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NICHE Hospitals report

The NICHE Hospitals Reports are published to identify the positive outcomes
and innovative initiatives experienced at NICHE designated facilities in their
care of older adult patients.

Quality Improvement Projects:
NICHE Site: Mercy Health Saint Mary's Hospital. Older adult statistics indicated that this
hospital needed to reduce readmissions. A bridging house call service was identified as a
possible solution.

• Nearly 18% of Medicare patients are readmitted to the hospital within 30 days of discharge 
• Readmission rates for patients with multiple chronic conditions are as high as 25% 
• Within 90 days of discharge, as many as 30% of Medicare recipients will be readmitted to the
hospital 

• Older adults that live alone are twice as likely to be readmitted if they don’t have supportive
community services 

The goal of the bridging house call service was to return patients to the care of their primary
care physicians within 90 days of discharge unless the plan of care changed (e.g., hospice).

Results: Following implementation of the program, surveys showed a 42% reduction in
readmission rates of COPD patients, a 16% reduction in readmission rates of pneumonia
patients, and a 31% reduction in readmission rates of MI patients.1

NICHE Site: Palmetto Health. This hospital created an Acute Care of the Elderly (ACE)
Accountable Care Unit to improve patient satisfaction, reduce the risk of hospitalization-
associated complications, reduce the cost of hospitalization, and prevent unplanned
readmissions.  The unit, co-managed by RNs and doctors, included Structured Interdisciplinary
Bedside Rounding and a specific accountable care unit nursing process. 

Results: HCAHPs patient satisfaction top box percentile improvements from 2013 to 2015 as a
result of deployment of the unit:

Hospital Rating: 14 to 92 Response of Hospital Staff: 36 to 85 
Nurses Communication: 41 to 96 Physician Communication: 64 to 99 

Readmissions went from a high of 24.9% in 2013 to 11.5% in 2015.2

Best Practice Conducted in NICHE Hospitals:
Readmissions



NICHE • NEW YORK UNIVERSITY COLLEGE OF NURSING 
250 Park Avenue South, 6th floor, New York, NY 10003 • 212.998.5445 • email: info@nicheprogram.org • nicheprogram.org

Nurses Improving Care for Healthsystem Elders

NICHE Hospitals Report:
References
1. 2015 NICHE Conference Presentation. Optimizing

Transitions in Care: House Calls for Vulnerable Elderly
Patients. Kristine Todd, DNP, FNP-BC, RN-BC, Mercy
Health Saint Mary's Hospital, Grand Rapids,
Michigan. 

2. 2015 NICHE Conference Presentation. Improved
Patient Safety through Empowered and Engaged
Employees, T’Sheira West, RN, ACE Unit Manager,
Tobin Moss, MD, ACE Medical Director, Victor Hirth,
MD, Donna Wolff, RN, Christina Payne, MD, & Forrest
Fortier, RN, Palmetto Health, Columbia, South Carolina.  

3. 2015 NICHE Conference Poster. Congestive Heart
Failure Skilled Nursing Facility Transition Program.
Kelly Grogan, APRN, FN, & Cheryl Dodson, RN, John C.
Lincoln North Mountain Hospital, Phoenix, Arizona.

4. 2015 NICHE Conference Poster. Transitioning from
Hospital to Home. Candy Salvati, MGH, BS, RN, Tina
Silano-Willis, RN, & Kathleen Dibble, BS, MS, RN,
Bassett Healthcare Network Little Falls Hospital, Little
Falls, New York. 

5. 2015 NICHE Conference Poster. Population Health
Management of the Heart Failure Patient, Lynne
Driscoll, RN, CCM, CPHM, & Nina Laing, RN, BSN,
CPHM, South County Hospital Healthcare System,
Wakefield, Rhode Island.

NICHE Site: John C. Lincoln North Mountain Hospital. To decrease Congestive Heart Failure (CHF)
readmissions this hospital initiated a transition program with an RN case manager and a Nurse
Practitioner for skilled nursing facilities (SNF) in the surrounding area. SNF staff participated in
classes on heart failure, common medications, diet restrictions, and signs/symptoms to report to the
nurse or provider. Tools included a symptom log, medication information sheets, and a heart failure
patient education book.

In addition, the RN heart failure coordinator from the hospital made phone calls to patients to check
on signs/symptoms and a heart failure patient HOTLINE was provided for urgent matters (monitored
by a nurse practitioner).

Results: Over a ten-month period, none of the 17 CHF patients transferred to participating SNFs
were readmitted to the hospital.3

NICHE Site: Bassett Healthcare Network, Little Falls Hospital. In order to decrease avoidable
hospital readmissions and improve patient hospital-to-home transition outcomes, a patient/caregiver
focused Care Transition Program was initiated. The program focused on:

• Education (pictorial-based) of patients/caregivers 
• Simplification of educational material 
• Encouragement of family/caregiver involvement 
• Evaluation of appropriateness/effectiveness of current work flow for providing education to
patients and family caregivers 

• Coordination with community service organizations 
• Patient/caregiver discharge preparation checklist tool to encourage communication 

Results: Readmission rates declined from 11.3% to 3.44%.4

NICHE Site: South County Hospital Healthcare System (SCHHS). SCHHS established a system-
wide approach to heart failure (HF) care in order to sustain positive patient outcomes and reduce
avoidable admissions/readmissions. Initiatives used to achieve the goals of the program included:

• “Standard of Care” for each setting within the system 
• HF intranet site for staff 
• Call back program post discharge at 48 hours and 15 days 
• Standardized education effort
• Pharmacist medication instruction 
• HF patients included in palliative care program 
• Outpatient intravenous medication administration

Results: Readmission rates declined from 22% in 2013 to 13% in 2014. Practice changes planned
as a result of the initiative included:
• Patient education committee to review current resources and add visual/auditory options 
• Develop a CHF patient binder 
• Patient instruction about heart failure by floor nurses5

Best Practice Conducted in NICHE Hospitals: 
Readmissions
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NICHE (Nurses Improving Care
for Healthsystem Elders) is an
international program designed
to help improve the care of older
adults. The vision of NICHE is for
all patients 65-and-over to be
given sensitive and exemplary
care. The mission of NICHE is to
provide principles and tools to
stimulate a change in the
culture of healthcare facilities to
achieve patient-centered care
for older adults. NICHE, based at
the NYU College of Nursing, has
hospitals and healthcare
facilities from the U.S., Canada,
Bermuda, and Singapore in the
network. For more information
visit www.nicheprogram.org. 
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