizations.
Although the HHAs have delivered this
service without receiving additional re-
imbursement, the TCP could be resource
intensive and difficult to adopt by other
health systems.

The TCP highlights the effectiveness
of front-loading visits, home visits by a
professional, and using medication man-
agement to reduce ACH rates, which were
the essence of the intervention strategies
implemented by Kennedy Home Health
Care. Kennedy utilized existing resources,
reinforced and overhauled existing poli-
cies, and effectively reduced ACH rates.
This underscores the need to focus on
consistent, effective implementation of
existing policies and procedures that can
lead to significant impact on reducing
avoidable readmissions.

The ability of all HHAs to adequately
do their job depends on the quality and
amount of information they receive from
the referring hospital. It is not uncom-
mon for a patient to be discharged with-
out a clear understanding of his/her dis-
charge instructions or without clear writ-
ten instructions from the hospital. Often,
pertinent information is not provided to
the HHA. (e.g., transfer documents are
inadequate, medication reconciliation is
flawed, or there is little or no direct com-
munication from the hospital on dis-
charge).11 Home health workers are chal-
lenged by the difficulties of getting in

touch with the patient’s physician at the
hospital. In some cases hospitals may
not release information because they in-
correctly believe it would be a Health In-
surance Portability and Accountability
Act (HIPAA) violation.8 Future HHA
strategies might include cross-setting
communication interventions to address
these barriers.

Under the current health care reform
law, readmission rates will soon impact
Medicare reimbursements to hospitals.
As hospitals try to reduce unnecessary
readmissions, they should turn toward
HHAs in their communities as one way
to prevent readmissions. HHAs can use

their home health experience to focus fu-
ture efforts in quality improvement. They
should ensure that their staffs are adher-
ing to processes and policies to make
certain that high-risk patients are identi-
fied and that medication management is
emphasized. RR

This material was prepared by Healthcare
Quality Strategies, Inc., (HQSI), the Medicare
Quality Improvement Organization for New
Jersey, under contract with the Centers for
Medicare & Medicaid Services, an agency
of the U.S. Department of Health and
Human Services. The contents presented
do not necessarily reflect CMS policy. 9th
SOW-NJ-7.2-11-04
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