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Abstract 
An unplanned readmission to the hospital within 30 days of discharge is seen as a failure by the healthcare team to 
appropriately plan for a safe and effective discharge to the next level of care. According to The Center for Medicare & 
Medicaid Services (CMS), the national average readmission rate in 2012 was 18.4%. As CMS shifts to a pay for 
performance strategy, a readmission rate higher than the national average for specific disease processes will result in a 
financial penalty. Many organizations have identified the need to improve the current discharge planning processes and to 
provide patients with a safer transition to the next level of care to prevent readmissions. Evidence demonstrates that there 
is value in reconfiguring the current discharge processes toward interventions that demonstrate a reduction in readmission 
rates. The discharge process should incorporate a multidisciplinary, multicomponent transition of care intervention that 
starts while the patient is in the hospital and continues with some type of home-care follow-up. Transition of care is a 
relatively new term that is used to describe a set of interventions designed to coordinate a patient’s care during the 
movement between healthcare settings. Implementing a well-designed transition of care program allows hospitals to 
provide a safe Environment of Care to patients during their care transitions. Environment of Care is a term coined by The 
Joint Commission that is used to describe the environment in which the patient is being cared for. The term usually 
involves three components: the people, the equipment and tools, and the building. As healthcare changes, it will become 
increasingly important to provide patients with care management throughout the continuum of care, which means thinking 
of the patient’s Environment of Care in much broader terms. How do transition of care processes affect the patient’s 
Environment of Care? Does a well-implemented transition of care program lead to a positive impact in the patient’s overall 
Environment of Care? This article provides an overview of how implementing a formalized transition of care process can 
lead to a safer Environment of Care.  
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1 Introduction 
It is no secret that patients being cared for in today’s acute care setting have higher acuity and spend less time in the 
hospital. As patients transition from the acute care setting to the next level of care, they become increasingly vulnerable to 
adverse events than can lead to an unplanned readmission to the hospital. Hospitals must have a clearly defined process 
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that helps the patient and the patient’s family safely transition from one healthcare setting to the next. Unfortunately, when 
patients are discharged from the hospital, they can leave with unclear instructions regarding their medications and no 
follow-up appointments. When a patient is discharged without crucial information, it can lead to the patient being 
readmitted. An unplanned readmission to the hospital within 30 days of discharge is seen as a failure by the healthcare 
team to appropriately plan for a safe and effective transition to the next level of care. Common causes of readmission 
include medication errors from poorly reconciled medications, inability to access needed care, lack of self-care skills, lack 
of follow-up knowledge and lack of financial resources. 

Healthcare organizations are beginning to pay more attention to the transition of care process as a result of the new pay for 
performance healthcare system created by the Center for Medicare & Medicaid Services (CMS), as well as the increased 
cost of poorly developed transition of care programs. Many hospitals and professional organizations have put processes in 
place in attempts to decrease the 30-day readmission rate. Despite current efforts, however, the all-cause readmission rate 
within 30 days for Medicare patients in 2011 remained high at a national average of 19.3% [1]. According to CMS, the 
national average readmission rate in 2012 dropped slightly to 18.4% [2]. The benefits and challenges of a transition of care 
program can be seen in both the capitated healthcare plan as well as the fee-for service environment [3]. The capitated 
healthcare plans allow the flexibility to coordinate care across the continuum, but such programs must change their way of 
thinking beyond the traditional Environment of Care in the hospital setting and begin to think about the healthcare 
environment in a variety of different settings, including the patient’s home. The fee-for-service environment offers 
financial incentives for high-quality care but is often operating at capacity. A well-designed transition of care program 
allows hospitals that operate in this environment to safely transition patients sooner to another level of care. This article 
provides an overview of how implementing a formalized transition of care process in an adult acute care facility can lead to 
a safer Environment of Care for the patient and the patient’s family.  

2 The meaning of transition of care and environment of care 
Transition of care is defined as a set of interventions designed to coordinate care during the patient’s movement between 
healthcare settings. The process is intentional, clearly defined with expectations and accountability, and focuses on the 
needs of the patient and the caregiver [4]. For example, a patient enters the acute care hospital with an acute or chronic 
illness. Upon the patient’s discharge from the acute care facility, the patient might be transferred to either a skilled nursing 
facility or a rehabilitation facility in which care is provided by a different healthcare team. Finally, the patient is discharged 
home where care might be provided by a home health nurse. Each time a patient moves from one healthcare team or 
healthcare setting, it is considered a transition of care. With patient acuity increasing in an already complex healthcare 
system, it is important for organizations to have a clearly defined transition of care program that provides coordination as 
patients transfer between different healthcare settings.  

Environment of Care is a term coined by The Joint Commission and is used to define the environment in which patients are 
cared for. The Environment of Care consists of three basic components: the building or space where the care occurs, the 
equipment used to provide care, and the people involved in the care, including the patients and their caregivers. To provide 
a safe Environment of Care, hospitals must maintain safe conditions for patients, maintain an environment that is sensitive 
to patient needs, and minimize any situation that does not support a healing environment.  

What does the Environment of Care have to do with a formalized transition of care process? The Environment of Care is 
typically thought of as the hospital brick and mortar building. As healthcare changes and it becomes increasingly 
important to provide patients with care management throughout the continuum of care, healthcare organizations will need 
to think of the Environment of Care in broader terms. What if we looked at the Environment of Care as a continuum, which 
continues after the patient is discharged from the acute care facility? As organizations begin to put transition of care 
processes in place, how do these processes affect the patient’s Environment of Care? Does a well thought out formalized 
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transition of care process have positive impacts on the patient’s overall Environment of Care, which goes beyond the brick 
and mortar buildings? 

2.1 People 
People are the first component within the Environment of Care. The people typically referred to in the Environment of 
Care definition are the healthcare workers, patients, family members, and anyone else who interacts with or in the patient’s 
environment. During transitions of care, the patient is at increased risk for adverse events. Many care transitions are 
unexpected and sudden, which leave patients and their families with questions and no knowledge of what to expect next. 
While patients are in the hospital, they are dependent on the healthcare team to address their needs. When patients are 
discharged home, they are suddenly expected to manage their own care and recovery. The current discharge process at 
many organizations leaves much to be desired from the patient’s point of view. The discharge process typically includes 
each discipline providing education for patients with a paper copy of instructions. Case managers and social workers may 
be available to provide discharge planning for some patients, but in many cases no formal readmission risk assessment is 
completed and no process exists to identify which patients are at a higher risk for readmission. The patient’s primary nurse 
assumes the responsibility to complete the final check of each discipline and provides documents on diagnosis, medication 
reconciliation, and follow-up care. The patient leaves the hospital with a mass of papers and instructions that are usually 
provided on the day of discharge and without any true confirmation of understanding. The discharge process described 
does not include a multidisciplinary team and it leaves the patient with unanswered questions and unclear follow-up 
expectations. Yet this is the discharge process at many healthcare organizations. Very few organizations have formalized 
processes in place that help to coordinate the patient’s care across the healthcare continuum.  

A formalized transition of care process provides a multidisciplinary approach to the discharge process. When a hospital 
introduces a formalized transition of care process in which discharge planning truly begins on admission, it allows for the 
people involved in the patient’s Environment of Care, such as the healthcare team, the patient, and the patient’s caregiver, 
to be involved in the process early. As a result, the patient has clear expectations before the day of discharge. The people 
involved in a formalized transition of care process may include the following: the case manager, the social worker, the 
primary nurse, the physician, and a discharge coach. The formalization of the process allows the hospital to set clear 
expectations for each person involved in the transition of care process and therefore positively impacts the patient’s 
smooth transition to the next level of care. Figure 1 is an example of a process map based on the Coleman [3]. Transition of 
Care Model. 

This process map provides an example of how a formalized transition of care process might look. This process requires the 
primary nurse to complete a formal readmission risk assessment within 24 hours of the patient being admitted to the acute 
care facility. The first decision denoted by a diamond shape in the process map is whether the patient is scored as having a 
high risk for readmission on the initial readmission risk assessment. If the answer is yes, then the primary nurse will 
generate a consult for the case manager to see the patient. The case manager will be expected to consult with all patients 
and their families for patients with a high risk score for readmission on the initial risk assessment tool. This step allows the 
case manager to initiate a consult with the patient earlier in the acute care hospital stay. The case manager will then 
complete a more in-depth risk assessment that provides information on whether the patient will require a discharge coach. 
The second decision denoted by a diamond within the process map is whether the patient will be discharged home. The 
discharge coach process is labor-intensive and it should be used for patients who are being discharged from the acute care 
facility to their homes. Patients who are discharged to long-term acute care facilities, rehabilitation facilities, or skilled 
nursing facilities have employees at the facility to continue working with the patient’s transition of care after the acute care 
stay. If the patient scores at risk for readmission on the second more in-depth screening, and the patient is being discharged 
home, then a discharge coach will be assigned to the patient. The discharge coach can be the case manager or another 
member of the patient’s care team who assumes the responsibility of facilitating discharge planning with a goal of 
achieving a safe discharge for the patient. The goal is for all patients discharged home to receive clear discharge 
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A formal readmission risk assessment tool is vital to a successful transition of care program. The readmission risk 
assessment allows the hospital to identify the patients at risk for readmission and to intervene early in the patient’s hospital 
stay. Hospitals can purchase software such as a formal readmission risk assessment program, which allows the hospital to 
clearly identify which patients are at an increased risk of readmission after discharge. Formalized transition of care 
programs are resource-intensive and often expensive to operate. The risk assessment tools allow the hospital to focus 
resources on those patients who are more likely to be readmitted within 30 days of discharge. Ideally, the risk assessment 
would provide information early enough in the patient’s hospitalization to trigger the transition of care interventions. A 
variety of readmission risk assessment tools are available. Coleman developed a 20-item tool that aims to predict 
readmission to the hospital [5]. Hospitals must pick a tool that is easy to use and that works well within the workflow of the 
organization.  

A good medication reconciliation process at discharge is another tool that helps the patient achieve a smooth transition of 
care out of the acute care setting. Patients tend to leave the hospital confused as to what medications they should take at 
home. Many times during a hospitalization, physicians will adjust the dosage of a patient’s medication or change the 
medication completely in order to effectively manage the patient’s acute symptoms. The patient is then discharged with 
unclear instructions regarding what medications to take at home. A correct, concise, and easy to follow medication list 
provides the patient with a tool upon discharge that enables safe self-management of medications at home thus decreasing 
the likelihood of the patient being readmitted owing to a lack of understanding of post-discharge medications. 

Appropriate equipment to follow up with the patient after discharge is also important in a formalized transition of care 
program. Some organizations have incorporated the use of equipment such as phone calls and video phones as ways to 
follow up with patients after discharge. Research indicates no significant difference in the effectiveness of either method in 
preventing readmissions [6, 7]. Hospitals will need to give some consideration to the complexity of new equipment. Some 
older patients may have more difficulty with newer technology such as video phones or telemedicine processes.  

Providing the healthcare team, the patient, and the family with the appropriate equipment and tools is vital to creating a 
safe Environment of Care during the patient’s transition to the new care setting. In the transition of care process, a 
readmission risk assessment tool that is completed upon admission, a correct and concise medication list upon discharge, 
and a clearly defined telephone follow-up process are all examples of some of the equipment and tools that can be used to 
help create a successful transition of care program. Some or all of the tools discussed can be used during the patient’s acute 
care stay to ensure that the patient is prepared for the transition to the next level of care.  

2.3 Building 
The third component of the Environment of Care is typically the building or space in which the care is taking place. The 
building or space includes all processes that take place within the building or space that protect patients and lead to safer 
patient care. The current discharge process being used in many acute care facilities stops at discharge. Once the patient is 
discharged from the hospital, the patient is on his or her own to perform self-care and follow-up appointments. In 2012, 
CMS reported that the national average readmission rate was 18.4% [2], which means the current discharge processes in 
many healthcare organizations continue to fail to provide millions of patients with a safe transition of care each year. What 
if healthcare defined the “building” in which the patient receives care as more than the brick and mortar of today’s acute 
care facilities? How would a change in the way we think about the environment in which we provide care affect the quality 
of care provided to patients?  

As healthcare changes and reimbursement is tied to 30-day readmission rates and pay for performance measures, 
healthcare organizations will need to think about the way the healthcare environment is defined. The new way to think 
about the healthcare environment must go beyond the brick and mortar of acute care facilities. In fact, research shows that 
an effective formalized transition of care program should not stop at discharge [7-12]. If the patient is discharged home and 
falls within the high risk of readmission category, then specific steps should be in place to help to ensure that the patient 
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undergoes a safe transition of care back into the home. The patients who are at high risk for readmission should receive a 
visit from a home health nurse within 48 hours of discharge. The home health nurse can perform a patient assessment, help 
with any self-care deficits, and answer any questions the patient may have after discharge from the hospital. Another 
intervention that can be performed after discharge to minimize the risk of the patient having an unplanned readmission is a 
weekly phone call from the discharge coach for up to 4 weeks after discharge. The discharge coach can complete the 
readmission risk assessment at each interaction with the patient and assess how the patient is self-managing his or her care 
and whether additional follow-up care is needed. Healthcare organizations must begin to think in broader terms when 
thinking about the building where care is provided. When thinking about the building aspect within the Environment of 
Care, hospitals must begin to think of the patient’s home as an extension of themselves. When hospitals think of the 
building in this way, it allows them to create processes that go beyond the brick and mortar of the facility to provide a safe 
transition of care for the patient.  

3 Summary 
Hospitals are still trying to figure out creative ways to decrease their 30-day readmission rate. An advantage to 
implementing a transition of care process is that it provides a systematic process that focuses on a safe and effective 
discharge process, accurate medication reconciliation, and clear follow-up instructions. When looking at the transition of 
care process through the Environment of Care lens, the two go hand in hand. A formalized transition of care process leads 
to a safer Environment of Care for the patient. Transition of care processes tend to be labor-intensive and can cost 
organization thousands of dollars. It is important for hospitals to identify the patients at high risk for readmission and to 
focus their efforts on these patients. A well thought out implementation plan, patient education that promotes self-care, 
caregiver education, and support and constant communication and follow-up with the patients will help to create a 
successful transition of care program.  

4 Conclusion 
At the time of hospital discharge, many patients are at an increased risk for adverse events from the combination of shorter 
stays, increased severity of illness, and more complex discharge plans [13]. It is every hospital’s responsibility to ensure that 
patients are taken care of in a safe environment. Many organizations have identified the need to improve the current 
discharge planning processes and to provide patients with a safer transition to the next level of care. Public reporting and 
financial penalties tied to high 30-day readmission rates are forcing organizations to think about the Environment of Care 
differently and to seek innovative ways to improve the quality of care [14, 15]. Research has shown that a formal transition of 
care process has the potential to improve the patient’s Environment of Care. Organizations must start to think about the 
Environment of Care as the care continuum, which goes beyond the patient’s discharge from the acute care facility and 
continues into the patient’s home after discharge. Hospitals must focus on all three components within the Environment of 
Care when implementing a formalized transition of care process. Developing and implementing a formal transition of care 
process that involves an interdisciplinary team including the patients and caregivers must become a hospital priority. It is 
time for nurses to take the lead in developing and implementing formalized transition of care processes within their 
organizations to ensure that patients are provided high-quality discharge processes that lead to a safer Environment of 
Care.  
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