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Abstract  Hospital readmissions (HRAs) have attracted significant worldwide interest 
because of the high associated costs. In the United States, HRAs have additional financial 
and legislative connotations, including monetary penalties to facilities across the nation. 
The transitions of care programmes are one of the most innovative hospital management 
initiatives in the current century to combat HRAs during the first month of discharge, 
increase customer satisfaction and facilitate a quicker and safer patient recovery in the 
community. Researchers around the world have been studying the implementation of 
similar programmes to tackle the problem. However, multiple studies have produced 
distinctive, controversial and conflicting outcomes following partial initiatives. The need for 
a customisable standard model is evident. This study discusses the scholarly justifications 
and international experiences for reducing HRAs and attempts to fill this gap proposing a 
transitions of care coordination framework (TCCF). The conceptual framework promotes 
the consolidation and standardisation of a series of organisational, financial and managerial 
initiatives and represents the first step towards the development, implementation and 
evaluation of transitions of care programmes in multiplayer health systems. The TCCF 
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summarises important general strategies for the design of a transitional health programme 
and the barriers and challenges that anticipate its implementation. Additional investigation 
will facilitate the identification of and validate the necessary strategies, tools, metrics, 
processes and procedures to operationalise the concept.

KEYWORDS:  transitions of care, discharge process, care coordination, readmissions, 
customer satisfaction, post-acute care

INTRODUCTION
US hospitals are striving to stay financially 
viable. One of the primary reasons for 
this is the high rate of uninsured and 
underinsured populations, estimated at nearly 
30 million.1 Other causes include patient 
readmissions, account denials, hospital-wide 
flow2 and the overutilisation of services. 
Preventing sickness is ideal. In practice, 
however, the prevention model is still 
incipient in a free market economy where 
healthcare is a growing business with one 
of the highest expenditures in the world.3 
For almost a century, the system has been 
exceedingly curative and rehabilitative, but 
its financial engine consists of loss prevention 
programmes aimed directly at patient care.

In the process of care provision, facilities 
are subject to financial impacts from different 
sources. At admission, high priority is given 
to placing patients in the right admission 
status and avoiding losses owing to service 
denials. It is also critical to succeed in the 
health recovery process while preventing 
inappropriate stays and discharge delays. Upon 
discharge it is essential to place patients at the 
appropriate level of care (LC) to consolidate 
the desired outcomes. As the three processes 
are all interrelated, any deficiency may lead to 
hospital readmissions (HRAs).

Overview
At the beginning of the 21st century, scholars 
discovered the case of substantial HRAs with 
specific medical conditions within 30 days 
after discharge that were associated with high 
expenditures.4 HRAs then became a visible 
problem for the financial stability of the US 
healthcare system, affecting all stakeholders. 

During 2003 and 2004, more than 2.3 
million patients were readmitted within 
one month of discharge. Joynt and Jha5 
estimated that these HRAs would represent a 
preventable loss of $17bn annually.

Readmissions that follow hospitalisation 
are very costly to the system and often 
preventable.6 Consequently, the 2009 Health 
Reform introduced a section that modified 
the Social Security Act in an attempt to 
lower costs in the Medicare programme. The 
reform promoted the creation of the Hospital 
Readmission Reduction Program (HRRP), 
which imposes penalties on acute care facilities 
for high percentages of HRAs occurring 
within one month of patients’ discharges.7

In the initial stages of coping with the 
HRAs, a multitude of factors associated with 
inappropriate stays were identified, which 
led to the improvement of care delivery. The 
prevention of losses and the reduction of 
HRAs followed. It is not possible, however, 
to control some of these factors. Masip8 
found a statistically significant relationship 
between patient age and the average hospital 
length of stay (HLOS) with a predictor 
model that explained 87 per cent of the 
variability of HLOS as patients aged. While 
ageing is a natural process that science 
cannot halt or reverse yet, care coordination 
appears to be a potential solution to the 
bottlenecks in the clinical care and discharge 
processes for the ageing populations and the 
prevalence of unnecessary HRAs.

This paper proposes a transitions of 
care coordination framework (TCCF) 
to shrink the inappropriate HRAs. The 
term ‘transitions of care’ is defined by the 
Centers for Medicare & Medicaid Services 
(CMS) as the movement of a patient 
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from one setting of care to another.9 The 
TCCF addresses the most common causes 
of HRAs nationwide but encourages the 
identification of local circumstances and 
idiosyncrasies during the implementation 
and evaluation of the programme. The 
TCCF builds on the commonalities 
with current management, financial and 
organisational targets (Table 1):

BACKGROUND
To comply with the HRRP, the Centers 
for Medicare and Medicaid Services 
(CMS) established measures, formulas and 
benchmarks for placing readmission penalties 
and determining recoupment. The sanctions 
have been affecting the hospitals at fault 
in the present decade despite receiving 
additional revenues from billing patients 
with two different stays for other conditions 
during the same 30-day time frame.10 CMS 
started reducing payments to inpatient 
facilities in 2012 and progressively increased 
the penalties.11

In 2012, CMS performed a comprehensive 
assessment and found that the national 
average of HRAs continued at 16 per cent.12 
During the fiscal year 2014, 2,225 hospitals 
were penalised under the HRRP. CMS 
estimated that more than 2,500 facilities 
would be fined in 2015, accounting for 
around half a million dollars.13 Overall, the 
HRRP showed promising results by reducing 
the early readmission rate in less than 12 
months in more than half of the facilities.14

Table1:  TCCF’s Primary Targets

Targets

Facilitate patient transitioning from acute 
care to home or subacute care

Increase HVBP-HCAHPS scores

Identify the community-specific causes of 
readmission 

Facilitate patient recovery

Integrate inpatient and outpatient 
services

Decrease the average HLOS

Lessen the duplication of services and 
resources

Medicare Readmissions
Along with the positive reduction of HRAs, 
there are also controversial findings in 
the literature. Fonarow15 argued that the 
HRRP increased mortality among patients 
with heart failure in the inpatient setting 
and unintended harm to patients with 
pneumonia. In the case of heart failure 
readmissions, more than 75 per cent  of 
the hospitalisations had etiologies that 
were different from the initial acute cardiac 
diagnosis, which contributed to the overall 
reduction of HRAs after addressing the 
concomitant comorbidities.16

While the HRRP was aimed at 
generating financial incentives to 
transitioning Medicare patients back home 
and generating early outpatient care, CMS 
did not provide any tested guidelines, 
known outcomes or consequences of such 
initiatives.17 This void motivated the creation 
of care coordination models, and hospitals 
started designing transition programmes 
according to their financial and quality goals. 
Nonetheless, the implementation of the 
TCCF is still a novice initiative. Connecting 
multiple players remains a challenge, and 
while efforts to improve the models and 
minimise HRAs have dramatically increased 
in the recent decade, the financial outcomes 
and implications of the programmes are still 
unknown.18

Medicaid readmissions
Trudnak et al.19 found that Medicaid has 
also experienced similar trends with HRAs 
that are costly to the system. Medicaid 
readmissions accounted for almost 10 per 
cent  of all admissions, costing the system 
more than USD $75m per state, equivalent 
to 12.5 per cent of all hospitalisations for 
this payer. Mental illness, ailments and 
complications of pregnancy, labour and 
delivery accounted for 31 per cent  of all 
HRAs.

States now have policies in place to 
stop payment for HRAs. These policies 
implicate non-payment sanctions for 
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patients readmitted during the first 48 hours 
post discharge regardless of the diagnosis 
and within one month of discharge for the 
same condition under treatment during the 
first previous hospitalisation. Shau, Shenvi, 
Easley, Smith and Guild20 found an increase 
in HRAs within three months of discharge 
after total joint surgery in Medicaid patients.

Readmissions in other developed 
countries
In Norway, more than half of patients 
diagnosed with stroke without HRAs 
during the first year were readmitted within 
five years. Patients readmitted within the 
first 12 months had many risk factors for 
repetitive HRAs during the same five-year 
time frame. It is unknown, however, whether 
these patients were previously readmitted 
elsewhere.21

In other developed countries, HRAs are 
also a major problem that has necessitated 
the implementation of similar health 
programmes. In New Zealand, around 40 
per cent  of frail senior individuals were 
readmitted within the first three months of 
discharge with high levels of comorbidities, 
polypharmacy, functional issues and acute 
medical conditions. Despite the use of the 
Community Rehabilitation, Enablement 
and Support Team, high readmission rates 
were reported in spite of the outpatient 
interventions, and the failures were attributed 
to new acute health conditions requiring 
inpatient readmission. Only 25 per cent  of 
the patients had a diagnosis different from 
that at the initial admission. Yet the majority 
of patients returned home after the HRAs.22

In Singapore, Nurjono et al.23 found 
that while the cost objectives of controlling 
and reducing HRAs through the Fidelity 
transitional care model were consistent 
with global initiatives, the study findings 
emphasised the commitment to training and 
engagement of all stakeholders, including the 
local providers, as a primordial insight for 
the success of the programme. The National 

University Health System in Singapore 
developed the model for individuals 
with complex needs and targeted elderly 
individuals with complex cases and high 
utilisation of resources. In Australia, Finlayson 
et al.24 found a reduction in unplanned 
HRAs in the first three months when 
multidisciplinary transitional interventions 
were in place.

Brown and Menec25 performed a 
review of the literature on transitions 
of care programmes for the elderly and 
compiled worldwide characteristics of 
prior investigations intended to describe 
TCCF initiatives. All of these programmes 
follow different populations and derive 
from distinctive health systems. They also 
target specific health conditions, readmission 
criteria, plan structures and transitional 
interventions. And although the concept 
is growing worldwide, findings have been 
conflictive, presumably for want of a 
standardised conceptual framework that 
incorporates other components such as the 
organisation, management and funding of 
the models.

The emerging documentation of the 
impact of quicker patient recovery in the 
community is also adding up definitive 
justification to implement transitional 
programmes. The general objective is to keep 
patients out of the system for more than 30 
days.26 All these studies serve as guidance 
for constructing a TCCF, particularly for 
those hospitals that may have previously 
implemented it to cope with HRAs, albeit 
without a solid conceptual framework.

TRANSITIONS OF CARE CONCEPTUAL 
FRAMEWORK
Complex healthcare systems that have 
multiple layers and players and service 
fragmentation can benefit from the 
implementation of care coordination models 
to support and strengthen partnerships 
among providers and important participants. 
In the traditional hospital model, inpatient 
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case managers play an essential role in the 
assessment of the patients’ post-discharge 
needs and in moving patients to the next 
LC or back to their prior home settings.27,28 
Yet the potential for miscommunication 
during the transfer of patients’ responsibility 
between facilities increases when 
transitioning processes are absent. Also, 
successful transitions may result in effective 
patient education about diagnoses, treatments 
and outpatient follow-ups.29–31

Transitional nurses expand on the classic 
case management role by bridging important 
players and effectively communicating vital 
information to caregivers and outpatient 
providers. Transitional care coordination 
personnel navigate the whole discharge 
planning process, which continues after the 
service placement at the next LC. While the 
identification of any barriers in the post-
acute care may also prevent unnecessary 
HRAs, working conjointly with the post-
discharge players may facilitate recovery 
and increase patient satisfaction.32 Figure 1 

illustrates the primary strategies and 
outcomes of the TCCF.

Challenges and barriers
Before the implementation, the transitions 
of care programme (TCP) may already 
have visible and hidden organisational 
barriers. Community hospitals that serve 
low-income populations face challenging 
patients who are low or non-compliant with 
their discharge instructions and treatments. 
Patients may not understand the importance 
of following up with their physicians in 
a timely fashion and the significance of 
treatment compliance after discharge. Plans 
for monitoring patients in their home 
settings may produce misinterpretations, 
misconceptions and rejections too.33 In a 
retrospective study patients with tuberculosis 
adhered to treatment when they understood 
their condition.34

Community demographics play an 
important role too. In states without the 

Figure 1:  TCCF for customer satisfaction, patient recovery and readmission prevention
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Medicaid expansion, hospitals face longer 
stays of uninsured patients with complex 
barriers for placement and outpatient 
services.35 Medicines like low-salt diets to 
prevent congestive heart failure exacerbations 
are prohibitively out of these patients’ 
budgets.36

Cultural and ethnicity issues are also 
factors. Families, for instance, are often 
reluctant to place their relatives under 
hospice in an attempt to prolong the lives 
of their loved ones, thus generating multiple 
visits to the emergency room during the 
year and during the same 30-day period. 
Furthermore, an increasing number of these 
individuals with multiple comorbidities end 
up expiring while receiving critical care and 
before families agree with hospice services. It 
is not uncommon to observe patients passing 
before the hospice consultation takes place.37

Physicians’ buy-in is vital because some 
of the programme strategies are oriented 
towards the development and use of preferred 
provider networks. Physicians usually operate 
with external trustworthy providers, and 
patients might resist a network that excludes 
their favourite agencies and facilities. The 
relationship between facilities and physicians 
may lead to other unknown internal 
ramifications and uncertainties as transitional 
concepts are still developing in the country.38

Resistance to innovation may be 
useful when hospital management 
makes assessments to identify the sources 
and rationales of the multiple factors 
causing negative results.39 Since the 
TCP is a hospital-wide initiative, an 
administrator with the appropriate funding 
maneuverability should oversee the 
programme while delegating the operations 
to the corresponding programme managers, 
preferably the department heads in charge of 
the discharge planning process. The success of 
the programme requires collaboration among 
the administrators, all nursing departments, 
the medical staff, the information technology 
department, the senior leadership and the 
registration and case management teams.

Important general programme 
strategies
For programme effectiveness, hospital 
leaders need to captivate all stakeholders 
and promote the vision that these types of 
health programmes will bring about positive 
outcomes for the communities and the 
organisations.40 Consequently, the introduction 
of ongoing educational programmes helps 
create awareness and motivate patients to 
enrol.41 Business development and marketing 
departments carry out these initiatives inside 
and outside the organisations.

The community’s backgrounds play an 
important role in determining the right 
approaches.42 The strengthening of cultural 
and ethnic competencies in the workforce 
may enhance the chances of effective 
communication with patients and families 
to prevent stereotypical judgments and 
misdiagnosis while providing the appropriate 
care. Educating and working closely with 
patients may eliminate these barriers, boost 
recovery and the prevention of complications 
or exacerbations.43

Specific hospital and community drivers 
of Medicare readmissions may be the result 
of miscalculations in the programme that 
would merit adjustments. While that happens, 
combating the most common reasons for 
HRAs will require adopting important 
strategies. Communities behave differently 
depending on many factors. Demographic 
assessments could identify disparities as well 
as gather specific readmission data.44

The implementation of the TCP may 
entail the use of additional human, physical 
and technical resources. The programme may 
require the hiring of additional full-time 
registered nurses before the implementation 
phases for immersion in the development 
and coordination of the programme in 
its early stages. In the majority of health 
organisations, department directors and 
managers participate in the construction 
of health programmes. In other cases, 
external firms design and develop the 
health programmes and support their 
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implementation as well as the respective 
evaluation programmes. Regardless of the 
budgetary approach, facilities may face 
changes in the organisational structure with 
innovative processes and programmes that 
require the allocation of resources.45

Filling patients’ prescriptions before 
discharge is one of the important general 
strategies to avoid readmissions owing to 
non-compliance with medical treatments.46 
Increasing home agency referrals for 
medication management education and 
nursing care follow-up is imperative 
for patients going home, in view of the 
multicultural and language contexts of the 
communities.47 Moreover, the primary 
expectation is that the programme 
coordinates physician appointments upon 
discharge and that all patients going home 
see their primary care physicians within 
a week.48 Transitional nurses perform 
follow-up calls to query about these 
expectations after patients are back home.49

The TCCF proposes a TCP with home 
services through home healthcare and 
hospice agencies. The outpatient services 
build upon the programme with outpatient 
pharmacies, practitioners and dialysis units 
as well as shelters, group homes, assisted 
living facilities, intermediate living facilities, 
transportation and other community services. 
The subacute inpatient care integrates the 
network with lower LC facilities such as 
skilled nursing facilities and long-term acute 
rehabilitation hospitals. And, finally, the other 
acute services complement the network with 
local and regional referent short-term acute 
facilities. The coordination of post-acute care 
within this context may as well benefit from 
continuous nursing monitoring and on-call 
services (Figure 2).

CONCLUSIONS AND 
RECOMMENDATIONS
Collaboration between scholars, clinical 
and policy leaders is the first step towards 
advancing evidence-based transitions of care 

Figure 2: The TCP model 
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practices.50 Engaging leadership, educating 
users and monitoring performance enhance 
programme effectiveness.51,52 In the United 
States, value-based programmes such as 
Medicare catalyse pioneering effective 
transitions of care initiatives.53 The next step? 
Generating organisational, economic and 
financial strategies, processes, procedures, 
tools and metrics for the implementation and 
evaluation of the TCP in multiplayer systems. 
Besides, the operationalisation of the TCCF 
will demand economic evidence to quantify 
the costs of ineffective transitions versus 
the financial gains in decreasing HRAs and 
increasing hospital customer satisfaction.54

The TCCF may reduce HRAs and HLOS 
as well as the ancillary healthcare costs in the 
provision of healthcare.55 Patient loyalty to 
existing providers represents a challenge to 
the interprofessional transition of care models. 
The diverse cultural, educational, ethnic 
and socio-economic barriers that American 
hospitals are facing merit strong adaptation, 
competency and customisation. The 
conceptualisation of innovative applications 
of technology and social media linking 
patients and interdisciplinary healthcare 
providers also require further exploration.56 
As telehealth and virtual care venues continue 
to expand, additional research may elucidate 
the mechanisms to optimise coordination of 
care in these areas.57
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