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Care transition is the movement of a patient from one health 
care setting to home or to another health care setting.  
The most challenging transitions occur when patients are 
discharged from the hospital to home and community-based 
services.1,2 

•	 Ineffective care transition practices lead to higher hospital 
readmission rates and costs.1 

•	 Approximately 20 percent of Medicare recipients are 
rehospitalized within 30 days of discharge. 3,4 

•	 About 75 percent of Medicare readmissions within 30 days are 
potentially avoidable, costing an estimated $12 billion.5
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Health Care Strategies 
Hospitals have implemented new processes and strategies 
aimed at improving quality of care to reduce their unplanned 
readmissions while reducing costs.  The strategies include5:

•	 Providing better and safer care during hospitalization
•	 Reviewing medications with patient prior to discharge
•	 Assessing discharge planning needs at admission
•	 Improving communication with patients and families regarding 

follow-up care
•	 Improving communication and collaboration with other 

providers

While these strategies have value, they have shown limited 
and varying evidence in reducing rehospitalizations;5 they do 
not always prevent breakdowns in communication, patient 
education, and accountability.1  

In October 2012, the Hospital Readmissions Reductions Program 
(HRRP) was launched as part of the Affordable Care Act. It 
requires Centers for Medicare and Medicaid Services (CMS) 
to reduce payments to hospitals with excessive readmissions. 
Per Kaiser Health News, beginning October 2015, nearly 2,600 
hospitals will receive lower payments for every Medicare 
patient.  These hospitals lost a combined total of $420 million 
due to the readmission penalty.6 

Improving hospital discharge processes and reducing 
unplanned readmissions have become a priority of CMS. The 
purpose of this paper is to review successful transitional care 
components proven to reduce avoidable readmissions. 

https://twitter.com/SunMeadow
https://www.facebook.com/sunmeadow?fref=ts
https://www.linkedin.com/company/2892751?trk=tyah&trkInfo=clickedVertical%3Acompany%2Cidx%3A1-1-1%2CtarId%3A1437056948360%2Ctas%3Asunmeadow


5

Transitional Care Models
Addressing the barriers patients experience before, during and 
after a hospitalization, will help reduce avoidable readmissions. 
Evidence-based transitional care models that improve the 
ability of patients and their families to successfully manage care 
at home have emerged and are being adopted by health 
care organizations. Project BOOST, Project RED, Transitional 
Care Model, and Care Transitions are a few of the nationally 
recognized models with documented success.

Transitional care models target at-risk populations such as the 
elderly or chronically ill with high health care utilization. The 
goal of transitional care is to ensure health care continuity 
and avoid preventable poor outcomes.7 The term, transitional 
care, is often used interchangeably with other forms of care 
such as care coordination, case management, and discharge 
planning, but it is not the same. (See Exhibit 1) Transitional care is 
complementary to these forms of care.7   

Transitional Care Primary Care Care Coordination Discharge Planning Disease Mgmt. Case Management

GOAL

Ensure health 
care continuity 
and avoid poor 
outcomes

Provide first-care 
contact

Integrate care 
across an episode

Offer navigation 
and safe “medical 
landing” at 
hospital discharge.

Slow progression 
of chronic disease

Link client with 
resources

TARGET POPULATION

Highly vulnerable 
chronically ill

Community-based 
people

People receiving 
health or social 
services

Inpatients Chronically ill with 
specific diagnoses

Clients seeking 
services

SETTING

Health care 
exchange points

Outpatient Across health care 
settings

In-hospital Varies Across health 
care and human 
services settings

DURATION

Time limited Ongoing Ongoing Inpatient episode Life cycle of 
disease/condition

Varies based on 
patient need

FORMAL DISCHARGE

Yes No No Yes No No

EXHIBIT 1 - Features of Transitional Versus Other Forms of Care for Chronically Ill Adults7
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Effective transitional care models include these components:

•	 Comprehensive assessment and planning for discharge needs 
and estimation of readmission risk.8,9 Discharge planning 
begins immediately after admission and includes assessment 
of self-care needs and care needs provided by family and/
or by professionals. Other risk factors such as literacy, recent 
hospitalization and multiple chronic conditions or medications 
are also assessed.1

•	 Multidisciplinary communication, collaboration and 
coordination.1,9 Direct communication with the primary care 
provider is encouraged.8 Hand-offs to other disciplines or settings 
need to involve verbal communication when possible.9  

•	 Medication management.  This includes a plan for obtaining 
medication after discharge, medication reconciliation, and 
medication regimen education.1,8,9

•	 Timely follow-up, support and coordination after 
hospitalization.1,8 Activities included are scheduling follow-up 
with primary care provider, home visits and telephonic support, 
and accompanying the patient to their first follow-up visit.

•	 Electronic personal health records.9 Personal health records 
facilitate the accurate transfer of information between care 
providers and care settings.

•	 Clinician involvement and shared accountability during all 
points of transition.1,9

•	 Standardized transition plans, procedures and forms. Consists 
of a written transition plan for patient and family/caregiver that 
includes active issues, medications, required services, warning 
signs of worsening condition and who to contact 24/7 in case 
of emergency.1 The transition plan also includes education for 
patient and family/caregiver in the patient’s preferred language 
and literacy level.1,8,9
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The Missing Component - 
Nutrition Care

While these transition care models are comprehensive, all are 
missing a key component proven to impact patient outcomes– 
nutrition care. Nutrition care, in the form of home-delivered 
meals (HDM) after a hospitalization or as part of chronic disease 
management, maximizes patient outcomes while reducing health 
care costs.

After discharge, patients experience symptoms such as 
decreased energy, pain, weakness, poor appetite and health-
related dietary restrictions. These symptoms make preparing and 
eating nutritious meals difficult. Weight loss and poor nutrient 
intake can delay the healing and recovery process, resulting in 
longer, more challenging recoveries, and in many cases, relapse 
and readmission. Also, at-risk patients (elderly and chronically 
ill) may have to choose between paying for food or for their 
medication.  Providing home-delivered post-discharge meals to 
these at-risk patients has shown impressive results.  

of home-delivered meal 
recipients reported 
these meals allowed 
them to remain 
independent and living 
in their own homes

92%
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Nutrition care:

•	 Promotes faster, more complete recoveries10,11

•	 Reduces risk of complications11,12

•	 Reduces hospital readmissions11-14

•	 Provides crucial support to patients with poor access to healthy 
foods15,16

•	 Improves overall health and quality of life11

•	 Decreases odds of further hospitalizations due to injury17

•	 Enhances management of chronic disease10,12

Perhaps more important than these significant outcomes is that 
an overwhelming majority (92%) of HDM recipients reported 
these meals allowed them to remain independent and living in 
their own homes, improving their quality of life.18 By decreasing 
their need for shopping and cooking, HDMs provide a regular 
source of nutritious food for those that need it for their recovery 
process.

The Economic Benefit of
Nutrition Care

Malnutrition is one of the greatest contributors to hospitalizations 
and readmissions. Here are some statistics19:

•	 It is estimated that one-third of patients are malnourished upon 
admission to the hospital

•	 If left untreated, approximately two-thirds of these patients will 
become even more compromised during their hospitalization

•	 Roughly one-third of patients not malnourished at admission will 
become malnourished during their hospital stay
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Providing access to food allows for the at-risk patients to regain 
their strength and energy sooner, saving hospitals and health 
plans money.

One study that evaluated Indiana Medicaid claims found that 
a greater volume of HDM services was associated with a lower 
risk of hospitalization for adults older than 65 years receiving 
home and community-based services.  The effect of the other 
two services (attendant care and homemaking) diminished 
over time, but the effect of HDM did not.20

HDM may prevent individuals from using nursing facilities for their 
post-discharge recovery period. The average cost for a year 
in a semi-private room in a nursing home is $81,030. This means 
that one week in a nursing home is roughly equivalent to one 
year of  home-delivered meals (5 meals per week.)18
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MANNA (Metropolitan Area Neighborhood Nutrition Alliance) is 
a nonprofit organization in Philadelphia that cooks and delivers 
medically-appropriate meals and provides nutrition counseling 
to individuals that are chronically ill. Researchers evaluated 
health care costs of two sample groups, MANNA clients and 
a comparison group, matched for gender, age, race, and 
ethnicity, for a 12-month period. Here are the results from their 
study10:

•	 The total average monthly health care costs were $28,000 for 
MANNA clients and $41,000 for the comparison group.

•	 The average cost of a hospitalization was $132,000 for MANNA 
clients and $220,000 for the comparison group.

•	 MANNA clients had 50% less hospitalizations than the 
comparison group.

•	 MANNA clients’ length of stay was 37% shorter than the 
comparison group.

•	 MANNA clients were 20% more likely to be discharged from the 
hospital to their home rather than to long-term care.

Preventing hospital readmissions by providing HDM for at-risk 
patients reduces health care expenditures paid by Medicare and/
or Medicaid and health 
plans. Addressing food 
insecurity is a strategy 
that CMS recommends to 
impact readmissions for 
diverse populations. As an 
example, the risk for avoidable 
readmissions among minority 
patients, may be higher, 
particularly with the existence 
of chronic conditions in which 
diet and weight management 
is essential.21
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Conclusion
Including nutrition care as a component of transitional 
care offers better results for both patients and health 
care stakeholders, including hospitals, integrated health 
systems and health insurers. Given the proven benefits for 
all involved, its no surprise that hundreds of U.S. hospitals, 
many large health systems and a growing number of health 
insurance plans are implementing and/or approving post-
discharge home-delivered meals for the patients they serve.

If you would like more information or to be 
contacted by member of our healthcare team, 
please click below:

Request Information

GAFoods.com | 800-852-2211

http://bit.ly/1mg4AJg
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