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EXECUTIVE SUMMARY 

 

 

Rattigan, Gail. Implementing A Transitional Care Program to Reduce Hospital 

Readmissions in Medicare Recipients: A Research Translation Pilot Project.  

Unpublished Doctor of Nursing Practice capstone project, University of Northern 

Colorado, 2018. 

 

Patients discharged from hospital to home, especially the chronically ill and older 

adults, are too frequently readmitted within 30 days.  The Centers for Medicare and 

Medicaid Services (n.d.; 2017) along with other interdisciplinary researchers have 

proposed, studied, and implemented strategies to decrease this excessive and expensive 

phenomenon.  After the implementation of the Hospital Readmission Reduction Program 

in 2009, preventable readmissions have decreased but remain at unacceptable levels.  

Care transitions from hospital to home have been implicated as perilous and fraught with 

communication breakdown and lack of patient support and follow up.  Strategies aimed at 

both the hospitalization phase and the 30-day transitional phase when the patient returns 

home have been developed and implemented.  This research translation project 

implemented a program of transitional care management in a community clinic in Las 

Vegas, Nevada in accordance of the guidelines of the transitional care model (TCM).  

Five patients were referred to the clinic by two home health agencies.  The project 

coordinator provided transitional care for these patients for the duration of their home 

health certification.  All of the patients were high risk for rehospitalization according to 

evidence-based screening tools.  At the end of 30 days, none of the five patients had been 

rehospitalized.  Additionally, two patients were referred from another medical practice 
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and the project coordinator evaluated them through chart review and saw them once.  The 

sample size and non-randomized sampling method precluded generalization of the 

findings.  However, the project revealed important qualitative data relative to risks and 

interventions impacting rehospitalization risk as well as issues, barriers, and facilitators 

related to the practice of transitional care in the community setting.  Several of these 

findings were not specifically identified within the TCM.  Themes were derived from 

findings and a causal network was developed.  Patients received excellent and effective 

transitional care and the project added to the body of knowledge of transitional care 

implementation. 

Keywords: transitional care, Transitional Care Model 
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CHAPTER I  

 

 

STATEMENT OF THE PROBLEM 

 

 

Background and Significance of the Problem 

 

Patients discharged to home from acute care facilities, especially the elderly and 

those with chronic health conditions, are too frequently readmitted to the hospital within 

a 30-day period.  Approximately 20% of Medicare recipients are readmitted within 30 

days of discharge from hospital to homes across the United States.  These readmission 

rates cost Medicare approximately $17.4 billion per year (Alper, O’Malley, & 

Greenwald, 2016).  Excessive readmissions carry not only a financial cost but a human 

one.  Repeated hospital admissions profoundly impact quality of life for these seniors. 

Some of these readmissions are unavoidable but an estimated 12% are preventable 

(McIlvennan, Eapen, & Allen, 2016).   

Demographic and healthcare system changes have contributed to this existing 

problem with the following factors playing a predominant role.  The U.S. population is 

aging.  From 2010 to 2030, the population of U.S. individuals age 65 and older is 

expected to increase from 39 to 69 million.  Vaccinations, antibiotics, and improved 

hygiene and sanitation have significantly decreased early deaths from infectious disease 

(National Institute on Aging, n.d.) while medical advances offer improved management 

of chronic disease.  Insurance reimbursement, managed care, and efforts to reduce length 

of hospital stays often result in patients being discharged too hastily (Fox & Kongstvedt, 



2 
 

2012).  Hospitalized patients are generally cared for by a hospitalist team rather than their 

primary physician.  The presence of a hospitalist is efficient and offers quick access to a 

provider but care continuity suffers (Pfefferkorn, 2006).  Finally, fragmentation of care 

from hospital to home often results from poor communication, inadequate risk 

assessment, and lack of follow up and support (Naylor et al., 2013).   

“Transitions of care refers to the movement of patients between health care 

practitioners, care settings, and home as their condition and care needs change” (The 

Joint Commission, n.d., p. 3).  Care transitions have long been recognized as vulnerable 

intervals fraught with the potential for poor outcomes including unnecessary hospital 

readmission (Naylor, Aiken, Kurtzman, Olds, & Hirschman, 2011).  Transitional care is 

aimed at the precarious period when patients move from one setting to another (Naylor, 

2000).  Transitional care is only one strategy employed to improve management of 

chronically ill and vulnerable individuals.  Other strategies include care coordination, 

disease management, and case management (Naylor et al., 2011).  Unlike other strategies, 

transitional care is time-limited and designed to provide short-term needed services to 

ensure safe transfers of patients from one hospital to home, provide continuity, and 

prevent poor outcomes including unnecessary hospital readmissions (Naylor, 2000). 

The Centers for Medicare and Medicaid Services (CMS; 2016a, 2016b) 

recognizes transitional care as an important component in healthcare quality 

improvement and cost reduction.  In 2012, CMS (2017) implemented the Hospital 

Readmissions Reduction Program (HRRP) supported by section 3025 of the Affordable 

Care Act.  This program encouraged improvements in transitional care during and after 

hospital admissions and implemented a graduated program of reduced reimbursement for 
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hospitals with excessive readmissions (CMS, 2017), adding financial disincentives to 

hospitals failing to comply.  Additionally, CMS established two reimbursable new 

current procedural terminology (CPT) codes for health care providers delivering 

transitional care to Medicare recipients upon acute care discharge (CMS, 2016b).  

Specific required components included (a) an interactive contact with the patient within 

two business days of discharge, (b) defined treatment and care coordination services, and 

(c) a face-to-face visit within 7 or 14 days depending on patient acuity and complexity 

(CMS, 2016b).  

Since the implementation of the HRRP, hospital readmissions have decreased.  

Across the country, an estimated 565,000 fewer Medicare recipients were admitted from 

April 2010 to May 2015 (Boccuti & Casillas, 2017).  The CMS has devised a method to 

predict expected readmissions based on diagnosis-related groups (DRG) reflective of 

patients’ main diagnoses (The DRG Handbook, 1996).  Hospitals across the United States 

are evaluated on excessive readmissions based on predictions.  Significant variation still 

exists between hospitals and between states and communities; there is much room for 

improvement.  In Las Vegas, Nevada, where the author resides, several hospitals have 

documented readmission rates worse than the national average (CMS, n.d.).  The CMS 

(n.d.) rates hospitals on 57 quality measures including unexpected readmissions and 

assigns one-through-five stars based on performance.  Only two hospitals in Las Vegas 

achieved three stars and three of the largest hospitals, two for-profit and one not-for 

profit, achieved one star (CMS, n.d.).  These statistics indicated a need for improvement 

in care including transitional care.  
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Review of Relevant Transitional Care Literature 

 Health care in general in the United States is fragmented and often poorly 

coordinated.  This significantly impacts frail elders.  This group often has multiple 

chronic illnesses, complex medication regimens, and physical and cognitive disabilities.  

The transition from hospital to home, often with changes in prescribed therapies, is 

especially prone to gaps in care for this vulnerable population.  They might lack either the 

understanding of hurried discharge instructions from busy hospital nursing staff or lack 

the resources to adhere to them.  When discharged from hospital to home, patients are 

often left to their own resources to make and travel to a follow-up appointment to their 

primary care provider.  Wait times for provider visits are often lengthy and patients might 

deteriorate and be readmitted before they ever have a hospital follow-up visit.  When 

patients call their provider with problems, the response is more often than not “go to the 

emergency department.”  If they take this advice, they are likely to be readmitted simply 

due to the complexity of their issues.   

 A number of transitional care and other quality improvement strategies have been 

studied and implemented.  An early effort by CMS (2016b) offered grants for innovations 

in transitional care.  The CMS offered initiatives to programs to produce innovation in 

transitional care by partnering community-based organizations (CBOs) with 

underperforming hospitals to improve transitional care.  The program called for 

identification of high-risk patients, citing identifiers such as multiple co-morbidities, 

frequent rehospitalizations, depression, and cognitive impairments.  The requirement for 

program success was reduction in hospital readmissions.  The guidelines were very 

general, calling only for CBOs to provide: 
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• Care transition services that begin no later than 24 hours prior to discharge; 

• Timely and culturally and linguistically competent post-discharge education 

to patients so they understand potential additional health problems or a 

deteriorating condition;  

• Timely interactions between patients and post-acute and outpatient 

providers;  

• Patient-centered self-management support and information specific to the 

beneficiary’s condition; and,  

• A comprehensive medication review and management, including—if 

appropriate—counseling and self-management support. (CMS, 2016a, para. 

6) 

The community-based care transitions program left enrollees to design and 

implement their own transitional care programs.  A variety of approaches ensued.  

Transitional care providers included social workers, nurses, and, in some cases, 

unlicensed personnel.  Of the 48 enrolled sites, only nine achieved success on two of the 

outcome measures: (a) implementing services within three months of enrollment and (b) 

enrolling adequate program participants.  Of the 48 sites, only four additionally achieved 

significant reduction in hospital readmissions (CMS, 2014).  Characteristics of success in 

reducing hospital admissions included the use of social workers and registered nurses as 

opposed to unlicensed personnel. 

Coleman, Min, Chomiak, and Kramer (2004) studied patients participating in the 

Medicare Current Beneficiary Survey for two concurrent years.  Their aim was to classify 

transitions as complicated and uncomplicated and identify indices that could be 
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extrapolated from administrative data alone predictive of complicated transitions.  

Patients identified as complicated could then be assigned to more intensive intervention 

strategies.  Indices identified were similar to those identified by other researchers with the 

addition of being a Medicaid recipient serving as a potential indicator of complex 

transitions (Coleman et al., 2004).  This model could be used to identify patients 

requiring intensified transitional care.  

 Coleman, Oarrt, Chalmers, and Min (2006) additionally developed a transitional 

care intervention and tested it in a randomized controlled trial of 750 patients from a 

large integrated health system in Colorado.  Subjects were age 65 and older, community 

dwelling, and required to be (a) English speaking, (b) have no documented dementia, (c) 

have a working telephone, and (d) have one of 11 chronic disease diagnoses.  The 

patients in the control group (n = 371) received usual discharge care.  The intervention 

group (n = 379) received the care transition intervention.  The intervention was based on 

four pillars: (a) Assistance with medication self-management, (b) a patient-centered 

medical record, (c) timely follow up with either a specialist or primary care provider, and 

(d) a list of “red flags” for patients to watch for indicating the need to seek help.  

Advanced practice nurses (APNs) administered the program but did not actively 

participate in managing the patient and served as coaches to improve patient self-care 

strategies.  The APN visited the patient within 48-72 hours and then telephoned the 

patient three times in a 28-day period.  Recipients of this intervention were significantly 

less likely to be readmitted at 30-, 90-, and 180-days.  The estimated net cost savings was 

$295,500 (Coleman et al., 2006).   
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 The patients in this study were conceivably less complex than those chosen for 

intervention within other models.  For example, requiring only one chronic diagnosis 

could mean the patient simply had diabetes and still qualified for selection.  This model is 

now widely used and has become a patented proprietary program available for interested 

health care constituents (“The Care Transitions Program”, n.d.).  Dr. Coleman is a 

medical doctor (MD) and has a master’s degree in public health (MPH).  He works with 

the Division of Health Care Policy and Research at the University of Colorado Health 

Services Center in Denver (Coleman et al., 2006).   

 Saleh, Freire, Morris-Dickinson, and Shannon (2012) studied the effect of a 

transitional care intervention on a group of elderly discharged patients in a single semi-

rural hospital in upstate New York.  In this randomized controlled trial, patients were 

randomized to the control or intervention group without regard for evaluation of risk.  

The control group (n = 160) received usual discharge management.  The intervention 

group (n = 173) received three home visits from a registered nurse, structured discharge 

interventions following a discharge checklist, enhanced patient education and attention to 

self-management, and a follow up with a physician within seven days of discharge.  The 

main end-point of the study was hospital readmission.  The intervention group was less 

likely to be readmitted than the control group (48% versus 58%), p < .08.  The calculated 

net savings between groups was $1,034.  Notably, a number of sicker patients were 

excluded including those with end-stage renal disease, severe psychological conditions, 

primary diagnosis of a tumor, and those with dementia without a caregiver (Saleh et al., 

2012).   
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 Hansen et al. (2013) designed Project BOOST (Better Outcomes for Older adults 

through Safe Transitions), a hospital-based program complementary to transitional care 

programs targeting post-hospital care.  Key components of project BOOST are aimed at a 

safe transition prior to discharge and include (a) medication reconciliation, (b) patient 

education, (c) primary care provider communication, and (d) discharge planning.  Project 

BOOST offers a toolkit for those interested in implementation within their facilities and 

ongoing mentor support through the implementation process (Hansen, 2016).  A full copy 

of the study was not available at the time of this writing but the abstract revealed an 

absolute reduction of readmission in participating hospitals of two percent (Hansen et al., 

2013). 

The most studied and comprehensive transitional care efforts involved the 

development of the transitional care model (TCM; Naylor, 2000).  1n 1981, long before 

CMS formally identified flawed transitional care as a contributor to avoidable hospital 

readmissions, an interdisciplinary team led by Mary Naylor (2000) at the University of 

Pennsylvania School of Nursing was designing a transitional care program focused on 

providing better risk assessment and follow up of discharged elderly patients by APNs in 

an effort to reduce avoidable readmissions as well as to provide data on patient outcomes, 

care quality, and costs.    

The transitional care research was inspired by Dr. Naylor’s (2000) work with the 

U.S. Senate Special Committee on Aging.  The committee identified alarming trends in 

poor outcomes and frequent readmissions associated with earlier discharge of vulnerable 

seniors.  A paucity of empirical data identified which hospitalized elders were at risk of 

readmission after transitioning to home (Naylor, 2000).  Naylor and a group of like-
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minded colleagues including nurse and physician scholars and clinicians, a health 

economist, and statisticians initially sought to develop a model to provide a safety net to 

vulnerable patients to improve outcomes and costs while increasing patient satisfaction 

with care.  The model initially selected was the quality model of APN transitional care.  

Demographic and health-related factors utilized in the data collection were retrieved 

partly from data retrieved from The DRG Handbook (1996), which provided admission 

and discharge data based on Medicare diagnosis-related groups (DRGs).  With each 

study, the instrument and model were refined (Naylor, 2000). 

 From 1981 to present, researchers conducted a number of studies of the 

transitional care model.  In the 1980s and 1990s, two National Institutes of Nursing 

research-funded studies had been completed (Naylor, 2000).  The first study examined 

the effectiveness of a comprehensive discharge planning protocol specific to hospitalized 

elders being discharged to home.  The sample included 276 elders--136 in the control 

group and 140 in the intervention group.  The control group received usual discharge 

planning performed at the study sites.  The intervention group received routine discharge 

planning plus a comprehensive discharge program implemented by APNs beginning in 

the hospital with close post hospital follow-up.  Measurements of patient outcomes and 

cost at two-, six-, and 12-weeks after discharge revealed the intervention group had 

significantly fewer readmissions than the control group.  Group differences were more 

pronounced among medical than surgical patients and among patients with multiple co-

morbidities and functional deficits.  Findings suggested evaluating patients for risk of 

readmission and targeting those at greatest risk for intensive transitional care (Naylor et 

al., 1994).  
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 A second randomized clinical trial focused on an APN-conducted intervention for 

high-risk discharged elders.  The sample involved 363 hospitalized elders (186 in the 

control group and 177 in the intervention group).  Based on findings from the previous 

study, participants were specifically chosen to include high risk patients who met criteria 

associated with poor post-discharge outcomes including (a) age 80 years or older; (b) 

multiple active chronic health problems; (c)inadequate support systems, multiple 

hospitalizations during the past six months, or any hospitalization in the past 30 days; (d) 

history of depression; (e) moderate to severe functional impairments; and (f) poor 

adherence to their prescribed therapeutic regimen (Naylor et al., 1999).  In addition to 

usual discharge planning, the intervention group received APN visits in the hospital, 

within 48 hours after discharge, 7-10 days after discharge, and unlimited access to the 

primary APN by phone.  At 24 weeks, the intervention demonstrated a savings of 

$600,000 in the intervention group ($3,000 per patient) by significantly decreasing 

hospital readmissions.  Thirty-seven percent of control group patients were readmitted at 

least once in contrast to 20% of intervention-group patients (p < .001; Naylor et al., 

1999).  Risk criteria used in this study remain part of the existing TCM hospital discharge 

screening criteria for high risk older adults (Shaid, Bixby, Hirschman, McCauley, & 

Naylor, 2016) 

 Heart failure is the leading cause of hospitalization in those 65-years-old and 

above (Desai & Stevenson, 2012).  More than one million patients are admitted with a 

primary diagnosis of heart failure each year in the United States with associated costs to 

Medicare surpassing $24 billion.  Furthermore, more patients with heart failure are 

readmitted within 30 days of hospital discharge than any other group (Desai & 
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Stevenson, 2012).  These statistics fail to represent the enormous human suffering 

associated with this chronic debilitating disease.  Naylor et al. (2004) tackled this difficult 

disease with a randomized controlled trial directed at adults hospitalized with heart 

failure.  Two hundred thirty-nine patients age 65 and older (121 in the control group and 

118 in the intervention group) were enrolled in a study conducted at six academic and 

community hospitals in Philadelphia (Naylor et al., 2004).  The control group received 

usual post-discharge heart failure care.  The intervention group received interventions 

according to TCM guidelines coordinated and performed by APNs with expertise in 

management of heart failure.  The intervention group was 22% less likely to be re-

hospitalized or die within one year.  Even with the expense of additional APN care, the 

net health care savings was $4,006 per patient.  Intervention group patients reported 

greater quality of life (p < .05) and greater satisfaction with care (p < .01).  Although care 

needs and hospitalization continued to be high due to the chronic and progressive nature 

of the disease, the intervention made a difference in cost and quality (Naylor et al., 2004). 

 Further studies by the multidisciplinary team at the University of Pennsylvania 

refined the TCM.  The university partnered with Aetna Insurance Company in a study to 

test the application of the model to clinical practice (Naylor et al., 2013).   This and all 

studies of this model to date showed significant cost reduction by reduced hospital 

readmission in high risk patients even considering the increased care costs of APN 

transitional patient management.  Many researchers and health care constituents have 

studied and recommended transitional care strategies but no model has been as well 

researched as the TCM (Hirschman, Shaid, McCauley, Pauly, & Naylor, 2015).  Key 

differences in this model were its intricacy, attention to detail, tailoring interventions to 
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assessed risk, the use of APNs to administer the transitional care, and the inclusion of 

even the sickest and most complex patients.  The model has evolved into a refined 

program with defined core components, an established training seminar, and a risk-

evaluation tool.   

 The literature revealed much work has been done to identify strategies to improve 

transitional care and reduce unnecessary readmissions.  Unfortunately, no universal 

application of these evidence-based practices has been done across the United States.  

Project BOOST (Hansen et al., 2013), one of the widely-used hospital-based programs, is 

not yet utilized in Nevada for example.  Transitional care is being performed without 

regard to evidence-based guidelines by providers seeking to capitalize on reimbursement 

opportunities.  Hospital readmissions within Las Vegas and Reno Nevada hospitals 

remain above predicted.   

Theoretical Framework 

 The theoretical framework guiding patient transitional management for this 

project was the transitional care model (Naylor et al., 2017) inclusive of a 

straightforward, well-defined set of evidence-based practices found to decrease 

unplanned readmissions.  Only one study translating TCM research to the community has 

been published (White, Dudley-Brown, & Terhaar, 2016).  A structured approach to 

translation in a small community practice would ensure application of the best evidence 

to practice and provide clarity to others seeking to implement transitional care by more 

precisely explaining the process (White et al., 2016).  The concept most appropriate for 

translation of the TCM to practice is the bundle, which provides a straightforward set of 

evidence-practices proven to improve patient outcomes (White et al., 2016).  The TCM 



13 
 

explicitly outlines action-based interventions well-supported by the concept of a bundle.  

Additionally, the population involved in the project was relatively homogenous in terms 

of age and health status. Bundles have been described as “the best possible care for 

patients undergoing particular treatments with inherent risk” (White et al., 2016, p. 163).  

Elders transitioning from hospital to home fit that description.   

The TCM employs specific and detailed evidence-based interventions 

implemented by APNs to coordinate care of the patient transitioning from hospital to 

home, manage problems arising during the transitional period, enhance communication 

with the care team, and ensure patient access to all needed resources (Hirschman et al., 

2015).  The TCM espouses patient-centered care.  The following nine components are 

involved in the implementation of the TCM: 

1. Screening: Targets adults transitioning from hospital to home who are at 

high risk for poor outcomes. 

2. Staffing: Uses APRNs who assume primary responsibility for care 

management throughout episodes of acute illness. 

3. Maintaining relationships: Establishes and maintains a trusting relationship 

with the patient and family caregivers involved in the patients’ care. 

4. Engaging patients and caregivers: Engages older adults in design and 

implementation of the plan of care aligned with their preferences, values, 

and goals. 

5. Assessing/managing risks and symptoms: Identifies and addresses the 

patient's priority risk factors and symptoms. 
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6. Educating/promoting self-management: Prepares older adults and family 

caregivers to identify and respond quickly to worsening symptoms. 

7. Collaborating: Promotes consensus on plan of care between older adults and 

members of the care team. 

8. Promoting continuity: Prevents breakdowns in care from hospital to home 

by having same clinician involved across these sites. 

9. Fostering coordination: Promotes communication and connections between 

healthcare and community-based practitioners. (Hirschman et al., 2015, 

para. 9) 

Figure 1 depicts the centrality of the patient, his/her family, and caregivers within the 

transitional care interventions. 

 Implementation of the TCM in transitional care seeks to empower patients, their 

families, and other care-givers to self-manage.  One important aim is reduction of 

readmissions and elimination of unplanned, unnecessary readmissions.  The first 

component, screening, is important as it allows the APN to risk-stratify patients and tailor 

interventions depending on risk. 

The TCM includes an existing instrument utilized to evaluate risk of readmission.   

The instrument encompasses select demographic characteristics of the patient and 

additional measurement instruments to validate objective subject data.  These factors 

were found by the University of Pennsylvania researchers and others to identify patients 

who could benefit from intensified TCM intervention.  Figure 2 provides the TCM 

Hospital Discharge Screening Criteria Instrument for High Risk Older Adults (HDSCI): 
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Figure 1.  Model of transitional care management intervention. 

  

 All 10 screening criteria were found to correlate to higher risk during transition 

from hospital to home--both by the TCM studies and other groups (Naylor et al., 1994, 

1999, 2013; Nielsen et al., 2008).  Data collected for risk assessment might include 

information from an existing medical record while some data were collected utilizing an 

established instrument during the APN’s first visit with the patient.  These data would 

include functional ability, cognition, and mental illness.  Additionally, other validated 

assessment instruments were identified within the TCM to be used at the discretion of the 

APN.  Screening for health literacy could be accomplished through the brief health 

literacy screen.   
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(Bixby & Naylor, 2009, p. 2) 

 

 

 

 

Figure 2.  Hospital discharge screening criteria instrument for high-risk older adults 

(Bixby & Naylor, 2009, p. 2). 

 

 

  

Are the following statements true for the patient? Check if yes. 

__Age 80 or older 

__Moderate to severe functional deficits (HARP>2, KATZ,4, 

Lawton<5) 

__An active behavioral and/or psychiatric health issue (GDS>5) 

__Four or more active co-existing health conditions 

__Six or more prescribed medications 

__Two or more hospitalizations within the past 6 months 

__A hospitalization within the last 30 days 

__Inadequate support system 

__Low health literacy 

__Documented history of non-adherence to the therapeutic regimen 

If 2 or more findings are present further investigation is 

warranted and formal collaborative assessment of discharge 

planning – transitional care needs should be initiated 

__Cognitive impairment (Mini-Cog positive) 

Any suspected or diagnosed cognitive impairment with or 

without the above screening criteria would independently trigger 

post-discharge intervention to assure appropriate information 

transfer and follow-up after discharge to home or other care 

setting. 
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CHAPTER II  

 

 

PROJECT DESCRIPTION 

 

 

Project Objectives 

 This research implementation pilot project sought to translate an evidence-based 

transitional care model to provide transitional care to Medicare recipients in a community 

setting.  Initially, the project sought to answer the following two research questions: 

Q1 Will the transitional care model translate from large randomized 

controlled trials to a small community clinic setting, resulting in reduced 

hospital readmission rates? 

Q2 Will implementation of the transitional care model provide a financial 

rationale to provide sustainability of the program? 

Answering these questions was important in determining generalizability of the 

TCM to a community setting.  Many prior studies were large, controlled, and well-funded 

studies so determining generalizability to other settings was essential.  Additionally, 

financial feasibility was important to both sustaining the program and recommending 

modifications.  

As the study unfolded, the centrality of qualitative components became 

undeniable.  According to Bazeley (2018), "Research design is not a stage, it is a process, 

and that process is neither fixed nor linear, but rather a reflective, interactive process 

iteratively evolving throughout a project" (p. 23).  Thus, a third study question was 

added: 
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Q3  What themes will emerge explicating the phenomena affecting   

rehospitalization of older adults? 

 

Intervention and Procedure 

 The initial intent was to collect a convenience sample of patients referred from 

various local home health agencies to Complete Medical Consultants (CMC), a private 

primary care practice owned and operated by Scott Lamprecht and his wife, Lynette 

Lamprecht.  Scott is a family nurse practitioner (NP) and holds a doctorate in Nursing 

Practice.  Dr. Scott, as he is fondly referred to by his staff and patients, is a passionate, 

visionary, and industrious professional.  The first NP in Nevada to open an independent 

practice, he sees 3,000 patients per year in his clinic.  Additionally, he teaches in a 

national online NP program and regularly precepts NP students.  His company includes 

an education branch providing Advanced Cardiac Life Support, Basic Life Support, 

Pediatric Life Support, and other courses for the community.  He participates in outreach 

courses in rural Nevada and is past president of the Nevada Nurse’s Association.  Scott 

conceived the transitional care project, provided CMC as a home base for the project 

coordinator, and collaborated with the project coordinator in providing transitional care to 

project patients.  The project coordinator became credentialed with the practice and 

worked several shifts, seeing patients in the clinic to get to know clinic staff and routines 

and learning the electronic health record (EHR).  Patient referrals were accepted 

immediately following Institutional Review Board (IRB) approval of the project (see 

Appendix A).  During that interval, the project coordinator also met with referring 

representatives of the primary home health agency at agency staff meetings to explain the 

project.  She obtained access to the home health agency EHR and the encrypted text 

communication system utilized by the agency.  Continued immersion in the home health 
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community was an important component of collaboration and communication.  The 

project coordinator had never practiced home health so learning the specialty was 

facilitated throughout the project.  The project coordinator performed the role of 

transitional care APN for all patients referred for care.  Five patients were referred during 

the sample collection interval who met the criteria for the project.  Dr. Lamprecht 

collaborated by visiting patients as needed if the researcher was unavailable.  All patients 

were followed by the project coordinator and managed according to TCM guidelines for 

the entire duration of their home health certification--60-days in most cases. 

Details of Project Coordinator Actions  

and Interventions 

 

Each referred patient was promptly contacted by phone and a home visit by the 

project coordinator was scheduled.  In all cases, the patient’s immediate family member 

was present for the visit.  Prior to the initial face-to-face visit, hospital records were 

reviewed.  During the initial face-to-face visit, the project was explained and informed 

consent obtained (see Appendix B).  A detailed history and physical and medication 

reconciliation were performed including screening for readmission risk with the TCM 

tool.  Screening data already obtained by the registered nurse (RN) case manager were 

utilized to avoid duplication.  An assessment and plan were developed and confirmed 

with the patient and their family member for congruence.  Any immediate health needs 

were addressed.  In most cases, this involved ordering medication or other treatment 

otherwise unavailable to the patient.  Patients were assisted as necessary with obtaining 

prompt appointments with primary care providers and specialists as possible.  In two 

cases, patients did not have a primary care provider and were assisted with establishing 

one.  If a health problem required involvement of another provider, the project 
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coordinator attempted to contact that provider to collaborate on medical decision making.  

In most cases, calls were not returned.  

The project coordinator also intervened in social dilemmas such as lack of 

transportation to appointments.  One patient was transported by the project coordinator to 

four appointments, allowing the project coordinator face-to-face access to providers who 

otherwise were not accessible.  Patients were assisted in getting needed supplies and 

prescriptions.  In some cases, groceries and medical supplies were purchased for patients 

who lacked adequate funds.  The project coordinator communicated with each patient at 

least weekly either by phone or in person, and more often as necessary.  Patients all had 

the project coordinator’s personal cell phone and were encouraged to call any time with 

problems or questions.  

Additionally, the project coordinator communicated and collaborated with 

members of the home health team by encrypted text or by phone.  Requests for orders 

from the registered nurse case manager were addressed and patient progress was reported 

in both directions.  Ongoing health issues were assessed and resolved during the 

transition period.  

The patient’s caregiver and family were involved in visits and the patient and 

caregiver received education as needed regarding medications, disease management, and 

indications for seeking help.  Support continued for a minimum of 30 days following 

hospital discharge as defined within the TCM.  Additionally, support continued for the 

duration of the home health certification. 

In the process of immersion in the home health environment, the project 

coordinator met an internal medicine physician who owns a primary care practice 
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exclusively devoted to home care.  The practice provides not only transitional care but 

chronic care of home-bound Medicare patients.  The physician offered assistance and 

oversight and the project coordinator accepted two patients from the group.  Most data 

from these patients were obtained by chart review although the project coordinator did 

visit each patient once.  Most management of these patients was performed by APNs 

from within that practice group and not in strict accordance with the TCM model so 

quantitative data were excluded from comparison.  However, the involvement of the 

project coordinator with these patients, their management, practice organization, and the 

physician overseeing the home care practice was tremendously valuable in terms of 

enriching the qualitative data obtained and enhancing the knowledge of the project 

coordinator in home management of older adults.  Statements of Mutual Agreements 

were obtained from each practice (see Appendix C).  The project coordinator submitted 

credentialing documents to the physician owner of the practice and was given access to 

the practice EHR for record review and documentation. 

Some deviations from the TCM evolved.  Patients were referred upon discharge 

from the home health agency so initial contact in the hospital was not possible.  This 

adaptation to local constraints was also evidenced in a recent implementation project by 

Naylor et al. (2013) wherein the APNs did not actively manage the patient but rather 

coordinated management by primary providers and specialists.  The role of the home-

visiting APN consulted by the home health agency is to write orders as needed.  

Additionally, patients often had no other readily available source of needed medical care.  

Medical interventions provided to patients were a combination of orders written by the 

patient’s providers and the project coordinator.  Moreover, transitional care was defined 
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as a limited intervention of 30 days.  Home health patients were certified for 60 days and 

the home health agency depended on the availability of the APN for the entire 

certification period.  Continuity of transitional care would have suffered if the project 

coordinator became unavailable half-way through the certification period.  In most cases, 

no resource was available to continue needed care being provided by the project 

coordinator.  In the interest of patient outcomes and safety, care was continued until 

patients were discharged from home health.   

Instruments 

 The risk assessment tool developed within the TCM was utilized during initial 

evaluation--the Hospital Discharge Screening Criteria Instrument for High-Risk Older 

Adults (Bixby & Naylor, 2009; see Appendix D).  The screening tool has been tested and 

refined within multiple randomized controlled trials of the TCM and a score greater than 

two correlates with increased risk of readmission (Bixby & Naylor, 2009).  Many of the 

demographic and health measures are quite concrete.  For example, measuring age, 

diseases, and number of medications requires only accurate data collection and should 

not be complex.  The instrument incorporates a number of other instruments aimed at 

evaluating physical function and mental and emotional health.  The Katz Index of 

Independence in Activities of Daily Living (Katz ADL; Shelkey & Wallace, 2012) has 

been used for over 40 years to determine whether elderly individuals are independent in 

each of six defined activities of daily living: (a) bathing, (b) dressing, (c) toileting, (d) 

transferring, (e), continence, and (f) feeding (see Appendix E).  Each item is scored “yes” 

or “no.”  A score of six indicates full function in all six ADLs.  A four indicates moderate 

dysfunction and a two or less indicates severe impairment (Shelkey & Wallace, 2012).  
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No specific reliability or validity data were reported for the Katz ADL but, again, it was 

quite straight-forward.  The Lawton Instrumental Activities of Daily Living (IADL; see 

Appendix F) scale similarly measures eight domains of expanded abilities (Graf, 2013).  

The IADL is the most appropriate tool to use to measure independence as its reliability 

and validity have been established to some degree with correlations of 0.01 to 0.05 (Graf, 

2013). 

 The Geriatric Depression Scale (GDS-15; Marc, Raue, & Bruce, 2008) is widely 

used, easily administered, and excludes responses related to physiological issues (see 

Appendix G).  Its sensitivity and specificity have been compared through studies and are 

consistent with the longer assessment tool--the GDS-30 (Marc et al., 2008).  Finally, the 

Mental Status Assessment of Older Adults: The Mini-Cog (see Appendix H) is a 

screening tool for dementia and has strong predictive value; however, it should not be 

used in isolation for dementia diagnosis (Doerflinger, 2013). 

 The strengths of the entire instrument and sub-instruments are ease of use, 

simplicity, reliability over time, and solid validity as a screening tool.  All are widely 

used in research and freely available.  Together, they present an accurate evaluation of a 

discharged patient’s risk of readmission.  The TCM allows individual APN judgment to 

administer additional screening as appropriate.   

 A template developed by the researcher was used to track calls, visits, and 

interventions (see Appendix I).  Assessment tools, history and physical, progress notes, 

and medical decision-making documentation were collected and retained within the 

respective medical records as required by each medical practice and home health agency.  
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Each patient was assigned a pseudonym and templates and notes were typed for use in 

data analysis.  

At 30 days, hospital readmissions were measured.  The original project plan 

intended to compare outcomes to reference readmission rates.  Intended comparisons 

were to be based on patients within the home health population outside the intervention 

group and local data from CMS (n.d.).  Since patient recruitment yielded only five 

patients, significant quantitative comparison of this small convenience sample to 

reference data was not feasible.  Additionally, each of the five patients referred for 

transitional care received full APN interventions from the project coordinator in terms of 

frequent visits and availability.  The sample size and uniformity of interventions 

precluded any comparison of outcomes related to patient complexity.  Despite the small 

sample size, much meaningful qualitative data were gleaned from this multi-methods 

pilot implementation project. 

Resources 

 The financial rationale for transitional care in Medicare recipients discharged 

from hospital to home was well-documented in the review of literature.  Marketing of the 

project was accomplished through several meetings with the home health agency.  A 

considerable amount of time was spent by the project coordinator in implementing this 

project.  For example, during the three-month duration of the project, most of the project 

coordinator’s time was involved with some aspect of patient care.  Time commitment 

averaged 16-24 hours per week including visiting patients, reviewing data, and 

documenting visits; in many cases, this involved two EHRs.  Primary care agencies were 

free to bill for the patient visits although the project coordinator was not compensated.  
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Additional costs involved paper, printing, and travel expenses within the greater Las 

Vegas community.  Minimal costs were incurred in the purchase of medical supplies and 

groceries for the two patients lacking funds. 

 Part of the intended evaluation of this project was to determine the 

generalizability, feasibility, and sustainability of implementation of evidence-based 

transitional care in a community setting.  The detailed findings associated with this aspect 

of the project are further explicated in the discussion of results. 
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CHAPTER III  

 

 

EVALUATION PLAN 

 

 

 All patient visits were documented in the EHR of the respective agencies.  

Additionally, care provided and patient demographics were documented in a template 

(see Appendix I).  Reflections on patient experiences and beneficial or detrimental 

phenomena were also included.  Rough templates were typed, each patient was given a 

pseudonym, and any other worksheets outside the protected formal EHR of the home 

health agency or transitional care providing practice were shredded.  Differences in 

readmission rates between project patients and comparison groups were examined at 30 

days; in some cases, it was longer, depending on length of home health certification.   

Initially, statistical analysis of differences in readmissions based on risk and 

diagnosis was planned.  However, none of the five patients followed by the project 

coordinator over the study period was readmitted and the small sample size precluded 

significant quantitative comparisons.  The results of a comparison might be made 

between the intervention group and comparison groups in a simple statement.  According 

to America’s Health Rankings (2018), the rate for all-cause, 30-day hospital readmissions 

among Medicare recipients discharged from hospital to home nationally is 14.9%; in 

Nevada, the rate is 15.6%.  The readmission rate for individuals with heart failure is still 

25% (Bergethon et al., 2016).  The readmission rate in the project group was zero 

including one patient with heart failure who had been admitted four times successively in 
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the two months prior to commencing participation in the study.  The convenience sample 

of five patients was small and there was no difference in readmission rates among those 

five patients.  Therefore, quantitative comparison was not helpful in understanding 

causality or correlation of risk or morbidity in this project.  

 The initial research questions sought to determine the generalizability of the TCM 

to a community setting and the financial feasibility and sustainability of the program.  

These questions were answered by explicating the project coordinator’s successes and 

challenges in implementation, a financial analysis, and comparisons to other existing 

TCM programs.  

Prior large studies have established the utility of the TCM in decreasing 

readmission rates among seniors.  Despite efforts, readmissions remain excessively high. 

The project coordinator discovered a rich trove of qualitative data that were analyzed and 

presented to add to understanding the phenomenon and experience of preventing hospital 

readmission.  

Analyses of qualitative data were performed according to guidelines developed by 

Miles and Huberman (1994).  Typed templates were evaluated for meaningful data, 

which were coded, clustered, and organized into common themes.  The small sample and 

saturation of themes allowed hand-coding of data.  Vignettes were created to illustrate 

themes.  Support from the literature for identified themes was included.  Themes were 

organized into a causal network.  Additionally, the project chair reviewed and 

corroborated findings to lend inter-rater reliability.  
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CHAPTER IV  

 

 

RESULTS AND OUTCOMES 

 

 

Every transitional care program (TCP) endeavors to reduce unnecessary 

readmissions.  As such, the most objective and tangible result of this project was the zero 

number of readmissions among patients managed by the project coordinator.  This 

compares to somewhere between 15 and 25% nationally depending on diagnosis and 

region.  However, the small sample size made it impossible to determine if the 

intervention resulted in a significant reduction in readmissions or whether this was 

serendipitous.  The remainder of the discussion of results and outcomes focuses on the 

research questions. 

Research Question One 

Will the transitional care model translate from large randomized controlled trials 

to a small community clinic setting, resulting in reduced hospital readmission 

rates? 

 The readmission rates of participants in this project were certainly reduced but, 

again, the sample size and convenience collection precluded any generalizability.  A 

larger sample size was initially planned but the convenience nature of the sample limited 

it to referred patients.  Additionally, in hindsight, it took a tremendous amount of work to 

optimally manage these five complex patients; thus, a higher sample size would have 

been overambitious.  Although the sample size was small, one should not discount that 

none of the five participants was readmitted even though all were at risk.  The project 
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coordinator had to take some credit for keeping these patients stable and in their homes. 

Interventions undertaken are discussed in detail. 

 The feasibility of implementing a TCP in the environment in which it was 

undertaken was not ideal.  A sole APN working in collaboration with a colleague with 

multiple competing responsibilities does not have the resources to optimally manage a 

TCP.  The 24/7 availability to patients in itself would be untenable when undertaken by 

one individual; however, this availability was necessary for program success.  It became 

apparent during implementation of the project that an effective TCP ideally involves a 

collaborative team.  The first exclusive transitional management company recently 

opened its doors in California.  Global Transitional Care (2018) employs a Chief 

Executive Officer, a Chief Operating Officer, a physician Medical Director, an RN 

Director of Nursing, two Geriatric APNs, RN and Licensed Vocational Nurse transitional 

care coordinators, and an additional unlicensed transitional care coordinator.  This did 

seem a bit excessive in terms of personnel overhead in terms of fiscal rationality.  Based 

on the project coordinator’s experience with providing transitional care, essential 

elements of a team should include a closely interwoven group of at least two APNs, a 

savvy biller, and a practice manager.  Providers should also be competent in Medicare 

coding and billing as their documentation drives billing and reimbursement.  

Additionally, with current Medicare billing requirements, a physician team member is 

essential to expeditious operation and maximum reimbursement at least until Medicare 

changes legislation to allow APNs to order home care.  

Recognition of the effectiveness of an integrated and highly collaborative team 

became clear while the project coordinator interacted with the physician home practice 
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group.  The group employs the physician owner, a practice manager, scheduler, biller, 

and two nurse practitioners.  They all share an open office on the second floor of their 

building while the first floor is attractively set up for meetings.  As an exclusively home 

health practice, they have no need for exam rooms or medical equipment in the office.  

According to the physician owner, the practice is fiscally sound although it took years to 

develop the present success.  

Working closely with a home health company who collaborated well was a 

distinct facilitator.  Close collaboration and communication with the home health team 

was facilitated by an encrypted, HIPAA-compliant text messaging system.  The project 

coordinator was able to easily communicate with the RN case manager and the other 

members of the team.  Not all home health agencies are as equally effective and 

collaborative.     

Conversely, there were disadvantages to working only with patients referred from 

a home health company.  To qualify for home health services, patients must meet criteria 

for being homebound.  Not all Medicare recipients discharged from hospitals are 

homebound; thus, this referral mechanism eliminated an entire population of patients, 

some of whom could have benefited from a TCP.  Additionally, the role of the APN 

working with home health is perceived differently than that of an APN within the TCM.  

Home health RNs are the case manager, develop the patient care plan, and envision the 

APN as one who performs the face-to-face encounter and is available for consultation if 

problems assessed by the RN arise.  Some conflict occurred when the project coordinator 

was perceived to be performing functions usually completed by one of the home health 

team members.  The project coordinator had to calm some ruffled feathers and work hard 
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to attain recognition as a valued member by the home health team to preserve a 

collaborative effort.  Finally, there was imperfect hand-off communication between the 

hospital and the transitional care APN.  Visiting the patient in the hospital and being able 

to interact with managing hospitalists and specialists would have been superior to reading 

discharge reports.  In some cases, events occurred after discharge reports were dictated 

and details of these events were only available from the patient. 

 The component of the TCM precluding APNs from writing orders seemed 

limiting, especially in Nevada where it ranks 47th in physicians per capita (Packham, 

Griswold, Jorgensen, Etchegoyhen, & Marchand, 2016).  According to America’s Health 

Rankings (2018), 28.9% of Nevadans have no source of usual care.  The project 

coordinator’s frequent difficulty contacting physicians corroborated this assertion.  

Furthermore, APNs are fully qualified to manage many health conditions and this 

component of the TCM restricted APN practice, especially in Nevada where APNs 

practice autonomously.   

 In summary, facilitators in the success of the project were the project 

coordinator’s ability to write orders to manage patient health conditions, 24/7 availability 

for patients, and a working collaboration with the home health team.  Having CMC as a 

home base and an established source of referrals was essential.  Additionally, working 

with the physician home practice was enlightening and supportive.  Essentially being the 

sole provider of the majority of transitional care promoted continuity--one component of 

the TCM. 

Barriers were the lack of an integrated and easily available transitional care team 

within CMC.  Being available 24/7 for project patients was a dual-edged sword.  It was 
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absolutely necessary for patient support but very challenging for one individual to 

undertake.  Having a second APN to alternate with consistently would allow continuity 

while providing respite for each.  Another dichotomous factor was the method of patient 

recruitment that eliminated discharged Medicare patients not requiring home health but 

who could still benefit from a TCP.  Working with a home health agency also created 

some role conflict for an APN endeavoring to follow the TCM where the APN was 

appropriately the team leader.  Finally, lack of face-to-face with hospital staff resulted in 

imperfect communication.  Conceivably, a community clinic could implement a TCM 

program but the structure and process would have to be better planned and supported.   

Research Question Two 

Will implementation of the transitional care model be financially rational to 

provide sustainability of the program? 

Financial sustainability is essential for any business.  In health care, a balance 

between providing optimum patient care and receiving adequate compensation is 

especially challenging.  Medicare reimbursement is non-negotiable and APNs are subject 

to a 15% reduction in reimbursement.  In any healthcare venue, providers are often faced 

with complicated and time-consuming patients and comparably low reimbursement.  

Sustainability requires the provider provide efficient, yet effective care and document and 

bill meticulously considering every reimbursable intervention. 

It was initially difficult to obtain the billing and reimbursement information 

related to patients referred through CMC.  The practice was experiencing some turnover 

in billing personnel so there were delays in both billing and reimbursement.  At the time 

of this writing, actual reimbursement for any patients seen by the project coordinator had 

yet to be received.  The CMC practice manager (Tim Morgan) was enormously helpful in 
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showing the project coordinator how to access the practice management information 

including bills submitted.  Additionally, the project coordinator researched standard 

Medicare CPT codes for new and established home visits and transitional care (see Table 

1).   

 

Table 1 

 

Home Visit Current Procedural Terminology Codes and Reimbursement 

 

 

Patient 

Description Amount 

Reimbursed 

New   

99341 Low severity problem, 20 minutes $55.80 

99342 Moderate severity problem, 30 minutes $81.00 

99343 Moderate to high severity problem, 45 minutes $132.84 

99344 High severity problem, 60 minutes $186.12 

99245 Patient unstable or significant new problem 

requiring immediate physician attention, 75 

minutes  

$226.08 

Established   

93347 Self-limited or minor problem, 15 minutes $56.16 

99348 Low to moderate problem, 25 minutes $85.68 

99349 Moderate to high problem, 40 minutes $131.04 

99350 Patient unstable or significant new problem 

requiring immediate physician attention, 60 

minutes 

$182.16 

 

 

 

 Section 3025 of the Affordable Care Act established the Hospital Readmission 

Reduction Program; as part of that program, CMS (2017) established two new 

reimbursable CPT codes aimed at providers undertaking transitional care.  

Transitional Care Management Services 

• The services are required during the beneficiary’s transition to the 

community setting following particular kinds of discharges  
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• The health care professional accepts care of the beneficiary post-discharge 

from the facility setting without a gap 

• The health care professional takes responsibility for the beneficiary’s care  

• The beneficiary has medical and/or psychosocial problems that require 

moderate or high complexity medical decision making  

• The 30-day TCM period begins on the date the beneficiary is discharged 

from the inpatient hospital setting and continues for the next 29 days.  

(CMS, 2016b, para. 2) 

Transitional Care Management Services to be Provided  

by the Physician or Non-Physician Provider 

• Obtain and review discharge information (for example, discharge summary 

or continuity of care documents)  

• Review need for or follow-up on pending diagnostic tests and treatments. 

Interact with other health care professionals who will assume or reassume 

care of the beneficiary’s system-specific problems  

• Provide education to the beneficiary, family, guardian, and/or caregiver  

• Establish or re-establish referrals and arrange for needed community 

resources  

• Assist in scheduling required follow-up with community providers and 

services. (CMS, 2016b, para. 6) 

The CMS (2018a) allows what they term non-physician providers (NPPs) to 

perform transitional care subject to their state practice laws and qualifications.  Non-

physician providers include nurse practitioners, certified nurse midwives, clinical nurse 
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specialists, and physician’s assistants.  These NPPs are subject to CMS rules regarding 

reimbursement of non-physicians. 

Transitional care code 99495 might be billed if the patient requires moderate 

clinical decision making and the provider performs a face-to-face visit within 14 days of 

hospital discharge (CMS, 2018b).  The CMS (2018b) reimburses $167.04 for this service.  

Transitional care code 99496 might be billed if the patient requires high complexity 

medical decision making and the provider performs a face-to-face visit within seven days 

of discharge (CMS, 2018b).  This code is reimbursed at $236.52.  All of the afore-

mentioned patient oversight services must be performed as part of transitional care.  

Some follow-up care might be delegated to clinical staff under the supervision of the 

physician.  Additionally, the face-to-face visit is a portion of transitional care and might 

not be billed separately; however, subsequent visits within the 30-day period after the 

face-to-face visit might be billed separately (CMS, 2018b). 

This seemed to represent a considerable amount of care responsibility for a 

modest amount of reimbursement.  Additionally, unless the physician was in the home 

with the APN, the visit must be billed under the APNs national provider identification 

(NPI) number where it is reimbursed at 85% of the physician rate (CMS, n.d.).  Table 2 

provides a conservative estimate of time spent by the project coordinator performing 

transitional care for the five core patients.   
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Table 2 

Time Spent on Care by Project Coordinator 

Patient Time Spent Number of Visits 

Billed 

1 35 hours 3 

2 15 hours 1 

3 14 hours 3 

4 11 hours 3 

5   9 hours 2 

Total 84 hours  

Mean 16.8  

 

 If the high complexity transitional care code was billed for each patient, plus three 

additional moderate-to-high complexity visits, and four low-to-moderate visits were 

billed, the total reimbursement would average $22.83 per hour.  Additionally, consider 

patient five was found to have non-contracted insurance following his visits so 

reimbursement would be zero.  These numbers were calculated using the physician 

reimbursement rate.  Eighty-five percent would be $19.41 per hour.  

 As a disclaimer, the project coordinator did not consider economy of time or 

efficiency of care during the project.  She just provided care needed to keep patients 

stable, out of the hospital, and comfortable.  She likely spent more time than necessary in 

some instances just to develop rapport with the patient and family.  However, for 

sustainability of a TCP, time spent on care in relation to reimbursement would have to be 

considered and some portions of the TCP delegated to other team members.  Every 



37 
 

healthcare provider deserves to earn a living wage for a program to be sustainable.  On a 

final note: It costs CMS (2018b) approximately $15,000 for one hospital visit.  If a 

transitional care provider is able to prevent a readmission, perhaps that provider should 

be reimbursed more than $236.52.  

Research Question Three 

What themes emerge explicating the phenomena and experiences affecting  

rehospitalization of older adults? 

 

 Themes derived from this project helped explicate experiences and interventions 

that increased and decreased risk of readmission.  Some corroborated risk factors and 

components within the TCM while some revealed new insights.  Some themes increased 

risk of readmission while some decreased risk.  As previously stated, patients referred 

from the home medical group were not included in quantitative analysis since they were 

not managed according to the TCM but their experiences and phenomena added to 

qualitative themes identified so accordingly were included in this qualitative analysis.  To 

begin to answer this question, summaries describing each patient are provided in the 

following paragraphs. 

Patient Descriptions by Pseudonym 

 Elaine is a 69-year-old female retired hairdresser hospitalized four times in the 

past two months.  Her current medical problems include coronary artery disease (CAD) 

with recent myocardial infarction resulting in systolic heart failure (HF) with ejection 

fraction (EF) 35% and atrial fibrillation (AF), chronic obstructive pulmonary disease 

(COPD), Type 2 diabetes mellitus (DM), chronic kidney disease (CKD), chronic pain, 

opioid dependence (prescribed), chronic sinusitis, multiple environmental and drug 

allergies, and right leg lymphedema following an injury.  She lives with her 
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caregiver/significant other (SO) in Section 8 housing.  She receives less than $900 

monthly in Social Security and $45 worth of food stamps monthly after paying her 

subsidized rent. 

 Joseph is a 72-year-old male who recently moved from California with his wife. 

Shortly after his move, he was diagnosed with Stage IV pancreatic cancer deemed 

inoperable by a consulting general surgeon.  He started chemotherapy with a local 

oncologist but after two rounds of chemotherapy, he fell at home and fractured his nose.  

In the hospital, he was found to have a bleeding duodenal ulcer and esophageal varices 

that were banded.  He required transfusions. After being discharged to home, he required 

re-hospitalization for significant ascites attributed to a pancreatic mass encircling the 

mesenteric and portal vein.  This re-hospitalization was not available in the medical 

records but was reported by his family.  One month of rehabilitation was recommended 

upon discharge but declined by the patient.  He lives in an upscale home in suburban Las 

Vegas with his wife.  He has declined assisted living or additional in-home care 

recommended by the home health social worker.  Various family members take turns 

staying with him and his wife and performing household chores.  Other medical problems 

include hyperlipidemia and depression/anxiety. 

 Clarence is a 65-year-old male recently discharged following a femoral-popliteal 

bypass for peripheral arterial vascular disease.  Prior to revascularization, he had a non-

healing arterial ulcer on his right foot for a year requiring several hospitalizations.  He 

has a past medical history of CAD and myocardial infarction with stent placement, 

insulin-dependent Type 2 DM, chronic back pain, opioid dependence (prescribed), and 

generalized anxiety.  He lives with his sister who is his caregiver in Section 8 housing.  
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He was initially prescribed home care but was dropped by the home health company 

because he has non-contracted insurance.  He has been wheelchair-bound since surgery. 

His foot ulcer is healing gradually following his surgery.  He smoked for many years but 

quit immediately following his surgery.  His sister has squamous cell lung cancer but 

remains able-bodied at present. 

 Delilah is a 59-year-old female with a history of cerebral palsy and has been 

wheelchair bound for the past 20 years.  She was diagnosed several months ago with a 

bladder sarcoma deemed inoperable and non-treatable.  She required bilateral 

nephrostomy tubes for urinary obstruction that remain in place; she has been hospitalized 

multiple times for complicated recurrent urinary tract infection.  She has chronic kidney 

disease with an estimated glomerlular filtration rate (eGFR) of 23, hypertension, 

hyperlipidemia, and Type 2 DM.  She is morbidly obese and is now bed-bound.  She was 

advised to seek tertiary care for her sarcoma but her insurance declined this.  The patient 

lives in Section 8 housing with her SO of many years who performs all of her care.  She 

has home health care and a registered nurse visits weekly but she declined a nursing 

assistant as she and her SO prefer him to do her personal hygiene.  She has severe right-

sided abdominal pain presumably from her cancer and as a result is opioid dependent. 

 Sarah is a 71-year-old female who was hospitalized for lumbar spine surgery 

(lumbar laminectomy L2-S1 and L1-S5 with sacral segmental instrumentation) to correct 

stenosis causing chronic urinary incontinence and chronic pain and weakness.   Her 

surgery was complicated by urosepsis, septic shock, hypotension, acute systolic HF with 

EF 35% (during her hypotensive episode), anemia requiring blood transfusion, AF, and 

acute respiratory failure.  She recovered from the above and was transferred to a 
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rehabilitation facility where she remained for a month.  Her past medical/surgical history 

included rheumatoid arthritis, chronic pain with opioid dependence, knee arthroplasty, 

neurostimulator implantation, fibromyalgia, hyperlipidemia, hypertension, and chronic 

urinary incontinence.  She lives alone in an upscale home and has a friend staying with 

her to assist with meal preparation, housework, and other household chores and errands. 

She is receiving home health care including a registered nurse, physical therapy, and a 

nursing assistant to help with personal care. 

Patients (by Pseudonym) from Home  

Care Medical Group 

 Virgil is an 87-year-old male who has had chronic care management by the home 

medical group since January 2018.  He was recently hospitalized for urosepsis that made 

him eligible for transitional care.  His past medical history included respiratory failure, a 

suprapubic catheter, multiple and frequent urinary tract infections, CAD, back surgery for 

spinal stenosis, tremor, cognitive decline, generalized debility, severe high frequency 

hearing loss, and sacral pressure ulcer.  He is wheelchair bound but able to operate his 

electric scooter.  He lives with his wife and son and has home health assistance as well as 

additional caregivers eight hours daily.  He has been hospitalized three times during the 

past eight months.   

 Anthony is a 74-year-old male recently hospitalized for aspiration pneumonia 

after vomiting and aspirating.  He has been bed-bound and hospitalized several times 

over the past few years.  His past medical history included a cerebrovascular accident 

(CVA) five years ago, vascular dementia with delirium, and seizure disorder.  He 

suffered permanent disability following his CVA and is bedbound and fed via a 

percutaneous gastrostomy tube.  He is cared for at home by his wife who performs all 
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physical care and administers tube feedings.  He has been managed by the home medical 

group for chronic homebound care since 2015. 

All patients had functional deficits, four or more had active health conditions, all 

had six or more prescribed medications, and two or more had had hospitalizations within 

the past six months (see Table 3).  Risk scores ranged from a low of 4 to a high of 8 with 

a mean of 6.14.  A score of two or higher qualified a patient as higher risk for 

rehospitalization so all met the criteria.  

 

Table 3 

 

Patient Scores on Transitional Care Model Risk Assessment 
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Themes Identified 

Social Factors 

 Social factors were not identified as a risk within the TCM risk assessment model 

but were prevalent in this project and corroborated by the literature (Hu et al., 2014). 

Social factors included low socioeconomic status, lack of financial resources, inadequate 

transportation to obtain medication and medical services, and inability to afford healthy 

foods.  Including a detailed social history was important in identifying patients with 

social risk factors.  One clue to lower socioeconomic status was housing subsidies.  Three 

patients in the study lived in Section 8 housing, a government subsidy program for 

individuals who are elderly or disabled (U.S. Department of Housing and Urban 

Development [HUD], n.d.).  The federal government subsidizes housing for those earning 

less than 50% of the median income of the community where they reside.  The qualifying 

individual pays 30% of the rent with the federal government paying the remaining 70%.  

The following vignettes illustrate social factors contributing to risk of readmission. 

Elaine was fortunate to have an attentive cardiologist treating her HF and an 

orthopedist managing her chronic pain.  However, she was having transmission 

problems with her car and did not have the funds to have it repaired.  Public 

transportation in Las Vegas is scarce and temperatures in the summer exceed 110 

degrees.  Elaine, short of breath with exertion and fragile following her recent 

hospital stay, had no source of transportation to her medical appointments. 

Clarence was unable to bear weight on his right foot due to his healing wound and 

needed a surgical shoe.  He and his sister had no funds to purchase one and 

ordering one through durable medical equipment would take weeks.  

Additionally, there was no medical supply store in close proximity to Clarence’s 

home and the household had no car.  His sister called the project coordinator in 

desperation and asked she could obtain a surgical shoe and bring it over so he 

could attend his scheduled primary care doctor appointment.  She offered to pay 

the project coordinator the following week.  
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 In both cases, the project coordinator resolved the immediate problem.  In the 

former, she transported Elaine to all of her medical appointments until she could afford to 

get her car repaired.  Home health personnel are not allowed to transport patients but this 

was a real problem, interfering with follow-up care and outcomes.  In the latter case, the 

project coordinator obtained a surgical shoe from a medical supply store and brought it to 

Clarence.  These were but two examples of social issues affecting patient care and 

potential outcomes and readmissions.  Additionally, they were simple to resolve.  

Inability to Obtain Needed  

Treatments 

 This theme transcended socioeconomic status and was multifaceted.  Most 

physicians do not provide after-hours access and even home care companies and home 

health companies are not consistently available on weekends.  The inability to obtain 

needed treatments might include routine treatments or treatments for emergencies not 

necessitating emergency department care.  One commonly encountered barrier to obtain 

needed treatments related to new laws aimed at the opioid epidemic.  Many chronically 

ill older adults including several involved in this project routinely took opioid pain 

medication and saw pain management specialists.  New opioid laws require a written and 

hand-signed prescription for Schedule II controlled substances that include hydrocodone 

and oxycodone.  Nevada limits prescription length to 30 days (U.S. Department of 

Justice, n.d.).  Pharmacies receive limited supplies of opioid medications so they might 

not be able to fill prescriptions.  Not all difficulties obtaining treatment related to opioids.  

Requirements for prior authorization, slowly-moving and bureaucratic systems, and other 

issues were commonly involved.  The following vignettes illustrate various barriers. 
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Delilah was in severe pain from her cancer and unable to transfer to a wheelchair 

for transport to her oncologist’s office.  Her oncologist agreed to write one more 

prescription for 30 days of her opioids but after that he required an office visit.  

The home health nurse, project coordinator, and SO all agreed the only obvious 

solution was ambulance transportation to the hospital to obtain more pain 

medication.  

Sarah was discharged from rehabilitation with seven days of her pain medications. 

She was unable to schedule an appointment with her orthopedic surgeon within 

seven days. In fact, the first available appointment for her was in one month.  

Fortunately, her surgeon agreed to write her a pain medicine prescription to last 

until her appointment, which her friend was able to pick up.  Unfortunately, her 

appointment was rescheduled at the last minute for one week later, her surgeon 

was out of town and unavailable, and she faced running out of pain medicine on 

the Saturday before her Monday appointment.  Her calls to her surgeon’s office 

were not returned. She was rationing her pain medicine and described her pain as 

severe.  Sarah had a pain contract with this surgeon that precluded her from 

receiving prescriptions from other providers.  She began talking about calling 911 

and going to the emergency department to obtain some pain relief. 

The project coordinator transported Elaine to her pain management provider and 

then had to visit four pharmacies before finding one able to fill the prescription.  It 

was 115 degrees in Las Vegas that day and an exhausting ordeal for a fragile heart 

failure patient.  

 The project coordinator was able to intervene for both Delilah and Sarah.  She 

called Delilah’s oncologist personally who was very empathetic to the patient’s plight.  

He agreed to see her if she could be transported on a stretcher to his office.  This offered 

an alternative to rehospitalization.  After repeated calls to Sarah’s surgeon’s office, the 

project coordinator was able to speak to his assistant and convey the seriousness of 

denying Sarah pain medication for three days and the patient suffering involved.  The 

project coordinator offered to write a short-term prescription to last the patient until 

Monday.  Finally, the surgeon’s assistant contacted the surgeon and he had an associate 

write a prescription for Sarah.  She had no mechanism to pick it up before the office 

closed on Friday afternoon so the project coordinator drove to the surgeon’s office, 

picked up the prescription, and took it to her pharmacy where her friend could pick it up 
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later in the evening.  In the latter instance, the project coordinator kept trying different 

pharmacies until locating one able to fill the prescription.  Pharmacies are not allowed to 

inform patients over the phone whether a controlled substance is available so face-to-face 

visits to the pharmacy are required.  This illustrates the flip side of laws endeavoring to 

limit opioid use.  Additional vignettes illustrate obstacles to obtaining medical supplies: 

Joseph suffered from severe generalized weakness and required a wheelchair to 

attend physician appointments.  The project coordinator inquired about ordering a 

wheelchair.  It required a physical therapy recommendation followed by an order 

from the project coordinator co-signed by a physician.  After several weeks and 

with no wheelchair and an imminent appointment, the patient paid out-of-pocket 

for a rented wheelchair.  

 

Elaine required continuous oxygen therapy but was confined to using a large 

portable oxygen tank she was unable to push.  Additionally, the continuous flow 

of oxygen dried her nose and complicated her sinus issues.  Her cardiologist 

ordered a portable oxygen concentrator.  It took several weeks of the cardiology 

office revising orders and finally a patient visit to the durable medical equipment 

office before she was able to obtain an oxygen concentrator light enough to be 

carried on her shoulder and less drying to her nose.  

 

Upon hospital discharge, Sarah was prescribed epoetin alpha (Procrit) to be self- 

injected three times weekly for treatment of her anemia.  It took her a week to 

find a pharmacy carrying this specialty drug and it was dispensed in vials with no 

needles and syringes.  The project coordinator brought some needles and syringes, 

administered the first injection, and taught the patient how to self-inject the 

medication.  The first injection was two weeks following her discharge.  

 

These patient experiences illustrate a lack of timely and seamless access to post discharge 

medications and medical supplies.  

Collaborating 

 Collaborating with the care team was an important emergent theme and could 

involve something simple such as communicating a medication change or minor patient 

problem or as complex as notifying a specialist of a life-threatening problem.  

Collaboration was a factor identified as a component of the TCM and decreased risk of 
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rehospitalization.  The following vignette illustrates how collaboration played a role in 

one instance. 

Elaine complained to the project coordinator about episodes of “going down.”  It 

was unclear what she meant.  The following day, the project coordinator 

transported Elaine to her cardiology appointment where he was going to discuss 

implantation of a loop cardiac monitor.  The cardiologist informed the project 

coordinator that monitoring during the patient’s multigated acquisition (MUGA) 

scan showed episodes of non-sustained ventricular tachycardia.  It became clear 

that the patient’s description of “going down” indicated syncope or presyncope.  

After communicating this to the cardiologist, he decided to forgo the loop monitor 

and place an automated implanted cardioverter defibrillator (AICD) pacemaker. 

This was potentially lifesaving to the patient who could have suffered a lethal 

arrhythmia.  

 

Additionally, encrypted text messaging available between members of the home health 

team and the provider made it easy to communicate after each patient visit by any health 

team member.  

Twenty-Four/Seven Availability of  

Advanced Practice Nurse Who  

Could Write Orders 

 

 Twenty-four/seven availability of a transitional care team member is a component 

of the TCM; however, the APN within that model does not write orders.  The project 

coordinator found the 24/7 availability necessary in general but also found great 

importance in the ability to write orders.  This was especially important during weekends 

and evenings when other providers were not available and patients had urgent medical 

issues.  The following vignettes illustrate the importance of this theme in preventing 

potential readmissions. 

When the project coordinator initially visited Sarah, she was complaining of 

urinary burning, chills, and low-grade fever.  Her complicated hospitalization 

included urosepsis and septic shock and she was not taking her ordered 

ciprofloxacin because it upset her stomach.  It was seven o’clock in the evening 

and this patient was at risk of suffering a relapse of her urosepsis. The project 

coordinator changed the medication to levofloxacin once daily and advised Sarah 
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to take her antiemetic and eat prior to the dose.  She tolerated the levofloxacin and 

by morning, her dysuria and fever were gone.  

When visiting Anthony, the project coordinator discovered his tinea corporis 

around his gastrostomy tube had worsened and his wife had run out of his anti-

fungal cream and had no refills.  The project coordinator called in more refills to 

the patient’s pharmacy.  

Elaine had debilitating allergies and routinely took several oral medications and 

nasal sprays.  She was chronically short of breath from her HF and COPD and her 

allergies only exacerbated this.  Her current primary physician declined to reorder 

any of her medications until she had an office visit, which was not available for 

several weeks.  Upon the project coordinator’s first home visit, she reordered all 

Elaine’s allergy medications with refills for a year.  This was a priority for the 

patient and an uncomplicated order.  

Virgil’s son was worried his father was not obtaining adequate nutrition.  He had 

been eating with tube feed supplements but had failed a swallowing evaluation in 

the hospital and was now allowed nothing by mouth.  His tube feeding amounts 

had not been adjusted.  The project coordinator calculated Virgil’s daily tube 

feeding requirements and ordered more product and a dietitian consult.  

Clarence was running out of a number of his maintenance medications and his 

scheduled appointment with his primary care physician was four weeks away.  

The project coordinator reordered his dwindling supply of medications including 

insulin for his diabetes so he would not run out of medications and risk relapse.  

Delilah was having nausea and vomiting and had been prescribed a lower than 

adequate dose of her antiemetic ondansetron (Zofran).  After checking for renal 

dosing considerations, the project coordinator called in a higher dose for her and 

this alleviated her nausea.  

Joseph had not had laboratory tests drawn since leaving the hospital despite recent 

visits to both his oncologist and his new primary care physician and was 

experiencing severe debilitating weakness.  The project coordinator ordered a 

complete metabolic profile and complete blood count to determine if a metabolic 

cause existed for his weakness.  The results also proved invaluable when Joseph 

sought care from a tertiary oncologist in California.  

 Every patient in the study required orders from the project coordinator.  One value 

of having an NP performing transitional care is the ability to write orders.  The project 

coordinator was careful to consult appropriately with specialists when indicated.  None of 

the patient’s physicians were upset by the orders written by the project coordinator; 

rather, they were thankful these items had been handled for the patient’s benefit. 
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Advanced Planning and End-of- 

Life Issues 

 Two patients had cancer deemed incurable.  Neither wanted to stop treatment or 

consult hospice.  Frequent hospitalizations are common at end of life.  Donze, Lipsitz, 

and Schnipper (2014) studied over 10,000 consecutive discharges at a tertiary hospital in 

Boston and found 15% of all avoidable admissions resulted from end-of-life issues.  They 

recommended initiation of advance care planning and referral to palliative care to 

improve end-of-life care and avoid unnecessary and likely futile readmissions.  The 

following patient vignettes illustrate this concept. 

Delilah had terminal bladder cancer and was in intractable pain.  She desperately 

wanted to stay at home.  The project coordinator originally planned to transport 

her by medical ambulance to her oncologist to obtain more pain medication as she 

declined to even discuss hospice.  However, she became unable to swallow her 

pain medication, which made this intervention futile.  Her home health nurse and 

project coordinator discussed the appropriateness of palliative care and the home 

health nurse contacted her oncologist who ordered the hospice consult.  The 

patient and her SO agreed to receive hospice care and she was changed to 

intravenous morphine.  Delilah died at home one week later.  

 

Joseph has inoperable pancreatic cancer and his oncologist recommended 

stopping chemotherapy and initiating palliative care.  Joseph was recently 

diagnosed, is only 72-years-old, and is unwilling to stop treatment.  In a family 

meeting, the project coordinator emphasized the primacy of patient self-

determination while discussing options.  Joseph decided to seek a second 

oncology opinion with a pancreatic cancer specialist, which the project 

coordinator arranged.  The outcome is still unknown.  

 

Virgil is 88-years-old, wheelchair bound, and endures frequent hospitalizations 

due to urosepsis and other serious health conditions.  His son struggles with 

obvious end-of-life issues.  Virgil is not capable of making his own health 

decisions and withdrawing existing tube feedings is a tough decision for the son 

as he believes Virgil has some quality of life when alert and home with his family.  

His primary home physician has initiated end-of-life advanced care planning, 

which was reinforced by the project coordinator when she visited, mainly in terms 

of listening to and empathizing with the patient’s son. 
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 Addressing end-of-life advanced planning was not one of the components 

included in the TCM but is clearly an intervention in some patients to avoid unnecessary 

readmissions.  The Donze et al. (2014) study was performed by hospitalists and their 

recommendations were to consult palliative care prior to discharge but this intervention 

should be pursued as indicated to avoid unnecessary futile readmissions and prolonged 

end-of-life suffering.   

Causal Model 

 A causal model was created incorporating all components from within the TCM 

and themes identified within this project including two themes increasing risk of 

rehospitalization and two additional components potentially reducing risk of 

rehospitalization (see Figure 3).  The project coordinator incorporated all aspects of the 

TCM evidence-based guidelines except those mentioned in deviations such as not 

beginning the patient-APN relationship in the hospital.  Additional influential factors 

discovered during the project enriched the already evidence-based TCM and perhaps 

tailored it to the Las Vegas community, particularly issues with transportation.  
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Figure 3.  Causal network including project themes and transitional care model risks and 

components. 
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CHAPTER V  

 

 

DISCUSSION 

 

 

Sample Characteristics 

 

The sample for this project was a convenience sample including patients referred 

from home health agencies to one of two healthcare practices.  Five of the seven patients 

were insured by traditional Medicare.  One was insured by Medicaid and one was insured 

by a commercial Medicare replacement.  Six of the seven patients were 65-years-old or 

older.  One patient was 59-years old but was included because she needed the transitional 

care and the project coordinator did not want to refuse to see her.  She was one of the 

highest risk patients in the project.  Patient ages ranged from 59 to 88.  Four patients were 

male and three were female.  Their socioeconomic status varied significantly.  Three 

patients lived in poverty while the remaining four had adequate incomes.  One patient 

was African American and the remainder were Caucasian.  All patients had been recently 

discharged from a hospital or rehabilitation facility and resided in the greater Las Vegas 

area. 

Setting Characteristics 

The bulk of the project was conducted in patients’ homes.  Ancillary settings 

included the offices of both healthcare offices for meetings, patients’ physician offices, 

and pharmacies when patients required transport or the project coordinator needed to pick 

up a patient prescription.  Another ancillary setting was the office of the primary referring 
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home health agency for staff meetings and orientation.  The project coordinator had home 

access to all practice EHRs so documentation of patient visits was conducted at the 

project coordinator’s home.  

Major Findings 

The project coordinator gained a preliminary understanding of what components 

and risks contributed to patient rehospitalization including several new themes not 

identified in the TCM.  Social issues such as lack of transportation to medical visits were 

a significant barrier to obtaining care needed to prevent unnecessary hospitalizations.  

Social factors were not included as a risk within the TCM model but emerged as 

significant in the project and were identified within the transitional care literature.  

Advanced planning for end-of-life care emerged as a significant need to prevent frequent 

futile hospital visits at the end of life.  This was additionally corroborated in the 

literature.  Finally, obstacles to obtaining needed medication and equipment were 

discovered as a risk-transcending socioeconomic status.  

Additionally, the project coordinator gained an enhanced understanding of what 

components are necessary to implement a transitional care program, particularly in this 

community.  Judging from successes and challenges, transitional care requires at least 

two APNs, a physician to order home care, a scheduler, and a biller especially savvy in 

billing CMS for transitional care and other reimbursable services.  

Strengths and Limitations of the Project 

Strengths 

One identified strength of the project was the immersion of the project 

coordinator in the home health environment and support from the two medical practices 
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and the home health agency.  Communication and collaboration were facilitated by 

access to EHRs and Health Insurance Portability and Accountability Act (HIPAA)-

compliant text messaging.  Another major strength of the project was the opportunity for 

the project coordinator to interact intimately with project participants.  Involvement in 

patients’ lives and the opportunity to personally intervene to help them gave the project 

coordinator an authentic and vivid understanding of the transitional care process.   

Limitations 

Limitations of the study included the small number of patients available to 

sample.  Additionally, being restricted to patients referred by home health agencies 

excluded patients in need of transitional care who were not home-bound.  This factor also 

likely increased the acuity of the sample obtained and could have skewed any 

quantitative analysis had any patients been readmitted.  Patients qualifying for home 

health services typically have a higher rate of 30-day hospital readmissions although rates 

vary considerably (CMS, 2018a). 

Another limitation of the study was the lack of an established transitional care 

team within which the project coordinator could work.  Of course, part of the rationale 

for this project was to pilot non-existing transitional care services within this community 

using an evidence-based model.  A well-developed network does not yet exist.  The 

closest program discovered with an existing stable network was the physician-owned 

home medical practice.  This program was not built around an evidence-based model and 

the project coordinator did not have enough interaction with this practice to evaluate its 

philosophy or its success in preventing rehospitalization.  Evident was the physician 

owner’s involvement with the practice and efforts to interact with the home health team. 
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She personally knew every patient seen within the practice and held care conferences 

each week with the home health RNs.  Interaction with this practice became available late 

in the program’s data collection period so there was no long opportunity to become more 

familiar with specifics.  

Overall lack of communication and coordination specific to transitional care 

within the project coordinator’s primary sponsoring medical practice created unanswered 

questions about sustainability.  For example, the practice never billed for transitional care 

throughout the project.  This stemmed from billing service instability and lack of billing 

integration into the actual project.  This limitation did serve to familiarize the project 

coordinator with ineffective practices in development of a transitional care program. 

Finally, lack of prior experience with home health care and available community 

agencies might have caused more work for the project coordinator.  Community agencies 

in Las Vegas are scarce and many non-profits come and go as grants are not renewed.  

Efforts to catalog community agencies were difficult.  The home health social worker 

was not often available for consultation.  A more detailed understanding of community 

services would have been helpful.  

Issues 

One initial issue was the role difference in transitional care APNs and APNs 

consulted by home health agencies.  The project coordinator was chastised more than 

once for performing a service usually performed by a different team member.  The 

project coordinator was able to resolve this issue by showing respect to the RN case 

managers and recognizing them for their important role.  Still, limitation on roles and 
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prohibiting cross-responsibilities seemed overly bureaucratic in a healthcare system with 

already scarce resources.  

Transitional care is described as time limited to the 30 days following discharge.  

As home health is certified for 60-day intervals, it was not possible for the project 

coordinator to stop being available to the home health team after 30 days.  In fact, at the 

time of this writing, the project coordinator was still following one patient who was 

recertified for home health until October 9, 2018. 

Collaborating with patients’ medical providers was problematic.  The project 

coordinator made many unreturned phone calls to physicians.  Only one physician out of 

many actually returned the project coordinator’s call.  The solution, when interaction was 

crucial, was to attend a visit with the patient and speak to the provider face-to-face.  This 

was very effective but also quite time consuming.   

Another issue experienced by the program coordinator was the lack of 

accessibility to her APN colleague.  A business owner who balances practice, teaching, 

and outreach, Dr. Lamprecht was not as available as the project coordinator desired.  

Often emails, texts, and phone calls went unanswered.  In hindsight, this was likely 

attributable to undiscussed differences in expectations of the project coordinator and her 

colleague.  Still, it made processes difficult at times.  On the flip side, the project 

coordinator became creative in finding answers and developing solutions.  

The patient encounters all went smoothly and no friction developed between the 

patients and the project coordinator.  All patients were grateful for the extra care and 

advocacy.  One patient became quite attached and began to call the project coordinator 

several times weekly for minor questions.  It was important for the project coordinator to 
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assist her in becoming more autonomous and self-managing.  This was accomplished by 

the end of the project. 

Practice Recommendations 

In our fragmented and often ineffective health care system, transitional care is 

clearly one needed program.  It should fit into a network of other social programs by 

providing a safety-net for patients unable to manage on their own.  Every patient 

provided transitional care by the project coordinator could have suffered bad outcomes 

including rehospitalization if interventions had not been implemented. 

Price (2017) provided some practical advice for implementing a transitional care 

management program in a small practice.  He recommended identifying a practice 

champion and delineating needed roles and responsibilities of existing office staff.  He 

also recommended starting with patients at highest risk of readmission.  He reiterated 

CMS requirements for billing including the date the Medicare recipient was discharged, 

the date of the initial phone contact, the date of the face-to-face visit, and the complexity 

of medical decision making (Price, 2017.).  Notably, he gave no details of patient risk 

assessment or management outside of the face-to-face visit.  In this project coordinator’s 

experience, continuous availability, coordination, and more frequent visits or calls than 

that initial face-to-face visit are necessary for program success.  Still, this is a suggestion 

as to how a primary care practice could manage their own patients who require 

hospitalization and increase patient retention, outcomes, and patient satisfaction.  

Another logical strategy would be to embed a transitional care management 

program within an integrated hospital/outpatient care practice.  One such program was 

introduced by a large integrated health system in California.  This pilot program focused 
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on 50 patients deemed high risk-high cost due to chronic and multiple medical issues.  

The transitional care management team included physicians, nurses, specialists, health 

educators, and pharmacists (Baldonado, Hawk, & Nelson, 2017).  The researchers 

compared hospitalizations pre and post intervention.  Before the transitional care 

intervention, 33 of 50 patients had been admitted within the prior six months.  Following 

the intervention, only 17 of the same 50 patients were hospitalized within the ensuing six 

months.  The program saved considerable money and improved patient outcomes.  The 

researchers give an example of one patient who had been hospitalized five times prior to 

the intervention at a cost of $217,355.75 in the six months preceding the intervention 

(Baldonado et al., 2017).  Following the transitional care intervention, the same patient 

required no hospitalizations.  This dramatic cost savings makes one wonder why this 

practice is not the norm.  

Naylor and Sochalski (2010) continued work to integrate the TCM into 

mainstream healthcare.  A TCM translation study in collaboration with Aetna Insurance 

substantiated previously discovered cost savings when employing the TCM.  Subjects 

receiving the TCM intervention showed an annual net cost savings per patient of $2,170 

per member (Naylor & Sochalski, 2010).  Resultantly Aetna recognized the TCM as a 

high value proposition and recommended further expansion among public and private 

insurers (Naylor & Sochalski, 2010).  To the project coordinator, it was unfathomable 

why transitional care is not utilized more widely, especially by insurers who stand to gain 

the most financially.  Naylor and Sochalski elaborated on this:  

The successes in scaling the TCM into an insurance environment argue favorably 

for its broader use among other private purchasers, insurers, and public payers. 
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The model’s capacity to improve quality and reduce costs, specifically through 

the reduction of hospital readmissions, positions it as a compelling solution for 

the payer community. (p. 7)  

Rani Khetarpal (n.d.), the Chief Executive Officer of Global Transitional Care, 

articulated the barriers to the individual provider desiring to provide transitional care.  

She spoke to the global reimbursement averaging $230 for 30 days of patient 

management according to CMS guidelines.  The cost to a provider to render CMS-

mandated transitional care for such low reimbursement is not cost-effective according to 

Khetarpal (n.d.).  Global Transitional Care (2018) utilizes the TCM and is a third-party 

payer group certified by Medicare to provide transitional care.  Each of their APN/RN 

teams manages 15-20 patients at a time.  They currently provide care in California but are 

poised to expand to all 50 states (Khetarpal, n.d.).  This start-up company has yet to prove 

its sustainability but has started out on a positive trajectory to helping bring evidence-

based transitional care into the mainstream.  

Change is slow, especially in health care mired in bureaucracy and hampered by 

fragmentation.  Even in the two years this project coordinator has been developing and 

implementing this project, transitional care has become somewhat of a household name.  

Not all transitional care is evidence-based and results are variable; however, tenacious 

individuals such as Mary Naylor continue to push the movement forward.  

The Affordable Care Act’s Hospital Admission Reduction Program (Graf, 2018) 

has provided an impetus to hospitals to reduce their readmission rates in the form of 

financial penalties for excessive readmissions.  The value of home health agencies 

(HHAs) in transitional care has long been recognized but more recently CMS (2018a) has 
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taken closer notice of readmission rates among patients receiving home health.  In 2010, 

readmission rates of patients receiving home health averaged 29% (CMS, 2018a).  

However, a wide variation has been attributable by CMS to differences in care quality.  

The CMS has determined that an incentive program for HHAs would be consistent with 

HARP, which has led to lower readmission rates since implementation by holding 

hospitals accountable for excessive readmissions through reduced reimbursement.  The 

incentive program for HHAs is scheduled to commence January 1, 2020.  

Interestingly, a discussion of these upcoming regulatory changes occurred at the 

last staff meeting attended by the project coordinator.  The owner of the home health 

agency has beem preparing his team well-ahead of regulation implementations.  He 

clearly has high standards for his company and team and wisely shares the responsibility 

for company success by his transparency and engagement of team members in meeting 

goals.  At this meeting, he presented each RN case manager with their individual patient 

readmission rates and asked those with low numbers to share their strategies for success. 

Not surprisingly, strategies echoed themes within other transitional care management 

programs including the TCM.  Successful strategies verbalized by the RN home health 

case managers included (a) listening to one’s patient, (b) instructing the patient to call the 

RN instead of 911 for non-life-threatening problems (and being available), and (c) 

developing relationships with patients.  

As transitional care becomes a household word among healthcare providers, more 

programs will be implemented.  More successes will drive more interest and buy-in.  

Hopefully, a critical mass will be reached where every hospital patient is screened for 

transitional care needs and referrals become an expected part of usual care.  
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The afore-discussed practice recommendations all address transitional care in the 

current healthcare environment.  Taking transitional care to the next level involves more 

legislative changes--some small and some sweeping.  One simple legislative change 

would be for CMS to allow NPs to certify patients for home health.  About 10 percent of 

Medicare recipients require home health services each year.  The Centers for Medicare 

and Medicaid Services (2018a) require a face-to-face visit to verify a patient’s 

homebound status and need for home services.  While this visit might be (and often is) 

done by a NP, CMS requires a physician to certify the patient for such services.  This 

complicates and delays access to home services.  If the patient’s primary care provider or 

house call provider is a NP, they are required to seek a physician to sign the home health 

authorization.  Physicians often charge for this service and might require the patient to be 

seen in the office, creating an extra unnecessary visit.  Homebound patients might need to 

travel to a physician visit by ambulance, further increasing costs (Brassard, 2012).  

Nurse practitioners have expertise in assessing the need for home services. 

Requiring a physician to certify these patients for home care creates unnecessary delays, 

potentially jeopardizing patient health and outcomes and incurring additional expenses. 

The American Association of Nurse Practitioners (2018) has already identified action 

needed to improve Medicare patient access to home services.  Legislation should be 

introduced and ultimately passed allowing NPs to certify patient eligibility for home 

services.  

Amending CMS regulations to allow NPs to certify patient eligibility for home 

services seems like a simple goal but legislation has already been introduced twice, most 

recently in 2017.  Chris Collins, a U.S. Representative from New York introduced House 
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Resolution 1825: Home Health Care Planning Improvement Act of 2017; the bill 

proposes to “amend title XVIII of the Social Security Act to ensure more timely access to 

home health services for Medicare beneficiaries under the Medicare program, and for 

other purposes” (para. 1).  This bill has strong support and no opposition, is still in 

committee, and is unlikely to be passed during this congressional session.  The current 

115th Congress is scheduled to adjourn December 14, 2018 (U.S. Senate, 2017).  Thus, it 

is unlikely House Resolution 1825 will navigate the process necessary to become law and 

will die in committee.  In fact, Govtrack gives the bill a 2% chance of passing (House 

Resolution 1825, 2017).  

More sweeping healthcare reform is overdue in the United States.  The passage of 

the Affordable Care Act was a compromising beginning but universal health care is an 

end goal for many.  The population in this study already had government-provided 

insurance but health care in general, including care of older adults, would benefit greatly 

from less fragmentation and more interconnectedness among all providers and entities.  

However, this is a subject for a whole other paper.  

Alignment with Doctor of Nursing Practice Essentials 

The American Association of Colleges of Nursing, along with the National 

Organization of Nurse Practitioners Faculties, agreed on criteria for a successful Doctor 

of Nursing Practice (DNP) project (Waldrop, Caruso, Fuchs, & Hypes, 2014).  Foremost, 

the project must tackle a complex problem in the practice setting and use evidence to 

endeavor to improve this process (Waldrop et al., 2014).  This DNP project certainly met 

the qualifications for a complex problem in the excessive readmissions of Medicare 

recipients.  One could argue that most problems in health care qualify as “wicked 
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problems, those replete with social and institutional uncertainties, and for which only 

imperfect knowledge about their nature and solutions exists” (Mertens, 2018, p. 7).  

Although transitional care has been studied for years, implementation in the community 

is still far from an established practice.  This project utilized an evidence-based model to 

provide transitional care to actual patients in the Las Vegas community in an effort to 

improve practice.  This program and project are further be addressed in relation to each 

DNP essential.  

Doctor of Nursing Practice Essentials 

Essential I: Scientific Underpinnings  

for Practice 

 Each educational program, beginning with the Bachelor of Science (BSN) in 

Nursing, followed by the Master of Science in Nursing, a Certificate in Nursing 

Education, and finally the Doctor of Nursing Practice added to the project coordinator’s 

foundation of knowledge.  Practice as first a hospital RN, then critical care educator, 

nurse practitioner, BSN faculty, and finally a DNP student further strengthened that 

foundation and the project coordinator’s skill in applying the significant underpinnings of 

nursing and other sciences to practice.  The DNP program at the University of Northern 

Colorado (UNC) perfectly expanded and strengthened knowledge related to all aspects of 

nursing and health care. Courses requiring research, critical thinking, and discussion of 

application to practice in epidemiology, translational research, healthcare finance, 

advanced nursing theory, leadership and health policy, and population-centered health all 

applied to this project.  The project coordinator drew on all acquired knowledge to 

design, implement, and evaluate this project to enhance healthcare delivery to at-risk 

Medicare recipients discharged from hospital to home.  The actions and outcomes have 
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been previously described.  Practice approaches never before executed in this community 

were implemented and resulted in positive outcomes. 

Essential II: Organizational and  

Systems Leadership for Quality  

Improvement and Systems  

Thinking 

 

 Again, the DNP program at UNC enhanced the project coordinator’s expertise 

and skill in considering organizational issues, quality management, and consideration of 

the balance of productivity with quality of care.  The project--Implementation of a 

Transitional Care Program to Reduce Readmissions in Medicare Recipients Discharged 

from Hospital to Home utilized all the project coordinator’s abilities in systems 

leadership and imparted a confirmation of issues balancing cost-effectiveness with patient 

care delivery.  Based on project findings, the project coordinator was considerably more 

knowledgeable regarding realistic transitional care designs and how transitional care 

programs could be sustainable in today’s healthcare environment.  She analyzed CMS 

reimbursements, billing practices, and made recommendations for program sustainability. 

Additionally, she became aware of needed changes to healthcare policy to enhance these 

programs. 

Essential III: Clinical Scholarship and  

Analytical Methods for Evidence- 

Based Practice 

 This DNP project provided the project coordinator with the privilege of applying 

knowledge in the scholarship of application.  A well-researched, evidence-based practice 

transitional care model was applied to real-world practice.  The practice environment was 

highly complex and challenged the project coordinator in applying all her knowledge and 

intrinsic beliefs regarding human caring and human needs as they intersected with other 
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human and nursing sciences.  This project required an APN who could creatively assess 

patient conditions and think creatively to create an optimal plan of care.  The project 

coordinator provided guidance to collaborating team members in implementing evidence-

based practice.   

Essential IV:  Information Systems Technology  

and Patient Care Technology for the  

Improvement and Transformation  

of Health Care 

 

 The DNP program and execution of the project enhanced the project coordinator’s 

already existent skills and knowledge of utilizing information systems technology 

resources to improve patient care, safety, and quality.  Since the Health Information 

Technology for Economic and Clinical Enforcement Act was enacted as part of the 

American Recovery and Reinvestment Act of 2009 a plethora of health information 

systems and EHRs have been implemented.  Utilizing a wide variety of health 

information systems and comparing them with established guidelines for meaningful use 

(Federal Register, 2010) has enlightened the project coordinator in selecting and 

analyzing systems containing essential components for meaningful use and clinical 

decision making.  Interesting and valuable systems utilized in the home health 

environment and monitored by CMS were new to the project coordinator.  The Outcome 

and Assessment Information Set is a comprehensive assessment performed by the home 

health nurse and utilized by CMS to compare home health agencies along with other 

patient data submitted to CMS (2018a).  The CMS publishes Home Health Compare 

where any CMS-certified HHA is rated on a scale of one to five and assigned the rated 

number of stars.  Home health agencies are rated on both process and outcome measures, 
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data are available online for prospective patients, and providers may evaluate an HHA’s 

quality before selection. 

 Health information systems are only as good as the proficiency of those who 

select, analyze, program, and utilize them.  This program and project have developed the 

project coordinator’s proficiency in designing, selecting, evaluating, and providing 

leadership in healthcare systems and communication networks.  

Essential V: Health Care Policy for  

Advocacy in Health Care 

 The project coordinator had prior experience in active participation in a 

professional organization to influence policy makers.  She was involved in promoting 

legislation granting APNs in Nevada autonomous practice in 2013.  She has participated 

in professional organizations in leadership and education roles throughout her nursing 

career.  The DNP program, particularly the courses related to health policy and healthcare 

finance, further refined the project coordinator’s ability to understand political processes 

and advocate in a leadership role for health policy advocating for nurses and consumers, 

thereby promoting social justice and ethics.  Designing and implementing the DNP 

project gave the project coordinator an intimate view of gaps in healthcare policies and 

healthcare in need of revision.  

Essential VI: Interprofessional  

Collaboration for Improving  

Patient and Population  

Health Outcomes 

 The DNP program and particularly executing the DNP project challenged the 

program coordinator to employ effective communication and collaboration skills in a 

multitude of varied situations and interactions.  Stepping into a whole new environment 
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and interacting with multiple agencies, health professionals, and patients required the 

project coordinator to use diplomacy and leadership skills to ensure adequate application 

of evidence-based practices, good patient outcomes, and teamwork in caring for patients 

in a complex and changing environment.  Varied leadership approaches determined by 

situations encountered were necessary.  Ultimately, the project coordinator developed 

excellent rapport and collegiality among other team members and satisfied patients. 

Essential VII: Clinical Prevention and  

Population Health for Improving the  

Nation’s Health 

 Courses within the DNP program related to epidemiology and population health 

enhanced the project coordinator’s ability to provide leadership in integrating evidence-

based clinical prevention and population health initiatives.  The project coordinator had 

prior experience as an NP directing a school-based health center and implementing health 

promotion among adolescents, children, and adults.  In her tenure at the school-based 

health center, she successfully obtained grants and implemented an asthma management 

program for uninsured asthmatic children in Clark County Schools.  This DNP project 

took the project coordinator into uncharted territories providing tertiary prevention to 

older adults with complex health conditions and with a multitude of socioeconomic and 

cultural differences.  It was enlightening to promote optimal health in this population and 

allowed the project coordinator to synthesize concepts and develop interventions to 

address care gaps in this population, even expanding on an evidence-based care model.  

Essential VIII: Advanced Nursing  

Practice 

 The project coordinator has had years of experience as an NP and had pre-existing 

experience and expertise in comprehensively assessing patients, designing and 



67 
 

customizing interventions, and incorporating science and evidence-based practice in 

clinical decision-making.  Designing and executing the DNP project further refined the 

project coordinator’s comprehensive practice competencies. 

Enhance, Culmination, Practice, Implement,  

and Evaluate  

Waldrop et al. (2014) used an acronym to summarize five criteria to be fulfilled 

by the final DNP project--EC as PIE, which represents the following five components:  

(a) enhance health outcomes, practice outcomes, or health care policy; (b) display a 

culmination of practice inquiry; (c) reflect engagement in partnerships; (d) translate or 

implement existing evidence into practice; and (e) evaluate health care, practice, or policy 

outcomes (p. 302).   

This pilot project, which sought to implement the evidence-based practice TCM 

to provide transitional care to Medicare recipients in a community clinic, met all the 

criteria.  The project enhanced transitional care practice outcomes by revealing risks 

encountered by patients and interventions aimed at decreasing risk.  The project 

coordinator became an expert in transitional care as a result of the culmination of practice 

inquiry throughout the DNP program at UNC and engagement in real-world practice of 

providing transitional care in the community.  She is poised to render expert advice in her 

DNP role to those seeking to implement transitional care.  The project coordinator 

engaged in many partnerships during execution of the project and identified additional 

recommended partnerships for success in a transitional care endeavor.  This project 

applied evidence from the transitional care model to practice in a community setting.  

The project served to evaluate the utility of application of the TCM to performing 

transitional care in a community setting and added to the knowledge specific to 
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transitional care in the Las Vegas community and perhaps elsewhere.  Finally, the project 

coordinator evaluated costs, benefits, and outcomes of implementation of transitional 

care.  

Recommendations For Future Exploration 

Care transitions aimed at preventing avoidable hospital readmissions have been 

recommended by a multitude of multidisciplinary healthcare professionals.  Transitional 

care is especially important for older adults and those with complex or multiple health 

conditions.  The CMS (2018b) has developed basic criteria for transitional care and will 

reimburse providers specifically for performing transitional care.  Despite years of 

research and proof of effectiveness, evidence-based transitional care has not yet been 

widely implemented.  Further exploration of cost-effective best practices in varied 

settings still needs to be explored.  The TCM is an evidence-based best practice model for 

implementation of effective transitional care and its components should be utilized when 

developing programs.  Consideration of social issues such as transportation should be 

addressed.  Advanced planning of patients at end of life should be undertaken when 

appropriate.  The role of the NP who oversees transitional care should be flexible and the 

NP should practice to his/her full capacity including writing orders in addition to 

coordinating care.  When possible, templates should be added to EHRs to include 

decision support for transitional care.  All discharged patients should be evaluated for risk 

of unplanned readmission and those at risk should be referred for post-discharge 

transitional care.  Existing transitional care programs, particularly those utilizing the 

TCM such as Global Transitional Care (2018), should be carefully evaluated and 
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followed.  As this program expands, more useful implementation data should be 

forthcoming. 

Dissemination of Project Results 

The project coordinator plans to disseminate results of this pilot project.  She has 

already reached out to the developers and researchers at the New Courtland Center for 

Transitions and Health at the University of Pennsylvania School of Nursing to discuss 

findings of the project.  Additionally, the project coordinator plans to seek opportunities 

to present findings in a poster presentation and publish a journal article in the future.  

Finally, the project coordinator intends to contact key legislators regarding the 

importance of transitional care and the need to expand APN authority to certify patients 

for home health.  One letter has already been written to a U.S. senator regarding the bill 

in Congress.  

Conclusion 

This project provided valuable insight into implementation of transitional care in 

the project coordinator’s community of Las Vegas, Nevada.  Additional factors, both 

risks and positive interventions to facilitate success, were identified.  Breakdowns in 

essential components of transitional care such as inter-provider communication and 

collaboration were identified.  Five patients received excellent transitional care and, as a 

result, had positive outcomes.  This was a small number of subjects but in hindsight, it 

was a reasonable caseload for a solo APN in a three-month window.  The project 

coordinator greately expanded her knowledge of both home care and specifically 

transitional care from hospital to home.  The experiences and discoveries in this pilot 

project, while not generalizable, served to enhance the body of knowledge related to the 
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experience of older adults discharged from hospital to home and how APNs, particularly 

those doctorally-prepared as DNPs, could contribute to their successful transition.  
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CONSENT FORM FOR HUMAN PARTICIPATION IN RESEARCH 

UNIVERSITY OF NORTHERN COLORADO 

Complete Medical Consultants (CMC) Henderson, Nevada 

Project Title: Implementation of a Transitional Care Program by a Community Clinic 

Student Project Coordinator:  Gail Rattigan, MSN, APRN, FNP-BC 

Community Project Coordinator: Scott Lamprecht, DNP, APRN, FNP-BC 

Research Advisor:    Kathleen N. Dunemn, PhD, APRN, CNM 

The purpose of this Doctorate of Nursing Practice Scholarly Project is to implement best 

practice in the transitional care of Medicare patients discharged from hospital to home. 

Primary goal: The goal of the project is to improve quality of care and avoiding readmission 

to the hospital due to gaps in care and communication during the 30 days following 

discharge from the hospital. 

Patients participating in this project will receive state-of-the art evaluation of their health 

status and their risks for poor health outcomes.  I, and my colleague Dr. Lamprecht, will 

provide assistance to you to be sure you have a timely visit with your primary care 

provider and if you do not have a primary care provider will assist you to find one.   We 

will be sure you have referrals to any needed specialists and other care such as physical 

or other therapy. We will either visit you or talk to you on the phone weekly, or more 

often as you need.  We will teach you how to manage any chronic condition and what 

complications to watch for that would indicate you should seek care.  For the 30-days 

after your discharge, we will be available by phone on a daily basis.  Our goal is to help 

you remain at home, be able to better understand your health condition, medications, and 

how to stay healthy and avoid having to go back to the hospital. 

The possible benefit of participating in this project is extra care according to best-care 

guidelines and better personal health outcomes, including less hospital admissions.   

Participation is voluntary and all health information obtained during the project will be 

protected according to federal privacy laws (HIPAA).  The written documentation of 

project results will not include any individual patient information.   

There is no identified risk to you as a result of your participation.  The initial 

assessment and any subsequent visits by the nurse practitioner may take more of your 

time. Estimated increased time with the nurse practitioner versus usual care is about 2 

total hours, depending on your needs. All rendered services including any additional 

needed home visits and the transitional care provided are Medicare-covered and will be 

billed to Medicare.   

If you do not want to participate in the project, you will still be happily provided usual 

post-discharge care without any loss of services. 
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You have no obligation to participate in this project and also may discontinue 

participation at any time by just informing me or my colleague.  Your decision will be 

respected and will not result in any reduction to benefits to which you are entitled.   

If you have any concerns about your selection for the project or any concerns about your 

treatment during the project you may contact Sherry May, IRB Administrator, Office of 

Sponsored Programs, Kepner Hall, University of Northern Colorado, Greely CO 80639; 

Phone 970-351-1910 

 

Student Project Coordinator:  Gail Rattigan, MSN, APRN, FNP-BC 

E-mail:  ratt5838@bears.unco.edu 

Phone:  702-321-5537 

 

Research Advisor:  Kathleen N. Dunemn, PhD, APRN, CNM 

E-mail: kathleen,dunemn@unco.edu 

Phone:  970-351-3081/303-649-5581 

 

Having read the above and having had the opportunity to ask any questions, please sign 

below if you agree to participate in the project. 

 

___________________________________________________________ 

Subject’s Signature                                                      Date 

 

___________________________________________________________ 

Project Coordinator Signature    Date 
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HOSPITAL DISCHARGE SCREENING CRITERIA  

INSTRUMENT FOR HIGH-RISK OLDER ADULTS 
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KATZ INDEX OF INDEPENDENCE IN ACTIVITIES  
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LAWTON INSTRUMENTAL ACTIVITIES  
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APPENDIX G 

 

GERIATRIC DEPRESSION SCALE 
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APPENDIX H 

 

MENTAL STATUS ASSESSMENT OF OLDER  
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TRANSITIONAL CARE MANAGEMENT CHECKLIST 

 

Patient Name__________________________________  DOB__________ 

Discharge Date ___________________________________        TCM End Date____________ 

Initial contact with patient/caregiver (within 2 days of discharge      Date/Time_________ 

Mode of communication:  Telephone   Face-to-face   Other___________ 

Caregiver name and relationship to patient if applicable________________________________ 

Notes from initial contact: 

 

 

Date of face-to-face visit______________ MDM face-to-face visit __Moderate  ___High 

Individuals present at visit________________________________________________________ 

Diagnoses on discharge 

 

Medications on discharge: 

 

Medication changes/adjustments 

 

Screening during initial visit: (TCM Screening tool for readmission risk) 

__Age 80 or older 

__Moderate to severe functional deficits (HARP>2, Katz>4, Lawton<5) – attach test results 

__An active behavioral and/or psychiatric health issue (GDS>5) 

__Four or more active co-existing health conditions 

__Six or more prescribed medications 

__Two or more hospitalizations within past 6 months 

__A hospitalization within the last 30 days (excluding most recent) 

__Inadequate support system 

__Low health Literacy (Single-item health literacy assessment) 

__Documented non-adherence to therapeutic regimen 



106 
 

 

TCM ELEMENTS 

Screening Identification of risk factors 

 

 

Maintaining relationships Inclusion of patient and family/caregivers in planning. 

Aligning plan of care with patient preferences, values, and 

goals 

 

Assessing/managing Diagnostic tests reviewed 

  

 

Assessing/managing Disease/illness education (include identification and 

management of worsening symptoms) 

 

 

Promoting continuity Home health/continuity of care referrals 

 

 

Promoting continuity Coordination of follow up appointment(s) with primary 

care provider and/or specialists (ensure adequate 

transportation 

 

 

Collaboration Discussions with other health care professionals 

 

 

Educating/promoting self-

management 

Assessment and support of treatment regimen adherence 

 

 

Assessing/managing 

 

 

Assessment of self-management and education for self-

management  

 

 

Subsequent contact and method (phone call or face-to-face) 

___ Date/details 

 

___Date/details 

 

___Date/details 
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___Date/details 

 

Complications encountered and how they were addressed: 

 

Communications with patient’s primary care provider, specialist(s), and other health care 

team members: 

 

Initial History and Physical: 

Chief Complaint:  Patient discharged from hospital to home referred for transitional care 

management 

HPI: 

ROS 

Constitutional 

EENT 

Neck 

Cardiovascular 

Pulmonary 

GI 

GU 

Musculoskeletal 

Neurological 

Skin 

Vital Signs 

BP________ HR____  Resp____ Temp___  O2 Sat____ 

Physical Exam 

Basic appearance 

Constitutional 

EENT 

Neck 
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Cardiac 

Vascular 

Pulmonary 

GI 

GU 

Musculoskeletal 

Neurological 

Skin (include wounds, dressings etc) 

Other 

ASSESSMENT/PLAN 

 

 

 

 

 

 

 

 

Disposition of patient after 30 days: 
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