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Background
• Sub-acute rehabilitation (SAR) services are often provided within
skilled nursing facilities (SNFs)
• The United States national cost of readmissions from SNFs was $4.34
billion annually per 2010 data.17
• One in four Medicare beneficiaries transition to a SNF following
hospitalization.2 Of these individuals, one in four will be readmitted
to the hospital within 30 days2 with 78% of readmissions determined
to be avoidable.5
• The Protecting Access to Medicare Act of 2014 permits the Centers
for Medicare and Medicaid Services (CMS) to issue penalties to
SNFs for elevated readmission rates.13

Problem Statement
• Due to the potential for penalties from CMS and a loss of hospital
referrals and patient selection, SARs may benefit from TCPs aimed at
reducing unplanned hospital readmissions.
• The aim of this quality improvement (QI) project was to decrease the
incidence of unplanned hospital readmission rates within 30 days of
discharge to home from a SAR center using a TCP.

Methods
Project design
• A quality improvement project
PICOT
• In adult patients discharging from SAR facilities to home, how are
unplanned hospital readmission rates impacted by a formal transitions
of care program compared to usual discharge care within 30 days of
discharge?
Translation Model
• The Ottawa Model for Research Use 9

Results

Review of Literature using
John Hopkins Nursing Evidence-Based Practice Model
Summary
Level Grade
Transitions of Care • TCP were associated with statistically significantly lower rates of I, II, V A, B
Programs
unplanned readmissions and emergency room use within 30 days
of discharge.3,7,10,12,19,20,22
• Integration of caregivers during discharge planning was
associated with reduced readmission rates at 90 and 180 days
postdischarge.14
• Common themes of TCPs1:
•Discharge planning
•Multi-professional teamwork
•Efficiently shared information
•Medication reconciliation
•Social support systems
•Outpatient follow-up
•Patient education
•Advanced care planning
Nurse Involvement • Associated with lower rates of rehospitalization at 30 and 90
days postdischarge6
• Associated with improved ratings for patient perceived self-care
maintenance, self-management, and self-confidence15
Pharmacist • Two-thirds of adverse events following discharge are related to
Involvement
medications.22
• With pharmacist involvement, there was an increased number of
medication discrepancies addressed.22
• Pharmacist involvement is likely to improve clinical outcomes.8
Postdischarge • Highest rate of readmission is on days 0 to 2 post-discharge21
Engagement • Home health visits within 1 week were associated with a
reduction in the hazard of unplanned readmission, reduced
rehospitalization rates, and reduced mortality.4,16
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• The final sample of 34 patients (comparison group = 27; intervention
group = 7) were predominantly older (range 62-96 years, mean =
77.5 years, SD = 8.69), Caucasian (88.2%, n = 30), non-Hispanic
(97.1%, n = 33), and male (55.9%, n = 19). All patients spoke
English as a first language. There were no statistically significant
differences between the intervention and comparison groups related
to gender (p = 0.20), race (p = 0.56), ethnicity (p = 0.21), or age (p
= 0.58).
• Within 30 days of discharge to home, there were no readmissions in
the intervention group and five readmissions in the comparison
group (0% vs. 18.5% respectively, c2 (1)= 1.5, p = 0.56).
• Of the discharged patients and caregivers in the intervention group, a
majority reported a high level of perceived preparedness to manage
health conditions and medications following discharge to home.
Additionally, high survey scores were reported for personal
preferences being included in the plan of care.

Level 1= 6, Level II = 5, Level III = 4, Level V = 1, Total = 16

• A search of current literature was completed May 2019 through March 2021 using CINAHL, Google
Scholar, Cochrane Reviews, MEDLINE, PubMed, and AHRQ. Literature was appraised using the
John Hopkins Nursing Evidence-Based Practice Model.11
• Keywords: transitions of care, transitional care, discharge, care transition, rehospitalization,
readmittance, subacute care, post-acute care, and rehabilitation center
• Inclusion criteria: full-text availability, published 2010 to 2020, academic journals, printed in English
• Exclusion criteria: lack of relevance to research question, poor quality evidence, and/or outdated

Intervention
Transition of Care Program (TCP)
Prior to Discharge
• Screened for eligibility on admission
• Arranged discharge services
o PT, OT, ST
o Home health nursing and primary care appointment within 1 week
• Pharmacist-led medication reconciliation and counseling
• Nursing education to patient and/ or caregiver
Postdischarge
• Initial communication within 48 hours of discharge
• Weekly communication for 30 days
o Aid in conflict resolution
o Provide education
o Ensure adherence to recommended discharge services
o Inquire about unplanned hospital readmissions

(University of New England, 2021)

Conclusion
A formal TCP at the SAR level of care may decrease 30-day unplanned
readmission rates postdischarge, but larger sample sizes are needed to
evaluate for statistical significance.
• Limitations
• Small sample size and inadequate power
• Competing priorities of team members
• Difficulty initiating and maintaining contact following discharge
• Lack of data for the comparison group
• The impact of the COVID-19 pandemic on census, patient acuity,
staffing patterns, and workflow
• Practice Recommendations & Future Research
• A setting with a larger sample size
• Consider a full-time care coordinator
• Consider alternative e-modalities for communication
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