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ABSTRACT: Hospital discharge planners play an important role in helping patients choose appropriate home health care. However, during the
COVID-19 pandemic, they may not have had enough information to make the best decisions for their patients. A study of 58 discharge planners
from Michigan hospitals found that 90% of them wanted information about the quality of home health agencies and whether they were prepared
for COVID-19. However, only about 20% had this information readily available. The study also found that discharge planners varied in how they
incorporated quality information. Some did not incorporate any quality information at all, while others provided it to patients without explaining
its significance. Only about 25% of discharge planners helped patients interpret different sources of information. These findings suggest that
hospital discharge planners had an unmet need for quality information, and they also provided limited assistance to patients. This may have
led to some patients receiving suboptimal care. Thus, we proposed that hospital discharge planners need more information about the quality of
home health agencies. Discharge planners should be more transparent about the quality of information they have, and they should help patients

interpret it.
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Introduction
Patients have long struggled with identifying high-quality
post-acute home health care.l? Post-acute home health care
services may include nursing for pharmacologic and non-phar-
macologic interventions; occupational therapy to maintain
functional capacity; and physical therapy to help patients
recover from illness and maintain independence.3 Even though
high-quality home health care may lead to decreased hospitali-
zations and lower costs, quality in the sector varies greatly.
Home health care quality, as commonly measured by how well
an agency helps patients manage daily activities, treats symp-
toms and wounds, prevents harm and hospital use, vary sub-
stantially by geography and for racial-ethnic minority
populations.** In recent years, the coronavirus disease 2019
(COVID-19)! pandemic has brought safety to the forefront of
quality, and made it increasingly difficult for patients to iden-
tify safe options,® and a substantial proportion of clinically
vulnerable patients have delayed care due to concerns about
safety with regards to infection.®

The hospital discharge planner, often a nurse or social
worker, plays an important role in guiding where patients
receive post-acute care.? Discharge planners arrange post-
acute referrals, identify potential service options, and assist
patients in selecting providers,!* with an overarching goal of

ensuring continuity of care as patients transition across settings
and minimizing adverse events following discharge.’? Studies
show that effective discharge planning can decrease medical
errors, hospital use, and nonadherence to post-discharge care
regimens.’31 US federal regulations require a hospital provide
patients with a list of home health agencies in the patients’geo-
graphic location. Since November 2019, the Centers for
Medicare and Medicaid Services (CMS) has further required
US hospitals to provide quality information to patients for bet-
ter discharge planning.’® This requirement speaks to the
important role of discharge planning in helping patients navi-
gate the care continuum.

Ideally, discharge planners would provide information tai-
lored to patients’ needs and concerns.!” Yet prior literature sug-
gests that discharge planners have incomplete information
about the quality of home health agencies and provide insuffi-
cient guidance to patients.! For instance, discharge planners
often lacked a mechanism to receive patient feedback regard-
ing home health care quality after patients left and many were
unaware of publicly available sources of objective quality meas-
ures such as those produced by the CMS.! Given new chal-
lenges brought forth by the pandemic, whether discharge
planning practices were sufficient in assisting patients in
choosing home health care is unknown.
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Our objective was to understand discharge planning needs
and practices during the pandemic. In this mixed-methods
study, we surveyed and interviewed 58 hospital discharge plan-
ners from 27 hospitals in Michigan. We sought to understand
discharge information needs, what information were used to
inform referrals, and the extent to which they helped patients
identify high-quality home health options.

Analysis Strategy

We employed a multi-stage mixed methods study design.'® We
first surveyed discharge planners to understand the availability
and usefulness of quality and COVID-19 safety information
for referrals to home health (Appendix 1). Next, we interviewed
discharge planners to understand how they gathered, used, and
presented quality information to patients. Finally, we drew
upon interview findings to develop a second survey to quantify
key themes and patterns in processes, facilitators, and barriers
found in the interviews.

Participants

We collected data from June 16, 2020, through September 1,
2020, on a convenience sample of discharge planners, who were
employed at general, acute care hospitals in the Michigan Value
Collaborative (MVC). The MVC is a coalition of 87 hospitals
representing 89% of acute care hospitals in Michigan with an
explicit focus on improving quality of care.

The MVC sent an initial email to representatives from each
of the 87 member hospitals on June 16, asking them to dis-
seminate our initial survey to discharge planning staff within
their institutions. We fielded the first survey online via
Qualtrics from June 16 to August 7 and obtained responses
from 58 discharge planners representing 27 hospitals. At the
end of the survey, respondents were prompted to indicate their
interest in participating in a follow-up interview and/or
survey.

We then conducted all 11 semi-structured, one-on-one tel-
ephone interviews from July 13—August 11. The goal of the
interview was to capture a variety of perspectives. We devel-
oped the interview protocol based on findings from the first
survey (Appendix 2). Main topics included: (1) descriptions of
home health quality from the interviewee’s perspective, (2)
interviewee’s process of gathering and presenting information
on home health referral options to patients, and (3) interview-
ee’s procedures for assessing COVID-19 safety among home
health agencies.

One member of the study team with extensive with qualita-
tive research experience trained the second researcher with
expertise in health administration to conduct all 11 interviews
from July 13—August 11, which were typically 30 to 45 minutes
in length. Interviewers were randomly assigned interviewees
based on availability; if multiple interviewees worked within
the same health system, they were assigned a different inter-
viewer to minimize potential for bias. Despite our orientation

toward capturing various perspectives rather than reaching
saturation, we found that saturation was reached for our topic
areas of interest whereby there was no new information col-
lected from interviews.1?

All interviews were audio recorded and transcribed using
the professional audio-to-transcription service, Rev. We used a
deductive approach to coding and content analysis. (Appendix
3).2° Since we were particularly interested in discharge plan-
ners’ (1) information needs, (2) engagement with available
information, and (3) role and responsibilities in assisting
patients in identifying high quality home health care options,
our codebook reflected these areas and aligned with our inter-
view framework. In the first iteration, we coded for themes
broadly related to information needs, engagement with availa-
ble information, and responsibilities in assisting patients. Three
study team members reviewed all transcripts and were ran-
domly assigned to code 3 to 4 transcripts deductively as “pri-
mary coder” and an additional 3 to 4 transcripts as a “secondary
coder.” Then, we inductively developed subcodes to describe
and reflect specific processes, attitudes, or concerns discharge
planners expressed within the larger areas of information needs,
engagement with information, and role and responsibilities in
assisting patients.??>2 We created a spreadsheet of codes and 3
members of the study team proposed emergent subcodes based
on coding of 4 interviews as either primary or secondary coder.
The study team met once a week to discuss and form consensus
around subcodes, after which the study team completed coding
of all transcripts. Ultimately, all transcripts were coded twice,
and double coding followed by meetings to establish consensus
were used for reliability. Any discrepancies were discussed and
resolved by all coders.

In our second round of surveys, fielded from August
3—September 1, we collected responses from 16 discharge plan-
ners (Appendix 4). This survey reflected themes and sub-
themes identified in the interviews and focused on the
discharge planner’s (1) definition of high-quality home health
care, (2) process of collecting and incorporating quality infor-
mation for referrals, (3) presentation of referral options. We
used secondary data to provide additional context on the study
participants’ working environments (Appendix 5).

Participants provided written consent for the survey and
verbal consent for recording interviews and to publish deiden-
tified results. Respondents received a $10 gift card for each sur-
vey completed. Interviewees received $25 for completing an
interview.

Results

Characteristics of survey respondents and
interviewees

Our first-survey data comes from 58 discharge planners repre-
senting 27 hospitals (Table 1). Most survey respondents had
day-to-day discharge planning responsibilities (91%) and
worked at the hospital for at least 1year (93%). Most were
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Table 1. Overview of samples of hospital discharge planners in Michigan.

Number of respondents

Number of hospitals

Number of respondents per hospital, median (p25, p75)
Survey respondent characteristics

Tenure at hospital
<1 year
1-5y
5+ years
Has discharge planning duties
Has administrative duties
Confident home health agencies can keep patients safe from COVID-19
Typical number of options presented to patients at discharge
<6 home health agencies
6 to 10 home health agencies
11 to 20 home health agencies
21+ home health agencies
Hospital characteristics
Case-mix index, mean (SD)
Teaching
IPPS
For-profit ownership
Rural
Large urban
Other urban
Rural
Size
<50 beds
50-199 beds

200-399 beds

400+ beds
Hospital has COVID-19 positive patients
Hospital assesses home health for COVID-19 readiness
County characteristics
COVID-19 prevalence as of June 2020
COVID-19 cases, mean (SD)

% in bottom quartile of cases in state

FIRST SURVEY

58
27

1(1,3)

7%
32%
61%
91%
53%

82%

1.72 (0.24)
86%
40%

9%

9%
75%

16%

14%
21%
33%
36%
96%

65%

1747 (2607)

0%

INTERVIEW
11
9

1(1,3)

10%
40%
50%
93%
33%

87%

33%
33%
17%

17%

1.71 (0.29)
81%
13%

6%

18%
55%

27%

27%
18%
27%
27%
93%

47%

3025 (3915)

0%

SECOND SURVEY
16
9

1(1,1)

7%
53%
40%
90%
40%

80%

19%
38%
25%

19%

1.60 (0.26)
82%
36%

9%

6%
63%

31%

31%
13%
31%
25%
100%

20%

1139 (1690)
0%
(Continued)
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Table 1. (Continued)

% in second quartile of cases in state
% in third quartile of cases in state
% in top quartile of cases in state

% Medicaid eligible patients, mean (SD)

Hierarchical Condition Categories per person, mean (SD)

FIRST SURVEY INTERVIEW SECOND SURVEY
9% 9% 6%

19% 18% 50%

72% 73% 44%

22.19% (3.27) 24.23% (2.12) 22.22% (3.39)

1.03 (0.05) 1.04 (0.04) 1.02 (0.03)

Authors’ analysis using publicly available Medicare and Michigan.gov data and survey data collected from 6/16/2020 to 9/1/2020. IPPS =Medicare Inpatient Prospective
Payment System. Among the 58 first survey respondents, 40 expressed an interest in the follow-up survey, 22 expressed an interested in the interview, 6 individuals

participated in both the interview and second survey.

Table 2. Useful information and their availability during discharge planning for patients referred to home health care.

INFORMATION USEFUL (% OF SURVEY

RESPONDENTS)

Overall quality among home health agencies

Reputation 98

General quality 91
COVID-19 quality among home health agencies

Availability of personal protective equipment 90

Currently treating COVID-19 positive patients 90

Have COVID-19 safety protocols 88

Can contain COVID-19 spread 78

Staff training in infection control 72

INFORMATION READILY AVAILABLE (%
OF SURVEY RESPONDENTS)

Authors’ analysis using first survey data collected from 6/16/2020 to 8/7/2020. N=58 survey respondents. Information marked as “useful” if respondents reported that the
information was useful to have or that patients asked about the information at least sometimes during the discharge planning process.

employed at a teaching hospital (86%), in an urban setting
(84%),and at an institution with at least one potential COVID-
19 patient (96%). Approximately 65% incorporated some type
of COVID-19 safety assessment of home health agencies as
part of the referral process. Most (80%) felt fairly or very con-
fident that agencies could keep their patients safe.

The 11 interviewees in our sample were employed at 9 hos-
pitals. These hospitals were generally like hospitals in the first
survey sample, although there were some slight differences. For
instance, the hospitals averaged a case-mix index of 1.60
(SD=0.60) in the interview sample (vs 1.72 [SD=0.24]), had
about 22.22% (SD =3.39) of patients that were Medicaid eligi-
ble (vs 22.19% [SD=3.27)]; and about 73% of interviewees
worked in hospitals located in geographies that were in the top
quartile of COVID-19 cases in the state (vs 72%). Only 20% of
the interviewees assessed potential home health agencies for
COVID-19 safety of as part of the referral process compared to
65% in the first survey sample. A larger share of respondents
worked at hospitals with fewer than 50 beds (27%vs 14% in first
survey sample) and at hospitals located within a large urban
geographic core-based statistical area (18%vs 9%) (Table 1).

Finally, 16 discharge planners representing 9 hospitals
responded to the second survey. Fewer respondents in this sam-
ple incorporated COVID-19 safety assessments when making
referrals (47%vs 65%), and fewer worked at hospitals located in
the top quartile of COVID-19 prevalence (44%vs 72%).

Information utility and their availability

We sought respondents’ views about various information’s util-
ity and availability for discharge planning to home health in
the initial survey (Table 2). We gaged utility based on either if
respondents believed that the information would be useful for
discharge planning or if it was information asked by patients.
We found that high-utility information was mostly unavaila-
ble. More than 90% of respondents in the initial survey reported
high utility of having information on home health agencies’
reputation and general quality, but only 34% and 60% of survey
respondents had such information readily available.

The mismatch between information utility and availability
with respect to agencies’ COVID-19 readiness was worse. Only
about 20% of survey respondents had information on whether
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home health agencies had access to personal protective equip-
ment and whether the agencies were treating COVID-19
patients; yet 90% of respondents considered this information to
be high utility. Other information related to COVID-19 had
similar high discrepancy rates: 88% of respondents found hav-
ing information regarding whether the agencies had COVID-
19 safety protocols to be useful but only 21% had the
information readily available, 78% of respondents found having
information regarding whether the agencies can contain
COVID-19 spread to be useful versus 16% had the informa-
tion readily available, and 72% found having information on
whether agencies had staff trained in infection control to be
useful but only 12% had the information readily available.

The interview findings also indicate that patients and dis-
charge planners wanted more information about agencies’
quality as related to COVID-19. One interviewee noted:
“People get funny about people in their home, especially now.” “‘How
can I protect myself? How are they protecting me? Are they wearing
masks? What PPE are they using? How can I know that theyre not
going to bring me something when I'm already compromised?”
(Figure 1)

Most discharge planners struggled to provide answers to
their patients. As noted by one interviewee: ‘It harder for us, I
think, to have the hands-on information of what actually happens
in the home. Really, none of the home health agencies have provided
us with, hey, this is what we’re doing to protect patients. I think we
Just make the assumption, and maybe this is irresponsible, and we
need to have more conversations.” (Figure 1)

Discharge planners in our second survey estimated that 28%
of their patients referred to home health had asked questions
about COVID-19 (Figure 1). However, they only had COVID-
19 readiness information on 24% of agencies that typically
served their patients.

Perceptions of quality and likely sources of
information for assessing home health quality

Despite an overall dearth of information, discharge planners
were confident of the quality across home health agencies,
including their COVID-19 readiness. Our first survey indi-
cates that 82% of discharge planners were fairly or very confi-
dent that home health agencies could keep their patients safe
from infection (Table 1). The typical information source for
discharge planners in determining this were anecdotal. Most
(86%) reported relying on communication with agencies, 43%
from professional networks, and 34% on feedback from
patients. Only 26% relied on reports generated by state, federal,
insurer, or non-profit entities.

In interviews, we explored the potential explanations for
why discharge planners were likely to believe, with little to no
evidence, that home health agencies could keep patients safe
during the pandemic. This confidence appeared to be based on
whether agencies’ were willing to accept patients—a proxy for
agencies’ safety—rather than data driven assessments. Several

interviewees noted that early in the pandemic, many agencies
were requiring stringent COVID-19 diagnostics data, and in
other cases, agencies stopped taking referrals. One interviewee
noted “They've gotten a lot better because they got on board and got
the PPE and trained their staff, from what I understand. I don’t
know, really, how much training they've gotten, but they seem a lit-
tle bit more confident in the accepting of referrals and not requiring
the testing.” (Figure 2).

Like the other samples, the typical sources of information
interviewees relied upon to assess COVID-19 safety among
agencies came from communications with agencies (89%) as
opposed to systematic reports generated by reliable third par-
ties (21%) (Figure 2). Interviewees who discussed this further
found that communicating with agencies directly provided up-
to-date information with greater detail afforded through ques-
tions and additional description. With direct communication,
agency representatives could provide interviewees with greater
information about the number of patients with Covid, updates
about availability of PPE, and evolving considerations.

The dominant view among the second survey sample was
also that home health agencies could keep patients safe from
COVID-19 (87%) (Figure 1). Approximately 69% of the 16
second survey respondents characterized home health agencies
to vary somewhat in their quality (Figure 2).

Hospital discharge planners defined quality in home health
care differently, however. Most defined a high-quality agency
to be one that visits the patient soon after a hospital discharge
(88%), returns the patient to their prior levels of functioning
(69%), keeps patients out of the hospital setting (63%), responds
to referral requests from the discharge planner in a timely man-
ner (56%), and is proactive in COVID-19 readiness and safety
(56%). Other aspects, such as whether the agency has high
Medicare Home Health Star Ratings (31%) and can track
patients across settings (6%), were viewed as less important
(Figure 2).

Respondents to the second survey also identified anecdotal
information as the most likely source for assessing home health
quality even though anecdotal information was incomplete
(Figure 2). For instance, 94% would use feedback from return-
ing patients, but they only had such information on 15% of
their patients.

Incorporating home health care quality into the
discharge planning process

Using quality information to compile home health options. Our
interview findings suggest that discharge planners varied in
how they incorporated quality, and for many, quality was not
considered while compiling home health options. One inter-
viewee explained: “Basically we have a list of home care facilities in
the area. I have not had personal experience with them. We're not
allowed to recommend any. So, a lot of times, I go in and talk fo the
patient, see if they've ever had home care before, if they were happy
with their services, we'll order that one. If they're not, then I provide
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COVID-19 SAFETY CONCERNS AND PERCEPTIONS
% of patients asking about COVID-19t+ NN  23%

% of DPs confident HHAs can keep patients safe from COVID-19t I 82%

% of HHAs that DPs have any COVID-19 readiness informationtt HENEEN 24%

"People get funny about people in their home, especially now. 'How can | protect myself? How are they protecting me? Are they
wearing masks? What PPE are they using? How can | know that they're not going to bring me something when I'm already
compromised?'" - Large, urban hospital in high COVID-19 prevalence county

"They've gotten a lot better because they got on board and got the PPE and trained their staff, from what | understand. | don't
know, really, how much training they've gotten, but they seem a little bit more confident in the accepting of referrals and not
requiring the testing." -Small, rural hospital in low COVID-19 prevalence county

"It's harder for us | think to have the hands on information of what actually happens in the home. Really, none of the home
health agencies have provided us with, hey, this is what we're doing to protect patients. | think we just make the assumption
and maybe this is irresponsible and we need to have more conversations." - Large, urban hospital in high COVID-19 prevalence
county

DISCHARGE PLANNER'S PROCESS IN COMPILING AND PRESENTING HOME HEALTH CARE OPTIONS**

% of DPs use no quality information to compile optionst+ N 31%
% of DPs use Medicare Star Ratings to compile optionst+ NN 44%
% of DPs use COVID-19 readiness information to compile optionstt [l 13%

% of DPs use other quality information to compile optionst+ NN 44%

"Basically we have a list of home care facilities in the area. | have not had personal experience with them. We're not allowed to
recommend any. So a lot of times, | go in and talk to the patient, see if they've ever had home care before, if they were happy
with their services, we'll order that one. If they're not, then | provide them the list. I've never looked at home care as one is
higher quality than the other, because to me, most of them pretty well provide all the same services." - Small, rural hospital in
low COVID-19 prevalence county

"We were having a daily huddle/call with post-acute providers, and that included nursing homes, assisted living, and home care
agencies. And everybody kind of did a roll call of how many COVID patients they had, whether they were had enough PPE, and
then that list would get circulated to my staff every day." - Medium, urban hospital in high COVID-19 prevalence county

"We have a very narrow network of home care agencies that we work with that are on our patient facing document listed as a
high performing provider. So, in order for us to recommend a home care agency, we usually go by a list of our high performing
providers, unless patient specifically is asking for somebody that is not within our network of the high performing providers." -
Medium, urban hospital in high COVID-19 prevalence county

% of DPs provide options without accompanying quality e 509
informationtt ?

% of DPs tell patients how to find Medicare Star Ratingstt I 44%
% of DPs tell patients how to find quality/COVID-19 informationtt BN 16%

% of DPs help patients interpret different sources of informationt+ NN 259

Figure 1. Discharge planners’ views on home health safety and how quality information was incorporated in practice.

T Results from first survey among the second survey sample (N =16 out of 58 first survey respondents), 1 Results from second survey (N=16 survey respondents),
N=11 interview participants. Authors’ analysis using survey data collected from 8/3/2020 to 9/1/2020 and interview data collected from 7/13/2020 to 8/11/2020. **19% of
discharge planners present <6 home health options, 38% of discharge planners present 6 to 10 home health options, 25% present 11 to 20 home health options, and
19% present 21 + home health options to patients during the referral process.

them the list. I've never looked at home care as one is higher quality Four out of 11 discharge planners interviewed used an
than the other, because to me, most of them pretty well provide all organization-wide approach to incorporate quality in compil-
the same services.” (Figure 1) ing options. “We have a wvery narrow network of home care
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PERCEIVED QUALITY VARIATION ACROSS HOME HEALTH CARE

Alot N 13%
Somewhat I 9%
Vary little to none e 19%

MARKERS OF HIGH-QUALITY HOME HEALTH CARE

Provides first visit within 24-48 hours of discharge I 539
Returns patients to prior levels of functioning I 9%
Keeps patients out of the hospital I 3%

Responds to referral requests in a timely manner I 56

Is proactive in COVID-19 readiness and safety I 6%
Delivers home health care visits on time | ENEGTNG 1%
Has favorable patient reviews A
Has high Medicare Home Health Star Ratings I 5%

Provides additional services to meet future patient needs I 5

Tracks patients across settings B o

LIKELY INFORMATION USED TO ASSESS HOME HEALTH QUALITY

Feedback from patients who returned to the hospital* T 94%
Information provided by home health care to hospital T 94%
Medicare Home Health Star ratings T 88%
Formal analytic reports from hospital** T 81%
Recommendations from physicians T 63%
Patient experience shared during post-discharge follow-up calls T 63%
Organizational affiliation of home health agencies . 50%

Figure 2. Michigan discharge planners’ perceptions of home health quality and their preferred information for assessing quality.
Authors’ analysis using second survey data collected from 8/3/2020 to 9/1/2020. N=16 survey respondents. * Survey respondents reported having follow-up information
on their patients 15% of the time. ** 69% of survey respondents reported having hospital analytics to identify patient readmissions or emergency department use.

agencies that we work with that are on our patient facing document
listed as a high performing provider. So, in order for us to recom-
mend a home care agency, we usually go by a list of our high per-
Jforming providers, unless patient specifically is asking for somebody
that is 7oz within our network of the high performing providers.”
(Figure 1)

To overcome limited information on COVID-19 readiness,
3 hospitals in our interview sample convened post-acute care
providers to exchange COVID-19 readiness information. As
one interviewee described “We were having a daily huddle call
with post-acute providers. . . And everybody kind of did a roll call
of how many COVID patients they had, whether they were had
enough PPE, and then that list would get circulated to my staff
every day.” (Figure 1)

More than a third of respondents to the second survey did
not incorporate any quality information in drawing the list of
options for patients (Figure 1). Only 13% of discharge planners

reported incorporating COVID-19 readiness among agencies
in compiling the list of options for patients. Others in our sec-
ond survey used Medicare’s Home Health Star Ratings infor-
mation (44%) or other sources of quality information (44%) in
streamlining referral options.

Presenting quality information to patients. Our second survey
results indicate that 50% of surveyed discharge planners did
not provide any accompanying quality information along with
the list of home health options. In some cases, the lists were
large (Figure 1). More than a third of respondents typically
presented 6 to 10 agencies and 19% of survey respondents typi-
cally presented at least 21 options (Table 1).

Others provided verbal information: 44% of the second sur-
vey respondents informed patients how to find Medicare
Home Health Star Ratings, 16% directed patients to other
quality and COVID-19 safety information (eg, a home health
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representative). Only about 25% helped patients interpret dif-
terent sources of information about quality.

Discussion

We set out to assess discharge planners’information needs, the
information they used to inform referrals, and the extent to
which they assisted patients in identifying high-quality home
health care options. We found an overall unmet need for qual-
ity information among discharge planners. These needs were
more pronounced when helping patients identify home health
agencies capable of safely providing care during COVID-19.
While some hospitals had access to more comprehensive infor-
mation, others had to rely on unvalidated assumptions about
home health agencies. Additionally, only half of discharge
planners presented home health options with accompanying
quality information and only a quarter assisted patients in
interpreting various sources of information.

Our study suggests that discharge planners were largely
unequipped with accessible information to help patients under-
stand COVID-19 exposure risk. Fewer than a quarter of dis-
charge planners had readily available information on agencies’
COVID-19 competencies, and on average, they only had
information on 24% of agencies serving their patients. This is
particularly concerning, given that discharge planners report a
third of their patients referred to home health having questions
on COVID-19. The transfer of patients from hospital to home
healthcare is a pivotal moment in healthcare management,
requiring a comprehensive exchange of information to ensure
seamless continuity of care.?3?* Even without complications of
COVID-19, researchers have expatiated the significance of
effective communication and information sharing between
hospital discharge planners, home health care providers,
patients, and their families.?>?” These studies reveal that inad-
equate information provided during the referral process can
result in harmful outcomes, including hospital readmissions
and compromised patient safety. Our study highlights the need
for improved information exchange and communication in the
referral process from hospital to home health care.

Our study also corroborates other findings that discharge
planning practices at some hospitals may be insufficient.’?8
Numerous study have documented the importance of patient-
centered care during the transition from hospital to home
health care.?31 When patients are empowered with knowl-
edge and involved in their care, they are more likely to comply
with treatment plans, resulting in improved health out-
comes.32-3* Yet our study found that a substantial proportion of
discharge planners did not incorporate quality when compiling
home health care options, despite quality being an important
factor for patients.»> Like older studies conducted prior to the
pandemic,?83¢ we found that discharge planners presented
large lists of options to patients. Even after CMS’ requirement
for hospitals to include quality information during discharge
planning, we found that half of respondents did not present any

accompanying quality information. Given that patients are
asked to choose a post-acute care provider while they are ill,
large choice sets with limited support create unnecessary barri-
ers for patients.

There are several ways to improve the referral process. First,
CMS should improve its data capabilities and become more
agile in addressing information needs during emerging health
emergencies. Providing publicly accessible information would
aid discharge planners in understanding the reality of COVID-
19 readiness among post-acute providers, and address patient
concerns directly. This could also alleviate variations and ineq-
uities in the current information gathering process. At the
time of data collection, health care systems were under
immense pressure and faced severe constraints in resources.’’
As we found in this study, some hospitals convened post-acute
providers in their service area to gather information, but not
all hospitals have the infrastructure or the resources to do so.
For patients who are not treated by proactive hospitals, the
lack of systematic information would only exacerbate
disparities.

Second, CMS should strengthen incentives for hospitals to
stay informed of patient status after discharge. For example,
CMS could reward hospitals that conduct post-discharge fol-
low-up with patients. Patient feedback was rated as one of the
most likely sources of information by discharge planners to
assess home health quality, yet, follow-up information was una-
vailable for most patients. Without comprehensive follow-up
information, hospitals are unlikely to know whether quality
was consistent with their expectations or whether their patients
received home health care at all.38

Finally, hospitals could improve how they present informa-
tion to patients. Medicare Home Health Star Ratings are pub-
licly available,3’ and including this easily accessible information,
alongside the list of options may ease patients’ cognitive burden
and minimize inequities across patients with varying abilities
to seek additional information.?

Limitations

Our findings are based on a voluntary convenience sample in
Michigan and may not be generalizable to other contexts.
While a convenience sample may not be representative, given
the quality-improvement engagement of MVC hospitals, our
sample is likely to represent the upper bound in terms of dis-
charge planners’ availability of quality information and the
extent to which they used the information. Moreover, Michigan
is similar to the rest of the United States in the number of
hospital beds per 1000 people,* per capita hospital spending,
and per capita home health care spending.*!

Conclusion
Our results highlight the importance of having a robust
information system to support patients in the transition from
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the hospital to home, which has become especially important
during the COVID-19 pandemic, but also relevant for future
health emergencies. Frequently occurring influenza out-
breaks, for instance, exert considerable burden on older and
clinically vulnerable populations and health care systems
each year.*? Policymakers should leverage existing quality
information, provide infection control readiness data on
home health agencies, and incentivize proactive discharge
planning practices at hospitals to ensure that patients have

equitable and necessary support to make informed
decisions.
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