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Å1 in 5 readmitted within 30 Days 

ÅMore than 75% of these 

readmissions are preventable* 

 

 

ÅReturn trips can be prevented  

 

 

 

 

New 

solutions 
 

 
 

 



Top Reasons for 30-day Hospital Readmissions: 

 

VFailure to make follow-up appointments 

VLack of communication 

VFailure to understand medication management 

VAbsence of in-home support 

VNon-adherence to lifestyle recommendations 

VFailure to understand and actively participate in the 

management of their chronic disease 

 
 

 
 

 

 
 



Best Practice Approach 



Inspiration 

 

Coleman Care Transition  

Intervention Program 

Reduced hospital readmissions by 

50% at 30, 60 and 90 days 
 



The Framework:  
 

Making More 
Possible 

 
 

HANDS 

BrightStar 
Clinical 
Pathwaysϱ 

BrightStar 
LifeCare 

KidCare 

Staffing 

Person-Centered Care 
Clinical Expertise 
National Quality Standards 

Cutting Edge Clinical Programs 



ÅHospital Accelerated Nurse 

Discharge Service  

 

ÅBeginning of a journey. 

 

ÅBegins at discharge for a 

minimum of 24 hours 

 

ÅRN Care Manager 

 

ÅPerson-centered services 

performed by our CNA 

 

HANDS: 

What is it? 
 

 

 





Å HANDS Basic 

ï3 hours CNA time 

ï1 RN Home Visit within 4-8 hours 

of discharge  

 

Å HANDS Plus 

ïEverything included above 

ïPre-discharge RN Visit at hospital 

(meet & greet, chart review, 

discharge instructions, etc) 

ï1 additional RN visit 

ï24/7 RN phone call availability for 

30 days 

ïDetailed medication 

instruction/med set-up if indicated 

 

HANDS Basic 

HANDS Plus 



 BrightStar Clinical Pathwaysϱ 

                    A Cutting Edge  

         Transitional Care Program 
 

 

 

ÅTime limited, evidence-based, condition specific  

ÅEmpowering the client 

ÅRN BrightStar Clinical Pathway Coordinator  

ÅSpecially trained care team  

ÅCollaboration with the clientôs primary care team 

and specialists 

 

 

Empowering Individuals with chronic illness 

through our best practice approach 



ÁHeart failure 

 

ÁCOPD 

 

ÁPneumonia 

 

ÁAcute MI 

 

ÁDelirium & Dementia 

 

ÁDiabetes 

 

ÁFalls with Fracture 

 

BrightStar 

Clinical 

Pathways 
SM 



BrightStar Clinical Pathways  Materials 


