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Hospital readmissions in older adult populations are an emerging quality indicator for acute
care hospitals. Recent evidence has linked functional decline during and after hospitalization
with an elevated risk of hospital readmission. However, models of care that have been
developed to reduce hospital readmission rates do not adequately address functional deficits.
Physical therapists, as experts in optimizing physical function, have a strong opportunity to
contribute meaningfully to care transition models and demonstrate the value of physical
therapy interventions in reducing readmissions. Thus, the purposes of this perspective article
are: (1) to describe the need for physical therapist input during care transitions for older adults
and (2) to outline strategies for expanding physical therapy participation in care transitions for
older adults, with an overall goal of reducing avoidable 30-day hospital readmissions.
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Physical Therapists’ Role in Reduction of Hospital Readmissions

early 1 in 5 Medicare beneficia-

ries are readmitted to the hospital

within 30 days after an acute hos-
pitalization.! Reduction of 30-day hospi-
tal readmissions is a major quality
improvement goal for many acute care
hospitals, partly in response to new
Medicare rules that penalize hospitals
that demonstrate higher-than-average
readmission rates for populations of ben-
eficiaries with certain target conditions.?
Currently, these Medicare target condi-
tions include congestive heart failure,
pneumonia, acute myocardial infarction,
chronic obstructive pulmonary disease
exacerbation, and total knee or hip
arthroplasty.? Thus, there is a strong
impetus to develop care models that ade-
quately address known risk factors for
hospital readmissions during transitions
from hospital to home. These risk factors
include medical complexity, age, comor-
bidities, access to care, hospital length of
stay, social support, and— of most rele-
vance to rehabilitation professionals—
impaired physical function.*-8

A number of care transition models have
emerged to address the growing prob-
lem of hospital readmissions. These care
models are designed to reduce the frag-
mentation of health care that occurs dur-
ing the transfer from acute hospitaliza-
tion to follow-up with an outpatient
primary care provider.°-!2 In general,
care transition models are predicated on
improving provider-to-provider commu-
nications, improving coordination of
care, and educating patients on how to
self-monitor and manage their medical
conditions—these  activities, = when
implemented systematically, have been
shown to reduce hospital readmissions
in controlled trials.!3-1¢ However, to our
knowledge, none of these innovative
care transition models formally include
physical therapist analysis of, or interven-
tion on, known independent functional
predictors of hospital readmission, such
as gait speed,!7-18 strength.'® or activities
of daily living (ADL) ability2%-2! (Tab. 1).

The paucity of physical therapy involve-
ment in these models is concerning.
Functional deficits represent an indepen-
dent risk factor for hospital readmission
and are potentially addressable with
physical therapy interventions.?? Older

adults with Medicare target conditions
who receive physical therapist services
during the period between hospital
admission and 30 days postdischarge
have fewer hospital readmissions?324
and greater improvements in physical
function.?> Thus, increasing physical
therapist participation during care tran-
sitions may contribute to even better
identification and treatment of those
older adults at highest risk for a hospital
readmission. Physical therapists may be
the optimal medical professionals to
identify and manage functional decline
before, during, and after an acute
hospitalization.

How Physical Therapists
Could Participate in Care

Transitions

The aims of this perspective article are:
(1) to describe the need for physical ther-
apist input to monitor and optimize
changes in physical function during care
transitions for older adults and (2) to
outline strategies for expanding physical
therapist participation in care transitions
for older adults, with an overall goal of
reducing avoidable 30-day hospital read-
missions. We will use a validated frame-
work that describes the care processes
crucial to an ideal transition of care (ITC)
developed by Burke and colleagues2©-27
(Figure) and outline how physical thera-
pists could contribute within such a
model in a meaningful way. This frame-
work provides a comprehensive over-
view of how medical teams can work
collaboratively to bridge the treatment
gap between hospital discharge and out-
patient follow-up through improved dis-
charge planning, coordination of care,
and postdischarge monitoring of vulner-
able older adults. We provide evidence-
based recommendations for increasing
physical therapy involvement in each
domain of the ITC framework below,
and these recommendations are summa-
rized in Table 2.

Discharge Planning

The ITC starts with discharge planning.
Discharge planning occurs before the
patient is discharged from the acute
care hospital and ideally throughout
the entirety of a hospital stay. Discharge
planning includes input from multiple
members of the health care team on loca-

tion and services required for the next
level of care. This process is a central
role in the care practices of an acute care
physical therapist?®; hospital readmis-
sion rates after acute care discharge are 3
times higher if physical therapist dis-
charge recommendations are replaced
with less intensive interventions.?? How-
ever, the discharge planning process
encompasses more than a recommenda-
tion of discharge location and services.
For older adults being discharged to com-
munity settings, discharge planning also
includes collaboration with community
health care practitioners (which may
include physical therapists) about the
discharge and follow-up plan and arrang-
ing follow-up visits. Synchronous (eg, by
telephone) communication occurs only
3% of the time between hospital physi-
cians and community physicians.3° Like-
wise, acute care physical therapists are
afforded insufficient (if any) time and
opportunity to communicate synchro-
nously with community physical therapy
providers (home health or outpatient
physical therapists) about the discharge
and follow-up plan for older adults.

There is a paucity of research evaluating
the content or frequency of communica-
tions that occur before hospital dis-
charge between acute physical therapy
providers and physical therapy providers
in community settings, especially in the
context of reducing hospital readmis-
sions. Synchronous communications
about function between acute care phys-
ical therapists and community clinicians
prior to discharge should be included for
older adults at high risk for readmissions.
These communications could help
ensure that the community clinician is
able to see the patient in a timely manner
after hospital discharge, is adequately
informed about functional needs, and
has the requisite expertise to manage the
observed impairments appropriately.

Other key considerations in models of
transitional care are ensuring that
patients and caregivers are prepared for
hospital discharge and empowering
patients and caregivers to assert prefer-
ences during the discharge planning pro-
cess. Optimal translation of discharge
education into meaningful action in the
home setting may occur if physical ther-
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Physical Therapists’ Role in Reduction of Hospital Readmissions

apists provide discharge education not
only on the day of discharge but through-
out the inpatient stay.3! Providing educa-
tion throughout the length of stay will
allow a physical therapist to both solicit
feedback from the patient and caregiver
about the recommendations and probe
for barriers to implementation.

When patients with medically complex
conditions are more satisfied with
the discharge planning and communica-
tion during a hospital stay, there is a
decreased risk of 30-day readmissions.32
Descriptions of physical therapist prac-
tice in acute care settings suggest that
physical therapists routinely include
patients and solicit input from caregivers
in discussions about the discharge plan-
ning process.?® This patient-centered
process likely contributes to a reduction
in hospital readmissions.33

Complete Communication of
Information

At the time of discharge, a complete
transfer of information is necessary for
an ITC. The ITC framework suggests that
the hospital discharge summary should
include a complete information set with
all relevant information needed for con-
tinuing the plan of care.?° However, hos-
pitalists often do not include information
about physical function in communica-
tions with primary care providers. Func-
tional information is often crucial to
coordinating community rehabilitation
services34 (eg, certifying that a Medicare
beneficiary is homebound). A lack of
care coordination surrounding function,
therefore, may leave older adults with
unresolved biomarkers for further func-
tional disability, hospital readmission,
institutionalization, or death.2!-35 Across
older adults in a large academic medical
center, a description of the patient’s
function compared with baseline is
included in only 19% of discharge sum-
maries; similarly, information about dis-
charge physical function is included in
only 26% of discharge summaries.3° Spe-
cific recommendations from physical
therapists, including those regarding the
needs for assistive devices or further
physical therapist services, are com-
pletely missing from 55% of discharge
summaries; these omissions are associ-
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creating an ideal process to improve transitional care. | Hosp Med. 2013;8:102-109.

ated with increased risk of hospital
readmission.3”

Physical therapists can contribute to a
complete communication of information
by ensuring that documentation about
the patient’s functional recovery and dis-
charge status is recorded in a timely man-
ner during the hospital stay and is rou-
tinely included in any transfer of
information to community providers.
This process may be accomplished
through developing standard informa-
tion sets that populate automatically into
physician discharge summaries or devel-
opment of separate information sheets
that are provided with discharge orders
by the discharge planner or case man-
ager. Functional status templates should
include measures of the ability to carry
out ADLs and measures of different but
complementary functional domains3®
known to affect readmissions, such as
ambulatory ability3® and lower extremity
strength.?! In addition, information
about trajectory of recovery while in the
hospital should be included in any trans-
fer of information, as this information is
prognostic for recovery and mortality
after hospitalization.%-41 Measures such
as gait speed*? or Short Physical Perfor-
mance Battery score43 are sensitive to
change during hospitalization, and data

obtained with these measures may help
inform discussions with physicians about
recovery trajectory, especially for older
adults who have not demonstrated an
overt decline in ADL function.

Availability, Timeliness, Clarity,
and Organization of Information
As older adults are being discharged from
acute care hospital stays quicker and
sicker,#* the availability, timeliness, clar-
ity, and organization of discharge infor-
mation are increasingly critical for ideal
transitions to community settings.
Because the transition from hospital to
community settings often occurs with-
out significant lead time, hospital dis-
charge summaries are rarely ready at the
time of discharge, and 66% to 88% of the
time discharge summaries are still
unavailable at the time of the scheduled
community follow-up visits.3¢ This lack
of timeliness and availability of discharge
information affects care delivery at the
physician provider level, and evidence
suggests that home health and outpatient
physical therapists experience similar
concerns regarding availability and time-
liness of hospital information.4> The clar-
ity and organization of discharge infor-
mation is also a concern, with
community physicians reporting signifi-
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Physical Therapists’ Role in Reduction of Hospital Readmissions

Table 2.

Proposed Physical Therapist Contributions to Care Transitions for Older Adults®

Domain of the Ideal Transition of
Care Framework

Recommended Care Processes Relevant to
Physical Therapists

Proposed Expansion of Physical Therapist Role
During Care Transitions

Discharge planning

® Develop multidisciplinary plan of care, including
determination of discharge location and needed
services

® Collaboration with community providers to
discuss discharge plan prior to leaving hospital

® Integration of patient, family, and caregiver input
into discharge plans

® Development of care pathways that include routine,
synchronous communication between physical
therapists in different care settings about an older
adult’s discharge plan prior to hospital discharge

Complete communication of information

® Ensure hospital discharge summaries include
complete information about a patient’s hospital
stay and condition at discharge

® Include information about response to treatments
while hospitalized in all discharge summaries

Availability, timeliness, clarity, and
organization of information

® Make discharge summaries available in a timely
manner after hospital discharge

® Ensure information is presented in a standardized
way that facilitates apt identification of critical
information

@ Increase involvement in development and
optimization of documentation methods that
automatically populate critical functional
information into discharge information sets

® Development of a standardized template for
communicating information about function
between disciplines during care transitions

Medication safety

® Communicate medication changes to outpatient
providers

® Reconcile medications prescribed at discharge
with preadmission medications

@ Monitor for changes in functional status that could
inform physician decisions about medication safety
and tolerance (eg, orthostatic hypotension,
dizziness with opioid analgesics)

Educating patients to promote self-
management

® Educate patients and caregivers on medical
management and follow-up care required

® Provide information about warning signs
(eg, >1.36-kg [3-Ib] weight gain in 24 h in
patients with heart failure) that necessitate
follow-up

® Routinely educate patients and caregivers about the
risks associated with functional decline (eg,
decreasing ability to rise from a chair)

® Provide patients and caregivers with information
how to seek physical therapy in the event that
functional decline develops after hospitalization

Enlisting help of home and community
supports

® Assess the need for formal and informal
caregiving at time of hospital discharge

® Enlist skilled and nonskilled services to meet
at-home needs of older adults

® Ensure caregivers are trained to meet ADL
deficiencies before discharge

® Work with discharge planners to ensure older adults
have adequate caregiving resources to manage ADL
disability during transitional periods

Advance care planning

® Discuss goals of ongoing care after hospital
discharge

® Refer to palliative care or hospice services, as
appropriate

® Advocate for routine functional evaluation referred
for hospice/palliative care services

® Provide maintenance physical therapy to patients
using hospice/palliative care to reduce functional
decline

Coordinating care among team
members

® Establish open lines of communication among all
providers

® Maintain continuity of providers as much as
possible

® Help develop standardized care handoffs to
optimize management of functional deficits

@ Develop standards for physical therapy provider
continuity after hospitalization

Monitoring and managing symptoms
after discharge

® Monitoring for declines in medical status
® Monitor for inability to self-manage condition
adequately

® Implement routine monitoring of key physical
function parameters after hospitalization

® Educate community physicians on key self-reported
functional deficits representing increased risk of
hospitalization

Outpatient follow-up

® Ensure safe transition of care

® Utilize multidisciplinary teams

® Follow-up with medical providers most aligned
with care needs

® Assist in development of a functional assessment
battery for use during posthospitalization physician
follow-up visits

® Increase participation in interprofessional models of
care for posthospitalized older adults, such as the
patient-centered medical home model

? ADL=activities of daily living.

cantly greater ability to quickly ascertain
relevant hospital information when it
was presented in a standardized format
with clear subheadings.4¢ Standardizing

the presentation of information also has
been shown to improve safety and com-
munication regarding mobility impair-
ments within rehabilitation settings.*”

In addition to the complete transfer of
information described previously, physi-
cal therapists can contribute to improv-
ing timeliness, availability, clarity, and
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Physical Therapists’ Role in Reduction of Hospital Readmissions

organization of information by develop-
ing clear, standardized templates for
reporting functional status to physicians
that are included in hospital discharge
summaries. Physical therapist participa-
tion has not yet been reported in the
development of standardized content for
hospital discharge summaries, but phys-
ical therapist input is likely valuable to
develop optimal methods for communi-
cating functional information in dis-
charge summaries to community provid-
ers for further follow-up. Thus, it appears
that physical therapists can contribute
meaningfully to ideal transitions of care
and The Joint Commission national
patient safety goals*® by ensuring assess-
ments of function with critical impor-
tance, such as a gait speed below 0.6
m/s, are communicated to the right per-
son at the right time when older adults
are discharged from the hospital.

Medication Safety

Medication safety is a central focus area
for care transitions, given that adverse
events related to medication manage-
ment are among the leading causes of
hospital readmission.® Although physi-
cians, nurses, and pharmacists are appro-
priately the primary drivers of the pro-
cess of medication management and
reconciliation during a hospital stay and
at the time of discharge, physical thera-
pists still have a small, albeit important,
role in improving this process.

Identification of possible medication side
effects that occur during mobility activi-
ties is an important insight that physical
therapists could contribute during the
ITC to reduce the risk of avoidable hos-
pital readmissions. This identification
may include communication about the
presence of orthostatic hypotension dur-
ing mobility tasks, fall risk for a patient
taking anticoagulant medication, or the
balance between function and pain con-
trol for a patient taking oral opioid anal-
gesics. Additionally, information about
vital sign (eg, heart rate, blood pressure)
changes with exercise in the presence of
medications (eg, beta-blockers) may be
observed primarily by physical therapists
in the immediate posthospitalization
period. This information is likely valu-
able for providers in home health or out-
patient settings who review medications

as part of developing a follow-up plan of
care. Increasing physical therapy partic-
ipation in the medication safety domain
of the ITC involves improving communi-
cation between community primary care
providers and physical therapists when
medication changes are implemented so
that physical therapists can evaluate for
and report any adverse effects on mobil-
ity, physical function, or safety.

Educating Older Adults to
Promote Self-Management
Teaching older adults and caregivers
about their medical condition and
required follow-up care is the next essen-
tial step in an ITC. Promoting self-
management involves education to older
adults and caregivers on appropriate
postdischarge management of a new sur-
gical or medical diagnosis, written
reminders of follow-up appointments,
and education on risk factors (“red
flags”) that indicate the need for imme-
diate physician follow-up—all of which
contribute to a reduction in avoidable
hospital readmission. The role of the
physical therapist in this process centers
on self-management of mobility-related
concerns, such as the appropriate device
needed for ambulation, equipment
needed for safety in the home, or the
appropriate amount of assistance needed
for ADLs. This process of education ide-
ally should begin in the acute care setting
and continue seamlessly through com-
munity settings via community physical
therapists and physicians.

In addition to addressing older adults’
immediate postdischarge needs, physical
therapists in acute care and community
settings should be involved in ongoing
self-management needs, such as pro-
gressing older adults through a physical
therapy plan of care, which requires
identifying and addressing their chang-
ing symptoms and mobility needs. For
example, physical therapists play a criti-
cal role in educating older adults about
mobility-related red flags, such as slow-
ing gait speed or new impairments in
strength or ADL function that occur dur-
ing care transitions. Evidence from a
small prospective study suggests that
older adults who walk <4,691 steps per
day over the first week postdischarge are
approximately 6 times more likely to be

readmitted within 30 days.3° Similarly, a
decline in self-reported ADL ability is
strongly linked to poor outcomes follow-
ing hospitalization.>° Thus, physical ther-
apists can participate in improving
patient self-management and reducing
the risk of hospital readmission during
care transitions by emphasizing to both
older adults and caregivers the impor-
tance of monitoring and reporting
declines in physical function. In a small
quality improvement study on veterans
following total knee arthroplasty, involv-
ing physical therapists in the mobility
education given to older adults during
care transitions resulted in a 36% reduc-
tion in hospital readmissions.?*

For patients discharged from the hospital
without physical therapy or those who
did not see a physical therapist during
their inpatient stay, education about self-
management of physical function is still
highly relevant but likely missing in cur-
rent care transition models. Physical
therapists could improve care transitions
for these patients by developing general
health and wellness educational materi-
als that include strategies for maintaining
function, improving physical activity,
and reducing fall risk after hospitaliza-
tion. Other educational materials that
may be valuable for older adults include
recommendations for group classes or
wellness programs to supplement man-
agement of medical conditions (eg, a
group exercise class for older adults with
chronic heart failure). These materials
and referrals for self-management activi-
ties could be disseminated to older adults
by other members of the health care
team, such as nurses, when discharge
planning occurs without the direct input
of a physical therapist.

Enlisting Help of Social and
Community Supports

Determining an older adult’s need for
ongoing assistance in the community
after hospital discharge is a shared
responsibility between acute care and
community practitioners during an ITC.
The assessment of functional indepen-
dence by acute care physical therapists
helps guide discharge location. For older
adults being discharged home, this
assessment also guides recommenda-
tions for formal or informal ADL assis-
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tance in the community environment.?8
Discharge planners then take this infor-
mation and work to set up the needed
resources to be available at the time of
discharge and communicate these needs
to community practitioners.

When discharge planning is fragmented
or incomplete, information about func-
tional or ADL assistance needs is often
not appropriately communicated. This
breakdown in communication is associ-
ated with an elevated risk for hospital
readmission; older adults who return
home with these unmet needs for ADL
assistance have a 66% increase in the
odds of hospital readmission compared
with older adults discharged home at the
same functional level whose needs are
adequately addressed after discharge.>!
Thus, acute care physical therapists can
take a more active role in discharge plan-
ning to ensure older adults’ ADL disabil-
ity needs are met during the 30-day post-
hospitalization period to reduce risk of
hospital readmission. Meeting these
needs might include training family care-
givers on giving appropriate assistance
or working with discharge planners to
ensure that caregivers can be arranged in
a timely manner during the posthospital-
ization period— especially within the 48
hour window allowed between hospital
discharge and initiation of home health
care services.

Advance Care Planning

During an ITC, in-hospital advance care
planning has been recommended to clar-
ify treatment goals and facilitate referrals,
if necessary, to hospice or palliative care
services. This process has been shown to
reduce avoidable hospital readmissions
for symptoms that can be managed in the
home or community setting.2® However,
physical therapists are rarely involved in
the advance care planning process for
hospitalized older adults, despite the fact
that upward of 50% of older adults utiliz-
ing palliative care services experience a
fall related to impairments in physical
functioning.>?

If an older adult receives hospice or pal-
liative care services, the role of the phys-
ical therapist in the ITC shifts from that
of being a provider of restorative care to
being a provider of maintenance ser-

vices. Acute care physical therapists
should recognize that a patient may
require physical therapist services to pre-
vent further decline in function or a fall
leading to an avoidable hospital readmis-
sion. In addition, a physical therapist
may explicitly advocate to the palliative
care or hospice team for the patient to
receive maintenance physical therapy.
Many older adults benefit from physical
therapist services during palliative care;
these services may additionally help
reduce avoidable readmissions during
transitions from acute hospitalization.

Coordinating Care Among Team
Members

A successful transition of care from hos-
pital to home also includes strong coor-
dination of care among all health care
providers. Care coordination efforts dur-
ing care transitions ensure that all home
and community providers have access to
pertinent information and are communi-
cating cohesively about the continued
treatment plan. Coordination during an
ITC should involve as much continuity in
care providers as possible. Maintaining
continuity of physical therapy providers
reduces  hospitalization  risk  and
improves functional outcomes for older
adults receiving home health care.>3
Additionally, when coordination is
strong among physicians, nurses, and
physical therapists during a care transi-
tion, older adults perceive their quality
of care to be better and self-report less
pain and better postoperative physical
function.>*

A 2008 American Physical Therapy Asso-
ciation position statement (HOD P0G6-08-
16-16) encourages physical therapists to
implement standardized handoff com-
munications to ensure appropriate care
coordination.>> Although this position
statement emphasizes care handoffs
between 2 therapists treating a common
patient at the same facility, these com-
munications may be even more critical to
implement across care settings, espe-
cially when managing older adults during
the period of high vulnerability after
acute hospitalization. Medicare data sug-
gest that 39% of older adults transfer
between different care settings 2 or
more times in the 30 days after hospital
discharge.>¢

Physical therapists can contribute to
improving continuity of care in 2 ways.
First, physical therapists can adopt and
utilize templates such as the Situation-
Background-Assessment-Recommendation
(SBAR) to streamline communications
about and coordinating care for older
adults with functional impairments with
other physical therapists, care transition
nurses, and community physicians.4”
Development of a standardized template
could reduce the communication break-
downs among rehabilitation providers
that have been reported when older
adults with mobility impairments transi-
tion to the home setting*5-57 and subse-
quently may help reduce hospital read-
missions. Second, physical therapists can
develop standards for provider continu-
ity during the 30-day transitional period
after acute hospitalization, especially for
those older adults at high risk for hospital
readmission.

Monitoring and Managing
Symptoms After Discharge
Monitoring and managing symptoms
after discharge is a cardinal feature in
most current care transitions models,
especially for older adults with Medicare
target conditions such as congestive
heart failure.'> Noting the presence of
any medical complications early during
the care transition process is thought to
be a key way to reduce avoidable hospi-
tal readmissions.” However, neither
physical therapy consultation nor post-
discharge monitoring of the trajectory of
physical function recovery is explicitly
mentioned in the 3 major care transition
models.14-16

Physical therapists can increase partici-
pation in the monitoring and manage-
ment of physical function and related
symptoms after hospital discharge in a
variety of ways. First, physical therapists
can establish use of common tools to
assess function in older adults after hos-
pital discharge and monitor for recovery
commiserate with environmental needs
(ie, adequate mobility to perform ADLs
and instrumental activities of daily living
[IADLs] needed for community indepen-
dence). Second, physical therapists can
educate community physicians and nurs-
ing staff on key self-reported functional
deficits representing increased risk of
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hospitalization, such as patient reports of
declining ADL ability?! or increasing
lower extremity weakness.>® Addition-
ally, physical therapists can assess and
communicate a range of symptoms with
medical etiology that may occur during
and limit these tasks, such as dizziness,
light-headedness, pain, fear, anxiety, or
excessive fatigue.

Outpatient Follow-up

The final step in an ITC for an older adult
is attendance at an outpatient follow-up
visit with his or her primary care pro-
vider or other provider familiar with the
patient. However, recommendations
about the content of hospital follow-up
visits do not routinely include any formal
assessment of, or interventions for,
impaired functional status.>® Older adults
who report low physical activity levels
during posthospitalization follow-up vis-
its with physicians have a 64% increase
in the odds of hospital readmission.®®
Thus, the lack of a routine functional
assessment during outpatient physician
follow-ups is an especially concerning
omission for those older adults who are
discharged home without a referral for
or access to physical therapist services
(eg, those who are not homebound and
thus do not qualify for Medicare home
health services but are still functionally
impaired and unable to access outpatient
physical therapy).

Declining physical function can occur in
isolation of increasing disease severity©!
and thus should be monitored separately
as an independent risk factor for hospital
readmission by all members of the med-
ical team. Physical therapists, therefore,
have a tremendous opportunity to
improve the final stages of a care transi-
tion by helping develop functional
assessment batteries that can be carried
out by community physicians or nurses
as part of the posthospital follow-up visit
for older adults. These assessments could
use tools with established functional cut-
offs for adverse outcomes related to hos-
pitalization, such as gait speed (below
1.0 m/s'7:2) or inability to rise from a
chair without use of hands.®3> A frame-
work for this approach is provided by
the Centers for Disease Control and Pre-
vention’s Stopping Elderly Accidents,
Deaths, and Injuries (STEADI) fall-risk

assessment tool.** The STEADI tool is a
standardized algorithm implemented by
physicians during office visits that iden-
tifies older adults who are at risk for falls
and offers suggested management strate-
gies; physical therapists could contribute
or lead development of a similar algo-
rithm for assessment and management of
functional decline after hospitalization in
primary care settings. Optimal physical
therapist treatment of older adults with
functional decline after hospitalization
has previously been described by Falvey
et al.?2

Integration of physical therapists into
patient-centered medical home (PCMH)
models of primary care may be another
highly translatable implementation strat-
egy for improving the quality of func-
tional assessment during posthospitaliza-
tion follow-up visits. The PCMH models
utilize team-based health care delivery
strategies to provide a comprehensive,
patient-centered primary care service.®>
The PCMH models that include physical
therapist input have been shown to
improve quality of life and reduce emer-
gency department utilization in a popu-
lation of vulnerable older adults.®%-%7 This
finding suggests that inclusion of physi-
cal therapists in a PCMH model may have
value in optimizing outcomes for older
adults transitioning from hospital set-
tings to the community. How physical
therapists are best integrated into these
models, however, has yet to be
determined.

Future Directions

Care transitions are a major part of
emerging care bundling efforts currently
being tested by the Centers for Medicare
& Medicaid Services (CMS),%8 such as the
community-based care transitions model
and the care bundling initiatives for spe-
cific acute care diagnosis groups. A com-
mon quality of care indicator within
these care bundling models is a reduc-
tion in avoidable hospital readmis-
sions—a reduction that feasibly could be
facilitated through improvements in
posthospitalization management of phys-
ical function. Thus, there are 3 main
future directions to further physical ther-
apist involvement in care transitions: (1)
develop standardized tools for communi-
cating functional deficits to multiple dis-

ciplines across care settings, (2) develop
research and quality improvement initia-
tives that test the impact of different
models of physical therapist service
delivery on hospital readmissions, and
(3) expand interprofessional education
to further expose physicians, pharma-
cists, and nurses to the role of physical
therapists in the treatment of older adults
after acute hospitalization. These initia-
tives will help physical therapists be
more responsive to current goals sur-
rounding communication and coordina-
tion of care during care transitions set
forth by The Joint Commission, demon-
strate  how physical therapy affects
patient outcomes after hospitalization,
and improve recognition of how physical
therapists can meaningfully improve out-
comes for older adults emerging interdis-
ciplinary models of care.

Conclusions

Considering the strong evidence that
links functional abilities in the immediate
posthospitalization period to readmis-
sion risk, physical therapists need to
assume a stronger role in the treatment
of older adults within care transition
models. Physical therapists can contrib-
ute meaningfully to existing care transi-
tion models and work collaboratively
with other health care disciplines in
reducing avoidable hospital readmis-
sions. They also are uniquely qualified to
assess physical function, which repre-
sents a strong independent risk factor for
hospital readmission. Yet, physical ther-
apists have not routinely been included
in care transition efforts beyond recom-
mendations of discharge location—an
important, but limited, utilization of our
skills as health care professionals for
older adults. This omission should start a
conversation about how we shift the
rehabilitation paradigm in acute care set-
tings away from a distinct “silo” of care
that ends when the patient leaves the
hospital toward a model where acute
care physical therapists extend their plan
of care to include the 30-day transitional
care period during which hospitals
remain accountable for patient out-
comes. Opportunities exist for physical
therapists to increase their involvement
in care transitions, especially when new
Medicare penalties for excessive read-
missions from other health care facilities
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(eg, inpatient rehabilitation) begin to be
enforced.

For many older adults transitioning from
the hospital to home settings, physical
therapists are the right provider at the
right time to assess and address posthos-
pitalization physical and functional defi-
cits. Developing tools and models of care
that encompass this period not only
shifts physical therapist practices to
being more responsive to patient needs
during care transitions but may improve
functional outcomes for older adults
after hospitalization. Such approaches
may plausibly contribute to reducing
hospital readmissions, improving overall
medical outcomes, and subsequently
decreasing health care costs—thereby
objectively demonstrating the value of
physical therapy in both this emerging
care delivery model and future care bun-
dling efforts for older adults.
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