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Abstract 
Transitional Care (TC) aims to improve overall patient outcomes and promote continuity of treatment by coordinating healthcare for vulnerable groups. The DNP project aimed to facilitate care transitions using the Transitional Care Model (TCM). Patients at moderate to high risk of readmission were identified during their hospitalization and transitioned to outpatient treatment utilizing risk stratification techniques. The team’s primary duty was coordinating complicated care, including finding roadblocks to a patient’s therapy. Patient satisfaction increased due to increased patient engagement in their care, which was made possible by better coordination of services. There was also an improvement in team output and fewer hospital readmissions. The following steps will be to roll out the new procedure across the organization’s complete navigation team and evaluate the results thus far.  
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Section I.  Introduction
Background
[bookmark: first]	For over a decade, the Center for Medicare and Medicaid Services (CMS) has been working diligently to reduce hospital disparities regarding preventable readmissions within 30 days of discharge, yet readmissions remain a cost-controlling priority. Despite implementing the Hospital Readmission Reduction Program (HRRP) by the Affordable Care Act in 2012, the rate and cost at which patients return to the hospital for 30-day readmissions continue to soar. The Agency for Healthcare Research and Quality (AHRQ) reported that in 2018 “there were a total of 3.8 million adult hospital readmissions within 30 days, with an average readmission rate of 14 percent and an average readmission cost of $15,200” (Weiss & Jiang, 2021, para. 5). While not all readmissions are preventable, patient-specific barriers must be identified before the transition of care to improve patient-centered outcomes. The transition of care is “a patient’s care from one setting or level of care to another, such as from hospital to home or hospital to skilled nursing facility" (The Roadmap to Effective Transitions, 2022, para. 1). With each transition of care, no matter the complexity, comes the risk of a failed transition resulting in a poor patient outcome and hospital readmission. Home Health has been identified as the missing link to bridging the gap in transitional care. For Home Health to complete this link in reducing preventable readmissions, an efficient Home Health Model should be utilized before acute-care discharge and upon Home Health admission.
Organizational Needs Statement
	 For a rural, non-profit, community-based hospital in central North Carolina, 30-day hospital readmissions have been a continuous struggle. After avoiding a readmission penalty from CMS for three consecutive years (2017-2019), this rural facility has felt the impact of Medicare’s cut toward payment reimbursements since 2020. With its current penalty percentage at 0.99% per patient and a month left to complete the 2022 fiscal year, the hospitals’ readmission penalty has surpassed the national average of 0.64%, providing sufficient evidence that this rate will only increase to a maximum of 3% unless an effective intervention is implemented (Rau, 2022).
Residents of this rural county in central North Carolina suffer daily due to the limited resources available related to health. In a most recent Needs Assessment and Health Equity Data Analysis by The North Carolina Institute for Public Health, barriers related to disparities and vulnerable populations negatively affect one’s health and wellness (Randolph County Health Department, 2019).  According to Healthy People 2030, poorer health outcomes are caused in part by unmet social needs, environmental variables, and impediments to receiving health care for those with lower means. For instance, people who are struggling financially could find it harder to get health insurance or afford pricey treatments and prescriptions. Additionally, neighborhood variables that affect stress and health habits include low access to healthful foods and a higher incidence of crime (Healthy People, 2030). By utilizing strategic interventions set forth by a Home Health Transition of Care Model and partnerships within the local community, such as healthcare groups/providers, to eliminate patient barriers, the goal of accomplishing the “Triple Aim” for residents of this rural community will be successful. Triple Aim is a framework designed in 2007 using three key dimensions: quality and patient satisfaction, improvement of health populations, and reducing the cost of healthcare (Institute For Healthcare Improvement, n.d.). Utilizing new designs that better identify issues and solutions upstream and outside of acute health care will help organizations and communities that achieve the Triple Aim have healthier populations. Patients might anticipate less complicated, better-coordinated care, and a reduction in the stress of disease. Importantly, stabilizing or lowering the per capita cost of care for populations will allow businesses to be more competitive, ease the burden on publicly funded healthcare budgets, and give communities more freedom to invest in projects like schools and the built environment that boost the vitality and financial wellbeing of their residents. (Institute For Healthcare Improvement, n.d.). In addition, failure to incorporate five core elements related to the best practice in transitional care: patient-centered focus, medication management, communication, and care coordination, timely follow-up by a Health Care Team including primary care physician and home health agency, and patient-activated education and coaching increased risk in rehospitalizations, most of which are avoidable (Alliance for Home Health Quality and Innovation [AHHQI], 2014).
Problem Statement
For a particular Home Health Agency in conjunction with the community-based hospital, the inexistence of a home health model that relates to the transition of care from hospital to home health has caused a failure to identify patients at a higher risk for readmission and provide the necessary community resources to improve health outcomes.  This specifically applies to those suffering from health disparities and inadequate access to health care. Failure to reduce a higher-than-expected 30-day readmission rate after the initial hospitalization of five specific preventable fee-for-services (FFS), determined by a CMS claims-based risk standardizations algorithm, results in a maximum penalty of up to three percent of the hospital's total inpatient Medicare payments.     
Purpose Statement
This Doctor of Nursing Practice quality improvement project aims to create and implement a Model of Care Transitions for Home Health and effectively screen each patient referred to Home Health before acute care discharge. Screening before Home Health admission will help identify patient-specific barriers or health disparities that could increase the risk for readmission and connect each patient with the appropriate community-based resources to avoid hospital readmissions. Eliminating hospital readmissions provides opportunities for lower healthcare costs, quality improvement, and increased patient satisfaction.
Section II. Evidence
Literature Review 
A comprehensive literature search was implemented using the Cumulative Index to Nursing and Allied Health Literature (CINAHL) and PubMed to identify sources specific to bridging the gap between transitional care and Home Health to prevent hospital readmission. By utilizing the following search strings: (transitional care or transition of care or care transition or discharge planning) AND (home health care or home health or home care or home nursing) AND readmission AND peer-reviewed or systematic review AND home health model of care transitions, a total of 1169 sources were recognized. 
Specific inclusion and exclusion criteria were applied to obtain a more defined focus study with a precise clarification of articles. Inclusion criteria are specific characteristics/subjects that must be included in the study, whereas exclusion criteria are specific characteristics/subjects that are ineligible or disqualified from the study. Inclusion/exclusion criteria aim to set specific boundaries for a systematic review. Specific inclusion criteria consisted of articles a) published within the last five years, b) written in the English language, c) reviewed by a board of scholars in the nursing field for quality prior to submission for publication, known as a peer-reviewed systematic review, d) a systematic meta-analysis review, known as synthesizing knowledge, of the randomized controlled trial (RCT) specific to evidence-based practice, and e) identify a level of supporting evidence V or higher. Articles were excluded if a) the study did not take place within a hospital setting, b) were related to anyone's comorbidity (stroke, diabetes, heart failure), c) the transition of care was to another setting other than home with Home Health Services, d) mental illness, and e) pediatric patients.
The purpose of levels of evidence is to identify the best evidence related to decision-making based on the methods (level) used and the execution (quality) of the study (Sargeant, Brennan, O’Connor, 2022). Combining the level and quality of a study will determine the overall strength of the evidence. Altogether there are five levels of evidence which range from Level I, which is of higher quality, to Level V, which is of lower quality (Sargeant, Brennan, O’Connor, 2022). Two critical factors related to a higher level of evidence include the occurrence of randomization and controlled studies. Levels I through III are research evidence with filtered information, and Levels IV through V are non-research evidence with unfiltered information. Level I is an experimental study designed to include only a level I quantitative study that is consistent with: (a) evidence from a systematic review, (b) meta-analysis of all relevant RCTs, (c) evidence-based clinical practice guidelines based on systematic reviews of RCTs, or (d) three or more RCTs of good quality that have similar results (Sargeant, Brennan, O’Connor, 2022). Level II is a quasi-experimental study that includes evidence from a minimum of one well-designed RCT (Sargeant, Brennan, O’Connor, 2022). Level III is evidence obtained from more than one well-designed control trial, such as a quasi-experimental, without randomization (Sargeant, Brennan, O’Connor, 2022). Level IV is evidence from cohort studies or a well-designed case-control (Sargeant, Brennan, O’Connor, 2022). Level V is evidence from systematic reviews of descriptive and qualitative studies such as meta-synthesis (Sargeant, Brennan, O’Connor, 2022). This scholarly project's clinical questions related to prevention and quality improvement will suggest research designs favoring RCTs, meta-analysis, case series, and qualitative, prospective, cohort, and case-control studies.
After the inclusion and exclusion criteria were applied, eight articles were identified. The abstracts of all eight articles were reviewed in depth, and one additional article was eliminated due to a specific patient population related to Coronary Artery Bypass Graft. The facility where this scholarly project will be implemented and re-reviewed does not care for post-operative cardiac patients.
Current State of Knowledge 
The transition of Care (TOC) has been identified in multiple articles throughout the comprehensive literature review as a “particularly vulnerable point in the healthcare continuum” (Kamermayer et al., 2017; Vergara et al., 2018). This barrier leads to poor patient experiences, complications, and outcomes due to miscommunication and care coordination among clinicians, patients, and their family members (Kamermayer et al., 2017; Vergara et al., 2018). The most precise point of vulnerability related to the transitioning of care is the time between hospital discharge and a Primary Care Provider (PCP) follow-up. During this period, adverse events related to the delay of care, misunderstood discharge instructions, unintentional medication errors, and missed follow-up appointments result in a misuse of the Emergency Department and potentially increased readmission rates (Kamermayer et al., 2017; Vergara et al., 2018). 
Home Health is among the most insufficiently recognized organizations essential to patient care management. Home health care aims to establish a plan of care with the patient, including family or caregiver involvement, that will meet the patient's specific needs to improve healthcare outcomes. Home health organizations comprise highly qualified healthcare members such as nurses, nurse aids, occupational/speech/physical therapists, and social workers. Medicare and Medicaid cover services and most private health insurance plans, but unfortunately, not everyone is eligible for home health care services. To qualify for home health care, clinicians must validate that a patient meets one of the following criteria: homebound, unable to travel, in the recovery phase of a severe injury/illness or recuperating after a complex surgery or procedure. Interventions inclusive of home health care include disease management, patient education, infusion therapy, medication management, medical equipment/device management (ex., feeding tubes, foley catheters), pain management, wound care, and nutrition counseling. While not all readmissions are avoidable, the identified gaps in the transition of care must be bridged together through Home Health agencies to deliver high-quality, patient-centered healthcare while providing opportunities for lower healthcare costs, quality improvement, and increased patient satisfaction.
Current Approaches to Solving Population Problem(s)
A systematic review of eight articles identified two areas of opportunity to accomplish the Triple Aim related to transitional care. This includes early and accurate identification of patients who are at a higher risk for hospital readmission within thirty days of discharge and the implementation of a Home Health Model of Care Transitions with the presence of a Home Health nurse at the bedside on hospital discharge to assist with the retention of discharge instructions and collaborate a plan of care, and in-home follow up (Institute for Healthcare Improvement, n.d.). The Triple Aim is an approach for optimizing healthcare system performances to lower healthcare per-capita costs, increase patient satisfaction, and improve quality. By applying the six dimensions of healthcare performance: safety, effectiveness, patient-centeredness, timelessness, efficiency, and equality, healthcare workers seize the opportunity to improve a patient’s transition of care with the assistance of Home Health agencies to decrease hospital readmission rates within thirty days of initial discharge and optimistically improve hospital revenue (Vergara et al., 2018). 
Due to the advancement of electronic health records (EMRs), early detection of patients at a higher risk for hospital readmission within thirty days of discharge has become increasingly possible. Detailed data will formulate into a computerized risk prediction model based on specific risk factors entered by the nurse regarding clinical presentation, history, and healthcare utilization. Based on the results of this model, patients are identified as low, medium, or high risk for potential hospital readmission. In 2015, a prospective study was conducted over six months in a hospital using the Preadmission Readmission Detection Model (PREADM) to screen for high-risked patients. Before the study, and still today, most readmission prediction models are not completed until the day of discharge at the project site, giving patients, healthcare workers, clinicians, and families insufficient time to prepare for the next transition. Evidence supports that early intervention incorporating a comprehensive discharge plan with patient involvement will buy time to have the necessary resources, such as home health, available at discharge. Although identifying high-risk patients is the first step in any problem-solving process, there are better solutions to poor communication between clinicians and patients. 
	The utilization of a nurse-led intervention that focuses on the Transitional Care Model (TCM) to reduce hospital readmission for high-risk patients has been identified throughout a systemic review of articles as the contributing factor to bridging the gap between the transition of care and Home Health agencies. The TCM was created by a team of multidisciplinary healthcare researchers and clinical scholars to identify patient-specific goals, emphasizing a structured care plan (Kamermayer et al., 2017; Vergara et al., 2018). The core focus of the TMC is the continuity of care across the healthcare continuum from clinical providers during acutely ill episodes. 
Evidence to Support the Intervention
	Randomized clinical trials (RCTs) performed by three multi-site national research institutes consistently demonstrated the maximum capability of the TCM to improve patient experiences, quality of life, and health. These outcomes show the effectiveness of the TMC, as evidenced by reduced readmission rates and cost reduction in healthcare. Nine core components specific to the TMC that contribute to the decrease in hospital readmissions include assessment and management of symptoms, planning, patient-specific care planning, coordination of care, and collaboration among the multidisciplinary team to ensure effective communication has succeeded (Naylor et al., 2000; Hirschman et al., 2017). 
Evidence-Based Practice Framework
	Structural guidelines set forth by the IOWA Model highlight important structures that clear a pathway to evidence-based practice without question. Inclusive of detailed descriptions, the IOWA Modal uses a series of guidelines to implement evidence-based practice. By utilizing the PICO Model: (P = patient/problem/population, I = intervention, C = comparison, O = outcome), there is a clear understanding of the posed problem or question within an organization or clinical setting (Cullen et al., 2018). The model identifies the formation and appraisal of synthesized literature to recommend a change in clinical practice. 
	The IOWA Model can assist nurses and other healthcare professionals apply research to clinical practice while enhancing patient outcomes. Finding a knowledge- or problem-focused trigger where an EBP modification may be necessary is the first stage in the Iowa Model (Brown, 2014). A clinical problem's identification, financial data, or data from risk management are all examples of problem-focused triggers. An example would be patient falls. Knowledge-focused triggers appear when new study results or new practice recommendations are required. The nurse or team must decide whether the issue at hand is a priority for the organization, department, or unit in which they operate at the following stage in the Iowa Model (Brown, 2014.). The organization will probably give higher importance to situations that could have more enormous volumes or costs. Organizational buy-in is essential when working on EBP concerns; therefore, understanding the problem's priority is critical. 
After the priority has been established, the next stage is to assemble a team of individuals who will work on developing, assessing, and implementing the EBP modification. The current issue will determine the team's makeup. The team should include interested interdisciplinary stakeholders. This stage is crucial, and team members who are not nurses should participate. After establishing a team, the following step is to compile and evaluate relevant research regarding the proposed practice change (Brown, 2014). The most crucial part of this stage is developing a solid question using the PICOT technique and then searching the literature for relevant research studies. This is a great time to work with a medical librarian, who can assist with study retrieval and search to help select an intervention or solution to the issue or knowledge-focused query (Brown, 2014). The team must then evaluate the existing research to assess whether the study using the tested intervention adheres to accepted scientific principles. Only some studies published in a scholarly journal have the necessary scientific merit. 
Before considering the results of a study for incorporation into a practice change, it is vital to evaluate every article critically. Sometimes papers have small sample sizes or may utilize a tool that needs more reliability or validity. The team needs advanced practice nurses to help evaluate the relevant research (Brown, 2014). Brown (2014), also recommended connecting inexperienced team members with others knowledgeable or more skilled in evaluating research. The group must now determine whether enough research is available to implement a practice change when deciding whether analysis can be applied in practice. Brown (2014) also suggested taking into account the following factors: (a) the existence of consistent findings from numerous studies to support the change; (b) the type and quality of the studies; (c) the clinical relevance of the findings; (d) the number of studies with similar sample characteristics; (e) the feasibility of the findings in practice; and (f) the risk-benefit ratio. The team should then prepare to deploy the intervention in a pilot practice change if the majority of the criteria can be satisfied. If sufficient research is lacking, a genuine research study might be carried out (Brown, 2014). 
The intervention would then be put into practice as a pilot practice change. Here, it should be noted that the team would not implement a complete practice change for the entire organization but would first conduct a pilot change in one or two smaller practice areas (Brown, 2014). This is because the team needs to ensure the transition is feasible and will produce better results before implementing it on a large scale. The intervention can be transformed into a change in organizational practice if the pilot deployment of the intervention is successful. The team should continue to assess a practice change even after it has been put into place, keeping an eye out for any practice deviations or drops in results (Brown, 2014).
Ethical Consideration & Protection of Human Subjects 
	This quality improvement project aims to improve a process that will directly influence patient care, satisfaction, and the cost of healthcare. Effective communication with the implementation of the TMC amongst all clinicians across the healthcare continuum from the start of admission until the day of discharge, with home health as an available resource, will bridge the gaps identified and improve overall patient care and satisfaction. 
No threats or potentially harmful events toward any patient were identified during the implementation. The intervention proposed were for overall improvement of care coordination, patient satisfaction, and reduction in hospital revenue. No episodes of targeting, bullying, or persuading patients to falsify information occurred. All patient identities were de-identified, followed by HIPAA guidelines to protect patient-specific information. An at-length discussion happened with the healthcare facilities' Executive Director of Home Health Services to discuss ideas related to quality improvement. 
All Collaborative Institutional Training Initiative (CITI) modules were completed. The Collaborative IRB Training Initiative (CITI) is an educational program for the protection of human subjects in research (Hadden et al., 2018). Experts developed the CITI from the Institutional Review Board community and focused on various aspects of bioethics and human subject research (Hadden et al., 2018). In the area of biomedical research and in the area of social and behavioral research, there is an introductory course (Hadden et al., 2018). Modules assured the unwarranted need for an Institutional Review Board. Plans, implementation, and predicted outcomes were discussed before the organization’s formal approval process was completed, and all modules assured the unwarranted need for an Institutional Review Board.
Section III. Project Design 
Project Site and Population 
	This quality improvement project was implemented within a rural, for-profit, community-based hospital in central North Carolina amongst patients admitted to an acute care inpatient unit who were identified as having a moderate or high risk for 30-day readmission after discharge and referred to Home Health Services. The goal for screening before Home Health admission will be to help identify patient-specific barriers or health disparities that could increase the risk for readmission and ensure that home health can meet the specific needs to prevent hospital readmission within 30 days of discharge. 
Description of the Setting
	The project setting was a rural, for-profit, community-based hospital in central North Carolina that has a maximum inpatient bed capacity of 72. As the only hospital within county lines to serve more than 144,000 residents in 802 square miles, specific barriers related to the limited number of available resources within the healthcare system present tremendous opportunities for improvement in the continuation and transition of care. With a mission to ensure its community members receive quality healthcare while fostering health and wellness, the availability of resources includes emergency management, cancer care, maternity, orthopedics, colonoscopy, and rehabilitation services (Randolph Health, 2021). 
	The project intervention was implemented in the inpatient medical and progressive coronary care units. Before patients were discharged from the hospital and at other predetermined touch points, the multidisciplinary team coordinated their care by meeting with each patient. Meetings included in-person meetings and phone conversations, which might occur either in an office at the organization or online, at the patient and care team's decision. The team was present throughout every phase of the patient’s treatment. 
 Description of the Population
	Hospitalists, assistant nurse managers from the medical and progressive coronary care units, social workers, occupational and physical therapy therapists, the director, and an assigned nurse from Home Health all work together as part of the multidisciplinary team. This specific group of healthcare workers combines an average of eight years of experience in an inpatient discharge setting or home health management. Each member of the discharge team currently holds either a bachelor’s or master’s degree in the current occupation. Although each case manager works on different units, everyone provides the same services to all patients who receive a social work referral. The primary role of the social worker is to effectively screen each patient and recognize which patients are at moderate or high risk for readmission within 30 days of discharge. 
	For this DNP project, the discharge team will not focus on a specific age range, gender, ethnicity, or admitting diagnosis(es) in potential Home Health patients but rather all inpatients due to the reduced amount of acute care inpatient beds. 
Project Team
	The DNP student was this quality improvement project's project leader and site director. The primary responsibility of the project leader was to provide educational opportunities for hospital staff to utilize before the transition of care. These opportunities are driven to be a patient-centered focus with proper medication reconciliation, effective communication, care coordination, timely follow-up, and education specific to admission diagnosis(es). In conjunction, the project site champion is responsible for providing patient-centered guidance and structure with a focus on quality improvement. The project manager and site champion will meet formally and informally to devise a strategy to reduce healthcare costs, improve satisfaction among patients, and prevent unnecessary hospital readmissions.
	To further assist the project leader and project site champion, faculty within the College of Nursing, specifically the designated project faculty advisor, delivered extensive guidance related to a project design, appropriate implementation, and constructive evaluation to make this quality improvement project successful. The professional, knowledgeable, and supportive feedback from the project faculty advisor made this experience an enlightening opportunity for change in personal professionalism and healthcare improvement. The endorsed support by the Chief Nursing Officer and the Chief Executive Officer of the community-healthcare system welcomed driving support for improving the care of patients within this community. 
Project Goals and Outcome Measures 
The goal of this quality improvement project aims to implement a Model of Care Transitions for Home Health and effectively screen each patient referred to Home Health before acute care discharge to identify patient-specific barriers or health disparities that could increase the risk for readmission, provide opportunities for lower healthcare costs, and increased patient satisfaction. With assistance from the IOWA Model, the implementation was assessed to ensure that goals were realistic and project outcomes were met. Project measures were processed through social work referrals for home health services with documented interventions for the transition of care. Outcome measures, including patient satisfaction, were considered concerning transitioning care and reasonings for hospital readmissions. 
Description of the Methods and Measurement
	 Process measures were examined to ensure that Transition of Care treatments was delivered according to plan. The frequency of 30-day hospital readmissions with discharge referrals was measured every month. This information was given via an automatic report that Information Technology (IT) created from the electronic medical record and sent to the project champion The dates and kind of interactions for 30-day hospital readmission, and discharge with Home Health were among the information taken from this report. Since the form already existed and there was no specific risk screening tool or transition of care model, review patterns for this kind of inspection have been used to show service consumption. The evaluation of the number of transitional care interventions carried out and documented before discharge within 24 to 48 hours post-discharge, 72 to 96 hours after discharge, or any subsequent visit per plan of care allowed for measurement of another process outcome.
Utilizing the Transition of Care Model provided by the multidisciplinary team ensured that stated goals were reachable through the assessment of outcome metrics. To determine the proportion of hospital readmissions during and up to 30 days after the intervention, all patients in the medical and progressive coronary unit who screened at moderate or high risk for readmission underwent assessments. Additionally, monthly reviews of patient satisfaction with transitional care were conducted to see if the project was meeting its objectives.
Discussion of the Data Collection Process
	 The acquisition of project data has been carried out using a number of methods. A monthly electronic health record report was requested to obtain information about the number of nurse navigation visits. This report was sent to the project manager every month as part of her employment responsibilities at the organization. This information has often been used to transmit quality measurements to the company’s management; however, obtaining the specific information required for the DNP project was relatively straightforward. In addition, the report provided details on contact between patients during transitions of care and both before and after their release to be able to attribute interventions adequately. The analysis of the weekly census of the hospital's inpatient healthcare and progressive coronary care unit revealed patients at a slightly or considerably increased risk for readmission. The project lead and the project champion conducted chart reviews to identify patients who fulfilled the Transition of Care Model to Home Health criteria and ascertain whether any unanticipated hospitalizations were placed throughout the project. In order to assess the patient experience on a monthly basis, an associate vice president of quality and accreditation for the Organization has provided Press Ganey with a report concerning transitional care questions in the hospital's Intensive Care Unit.	
Each patient has been assigned a particular number indicating the duration of the project's implementation. To monitor, a code sheet containing the patient's name, date of birth, and other codes has been prepared. During the implementation phase, to determine the time needed for interventions and evaluate readmissions, only a project manager who evaluated patients' charts could access this code document. All information was entered into an Excel spreadsheet for intervention monitoring and data analysis. Identifiable information was not recorded; only the unique identifier was stored. A secured office drawer containing a patient health code sheet was placed for the project champion's exclusive use. As required by the organization's policy, this document was destroyed using a HIPAA-compliant shredder at the end of the operation. Only the project leader's password-protected Pirate drive was used to store all information related to the project.
Implementation Plan
	Implementation of the project went ahead as soon as all organizational and university requirements were met. Training for project champions and a multidisciplinary team was part of the initial phase. This educational seminar, created by the project site champion and project leader, provided tools for communication, analytics, and better coordination of care in advance of a patient’s transition into the healthcare system with practical action to improve health outcomes and an understanding of the historical context around evidence-based practices related to transitional care. This was in line with the organization's mission. The project site champion and team lead collaborated with the Director of Education to have the information transferred into learning module and assigned to all members of the multidisciplinary team. An email was established and delivered to members with a deadline completion date of two week prior to implementation. Project champion and leader rounded on the inpatient medical and progressive care units prior to implementation to answer questions and give additional support as needed to staff.  
The team examined the organization's policy regarding the provision of transitional care. In order to identify patients requiring the transitional care model, implement a specific algorithm for intervention, and document these interventions in their medical records, team leader and site champion reviewed how they could be identified. At the conclusion of training, the team demonstrated verbal comprehension of the Transition of Care Model for Home Health referrals for medical and progressive care patients and the rationale for providing these services. The project team was provided with the project schedule, which included the implementation start date. Data was collected and recorded during the implementation period on an Excel spreadsheet (Appendix A).
	The implementation lasted 12 weeks, during which a daily review of patient charts by the project leader and champion in medical and progressive care units was carried out to identify patients at risk for readmission within 30 days after discharge from the hospital. Due to the lack of a Multidisciplinary Team on weekends, no patient manifest was looked at either Saturday or Sunday. The team was then responsible for assessing all patients treated over the weekend when they returned. The team was responsible for communicating any obstacles to the successful implementation of the interventions during weekly meetings with the project champion. All patients admitted to the medial or processive coronary units, with the exception of pediatrics, were evaluated using the LACE Index Scoring Tool for Risk Assessment of Death and Readmission (Robinson & Hudali, 2017). The LACE Index Scoring Tool for Risk Assessment of Death and Readmission (Appendix B) is an embedded generic risk stratification instrument within the electronic medical record that stratifies and assigns a risk score to patients based on a combination of length of stay, acuity of admission, comorbidities, and emergency visits (Robinson & Hudali, 2017). The admissions nurse completed the risk screening tool on the patient’s arrival to the unit. A score of seven or higher indicated that the patient was at moderate to high risk for readmission and automatically received a referral to social work. Within 24 hours of the referral placement, the designated social worker was required to visit the patient in the hospital to identify any obstacles to treatment before or at the time of hospital release. Throughout the patient's stay in the hospital, social workers were there to assess the patient's situation and relay any changes or new requirements to the interdisciplinary care team.	
The multidisciplinary team met via Zoom every morning to review each new social work referral regarding a moderate or high readmission risk screening. This meeting also inclusive of previous patients who flagged the readmission screening and were waiting on a transition of care plan. During this collaborative meeting, the multidisciplinary team discussed recommendations for a plan of care prior to discharge orders. Information relayed during these meetings included barriers to social determinants of health, impaired mobility, high-risk medications, the ability to complete activities of daily living, and medical diagnosis. Over the course of the patient's hospitalization and based on the specific criteria, healthcare providers were responsible for speaking to patients and their family members about raised concerns for hospital discharge with a quick bounce back for readmission. At this time, the patient, in addition to his or her family members and the multidisciplinary team, followed the Transition of Care Model for placement to a skilled nursing facility (SNIF), assisted living facility (ALF), Inpatient Rehabilitation, or home with Home Health. Patients and their family members had the right to refuse all services listed above and be discharged home without medical assistance. Patients and family members electing to be placed in a facility were then referred to social work for placement and insurance approval. Patients and families who opted to be discharged home with Home Health Services continued to follow the Transition of Care Model, and referral for Home Health will be placed. 
At the end of the patient's acute care stay, the home health nurse shall initiate the transition of care once the patient has been referred to Home Health. The nurse will be working with the patient before discharge per the best practices outlined in the Interdisciplinary Care Checklist, and the nurse will be present when the patient is discharged. For a high-risk patient, the nurse will meet the patient at his or her home within 24 hours of hospital discharge and complete the Home Health Start of Care Visit Checklist. Within 72 hours of discharge, the nurse should have another interview with the patient and complete a home healthcare second visit checklist. For a moderate-risk patient, the nurse should meet with the patient within 48 hours of hospital discharge and complete the Home Health Start of Care Visit Checklist. Within 96 hours of discharge, the home health nurse should schedule a follow-up in-person visit or other contact via telephone or videoconferencing to complete the Home Health Second Visit Checklist. Throughout the 60-day episode, the goal was to have the nurse maintain contact with high- and moderate-risk patients and complete the Subsequent Visits Checklist. The Transition of Care Model used the SMART transition format for patient and home health nurse communication. This format included reviewing "S-signs and symptoms to report, M-medication reconciliation and review, ensuring a provider follow-up A-appointment was established, reviewing any relevant R-results, and having the patient T-teach-back the information reviewed" (Institute for Healthcare Improvement, 2019, para 3). 
During the implementation period, weekly meetings with the project site champion, multidisciplinary team, and hospital administration were held by Project Leader to identify any obstacles which might hinder their success and ensure that interventions are completed. The project leader developed a weekly spreadsheet and visual charts to observe trends in the transitional care model. In order to assess the implementation of the transitional care model and to identify trends, the project leader evaluates the flowchart and all the data gathered from the team meetings every two weeks. Each month, the project site manager forwarded an automated report containing navigational data to review navigation incidents. In order to collect patient experience data, the project site champion, and leaders communicated each month with the Vice President of Quality and accreditors and the director of Patient Experience Analytics. The results of the initiative were evaluated by reviewing both reports. All data were finalized, collated, and summarized at the project's conclusion.
Timeline
	The beginning stages of this DNP project began at the beginning of the spring semester in 2022. By determining a project site, collaboration began with a project champion to discuss current glitches related to project ideas. This is the first time the project leader and champion met formally to discuss quality improvement opportunities and engage in literature reviews related to evidence-based practices and framework designs. The project champion submitted a letter for organizational support. 
	In the fall of 2022, the project leader and champion established a working partnership to design a project and implement a plan for change. Timelines and responsibilities were provided with a clear understanding of expectations. Requirements for patient privacy were addressed, and participant protection was maintained. Literature reviews continued with the assistance of a librarian, and a comprehensive literature search was implemented using the Cumulative Index to Nursing and Allied Health Literature (CINAHL) and PubMed to identify sources specific to bridging the gap between transitional care and Home Health to prevent hospital readmission. During this time, various requirements were met by both the organization as well as the educational institution to ensure the protection of participants and the mutual transparency of project plans, objectives, and data utilization. The project leader was given a letter of endorsement from the site organization.
	Twelve weeks of the spring semester of 2023 were devoted to implementing the initiative. During this semester, the project team was educated on the implementation strategy.
The IOWA model was used to guide the procedure, followed at two weeks intervals by a running chart review in addition to assessing the development of intervention trends as well as patients' satisfaction with treatment, a data analysis has been carried out every month. After completing the implementation phase, the collected information was analyzed and summarized. For a visual representation of the project schedule, see Appendix C.
Section IV. Results and Findings 
Results
	The project aimed to adopt an evidence-based Transition of Care Model for patients receiving medical and progressive treatment in an acute inpatient environment. Data were assessed before, during, and after project implementation to evaluate target outcomes related to reducing hospital readmission in 30 days following discharge and improving patient satisfaction. Examining the monthly readmission report revealed patterns in the nurse navigation interactions given to care coordination for inpatients. There was a distinct data piece for the type of transitional care visit related to prior Home Health discharges in the IT report created for the project's lead and site champion. The project leader and champion looked at encounter types for "30-day readmission" and "discharged with home health" to assess how well a transition-to-care model was used. Any patients followed by Home Health during the month, not simply those who were observed for the project, were counted in the total number of contacts. It should be highlighted that interactions may involve 30-day readmission, discharge with home health, or a combination of both.
	One year prior to project implementation, January 1, 2022, to March 31, 2022, there were a total of 215 patients who were admitted to the hospital, and fifty-eight patients, or 26%, received a referral to Home Health Services. During the first month of implementation in January of 2023, there were 96 admissions, and 20 of these patients, or 21%, received a referral to Home Health Services. Following the completion of the second month of project implementation in February of 2023, 84 patients were admitted, and 15 patients, or 20%, received a Home Health referral. At the completion of the project implementation following the third month in March of 2023, there were 74 total hospital admissions, and nine of these patients, or 12%, received Home Health referrals. For a visual depiction of the encounter data, see Appendix E.
	There was no standardized procedure for assessing patients at moderate or high risk of 30-day hospital readmission prior to project implementation, nor was there a Transition of Care Model for discharge planning in an acute inpatient hospital environment. Home Health referrals were primarily driven by the interdisciplinary team's rapid and precise assessment of patient requirements. The project leader and site champion conducted daily chart checks to evaluate eligibility for Home Health Services throughout the implementation phase. As directed by the DNP project, the risk screening tool demonstrates a tactical guide to identifying moderate or high patients. A weekly spreadsheet was utilized to capture this information. 
	Overall, 146 hospitalized patients were classified as having a moderate or high risk of hospital readmission within 30 days after discharge using the risk screening tool. During the implementation period, 44 patients qualified for Home Health Services using the Transitional Care Model. While the patient was still admitted, 44 patients were assigned a home health nurse who conducted an in-hospital transitional care visit. After discharge, these patients were given in-person or phone follow-ups within 24 to 48 hours, 72 to 96 hours, and the subsequent visits per the plan of care. Within 30 days following discharge, five or 11% of the patients were readmitted to the hospital. The causes of readmissions were identified as unpreventable by the root cause investigation. Signs of illness progression and COVID-19 infections have been the leading causes of readmissions in five patients. There is no direct comparison of the pre-and post-implementation, as these data were not previously collected for inpatient units.	
The project leader and site champion evaluated monthly patient experience data from three questions about transitional care to look for patterns in patient satisfaction. Before project implementation, the medical and progressive care inpatient units had performed worse than the benchmark in two of the three questions compared to the Academic Peer Group Mean (APGM) (see Appendix D). For the first item, health management knowledge, the APGM standard was 67.35, whereas the pre-implementation score was 52.78. After the first, second, and third months of implementation, scores were 61.9, 98.9, and 93.3 respectively. The APGM benchmark was 56.99, while the pre-implementation score was 53.75 in relation to the second question of medication clarity. There were 71.4, 100, and 83.4 results respectively in each of the three months following implementation. The third item, consideration of preferences, had a pre-implementation score of 61.47 and an APGM standard of 63.64. For months one through three following the start of implementation, the average scores were 83.3, 80, and 60, respectively.
	During the first and second months of the project's implementation, the medical and progressive inpatient units exceeded the benchmark in each of the three queries. During the third month, the units surpassed the standard in two of three queries. Due to the small sample size, the analysis of the results in monthly intervals has been carefully reviewed following discussions with the organization's VP of Quality and Accreditation. Just 18 surveys were performed during the implementation period on patients' experiences. In order to improve the accuracy of reporting, an organization chosen for analyzing data with N values greater than 30 shall perform this analysis.
Discussion of Major Findings
The transition of care is a strategy for people moving from one place to another where they can get the desired health care. Because of the complexity of illnesses, treatments, and healthcare systems, patients in the hospital need competent care coordination. A review of the literature revealed that patients who had both face-to-face and phone transfer-of-care visits performed the best in terms of remaining out of the hospital for more than 30 days. This was true throughout the research, as just five patients, 11%, were readmitted.  According to the study, patients who employed the transition of care model were more likely to be active in their treatment, follow their physicians' recommendations, and have fewer gaps in care. Despite the fact that treatment adherence was not examined as part of the quality improvement project, the multidisciplinary team reported that many patients appreciated meeting notes and frequent updates on their medicines or care plan. This demonstrated that providing this information encouraged them to stay in the treatment plan.
Several patterns emerged from the data analysis. The project's most important result was the realization that the inpatient population readily adapted to and accepted the standardized procedure There were not any barriers training the group of nurses to implement this method since their daily tasks were similar to those in the transition of care model. The diverse team's enthusiastic pursuit of patient identification and subsequent contacts highlighted the significance of a dedicated and driven stakeholders in a project's success. The implementation of the project was so effective that the 30-day readmission rate was drastically reduced. Home Health Services was not responsible for five out of 44  or 11% total readmissions in this case. The project showed that this simplified way of doing things helped the guidance team's efficiency, as measured by the number of contacts. The data showed that both the total number of meetings with admitted patients and the percentage of visits that included care planning and patient education were on the rise. The increase in hospital readmissions within 30 days of discharge showed that there may have been patients who were not getting the proper transition of care disposition after hospital admission. Findings from the project showed that it was essential to create a standard way to find and keep track of people at risk to support the organization's goal and give them access to care.
In addition, medication reconciliation and lack of communication remain responsible for more than two-thirds of this rural hospital readmission rate. Medication errors can be responsible for hospital readmission because they can lead to adverse drug events (ADEs) and other complications that require additional medical attention. A medication error is any preventable event that may cause or lead to inappropriate medication use or patient harm while the medication is in the control of the healthcare professional, patient, or consumer (Tariq, Vashist, & Sinha, 2023). Examples of medication errors include prescribing the wrong medication or dosage, dispensing the incorrect medication, administering the wrong medication or dosage, or failing to recognize and monitor for potential drug interactions or side effects (Tariq, Vashist, & Sinha, 2023). If medication errors occur, patients may experience adverse effects such as allergic reactions, toxicity, drug interactions, or ineffective treatment (Tariq, Vashist, & Sinha, 2023).  
These adverse effects can lead to hospital readmission if they require additional medical attention or worsen the patient's condition. Furthermore, medication errors can lead to a loss of trust between patients and healthcare providers, which can lead patients to seek care elsewhere and potentially delay necessary treatment, leading to hospital readmission. Therefore, it is crucial to prevent medication errors through medication reconciliation and involving patients in their care to minimize the risk of hospital readmission due to medication-related complications.
Section V. Interpretation and Implications
Costs and Resource Management 
For the calculation of project costs, several factors have been considered. The overall expected cost includes several things, such as the time necessary to plan and execute the project and the time required for team meetings to identify patients manually or perform transfers in care. Labor accounted for most of the project spending, according to this estimate. The budget accounted for hourly rates of the nursing staff, social workers, occupational therapist, and Hospitalist. The average hourly rate for each profession was multiplied by the number of hours spent on education and project implementation. Overall, there were a total of 150 nursing staff members for the inpatient medical and progressive care units, in addition to six social workers, 12 occupational therapist, and 8 hospitalists. Time was budgeted on education for the mandatory module, mandatory leadership meetings each Monday of implementation for 12 weeks, and the time required by the project site champion to complete chart audits and patient telephone surveys. Expenditures related to the Navigation Team's training session, e.g., paper and pens, were the only expense that could not be reimbursed. An approximate amount of $23,546.70 was estimated to be spent on the project (see Appendix F). 
The number of preventable readmissions to hospitals was one of the end measures in this experiment. According to Weiss & Jiang, 2021, a patient's hospital stay averages approximately $11, 000 to $15,000 per episode. There were no 30-day readmissions among 39 medical patients who received transition of care services from Home Health. Cost estimates suggest that avoiding 30-day readmissions will save anywhere from $429,000 (39 x $11,000) to $585,800 (39 x $15,000) throughout the implementation period. 
Although patients at moderate to high risk of readmission were the primary focus of the project's implementation phase, eleven multidisciplinary team members received training in transitional care. The whole interdisciplinary team consisted of 11, although only six were used. If this project were implemented more broadly, it might result in even more significant savings. In a similar period of time, the interdisciplinary group accurately identified 254 individuals. If all those patients can be kept absent from the hospital for only 12 weeks, the savings may be as high as $3,860,800.
This task might be easily integrated into the regular routine of the project team with little disturbance. Therefore, suggesting an extra full-time equivalent (FTE) staff nurse was unnecessary to ensure long-term viability. It is essential to assess the possibility for the whole navigation team to save money on project expenditures. Implementing an automated strategy to select patients for Home Health Services via the transition of care model can potentially produce further cost savings for this project. More than 10% of costs might be cut from the budget if the navigation crew did not have to do daily chart checks.
Implications of the Findings 
	The overall consequences of conducting a quality improvement project were discovered after a comprehensive analysis of the project's process and result metrics. The consequences for patients, healthcare staff, and the medical industry were carefully considered to offer suggestions for future studies to reach at-risk patients via transitional care. Understanding the reasoning behind project results was critical for connecting the project's deliverables with outcomes to establish the project's sustainability and future success.
Implications for Patients
Looking at patient satisfaction outcome indicators prior to, throughout, and after the initiative was implemented, there was a significant increase across the board compared to academic comparable groups. The literature shows that inpatient transition of care outcomes and patient satisfaction result from better care coordination via the Transition of Care Model. Patients' sense of being heard and included in care decisions is crucial to the success of the transitional care process. This concept was bolstered by the involvement of family and caretakers throughout the endeavor. Additionally, the Transition of Care Model with Home Health Services has been shown to lessen the need for hospitalization and emergency department visits. The patient and the healthcare system benefit from preventative measures against these conditions. The multidisciplinary team aided patients in reaching this goal by increasing the continuity of care and facilitating more straightforward access to the necessary providers.
Implications for nursing practice
More than half of the multidisciplinary team being nurses made it easy to see how this would affect the nurses. At weekly meetings, the team regularly voiced their approval of the new Transition of Care Model and readmission risk screening throughout the project's implementation. They found they could identify potential roadblocks to treatment earlier than usual by evaluating patients sooner. It also bolstered interprofessional communication and gave nurse navigators greater independence when evaluating patients and consulting with the interdisciplinary care team. In addition, nursing staff on the medical and progressive care units reported to the project leader that moderate to high-risk readmission patients had much better coordination of care when the Transition of Care Model was followed.
This initiative is having a far-reaching impact on APRNs, which are advanced practicing registered nurses. One of these reasons is that the position contributes to interdisciplinary groups. The project's management has been supervised by an experienced practicing APRN. However, no APRNs have been included in the multidisciplinary team itself. Given the expertise of this Navigation Team, it has been a very good example of cooperation among professionals in various fields. The patient and the multidisciplinary team benefited from the project leader and site champion's efforts to impart knowledge. This experiment proved the importance of nursing and social work in determining and enhancing patient care. The project's financial benefits, which resulted from the nurses' efforts, highlight the importance of an APRN's leadership. As this study shows, implementing evidence-based practice into long-term work is crucial for an organization's bottom line.
Impact for Healthcare System(s)
Five patients, followed by a multidisciplinary team, were readmitted within 30 days of the implementation of the project at a readmission rate of 10%. In these patients, the root cause analysis revealed that home health interventions could not have prevented readmissions due to inevitable complications caused by disease or treatment over and above lack of care coordination. The 30-day readmission rate of 10% for medical patients was significantly lower than the national average of 15%.
Initiatives to reduce hospital readmissions should be considered when hospitals are seeking reimbursement of patients' admission costs from the Centers for Social and Health Services CMS. In line with the triple aim of reducing healthcare costs, improving patient experience, care coordination, and hospital readmissions can be improved through the use of home health services in accordance with the transition of care model. The program's implementation of transitional care services to overcome patient and system obstacles that prevent patients from returning to the hospital for expensive readmissions was another way the initiative adhered to Medicare's Hospital Readmissions Reduction Program (HRRP). Ensuring at-risk patients have access to proper care coordination will also help minimize hospital stays, saving healthcare costs and improving patient outcomes.
Sustainability
While the research primarily concentrated on patients receiving Home Health Services, hospital readmissions within 30 days of discharge was already tracked by the site organization. The amount of 30-day hospital readmissions amongst patients receiving Home Health Services took an interest in the workflow and procedure throughout the project's preparation and execution. Furthermore, the project site was interested in implementing the same Transition of Care Model within their own interdisciplinary teams. Because the project work only slightly altered the nursing process and did not need extra full-time equivalent (FTE) staff, it is deemed viable within the business. The first steps in programming change to the existing practice will be informing admitted patients about their outcomes and developing a sustainability strategy for an integrated Multidisciplinary Team. Continuously involving stakeholders within a company has been one crucial factor to consider.
Providing a transitional service to this at-risk population was readily justified, given that Home Health was one of the organization's more general health services. Moreover, this effort has contributed significantly to the organization’s mission of enhancing at-risk groups' well-being. In order to justify continuing this project, it would be helpful for leaders to ensure that all patients are assessed correctly in hospital readmissions associated with societal determinants of health.
Dissemination Plan
The findings of the study will be presented orally at the East Carolina University College of Nursing on July 11th, 2023, in addition to the university's repository, The Scholarship, on July 25th, 2023. The project leader will report the project's findings and important discoveries to the nursing and Senior Leadership during one of the quarterly dinner parties held at the project site. The presentation of this work to Senior Leadership is crucial for the dissemination of outcomes and the creation of future efforts toward sustainability. In addition, the County Commissioners will hear about this work from the project leader at one of their regular monthly meetings. This presentation will emphasize the need for expanded services in this outlying region.
Section VI. Conclusion 
Limitations and Facilitators
	During the three-month implementation phase, there was one limitation identified that inhibited the ability to collect data from all patients who were readmitted within 30 days of discharge. This limitation was identified as the inability to get in touch with patients after discharge. Demographic information, including name, address, phone number, and emergency contact, is to be updated by registration staff while patients are seen in the Emergency Department. There were 27 patients over the 3-month implementation phase who either did not answer the provided telephone number, had a full voicemail box, had a phone number that had been deactivated, or provided a phone number that belonged to someone else. These 27 patients not only have a significant impact in finding the root cause for readmission within 30 days of discharge, but someone is also unable to follow up with these patients to determine if their health is improving after hospital discharge.
	 A significant factor in its successful conduct as a primary facilitator is the tremendous amount of support given to efforts by multiple members of an organization. The fact that the organization already had a transitional care plan was one of the advantages. Having a paradigm in place provided a firm foundation for the endeavor to expand upon. During the transition, it was discovered that the project's work would precisely complement the aims and objectives of the new division. Furthermore, this activity was in keeping with the mission and objectives of the organization for improving patients' health and well-being. This collaboration opportunity strengthened the project's foundation, goals, and long-term viability. The fact that the project manager, mentor, and site champion were all clinical nurses was also advantageous. Because of their similar backgrounds and experience, a rare opportunity arose to combine knowledge with a commitment toward evidence-based change within the organization.
Recommendations for Others
In order to determine the level of support already in place, it would be necessary to carry out an internal audit if this quality improvement method were to be applied elsewhere. In the early stages of the project, organizational leadership, divisional or service line leadership, and key stakeholders should be involved. The development of the initiative would be hindered if neither the intended audience nor a medical advocate who would back the endeavor was known. If this study is to be replicated in an inpatient setting, it will be essential to identify specific high-risk indicators related to the unique population served by the institution. For instance, in a more urban setting, the potential barrier of travel time to get treatment may be reduced. Understanding how these criteria relate to the company's objectives, as well as possible implications for savings or reductions in costs, would be necessary for project stakeholders. 
One suggestion would be adding IT to the project planning team since the electronic health record made it possible for much of the project work to be done. Including these team members from the start will make the work faster, improve teamwork, and reduce stress. Also, when IT investigates potential possibilities for documentation practices in a health record, they know how complicated the available technology is and how to use their resources to impact the accuracy of data reports significantly. One example of this would be helping to create and add the automatic inpatient-specific risk assessment tool to the electronic health record.
Recommendations Further Study
One way to prevent readmissions is through medication reconciliation, a process of reviewing a patient’s medication regimen to ensure they receive the correct medications at the appropriate dosages. Medication reconciliation has been shown to decrease medication errors and improve patient outcomes. A systematic review of 13 studies found that medication reconciliation reduced hospital readmissions by 30% (Gallagher et al., 2022).  Another study found that medication discrepancies were identified in 61% of patients during the reconciliation process, highlighting the importance of this intervention in improving patient safety (Gallagher et al., 2022). Medication reconciliation can be performed by pharmacists, nurses, or other healthcare professionals. It involves obtaining a complete list of patients' medications, including prescription, over-the-counter, and supplements. The list is then compared to the patient’s medical record to identify discrepancies or potential interactions. Any discrepancies are addressed and resolved with the patient’s healthcare team. One challenge of medication reconciliation is the lack of standardization across healthcare systems. There is no consensus on who should perform medication reconciliation, when it should be done, or how it should be documented. However, efforts are underway to standardize the process and make it a routine part of care transitions. In conclusion, medication reconciliation is a valuable tool in preventing hospital readmissions. It can identify and resolve medication discrepancies, improving patient outcomes and decreasing healthcare costs. As healthcare systems continue to focus on improving transitions of care, medication reconciliation should be a key component of these efforts.
Final Thoughts
The transition of care is known for its systematic delivery of complicated care coordination to at-risk groups.  Evidence-based approaches like the Transitional Care Model have been recognized as beneficial in healthcare settings. This concept, which uses specialized screening tools to offer the right transition of care treatments, is highly adaptable for various demographics. It also streamlines home health services and improves patient satisfaction. Mutual support between the healthcare provider and the patient/caregiver is ensured through a committed team that is aware of the specific requirements of the population. A consistent method must be developed to contact and track the most vulnerable patients along the treatment continuum. The experiment showed encouraging trends in measured results pertaining to team output, hospital readmissions, and patient satisfaction. One method to highlight the service's financial responsibility is by emphasizing its ability to avoid hospital readmissions, while patient satisfaction effects are also crucial. One option for organizations to meet legal obligations, provide evidence-based treatment, and guarantee the best results for patients served is to use the model to implement a similar procedure for additional vulnerable patients.
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Appendix B 
MRN#____________
		UNIT ____________

LACE Index Scoring Tool for Risk Assessment of Hospital Readmission

Step 1. Length of Stay
	Length of stay (including day of admission and discharge): _________ days

	Length of stay (days)
	Score (circle as appropriate)

	1
	1L


	2
	2

	3
	3

	4-6
	4

	7-13
	5

	14 or more
	7


A

Step 2. Acuity of Admission
	Was the patient admitted to hospital via the emergency department?
If yes, enter “3” in Box A, otherwise enter “0” in Box A

Step 3. Comorbidities
 
	Condition (definitions and notes on reverse)
	Score (circle as appropriate)
	



If the TOTAL score is between 0 and 3 enter the score into Box C. If the score is 4 or higher, enter 5 into Box CC


	Previous myocardial infarction
	+1
	

	Cerebrovascular disease 
	+1
	

	Peripheral vascular disease
	+1
	

	Diabetes without complications
	+1
	

	Congestive heart failure
	+2
	

	Diabetes with end organ damage
	+2
	

	Chronic pulmonary disease
	+2
	

	Mild liver or renal disease
	+2
	

	Any tumor (including lymphoma or leukemia)
	+2
	

	Dementia
	+3
	

	Connective tissue disease
	+3
	

	AIDS
	+4
	

	Moderate or severe liver or renal disease
	+4
	

	Metastatic solid tumor
	+6
	

	TOTAL
	
	




Step 4. Emergency department visitsE

	How many times has the patient visited an emergency department in the six months prior to admission (not including the emergency department visit immediately preceding the current admission)? 	___________
	Enter this number or 4 (whichever is smaller) in Box E

Add numbers in Box L, Box A, Box C, Box E to generate LACE score and enter into box below. 
LACE




LACE  Score Risk of Readmission: > 7 Moderate to High Risk 

	Condition
	Definition and/or notes

	Previous myocardial infarction
	Any previous definite or probable myocardial infarction

	Cerebrovascular disease 
	Any previous stroke or transient ischemic attack (TIA)

	Peripheral vascular disease
	Intermittent claudication, previous surgery or stenting, gangrene or acute ischemia, untreated abdominal or thoracic aortic aneurysm

	Diabetes without microvascular complications
	No retinopathy, nephropathy or neuropathy

	Congestive heart failure
	Any patient with symptomatic CHF whose symptoms have responded to appropriate medications

	Diabetes with end organ damage
	Diabetes with retinopathy, nephropathy or neuropathy

	Chronic pulmonary disease
	??

	Mild liver or renal disease
	Cirrhosis but no portal hypertension (i.e., no varices, no ascites) OR chronic hepatitis
Chronic Renal Disease

	Any tumor (including lymphoma or leukemia)
	Solid tumors must have been treated within the last 5 years; includes chronic lymphocytic leukemia (CLL) and polycythemia vera (PV)_

	Dementia
	Any cognitive deficit??

	Connective tissue disease
	Systemic lupus erythematosus (SLE), polymyositis, mixed connective tissue disease, moderate to severe rheumatoid arthritis, and polymyalgia rheumatica 

	AIDS
	AIDS-defining opportunistic infection or CD4 < 200

	Moderate or severe liver or renal disease
	Cirrhosis with portal hypertension (e.g., ascites or variceal bleeding)
Endstage Renal Disease, Hemodialysis or Peritoneal Dialysis

	Metastatic solid tumor
	Any metastatic tumour
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Appendix D
Press Ganey Transition of Care Patient Satisfaction Questions
1. During this hospital stay, staff took my preferences and those of my family or caregiver into account in deciding what my health care needs would be when I left.
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· Strongly disagree
· Disagree
· Agree
· Strongly agree


2. When I left the hospital, I had a good understanding of the things I was responsible for in managing my health.


· Strongly disagree
· Disagree
· Agree
· Strongly agree
3. 

4. When I left the hospital, I clearly understood the purpose for taking each of my medications.


· Strongly disagree
	Question 
	Academic Peer Group Mean 
	Inpatient Medical Telemetry Unit 
	Jan-23
	Feb-23
	Mar-23

	During this hospital stay, staff took my preferences and those of my family or caregiver into account in deciding what my health care needs would be when I left.
	67.35
	52.78
	61.9
	100
	93.3

	When I left the hospital, I had a good understanding of the things I was responsible for in managing my health.
	56.99
	53.75
	71.4
	100
	83.4

	When I left the hospital, I
clearly understood the
purpose for taking each of
my medications. 
	61.47
	63.64
	83.3
	80
	60


· Disagree
· Agree
· Strongly agree
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