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BACKGROUND 

 Glens Falls Hospital (GFH) and Hudson 
Headwaters Health Network (HHHN) 
submitted a collaborative grant request 
to the New York State Health 
Foundation.  The goal of this initiative 
was to reduce Glens Falls Hospital all 
cause 30 day readmissions. 
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BACKGROUND 

 We developed a work team comprised of 
representatives from both organizations, 
Physicians, and two CHHAs.   

 Simultaneously, IPRO introduced their 
Care Transitions initiative.   IPRO was 
an excellent resource for our work team.   
We drew on their many resources, 
educational offerings and data collection 
tools. 
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PROGRAM DESIGN 

  Our grant was designed very similar to Dr. Eric 
Coleman’s Care Transitions Program: 
  It incorporated the four pillars; Medication Reconciliation, 

timely MD office follow up for discharged patients, 
identification of  Red Flags and use of the Personal Health 
Record. 

  We focused on:  
  Fostering greater patient/family engagement in the care 

transition process. 
  Honoring patient wishes. 
  Elevating the status of patients/families as essential members 

of the Care Team. 
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PROGRAM STAFFING 

 One PA screened patients in the hospital 
setting for program eligibility.   She 
educated patients regarding the 
program, its goals and the value of their 
active participation. 

 Two RNs/Care Transitions Coaches 
initiated follow up phone calls and visited 
patients in their homes. 
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Engaging the Care Team 

 Program adopted IPRO’s low, moderate 
and high risk discharge criteria. The 
Transition Coaches and Care Managers 
provided house-wide education 
regarding risk criteria.  It was 
incorporated into our daily outcome 
rounds. 
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Engaging the Care Team 

  This was one strategy we used to strengthen 
professional awareness and accountability in 
the Care Transitions process. 

  We also stressed the importance of truly 
listening to the patient and supporting his/her 
goals.  This enabled the care provider to 
connect with the consumer in a much more 
intimate and powerful manner. 
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Application of Discharge Risk 
Criteria 

  The care transitions interventions were most successful for 
patients meeting the first two levels of the risk criteria.   Newly 
diagnosed and patients who were not medically fragile were 
better able to actively participate in their own health care 
planning. 

  Overall, we found this population to be receptive to education.   It 
reduced the likelihood they (patients) would develop habits not 
conducive to effective disease management. 

  The Care Transition Coaches found educating consumers with 
long-standing chronic illness more challenging and less open to 
modifying established habits. 

  Patients at highest risk for readmission due to their medical 
complexity and need for significant assistance with ADLs/
medication management were not good candidates for this 
program in a community setting. 
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Program Outcomes 

  Utilizing the coaching model, emphasizing the 
importance of self management and consumer 
accountability, the following outcomes were realized: 

  Patient self reported improvement in knowledge and ability to 
manage their health care and disease process – 95.8%. 

  Reduction in 30 day readmission rate – 6% 

  Reduced length of stay – 2.5 days 

  Shortened time from hospital discharge to post hospital follow 
up.   72% patients had MD follow up within 10 days. 
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Global View 

  From a systems perspective, we need to define and 
pursue quality care and hold ourselves and others 
accountable. 

  Align patient centric  incentives to promote cross 
setting collaboration.  Key areas include: 
  Patient Engagement and Accountability 
  Patient/Caregiver Education 
  Healthy Life Styles 
  Patient Safety 
  Evidence Based Patient Outcomes 

  We need to ensure all Providers have a stake both 
monetarily and clinically in our community’s health. 
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Lessons Learned 

 Conditions for readmission are 
multifactoral.   We need to develop and 
tailor our interventions to address patient 
concerns across all care settings. 
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Lessons Learned 

 Glens Falls Hospital developed PI 
Initiatives with a variety of stakeholders 
to promote integration and shared goals: 
   MD Practices 
   CHHAs 
   SNFs 
   Hospice/Palliative Care Agencies 
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Adirondack Medical Services 

 Glens Falls Hospital has 14 MD 
practices.  Our physicians have remote 
access to the Hospital’s EMR.  This 
enables them to access real time clinical 
information for follow up appointments 
and learn about the patient’s 
hospitalization. 
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Adirondack Medical Services 

  We did not have an established process to: 
  Notify the practice of patients being admitted, 

assigned observation status or seen in the ER. 
  Secure information from the primary care sites to 

share with the Hospitalist practice to facilitate their 
knowledge of patient’s problem history, current 
medical concerns, etc. 

  We developed a procedure to: 
  Ensure a smooth two-way exchange of information. 
  Monitor compliance with the established standard.   
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Adirondack Medical Services 

 We also strengthened the AMS/Care 
Management relationship to ensure 
patients receive the necessary services/
follow up office appointment in a timely 
manner upon discharge.   Care 
Management also assists AMS to 
address real time problems identified 
during office visits. 
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SNFs 

  In reviewing our readmission activity, we 
noted our SNF readmission rate was 
higher than all other areas (CHHA, 
Hospice, Patients not eligible for skilled 
services).  We developed a hospital/SNF 
team to review this data and initiate PI 
activities.   The following outcomes were 
realized as a result of this collaborative 
effort: 
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SNFs 

 All SNFs in our region have adopted the 
use of the MOLST for their residents. 

 We have implemented a variety of 
“Interact” (Interventions to Reduce Acute 
Care Transfers) strategies to reduce 
unnecessary readmissions to the 
hospital. 
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SNFs 

  Initiated joint care conferencing on residents with 
frequent admissions to actively work with patients and 
families regarding care wishes.   Care Managers follow 
up to ensure Advance Directives are signed and 
treatment preferences are  clearly communicated to 
care providers in all settings. 

  Recently started an initiative with Infection Control and 
SNFs to develop and comply with regional standards 
for MRO (e.g. MRSA, VRE, etc.) as they can be a 
deterrent to patient admission. 
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Care Transition Partners 

  Glens Falls Hospital is involved with a variety 
of  providers/groups to support multiple models 
of the Care Transition Program: 
  HHHN 
  Warren/Washington County CHHAs – On-site 

Liaison 
  Warren County/CDPHP Collaboration 
  GFH Volunteers 
  H2H Program 
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Patient Education and Engagement 

 We cannot underscore the importance of 
meaningful patient education. 

  It is important to work toward a regional 
patient education model that engages the 
patient and focuses on all aspects of his/her 
life. 
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Patient Education and Engagement 

  Evaluating our own educational materials, we found too much, too little and/or  
conflicting information. 

  Care Managers work with the Care Team  to avoid the patient “non compliance” 
stigma.  We need to support consumers. 
  Knowledge 
  Understanding 
  Confidence 
  Motivation. 

  Health literacy incorporates patient cognition, motivation, level of engagement in 
the management of their own health.   

  Glens Falls Hospital will pursue a regional patient education model with Providers 
as a future PI initiative. 

  Our hope is this collaboration will serve as another step towards our regional 
ownership of our community’s health. 
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 Our region is positioned for Phase 2 of 
our readmission reduction efforts.   
HANYS recently shared Glens Falls 
Hospital is at risk of losing $1.8 million 
dollars through value based purchasing 
(VBP).  Reducing readmissions is one of 
the performance measures with revenue 
implications. 

Readmission Reduction – Phase 2 
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INPATIENT FOCUS 

  Establish one evidence based power plan to be used by all 
Providers for key diagnoses: CHF, AMI and Pneumonia. 

  Strengthen individual professional awareness and 
accountability in educating the patient and the responsible 
caregiver in the care transitions process. 

  Implemented a patient centric model of Care Management to 
follow the patients through the hospitalization, regardless of 
location and upon readmission to the hospital. 
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INPATIENT FOCUS 

  Develop an interdisciplinary team to focus on the 
patients at highest risk for readmissions.   These are 
the patients with three or four admissions within a 30 
day period. 

  Operationalize a proven patient education model 
focusing on consumer engagement and health 
literacy. 
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SNF Opportunities 

  Engage the SNF Medical Directors in implementing a 
screening process to ensure hospital transfer is appropriate/
indicated. 

  Collaborate with Pharmacy/MDs to prescribe medications 
consistent with the Beers List to facilitate medication continuity 
in all care settings. 

  Adopt a continuum based CHF protocol to reduce CHF 
readmissions.  Our 2010 CHF rate is 30% which is a 
significant increase. 
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AMS/Collaboration 

  Explore the development of a formalized Care Transitions Program 
for AMS patients.   This would include identification of at risk 
consumers, follow up phone calls to confirm patient’s follow up MD 
appointment, access to prescribed medications, knowledge of “red 
flags”, and possibly pre-visit planning. 

  Actively engaged with HHHN to promote collaboration regarding 
patient identification, education, and data sharing to determine if the 
care transitions interventions are achieving the desired outcomes; 
reduction in 30 day readmissions, reduced ancillary consumption, 
and key outcome measures. 


