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Objectives 

•The poster viewer will verbalize an understanding of the 

relationship between risk assessment and predicting 

hospital readmission. 

  

•How one can utilize a nurse driven process promoting 

care transitions to improve outcomes and 30 day 

hospital readmissions 

  

•Implementation of a risk assessment screening tool to 

improve care transitions. 

  

Background 

Increasingly transitions of care and tools that could be 

deployed  are a central focus. Use of risk assessment 

tools and strategies such as Better Outcomes for Older 

Adults through Safe Transitions (BOOST) 8 P’s or 

Project  Re-engineered discharge (RED) are  common 

tools being implemented to screen patients who may be 

at an increased risk for readmission to the hospital within 

30 days.  

The 8 P’s used on the BOOST tool are: problem 

medications, psychological screening, principal 

diagnosis, polypharmacy, poor health literacy, patient 

support, prior hospitalization and palliative care.  By 

completing a modified screening on adult, medicine 

patients our goal is to improve the care of patients as 

they transition from the hospital to their home or other 

environment. Additionally as we work to streamline 

transitions back to the community our hope is we will 

reduce 30 day readmission rates for this population of 

patients. 

 

 

 

 

 

 

 

 

 

Implementation 

•The risk assessment screening tool was implemented 

in an 800 bed academic medical 

  

•The sample is composed of all adult inpatients 

admitted to an academic medical center on 6 identified 

units 

 

•Six adult units in an academic medical center 

including geriatrics Acute Care for the Elderly (ACE), 

renal, family and general medicine implemented an 

electronic risk assessment screening on all newly 

received patients.  The tool was initiated and 

completed by the charge nurse within 24 hours of 

admission. Pertinent information and triggers were 

then taken to the multidisciplinary team huddles for 

further action and transitional care planning daily 

  

•Data collection identifying progress and trends is 

ongoing to determine the impact on 30 day all cause 

readmission rates to the hospital. 
 
  

 

 

 

 

 

 

 

 

 

 

 

 

Conclusion 

 

This process promotes a mindset shift of nurses and 

physicians to assess risks for readmission on 

admission facilitating a seamless transition back to 

the community. Using a standardized assessment 

tool on all patients potentially increases the number 

of post-acute services they are connected with and 

for some these services are critical links to their 

health and social well being. Ultimately using this 

process lends to an improved holistic patient 

experience and can support keeping patients healthy 

wherever they may call home. 

 

Goal 

•To ensure all newly received patients are being risk 

assessed 


