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We can improve health here… 
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…but can we improve it here? 
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What about here? 



Overarching Goal 
 

 Develop practical approaches towards the 
elimination of health disparities 
 



Mr. A’s Story 

 65yo hospitalized with allergic reaction to an antibiotic 
 

 Original antibiotic stopped and discharged home on 
different antibiotic 
 

 Rehospitalized after allergic reaction recurred 
 

 Mr. A reported taking both antibiotics after discharge 
because staff told him to “be sure to finish your antibiotics” 

 



Mr. M’s Story 

 78yo hospitalized with pneumonia   
 

 Mild Alzheimer’s dementia, diabetes 
 

 Discharged on oral antibiotic x 7 days  
 

 Discharge teaching performed once (intensively) on the 
day of discharge.  Caregiver not present. (She was 
working 2 jobs to make ends meet.) Home health won’t 
visit due to neighborhood safety concerns. 
 

 Rehospitalized 3 days later; recurrent pneumonia 
 

 Antibiotic prescription found in patient’s pocket.  He 
forgot to fill the medication. 
 

 



Objectives 

 Describe the challenges that hospital to home care 
transitions pose for people with dementia and their 
carers  
 

 Recognize the influence of neighborhood disadvantage 
on health outcomes at times of transition from hospital 
to home for people with dementia 
 

 Identify tools for improving hospital to home care 
transitions for people with dementia, especially those 
who are economically disadvantaged  
 

 



Mr. M’s Story 

 78yo hospitalized with pneumonia   
 

 Mild dementia, not recognized 
 

 Discharged on oral antibiotic x 7 days  
 

 Discharge teaching performed once (intensively) on the 
day of discharge.  Caregiver not notified. (Daughter 
working 2 jobs to make ends meet.) Home health won’t 
visit due to neighborhood safety concerns. 
 

 Rehospitalized 3 days later; recurrent pneumonia 
 

 Antibiotic prescription found in patient’s pocket.  He 
forgot to fill the medication. 
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Contributors to  
Health System Fragmentation 

 Organization of the health system into distinct, 
independent institutions (”silos”) 
 

 Often lack of formal relationships, information systems 
or shared staff between care settings 
 

 Communication between settings is often poor 
 

 Patients move frequently between care settings 
 

 Transitional care given little emphasis in traditional 
clinical training programs 
 

* Coleman. JAGS. 2003;51: 549-555; Ma et. Al. J Am Geriatr Soc 2002; 49(4):S35. 



Post-Hospital Transitions are  
Difficult for Patients 

 Patients are often not prepared for next setting 
 
 Little patient empowerment in hospital 

 
 Lack of reinforced patient education 
 

* Coleman. JAGS. 2003;51: 549-555. 



Care Transitions Can Be Dangerous 

 41% of patients have laboratory tests pending at time 
of hospital discharge; primary care providers are 
unaware of 61% of these 
 

 30-50% of patients have medication discrepancies 
noted in first 48-72h post-discharge 
 

 Poor communication of care plans to primary care 
provider can lead to inappropriate, delayed care 

*Roy et.al, Ann Int Med, 2005; Moore et al, Arch Int Med, 2007.; Jencks, NEJM, 2009. 



Dementia and Transitions 

 Cognitive impairment (often unrecognized) impacts up 
to 65% of hospitalized older adults 
 

 Dementia increases rehospitalization risk by up to 40% 
 

 Caregiving stress tends to increase immediately after a 
patient with dementia is discharged from the hospital 
 

 Patients with dementia experience more and more 
frequent transitions in the last three months of life, 
which may increase suffering and burden 

*Boustani, et al; Callahan et al; Phelan et al; Pinquart et al 



Why are Care Transitions so  
Challenging in Dementia? 

 Persons with dementia’s limited capacity to learn, recall 
and effectively communicate elements of their care plan 
may result in an inability to compensate for poor care 
planning or communication across clinical teams 
 

 Difficulty adapting across settings and to changes in 
routine 
 

 Complexities in social situation, medical care and 
behavioral care for persons with dementia increase 
difficulty of achieving a high-quality care transition 



 



Ms. B’s Story 

 80yo nursing home patient hospitalized for pneumonia.  
Found to have trouble swallowing -- placed on special diet. 

 Discharged back to nursing home.   
 Hospital discharge communication did not include any 

dietary information, so Ms. B was placed on a regular diet. 
 Ms. B rehospitalized 5 days later after choking, developing 

pneumonia. 
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Nursing Home Transitions:  
Effective System Communication is Key 

 Nursing home patients can rarely advocate 
for themselves 

 Often no family or caregiver to advocate for 
the patient during the transition 

 Patient becomes completely reliant upon the 
system to ‘get it right’ 

* Deutsch, Am J PMR, 2002; Hickey, Int J Geri Psych, 1997 
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Nursing Home Nurses Want Better Quality 
Discharge Communication 

 Focus groups of nursing home nurses:  
 How do they transition care?  

 

 

 Nursing home nurses could not identify a 
single example of a ‘good quality’ care 
transition from the hospital to the nursing 
home 
 

* King et al, JAGS, 2013. 



Nursing Home Communication Processes 

* King et al, JAGS, 2013. 

Presenter
Presentation Notes
From the analysis of the data we constructed a model which represents the process LTC nurses experience when transitioning residents from hospitals to their nursing home



Implications 

Hospital discharge communication directly impacts 
patients, families, SNF nurses and the SNF facility. 

 





30-Day Rehospitalizations 

 Affect 1 in 5 hospitalized Medicare patients* 
 

 Cost more than $30 billion annually 
 

 Target of hospital-based Medicare payment 
penalties 
 

*Patient Protection and Affordable Care Act, Pub. L. No. 111–148. 124 Stat 119 (2010) 



Transitional Care 

 Broadly, a set of actions designed to ensure 
the coordination and continuity of health 
care as patients transfer between different 
locations or different levels of care in the 
same location* 
 

* Coleman. JAGS. 2003 



Common Misperceptions 

 Discharge practice = transitional care 
 Discharge is only one piece of a high-quality 

transition 
 

 Any post-discharge phone call or contact = 
transitional care 
 Not all phone calls/contacts are created equal 

 

 Transitional care is not necessary if I use ‘teach 
back’ 
 Many patients will not fully understand their care plan 

without reinforced messaging over time 

 



Components of Effective Transitional Care 

 Multi-component, multi-disciplinary,           
team-based care 
 

 Clear integration with both inpatient and 
outpatient sites of care 
 

 Reinforced messages over time 
 

 Patient-centered 
 Post-hospital support needs vary; transitional care 

must be tailored to these needs 
 

 
 



Home-  
Visit 

Based  
Transitional 

Care Program 

Strong Discharge Practices 
•Medication Reconciliation 
•Discharge Teaching/Materials 
•Medical Follow-Up Plans 
•Quality Discharge Documentation 

Coordinated- 
Transitional 

Care Program (C-TraC) 
•Hospital-Based C-TraC Nurses 
•Outpatient Integration 

All Hospitalized Patients 

Highest-Risk Veterans 
*Veteran must be geographically close & 
agreeable to a home-visit   
*Could be identified by C-TraC nurses in  
addition to pre-defined patient  
characteristics 

Hospitalized Population 

All Higher-Risk Veterans 
*Examples:  cognitively impaired or 
lives-alone or prior hospitalization or 
medically complex   
*Could be identified via existing C-TraC  
protocols in addition to referrals  
from veteran’s care team 

* Programs are additive.  They are not mutually-exclusive. 

Concept for Comprehensive Post-Hospital Transitional Care 
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Transitional Care Model 

 Nurse practitioners  
 Visit patient in hospital 
 Discharge planning 
 Series of post-hospital in-home visits 
 Available to patient 7 days/week for 3 months 

 

 Outcome: 45% fewer rehospitalizations at 
24 weeks 

* Naylor, JAMA, 1999 



 
Care Transitions Intervention 

 Nurse practitioner  
 Visits patient in hospital 
 Coaching of patient 
 Series of in-home visits/calls post-hospital x 4 wks 

 Four Pillars of Transitional Care ™ 
 Medication self management 
 Patient centered record 
 Follow-up 
 Red flags 

 RCT: 34% lower 90 day rehospitalizations 

* Coleman. Archives. 2006 
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Unmet Need 

 Many of the patients who need transitional 
care cannot access such services  
 Socioeconomically disadvantaged populations 
 Areas with poor health care access 

 
 Need transitional care programs that 

adapt, succeed and sustain in underserved 
and disadvantaged areas 
 

 



 



Neighborhood Socioeconomic Disadvantage 
Impacts Health 

 Associated with behaviors*, access to food**, 
safety† 

 

 Linked to outcomes like mortality††, 
development of diabetes***, birth weight‡ 

 

 Health indicators improve with moving persons 
to areas of less concentrated poverty‡‡  

 
 

 
*Lantz et al, JAMA, 1998; **Franco et al, Am J Prev Med, 2008; †Hsieh and Pugh, Criminal Justice Review, 1993; ***Christine et al, JAMA Int 
Med, 2015;  ††Joynt and Jha, JAMA, 2013; ‡Blumenshine, et al, Am J Prev Med, 2010; ‡‡Ludwig et al, NEJM, 2011; •Milbank Q, 1990; ••Krumholz, 
NEJM, 2013 



Neighborhood Socioeconomic Disadvantage 
Increases Rehospitalization Risk 

 

Living in a disadvantaged neighborhood is equivalent 
to having emphysema in terms of one’s 
rehospitalization risk. 
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Can we improve health here? 
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Coordinated –Transitional Care 



Coordinated-Transitional Care Program  
(C-TraC) 

 Phone-based program 
 

 Specially-trained RN nurse case manager 
 

 Protocolized encounters 
 

 Teachings based on theory of Spaced Retrieval* 
 Method of learning information by practicing 

recalling that information over increasingly longer 
periods of time  

 Applicable in early stages of dementia 
 

 Caregivers involved, activated at each step 

* Bourgeois, et al, J Comm Disord, 2003; Camp et al, Appl Cog Psych, 1996. 



C-TraC Goals 

1. Educate and empower the patient/caregiver in 
medication management 
 

2. Ensure the patient/caregiver has medical 
follow-up 
 

3. Educate the patient/caregiver regarding red 
flags 
 

4. Ensure the patient/caregiver knows whom to 
contact if questions arise 

* Kind, Health Affairs, 2012. 



Coordinated-Transitional Care (C-TraC) Program  

* Kind at al, JAGS, 2016 

© Amy JH Kind, MD, PhD 



C-TraC Cuts Rehospitalizations 

Adjusted** 
Odds Ratio 95% CI P-Value

Establishment period (Months 1-6), n = 103 1.00 Ref

Intervention period (Months 7-18), n= 397 0.56  (0.33, 0.94) 0.029

C-TraC Group (N = 500) 30 Day Rehospitalization

**Multivariate logistic regression model adjusted for veteran age, gender, race, Medicaid status, education level, VA 
service connected status; w hether veteran lives alone; presence of dementia/other cognitive impairment/delirium; 
charlson comorbidity score; needing more help w ith bathing, dressing, transferring and toileting in 2 w eeks prior to 
hospitalization; decline in ability to stand or w alk in 2 w eeks prior to hospitalization; and w hether veteran manages 
ow n medications

* Kind, Health Affairs, 2012. 

 30-day rehospitalizations cut by 1/3 when 
compared to baseline group 



Pilot Data: 
VA C-TraC Program 

 Impact larger for patients 
 with dementia 
 Net cost avoidance of 

over $1,200 per patient 
served  
 ROI ~ 400% 

 

 NIA-funded 5 year RCT 
on-going 
 

 Spreading to hospitals 
throughout the US 
 



Goal: Engineer Sustainable Programs for the 
Most Socioeconomically Disadvantaged Areas 
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Implementing the Coordinated-Transitional Care  

(C-TraC) Model in Critical Access Hospitals  
in Rural Colorado 

 
  

This material was prepared by Telligen, the Medicare Quality Innovation Network 
Quality Improvement Organization, under contract with the Centers for Medicare 
& Medicaid Services (CMS), an agency of the U.S. Department of Health and 
Human Services. The contents presented do not necessarily reflect CMS policy.  
11SOW-CO-SIP1-07/07/17-2180. 



49 

Participating Hospitals 

• Melissa Memorial Hospital 
• Spanish Peaks Regional Health Center 
• Rio Grande Hospital & Clinics 
• Southeast Colorado Hospital District 
• Prowers Medical Center 
• Wray Hospital & Clinic 



© Amy JH Kind, MD, PhD 
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30-Day Readmission Rates 
 

C-TraC Participants: 

9.5%* 
 
 
 Non-C-TraC Patients: 

14.3%* 

versus 



Medicare-funded 2-year C-TraC Pilot 

” …CEO confirmed decreased ER 
visits, increased clinic visits, and a 
potential increase in HCAPS scores, 
which they attribute to C-TraC…” 



Conclusions 

 Transitions from hospital to home care are challenging 
for people with dementia and their carers  
 

 Neighborhood disadvantage impacts on health 
outcomes at times of transition from hospital to home for 
people with dementia 
 

 There are tools for improving hospital to home care 
transitions for people with dementia, especially those 
who are economically disadvantaged  
 

 



Football Pass vs. Baton Handoff 

vs. 
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What Can You Do? 

1. Always be present as a patient/caregiver team 
for hospital discharge teachings 
 

2. Obtain a copy of the discharge medication list 
and call immediately if you note an issue 
 

3. Know what to watch for (red flags) 
 

4. Know whom to call if problems arise 
 

5. Understand plans for follow-up 
 

Source: www.Pixabay.com--  All images are released free of copyrights under Creative Commons CC0 
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Thank you! 
C-TraC patients and families 
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