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ABSTRACT 
 

Purpose: The general aim of this paper is to address the literature and various studies 

reviewing the interventions that aim to reduce the rate of hospital readmission globally. 

Methodology:1- Prevalence of Hospital Readmission: By addressing this situation in point of 

the USA, and due to lack of global statistics, a study conducted in the USA (2003-2004) 

reported about 19.6% of Medicare respondents were readmitted to the hospital in a period of 

30 days after discharge.2-Factors that Affect the Readmission Rates: Many factors play an 

essential role in the readmission rate variations, some of them related to the patients 

themselves, other factors related to the healthcare systems, and others similar to the 

healthcare providers. Findings: The study has reached number of results most important of 

those results are; that all of the previously mentioned studies had relatively similar limitations, 

the largest one is the small targeted samples, and therefore the results will not be considered 

a significant or highly representative. It should be applied to a large scale of respondents, 

and as well as in many countries to implement any successful intervention. Implications: most 

of the available reports and studies were done in the USA, so that most of the mentioned 

studies were in the view of this country, which was primarily represented the global view. 

Originality: This present work point out the importance of re-admission to the hospital (re-

admission)which is not medically planned, it is indeed a health problem that reflects a defect 

of health care systems application that are supposed to be compatible with the needs of 

patients, i.e. patients are the focus of their attention (patient-centred care). The patients Re-

entry is a "bounced mail message" expresses failure to deliver good message to the community 

that the patient is healthy and able to stay outside the hospital. 
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INTRODUCTION: 

The inpatient hospital care spend around one-third of the total healthcare budget in the USA, whereas the 

length of hospitalizations will impact the economic status of the patients and their families as well. (Weiss 

& Elixhauser, 2014) 

Healthcare systems in hospitals are highly dependent on how much the hospital consumes on every patient, 

in which as much the patient stays in the hospital, as much he will cost it. So, the overall goals of the 

healthcare centers tend to be shifted to getting the maximum patient stabilization and then refer him to 

another facility or outpatient care, not to achieve the maximum patient well-being. So, the individualization 

of healthcare may play an essential role in the prevention of hospital readmission, according to the 

psychological, economic, cultural, and educational levels of each patient. 

http://www.researchersworld.com/
http://dx.doi.org/10.18843/rwjasc/v11i2/01


- International Refereed Social Sciences Journal   

 

■ E-ISSN: 2229-4686 ■ ISSN: 2231-4172        ■ http://www.researchersworld.com ■        Vol.–XI, Issue–2, July 2020 [2] 

© 2020 ERM Publications 

It's essential to understand and review the different policies and efforts that had been made to reduce or 

prevent hospital readmissions, and also to know the strong and weak points of each one. Whereas, many 

of these policies were aiming to reduce the hospital readmission through further instructions to the patients 

after discharge, working on the reduction of the possible complications and functional management of 

post-acute care. (Fingar & Washington, 2015) 

There are many other important issues should be discussed and to focus on them rather than the 

readmissions and the length of stay, like the healthcare quality, discharge timing strategies, safety of the 

patients, and many others3 To achieve an effective discharges strategies and so that lowering the length of 

stay and reduction of the readmissions, many healthcare centers in the USA had launched multi-disciplinary 

team workers which consist of doctors, nurses, hospital care workers, social workers, psychologists, and 

much other stuff, all of them were working together to make proper discharge decisions, however, despite 

all these efforts, the discharge decision still somehow a complicated issue. (El-Eid et al. 2015) 

As well as, the admission and readmission rates are mainly depending on the country, area, social status, 

economic status, post-acute care status, and current resources. So, it is essential to implement an 

intervention that aims to reduce the readmission rates that will suit all the circumstances of a specific nation 

or healthcare center as well. 

Generally, the readmissions were defined as “subsequent hospital admission for any cause within 30 days 

after the initial hospital admission” So that, it is essential to know what are the most common diseases or 

specialties which the readmissions occur, and also the diseases that have the most extended duration of stay. 

They are arranged as the following2: firstly, the Acute Myocardial Infarction, in 2010, it was reported that 

the average length of stay for those patients was about 5.3days. Secondly, Chronic Obstructive Pulmonary 

Disease (COPD), it was reported that the average length of stay in the hospital was about 4.7-4.8 days, and 

the women have more exacerbation rates after the discharge than the men. Thirdly, Pneumonia, the average 

length of stay was about 5.4 days. Fourthly, Congestive Heart Failure, two reports addressed this point, one 

in 2001, and the other in 2010, both of them were reported that the average length of stay about 5.6 days. 

These statistics and results were reported in the USA, and it should be clear that some conditions may 

affect the overall length of stay, such as the severity of the disease, the patient's age, previous medical 

history. Whereas, the reducing of the hospital stay should also be due to saving the patients' health status 

from the possible inpatient deterioration, not just due to financial issues. 

 

LITERATURE REVIEW: 

Interventions That Aim to Reduce Hospital Readmission: 

Many interventional strategies aim to improve the outcomes of discharges, and as well as reduce the 

readmissions. These interventions may be explicitly implemented in many sectors, like nurses' specific 

interventions, community-based interventions, social workers' specific interventions, pharmacists' 

particular interventions, and healthcare system interventions. 

Firstly, Nurses Specific Interventions, many studies addressed this intervention, one study that had done 

Colorado, USA (2016), it had assessed the use of an interventional tool which called (LACE), this tool 

addressed the vulnerability to the hospital readmission after 30 days from discharge, in which it represented 

the L= length of stay, A= Acuity of admission, C= Co morbidities, and E= Emergency room visits. The 

higher scores of this index increase the risk for those patients to readmit to the hospital within 30 days from 

discharge. As well as, the patients with high risks to readmission will receive post-acute care transition 

(PACT) home visits, which done by advanced practice nurses, which aim to educate patients about their 

health situations and independent self-healthcare. The results showed that the patients who received PACT 

had lower readmission rates with a percentage of 42%-53.9% than the control. However, there are a few 

limitations of this study, the main one which was performed only in one hospital. (Smith& Novelli, 2016) 

One other study, which was performed in Ohio, USA (2014-2015), in which this study addressed an 

intervention which called "At-Risk Care Plans", briefly, these plans were focusing on introducing much-

specialized healthcare by triggering the connection and communication between clinical Nurse Specialists 

and unit managers, staff nurses and the nurse risk manager, on being more precise and professional. 

Furthermore, this intervention also evaluated and monitored the different circumstances that may increase 

the risks for readmissions, like socioeconomic status, housing security, past medical history, and many 

other factors. However, there is just one obvious limitation of this study, in which the respondents' number 

was low. (Bahle, et al. 2015) 
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Another study, which was done in North Carolina, USA (2015), in which about 980 readmissions were 

under the study, 498 of them were for psychiatric patients who were seeking for their treatments, and 482 

of them were for other non-psychiatric conditions. Moreover, this study showed that about 36% of the total 

readmissions were to a different hospital, in which they mainly received healthcare from different providers. 

Whereas the authors recommend to introduce a special healthcare for those patients with severe mental 

disorders, and the psychiatric patients in general, to reduce the readmission rates among those patients, as 

well as this study had predicted a decrease in the readmissions rates in a percentage of 30% if there was a 

special care introduced to the patients with mental disorders. (Jackson, C al. 2015) 

Secondly, Community Health Workers and Health Navigators Interventions, one study was done in the 

USA, (2014-2015), the intervention represented by one hospital visit (before discharge) and three phone 

calls (after discharge) by the patients navigators (PNS), this study showed that the patients navigators had 

much greater success with older patients rather than younger patients. Whereas, this study had not shown 

a clear success with the patients under 60 years old. Moreover, this study addressed the great adherence of 

the 7-day follows up in primary care among those patients who had this intervention. However, the main 

limitation of this study in which it had not taken into consideration the readmissions to another hospital. 

(Balaban, et al. 2015) 

Another study was done in Philadelphia (2014), this study had focused on implementing a "Standardized 

Community Health Workers model, Individualized Management for Patient-Centered Targets (IMPCT)". 

This intervention which depends on the ability of the community health workers to break the boundaries 

between patients and their healthcare providers should be started by the first day of admission, in which 

the community health workers began to conduct interviews with the patients to help them in sitting the 

recovery goals, through a clear recovery action plan. After discharge, the community health workers should 

continue their work by motivating and encourage the communication between the patients and healthcare 

providers, and answering the patients' questions about their health statuses, furthermore, to help the patients 

with sitting the future goals especially regarding the attendance of the outpatient hospital appointments. 

However, this intervention ends after the patients attend their first hospital appointments. The results had 

shown some reduction in hospital readmission among the targeted patients. However, the primary 

limitations of this study were the short duration of intervention, and it was done only in one healthcare 

center. (Kangovi, et al. 2014) 

Another study was done in Oregon, USA (2014), which took place at two nonprofit healthcare centers. 

This intervention had represented by pre-discharge education, discharge instructions, and post-discharge 

follow up (either through phone calls, home visits, healthcare coaching, and others). Furthermore, this 

intervention also included motivational interviewing post-discharge, which may last to 90 days after 

discharge. The duration of this intervention mainly depends on the severity of the health condition, patients' 

preference, patients' activation levels, and the comorbidities". This study generally had focused on patients 

with higher readmission rates (Congestive Heart Failure and COPD). However, the results had shown that 

this intervention had not made a great reduce in hospital readmissions, maybe due to lack of adherence or 

because the targeted patients were too ill to reduce their readmissions. (Linden & Butterworth, 2014) 

Thirdly, Social Workers Interventions, one study which was done in 2016, the intervention was known as 

"the Bridge Model", this intervention was focused on the inpatient hospitalized adults who suffer from at 

least one chronic disease, and had a previous hospitalization within the last six months. It was done through 

three different stages, pre-discharge, after discharge immediately, and a month later after discharge. As well 

as, each intervention was individually focused on the requirements of each patient. Those post-discharge 

interventions were done through phone calls, and the actual activities of the social workers were focused 

on the assessment of the social, economic, logistic, and housing security of each patient. The results showed 

that the patients who had received this intervention have a readmission rate with a percentage of 16.1%, 

which is lower than the rate of readmission among other patients who did not have this intervention. 

However, there is only one limitation to this study, in which it had done only in one healthcare center. 

(Boutwell, et al. 2016) 

One other study, which was done in New York, USA (2015), the aim was to evaluate the role of social 

workers coordination in reducing hospital readmissions. The targeted sample was from low-income 

patients, 50 years old or older, and those had high risks to be readmitted to the hospital to assess the nature 

of barriers that related to staying at the house after discharge among those respondents. The actual activities 

of this intervention were through phone calls within 3-5 days after discharge and then scheduling house 

visits in the first two weeks after discharge, and there was a final phone call, which was after 21 days from 
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discharge. These calls and visits were focusing on housing barriers to follow-up care, home safety 

circumstances, education about the medications, transportation problems, house healthcare providers, and 

general assessment of the needs of each patient". Furthermore, the respondents may attend further meetings 

and workshops that aimed to educate them about the future of their conditions and to address their needs. 

However, the primary limitation of this study is the small sample size. (Laura et al. 2015) 

Finally, Pharmacists Specific Interventions, one study was done in Boston, USA (2015), which assessed an 

intervention called Project Re-Engineered Discharge (RED). This intervention base on phone calls by the 

pharmacists to the recently discharged patients, in which those patients provided with proper education 

about this intervention by a discharge nurse educator, and then after 2-4 days from discharge there were 

follow up phone calls to the targeted patients, which aimed to assess the medications issues, some problems 

that related to medication compliance and to educate the patients about the proper use of their medications. 

After this, the pharmacists should keep the doctors updated about those issues, to modify the treatment 

plans whenever required. The results showed that the patients who had included in this intervention and 

phone calls had much lower readmission rates than other patients who only had received discharge 

education, with a percentage of 56%.However, the primary limitation of this study in which it had done 

only on a single healthcare center. (Sanchez, et al. 2015) 

 

METHODOLOGY: 

Prevalence of Hospital Readmission: 

By addressing this situation in point of the USA, and due to lack of global statistics, a study conducted in 

the USA (2003-2004) reported about 19.6% of Medicare respondents were readmitted to the hospital in a 

period of 30 days after discharge. About 34% were admitted again in a period of 90 days after discharge. 

Whereas both of the surgical and medical patients had been studied, in which the medical department 

patients have a much higher rate of 30 days readmission (21.1%) than the surgical department patients 

(15.6%). More specifically, by talking about the highest readmission rates among the sub-specialties, 

patients with Congestive Heart Failure have the highest 30 days readmission rate with a percentage of 

26.9%, then the psychosis mental patients with a percentage of 24.6%, then the patients who had a recent 

vascular surgery with a percentage of 23.9%, after that the Chronic Obstructive Pulmonary Disease 

(COPD) with a percentage of 23.9%, then finally the patients who had Pneumonia with a percentage of 

20.1%. (Joynt & Engl, 2012) 

 

Factors that Affect the Readmission Rates: 

Many factors play an essential role in the readmission rate variations, some of them related to the patients 

themselves, other factors related to the healthcare systems, and others similar to the healthcare providers. 

Regarding the factors that related to the patients, they include the economic status of the patient, in which 

the patients with low income have much higher rates to become ill, lower compliance with attending the 

post-acute care appointments, inadequate home care and\or poor education. Moreover, the non-adherence 

to medications, this factor is mainly related to the ability of the patient to buy the adequately prescribed 

medications, other issues that will lead to the non-adherence like the lack of patient education about their 

medications, dosages, side effects and duration of action. Furthermore, the instability of the patient's house, 

it was reported that the insecurity of the patient's housing had associated with the recurrent hospital 

readmissions, so that, many healthcare systems had implemented programs to provide unique places to the 

patients who readmitted to the hospital frequently due to the housing insecurity. Finally, the mental 

disorders and substance abuse, there were high percentages of mental disorders and substance abuse cases 

associated with high rates of readmissions; unfortunately, most of the non-specialized healthcare centers 

are not able to monitor and manage those cases all the time. (Jiang, et al. 2016) 

About the factors related to the healthcare systems as well as providers, these factors may include the lack 

of awareness and adequate knowledge about the risks associated with the readmission. Also the absence of 

the proper budget that will support the strategies of reducing the readmission like education of the patients 

before discharge5Furthermore, some hospitals programs depend on the idea of the more patients admission, 

the more income to this hospital, so that this will affect the quality of healthcare. Moreover, the shortage 

of primary health care and the lack of efficient coordination and communication between the different 

healthcare providers, who work in different systems, will harm the proper healthcare after discharge, which 

increases the hospital readmission rates. 
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Generally, to implement an effective intervention that aims to reduce hospital readmission, firstly, you 

should assess the factors that cause this situation. 

 

FINDING AND DISCUSSION: 

All of the previously mentioned studies had relatively similar limitations, the largest one is the small 

targeted samples, and therefore the results will not be considered a significant or highly representative. It 

should be applied to a large scale of respondents, and as well as in many countries to implement any 

successful intervention. Moreover, another major limitation is the restricted budget, in which a sufficient 

budget is essential for both implementations and sustainably of any intervention. Moreover, the studies had 

not addressed the limitations related to race, gender, or culture, and how those circumstances can affect the 

outcomes of the applied interventions. One more thing, it is the time and duration of each intervention. 

Most of the mentioned studies were lasted only 30-days after discharge, in which the duration is a 

significant factor in the assessment of the successfulness of any intervention. Furthermore, the addressed 

interventions had not focused on the effect of psychiatric co morbidities on the overall hospital readmission 

rates. The only study which addressed this situation the intervention which had done in North Carolina 

(2015).Although there were many interventional studies which had focused on patient awareness and 

support after discharge, there is a noticeable lack in the addressing of the other factors that could affect 

participation in these interventions, like substance abuse and mental disorders. In which, the impact of 

psychiatric co morbidities and substance abuse on readmission rates should be in concern while 

implementing new interventions. Also, to modify the intervention strategies to suit those patients, as in the 

study mentioned above in the section of pharmacists specific interventions, the results showed most of the 

non-compliant respondents were from those patients who were suffering from substances abuse, so, they 

should be monitored to achieve the goals of any intervention. 

Finally, most of the available reports and studies were done in the USA, so that most of the mentioned 

studies were in the view of this country, which was primarily represented the global view. 

 

CONCLUSION: 

To grantee high degrees of successfulness for any intervention that aims to reduce hospital readmissions, 

it should apply to as many areas and respondents as possible. It is evident, according to the results of the 

previously mentioned studies, that the successful professional interventions had been able to connect 

multiple degrees of healthcare systems, so that, this will encourage the effective communication between 

providers. Generally, hospital readmissions rate still a big concern globally. Whereas the populations 

continuing to being older, with more chronic conditions that need continuous regular care, and at the same 

time, the general funding for healthcare sectors continuing to be reduced. Mainly, most of the healthcare 

systems do not monitor the patients’ situations outside the hospital, like the co morbidities, economic status, 

mental health, housing stability, housing security, and other stressors.  

The mentioned studies showed that most of the individual interventions were unlikely to achieve a 

significant reduction in readmission rates in a general or global manner. So, successful interventions should 

have many features like broad applicability and acceptability to many healthcare sectors. 

 

REFERENCES: 

Bahle, J., Majercik, C., Ludwick, R., Bukosky, H., &Frase, D. (2015). At risk care plans: a way to reduce 

readmissions and adverse events. Journal of nursing care quality, 30(3), 200- 204. 

https://www.ncbi.nlm.nih.gov/pubmed/25503372 

Balaban, R. B., Galbraith, A. A., Burns, M. E., Vialle-Valentin, C. E., Larochelle, M. R., & Ross-Degnan, 

D. (2015). A patient navigator intervention to reduce hospital readmissions among high-risk 

safety-net patients: a randomized controlled trial, Journal of General Internal Medicine, 30(7), 

907-915. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4471016 

Boutwell, A. E., Johnson, M. B., & Watkins, R. (2016). Analysis of a Social Work–Based Model of Transitional 

Care to Reduce Hospital Readmissions: Preliminary Data, Journal of the American Geriatrics Society, 

64(5), 1104-1107. https://onlinelibrary.wiley.com/doi/pdf/10.1111/jgs.14086?casa  

El-Eid, G. R., Kaddoum, R., Tamim, H., &Hitti, E. A. (2015). Improving hospital discharge time: a 

successful Implementation of Six Sigma methodologies, Medicine, 94(12), e633. 

http://www.researchersworld.com/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4471016
https://onlinelibrary.wiley.com/doi/pdf/10.1111/jgs.14086?casa


- International Refereed Social Sciences Journal   

 

■ E-ISSN: 2229-4686 ■ ISSN: 2231-4172        ■ http://www.researchersworld.com ■        Vol.–XI, Issue–2, July 2020 [6] 

© 2020 ERM Publications 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4554014 

Fingar, K., & Washington, R. (2015). Trends in hospital readmissions for four high-volume conditions, 

2009–2013. HCUP AHRQ Statistical Brief(196), 1-17. https://www.ncbi.nlm.nih.gov/ 

books/NBK338299 

Jackson, C., DuBard, A., Swartz, M., Mahan, A., McKee, J., Pikoulas, T. Lancaster, M. (2015). 

Readmission patterns and effectiveness of transitional care among Medicaid patients with 

schizophrenia and medical comorbidity, North Carolina medical journal, 76(4), 219-226. 

https://www.ncmedicaljournal.com/content/76/4/219.long 

Jiang, H. J., Boutwell, A. E., Maxwell, J., Bourgoin, A., Regenstein, M., & Andres, E. (2016). 

Understanding patient, provider, and system factors related to Medicaid readmissions, The Joint 

Commission Journal on Quality and Patient Safety, 42(3), 115-121. 

https://www.jointcommissionjournal.com/article/S1553-7250(16)42014-3/fulltext. 

Joynt KE, Jha AK. . Engl. J. Med (2012). Thirty-day readmissions--truth and consequences, N. ;366:1366–

9. https://www.ncbi.nlm.nih.gov/pubmed/22455752 

Kangovi, S., Mitra, N., Grande, D., White, M. L., McCollum, S., Sellman, J. Long, J. A. (2014). Patient-

centered community health worker intervention to improve posthospital outcomes: a randomized 

clinical trial, JAMA Internal Medicine, 174(4), 535-543. 

https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1828743 

Laura R Bronstein , Paul Gould , Shawn A Berkowitz . (2015). Impact of a social work care coordination 

intervention on hospital readmission: a randomized controlled trial, Social work, 60(3), 248-255. 

Linden, A., & Butterworth, S. W. (2014). A comprehensive hospital-based intervention to reduce 

readmissions for chronically ill patients: a randomized controlled trial, Am J. Manag Care, 20(10), 

783-792. https://www.ajmc.com/journals/issue/2014/2014-vol20-n10/  

Sanchez, G. M., Douglass, M. A., & Mancuso, M. A. (2015). Revisiting Project Re‐Engineered Discharge 

(RED): The Impact of a Pharmacist Telephone Intervention on Hospital Readmission Rates, 

Pharmacotherapy: The Journal of Human Pharmacology and Drug Therapy, 35(9), 805-812. 

https://accpjournals.onlinelibrary.wiley.com/doi/full/10.1002/phar.1630 

Smith, J., Pan, D., & Novelli, M. (2016). A Nurse Practitioner‒Led Intervention to Reduce Hospital 

Readmissions, The Journal for Nurse Practitioners, 12(5), 311-316. 

https://www.sciencedirect.com/science/article/abs/pii/S1555415516000726 

Weiss, A., & Elixhauser, A. (2014). Overview of hospital stays in the United States, HCUP Statistical Brief, 

180.USA https://www.ncbi.nlm.nih.gov/books/NBK259100 

 

---- 

 

 

http://www.researchersworld.com/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4554014
https://www.ncmedicaljournal.com/content/76/4/219.long
https://www.ncbi.nlm.nih.gov/pubmed/22455752
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1828743
https://www.researchgate.net/profile/Laura_Bronstein?_sg%5B0%5D=brzJe3u7Bqm0IuR9pIPK7jDy3YH_pkq5kwfeAwanzrPbySxFXAR_P5cV7oJungtAzWIy7IM.BKc9j69CnHlV3MuuE_Yw1R-GPVSirGgkSOhvLxBshZsHNZJOHgfHLRrG4rklvcQushtmhk8dRTTMJtDTw1Iz7A&_sg%5B1%5D=eqDrpNCeKB3KPuKl4MjwH6zb03xkBDUQq-5n9dq4ZEXcB0x4uLH2cdRE4_dIWoUs1neKfKU.nQto12hEb3NQqwkXIdtJJ-o9fXjzw6rzP5yQk3Bz10Wnu6FZe6uheNNBiIfWjFJTO7wO9XWKVDcQnAR5xBkniA
https://www.researchgate.net/scientific-contributions/2163010088_Paul_Robert_Gould?_sg%5B0%5D=brzJe3u7Bqm0IuR9pIPK7jDy3YH_pkq5kwfeAwanzrPbySxFXAR_P5cV7oJungtAzWIy7IM.BKc9j69CnHlV3MuuE_Yw1R-GPVSirGgkSOhvLxBshZsHNZJOHgfHLRrG4rklvcQushtmhk8dRTTMJtDTw1Iz7A&_sg%5B1%5D=eqDrpNCeKB3KPuKl4MjwH6zb03xkBDUQq-5n9dq4ZEXcB0x4uLH2cdRE4_dIWoUs1neKfKU.nQto12hEb3NQqwkXIdtJJ-o9fXjzw6rzP5yQk3Bz10Wnu6FZe6uheNNBiIfWjFJTO7wO9XWKVDcQnAR5xBkniA
https://www.researchgate.net/scientific-contributions/2073773289_Shawn_A_Berkowitz?_sg%5B0%5D=brzJe3u7Bqm0IuR9pIPK7jDy3YH_pkq5kwfeAwanzrPbySxFXAR_P5cV7oJungtAzWIy7IM.BKc9j69CnHlV3MuuE_Yw1R-GPVSirGgkSOhvLxBshZsHNZJOHgfHLRrG4rklvcQushtmhk8dRTTMJtDTw1Iz7A&_sg%5B1%5D=eqDrpNCeKB3KPuKl4MjwH6zb03xkBDUQq-5n9dq4ZEXcB0x4uLH2cdRE4_dIWoUs1neKfKU.nQto12hEb3NQqwkXIdtJJ-o9fXjzw6rzP5yQk3Bz10Wnu6FZe6uheNNBiIfWjFJTO7wO9XWKVDcQnAR5xBkniA
https://www.ajmc.com/journals/issue/2014/2014-vol20-n10/a-comprehensive-hospital-based-intervention-to-reduce-readmissions-for-chronically-ill-patients-a-randomized-controlled-trial
https://accpjournals.onlinelibrary.wiley.com/doi/full/10.1002/phar.1630
https://www.sciencedirect.com/science/article/abs/pii/S1555415516000726
https://www.ncbi.nlm.nih.gov/books/NBK259100
http://creativecommons.org/licenses/by-sa/4.0/

