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• A major contributor to health care costs is the high number of hospital readmissions 
especially for people with chronic diseases.

• One-quarter to one-third of patients 65 and older with multiple chronic conditions 
are re-hospitalized due to preventable complications. According to the Centers 
for Medicare and Medicaid Services (CMS), 17.6 percent of Medicare admissions 
result in readmissions within 30 days of discharge, accounting for $15 billion in 
spending

• Hospital readmission rates have been proposed as an important indicator of quality 
of care because they may result from actions taken or omitted during the initial 
hospital stay. 

• Since October 2012, CMS initiated a Readmission Reduction Program, reducing 
payments to hospitals that have excessive 30-day readmissions for heart attack, 
heart failure, and pneumonia. CMS is planning to expand this program to include 
readmissions for other illnesses.  

• Chronic disease post-discharge self-management can reduce hospital readmissions 
and lower health care costs.

• Studies have shown that 40-80 percent of the health related information patients 
receive is forgotten immediately, and nearly half of the information retained is 
incorrect.

• If patients do not understand the implications of their diagnosis and importance 
of prevention and treatment plans, there is the potential for errors, adverse events, 
or unnecessary re-hospitalizations.

Current Evidence

Identification of Need

Implementation

Goals and Measurement
Aim #1 Improve patient self-management for target health conditions as evidenced 
by reduced 30 day readmission rate;
Aim #2 Improve patient self-management for target health conditions as evidenced 
by reduced length of stay (LOS)
Aim #3 Improve patient/family preparations for discharge transition as evidenced 
by increased Hospital Consumer Assessment of Healthcare Providers and Systems 
(HCAHPS) scores for medication management and discharge planning.

The purpose of this study was to evaluate the impact of structured patient and 
caregiver education by a Geriatric Resource Nurse (GRN) champions and 
interdisciplinary collaboration on individuals diagnosed with: CHF, diabetes, 
pneumonia, COPD and delirium. 
The study was conducted in formal educational settings, involving modified 
educational practices. The K5/NICHE unit is a medical/surgical unit with a 30 bed 
capacity. 60 percent of the unit’s patient population are 65 years of age and older. 
Over a four month period, intervention patients (n=80) with CHF 33% (n=26), 
diabetes 40% (n=32), pneumonia 10% (n=8), COPD 23% (n=18) and delirium 
4% (n=3) were identified by the Geriatric Resource Nurse (GRN) Champions on 
admission. The patients were evaluated and educated throughout the hospital 
stay about their diagnosis, medications and how to care for themselves after they 
leave the hospital. In total, 150 sessions of structured educational activities were 
delivered to eligible patients, as described above. The nurse provided clear, easy to 
understand information that detailed the plan of care after hospitalization. 

Method

Method

Over the past three years, Maimonides Medical Center has successfully implemented 
two programs: Nurses Improving Care for Healthsystem Elders (NICHE) and Better 
Outcomes for Older adults through Safe Transitions (BOOST) on a medical/surgical 
unit. The interdisciplinary team has made strides to improve the quality of health care 
provided to patients, their families and the community. Data analysis identified the 
need to assist elderly hospitalized patients (and their caregivers) to participate more 
actively in the management of their disease. According to the “best evidence”, patient 
populations who are most likely to benefit from transition care interventions are 
those who are diagnosed with one or more of the following diseases: congestive heart 
failure, diabetes, pneumonia, chronic obstructive pulmonary disease and delirium. 
The key is to identify patients at increased risk for readmission, design individualized 
care management plans, and monitor each patient’s comprehension of self-disease 
management prior to discharge. 

Evaluation

Components
• GRN Model;
• BOOST (Better Outcomes for Older 

adults through Safe Transitions) tools 
for care transitions; 

• Unit based high risk admission/
discharge screening tool/care plan based 
on diagnoses including: CHF, diabetic, 
pneumonia, COPD and delirium ; 

• Evidence-based practice protocols; 
• Patient/Family self-disease management 

educational materials;

During the implementation of this pilot project, the study unit demonstrated 
improvement in performance and quality outcomes. Results showed reduced 
LOS and improved HCAHPS scores related to the discharge process. The 30-day 
readmission rate did not show a statistically significant reduction when compared 
with pre-implementation results, but it was lower than the CMS mean. This project 
also emphasized the importance of utilizing GRN skills and knowledge to ensure 
the patient is fully prepared for discharge by assessing the comprehension of the 
individualized care management plan. This is the unit’s first step in evidence-based 
redesign of care for patients with high risk diagnoses. The study findings helped 
identify high risk patients and tailor interventions to their needs. We believe 
that expert nursing practice is a powerful stimulus on effective inter-professional 
dialogue about patient care and is capable of influencing an organization to achieve 
performance excellence.  

Conclusion
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Interdisciplinary Team
• Nurses: NICHE-BOOST 

Coordinator (APRN), 2 Geriatric 
Resource Nurse Facilitators, 
Nurse Managers, Staff Nurses 

• Physician Champion 
• Clinical Pharmacist
• Nutritionist
• Case Management team: RN, 

Social Worker, Social Worker 
Assistant

Aim #2 Improve patient self-management at target health conditions as 
evidenced by reduced LOS. 
A four month analysis of the implemented individualized care management plan 
revealed a reduction in LOS from 5.79 at baseline to 4.85 days. One day reduction 
represents a significant improvement in terms of financial and clinical impact. 

Aim #1 Improve patient self-management for target health conditions as 
evidenced by reduced 30-day readmission rate. 

A four month analysis of the implemented individualized care management 
plan showed a slight reduction of the 30-day readmission rate from 11.0% (44 of 
399) at baseline to 10.2% (42 of 414) post implementation. This readmission rate 
reflected all patients 65 years and older, regardless of diagnoses and/or discharge 
disposition.   

Aim #3 Improve patient/family preparation for discharge transition as 
evidenced by increased HCAHPS scores for medication management and 
discharge planning. Measures, of patient family satisfaction from HCAHPS 
scores related to discharge were obtained and comparative analysis to the 
non-intervention unit was performed. 
An analysis of HCAHPS scores for medication management and discharge 
planning questions demonstrated higher overall results than the non-intervention 
units. 
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Challenges

Right care...  Right Here...

For  questions call Maimonides CHF Program (718) 283-7315 
 

 

                My  COPD  Zones  for  Management          

 

• My respiratory goal of NO increased 
shortness of breath over my baseline is met 

• My breathing does not interfere with activity, 
movement or ability to enjoy life 

• I am comfortable and proficient with 
administration of my respiratory medications 

• I have NO difficulties in obtaining my 
respiratory medications. 

Green 
Zone:  

I am doing well 
today 

• I am having increase in shortness of breath 
over my baseline of breathing 

• I am having increase in coughing or sputum 
production over my baseline (what normally 
happens on a daily basis) 

• My sputum changes color from clear white to 
dark yellow, brown or green 

• I develop a fever 

Yellow 
Zone:   

I am having a 
bad day or a 
COPD flare 

• I feel as though I cannot breathe or have 
chest pain 

• I am not able to do any activity because of 
breathing 

• I am not able to sleep because of breathing 
• I am havinig fever or shaking chills 
• I am feeling confused or very drowsy 
• I am coughing up blood 

Red 
Zone:  

I need urgent 
medical care 

Actions 

 Continue to use your respiratory 
medications as directed by the physician. 

 Use oxygen as prescribed 

 Continue regular exercise/diet plan 

 At all times avoid cigarette smoke, inhaled 
irritants 

 

Actions 
 Your respiratory status may be changing 

and you may need to take action 
 With any increase in shortness of breath, 

use your rescue inhaler (if ordered) and try 
the pursed lip breathing. If ordered, 
administer a nebulizer treatment 

 If symptoms persist and your breathing 
does not improve within 24 hours, call the 
physician’s office, DO NOT WAIT and think 
the problem is going to resolve on its own. 

Actions 

 

*****CALL 911 IMMEDIATELY***** 

 

YOU NEED TO BE ASSESSED BY 
MEDICAL STAFF 

DIABETES ZONES FOR MANAGEMENT 

 

 
 

GREEN ZONE: Great Control 
  

 HbA1c is under 8% 
 Most fasting blood sugar levels are between 70 
     and 130mg/dl 
 Blood sugars two hours after meals is less  
  than 180.         

 
 

YELLOW ZONE: Caution 
 

 HbA1c between 9% and 10% 
 Most fasting blood sugars range between 130 

and 180mg/dl 
 Blood sugars two hours after meals is between 

180 and 240mg/dl 
  

 
 
RED ZONE: Stop and Think 
 

 HbA1c is greater than 10% 
 Most fasting blood sugar levels are over 180mg/dl 
 Blood sugars two hours after meals are greater  
     than 240mg/dl 

 
 

 
 
 
 What does this mean? 
 

 Your blood sugars are under control 
 Continue taking your medications as 

prescribed 
 Continue routine blood sugar monitoring 
 Follow healthy eating habits 
 Keep all doctors’ appointments 

 
  
 What does this mean? 
 

 Your blood sugars are not very well 
controlled 

 You might need adjustment of your 
medications 

 Improve your eating habits. 
 Increase your activity level if you can 
 Call your health care team/ doctor’s office if 

you are in the YELLOW zone 
 

 What does this mean? 
 

 Your blood sugars are too high. You need 
to see your doctor soon for better diabetes 
control 

 You may need to make big changes in your 
diet and lifestyle 

 Physician: ______________ 
 Number:  _______________ 

      My Pneumonia Zones for Management      

 

 

• ALL CLEAR – This zone is my goal. 
My symptoms are gone, mild, or 
improving.  

• I do NOT have new or worsening: 
Shortness of  breath or tiredness (less 
energy)  

• I do NOT have Chest pain  
• I do NOT have Mucus, fever, or cough  

Green 
Zone: 
I am doing 
well today 

• CAUTION – This zone is a warning 
zone. 

• I have new or worsening:shortness of  
breath with activities or when lying down  

• I have mucus, fever, or cough tiredness 
(less energy) 

• I have a change in appetite (less hunger)  
• I feel uneasy and know that something is 

not right  
• I develop a fever 

Yellow 
Zone:   

I am having a 
bad day 

• I struggle to breathe or short of  breath 
while sitting still  

• I feel as though I cannot breathe or have 
new chest pain 

• I feel confused or cannot think clearly  

Red 
Zone:  

I need urgent 
medical care 

Actions 
 Take ALL of your medicines as prescribed.  
 Drink warm fluids (such as tea) to help relieve 

coughing.  
 Rest. Don’t rush your recovery. It can take 

weeks to get your full strength back.  
 Don’t smoke, and avoid secondhand smoke.  
 Eat a healthy diet.  
 Don’t use alcohol heavily.  
 Avoid being around people who are sick. 
 It is important to have an office visit in one 

week (7 days) after hospital discharge, even 
if you feel well. 

Actions 
 Your respiratory status may be changing and 

you may need to take action 
 With any increase in shortness of breath, use 

your rescue inhaler (if ordered) and try the 
pursed lip breathing. If ordered, administer a 
nebulizer treatment 

 If symptoms persist and your temperature 100.3 
or higher, call the physician’s office, DO NOT 
WAIT and think the problem is going to 
resolve on its own. 

Actions 
*****CALL 911 IMMEDIATELY***** 

 
YOU NEED TO BE ASSESSED BY 

MEDICAL STAFF 
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Implementation

Pre-Implementation

Length of Stay

 HCAHPS Questions Similar Units Interventional Unit

Staff described med side effects 30.4 47.9

Understood managing of health 33.5 35.3

Understood purpose of medications 34.5 48.5

Explained purpose of home meds 70.5 79.2

A retrospective study of the four month study period was performed to assess the 
impact of the structured educational information. 
Participants: 2 medical units:K5 unit and a medical unit with a similar patient 
population without interventions.
Quality intervention data were obtained from review and analysis of the unit’s 
Transitional Care Model (TCM) tool: a High Risk Admission/Discharge Screening 
Criteria for Older Adults Teaching Tool. The data from the tool was summarized 
and categorized by age, gender, acuity level and project specific diagnoses. The 
data were categorized by age and diagnoses. Comparative analyses were performed 
based on unit quality measures.
Design- Quality Improvement Pilot Project

• Assuring GRN “protected time” for ongoing program implementation
• Sustaining leadership focus at this priority in an era of significant changes and 

transitions
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