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Using a Transitional Care Program to Prepare Patients
to Take Care of Themselves after Leaving the Hospital

REACH

Research Evidence-to-Action
for Community Health

Some patients have difficulty
caring for themselves after they
return home from a hospital stay.

Experiences can include:
e New or worsening signs
or symptoms
e Adverse events (injuries due
to medical care)
e Re-admission to the hospital

Providing more support to patients
may help avoid these problems.

LOCATION & POPULATION

» 2 hospitals and 18 primary care
provider offices

» All in the same EHE
accountable care
organization (ACO)

in Massachusetts
» 1,657 adult patients
» 54% Female
» 74% White

Key Take-Away
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STUDY DESIGN

Randomization of Participants

USUAL CARE
upon hospital discharge

TRANSITIONAL CARE
PROGRAM

Transitional Care Program

[ ] » Pharmacist-led medication reconciliation
and education for the patient

» Coordination of care and education from a nurse
» In-home nurse or pharmacist visits

» Coordination of care and coaching by a nurse
from the primary care office

» Follow-up primary care visits

Return to the REACH Knowledge Connection at:
KnowledgeConnection.MaineHealth.org/REACH/
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FINDINGS
The study team looked at:

e 30-day hospital readmissions
(non-elective)

e Post-discharge new or
worsening signs/symptoms

e Post-discharge adverse events

e Patient experience O

Patients who received the intervention:

» Had a 22% lower rate
of new or worsesning

signs/symptoms '
» Had a 48% reduction

in adverse events

There was no difference in:
» Hospital readmissions

» Patient experience

USED ACRONYMS

ACO - accountable care organization

A collaborative transitional care intervention may help reduce new and worsening discharge signs
and symptoms, as well as adverse events.

Or scanthe QR code »

This program was funded through a Patient-Centered Outcomes Research Institute (PCORI), Eugene, hington, PCORI E

Award EADI #26877.
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