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Caring Beyond Health Care: Lessons Learned From a 
Community-Based Partnership to Reduce Hospital 
Readmission Among High-Risk Adults

Raven H. Weaver, Cory Bolkan, Susan L. Robbins, Brooke Benton, 
Eunsaem Kim, Melissa Ensey, and David Kelly

Abstract 
As population aging increases demands on the U.S. health care system, strong public outreach 

regarding community supports for older adults and clear partnerships between medical and community-
based services are needed to identify, serve, and yield better health outcomes, especially for the most 
vulnerable populations. In this exploratory observational study, we aimed to implement a collaborative 
pilot project involving a cross-sector partnership between a community-based aging services organization 
(Area Agency on Aging) and a medical center, with the goal of reducing hospital readmissions. The 
medical center screened low-income, high-need, community-dwelling adults for social determinants of 
health (SDoH) needs prior to hospital discharge and actively referred individuals for community support. 
We report on the development and feasibility of the pilot implementation of a standardized SDoH 
screening and referral protocol. We also explored the impact of the screening intervention by examining 
the frequency of hospital readmissions in the 6 months pre- and postintervention. Among 99 patients 
screened, almost half had SDoH needs. Patients who were referred and subsequently used community-
based services experienced a significant reduction in hospital readmissions. We discuss lessons learned 
about communication, data collection, and staffing issues that can inform future research on community-
level processes and changes that can benefit a growing and diverse population of adults with complex 
care needs. Clinical-community partnerships contribute to sustainable practices that benefit vulnerable 
populations by providing care beyond the traditional health care setting—and ultimately support patients 
with high needs in their homes and communities.

The coming decades will bring unprecedented 
growth in the number of older adults around 
the world. In the United States, the number of 
adults aged 65 or older is expected to more than 
double by 2060 (Administration for Community 
Living, 2018). This demographic shift will place 
unparalleled demands on public health, aging 
services, and health care systems; it will also require 
innovative and integrated efforts, particularly in 
helping older adults to age in place, or “to remain 
in their own homes and communities safely, 
independently and comfortably, regardless of 
age, income, or ability level” (Centers for Disease 
Control and Prevention [CDC], 2009). Aging in 
place reflects the desire of nearly 80% of older 
people and is preferred by policy-makers as a cost-
containment measure to avoid hospitalization or 
long-term care (Binette & Vasold, 2019; Office 
of Policy Development and Research, 2013). The 
growing interest in aging in place is also reflected 
in the global movement to promote age-friendly 
communities and livable community initiatives 
(Gonyea & Hudson, 2015; Greenfield et al., 2019). 
This renewed focus on communities has yielded 

new research exploring how relationships between 
community members affect older adults’ health 
and well-being, especially among individuals who 
may not have nearby family support (Greenfield 
& Reyes, 2015; Greenfield, 2018). Greenfield and 
colleagues have introduced a concept known 
as “community gerontology,” through which 
they advocate for researchers, practitioners, and 
policy-makers to organize and advance research 
and outreach related to community-level change 
processes that can enhance well-being among a 
diverse population of older adults. We situate the 
present study within this framework as a guide 
to better understand community partnerships as 
both a fundamental context of aging and a venue 
for creating change within communities. 

Home and Community-Based Services 
Home and community-based services 

(HCBS), such as home health, personal care, 
and case management, are often used to support 
community-dwelling older adults as they age 
in place and to prevent or delay hospitalization 
or placement in long-term care. In the United 
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States, older adults and family caregivers tend to 
use HCBS at low rates due to limited awareness 
of and barriers to using them (Brossoie et al., 
2010; Casado et al., 2011; Lindquist et al., 2018). 
Furthermore, relatively few adults intentionally 
plan for or actively contemplate their future care 
needs (Gould et al., 2017), which may reflect 
overall trends of negative perceptions and attitudes 
toward aging (Swift et al., 2017). Individuals who 
can proficiently use proactive coping skills to 
plan for and anticipate future challenges tend to 
have higher socioeconomic status (i.e., income 
and education level) in comparison to their less-
resourced counterparts (Ouwehand et al., 2009). 
There remains a need for community outreach and 
education that raises public awareness of available 
community supports for older adults and family 
caregivers, especially among individuals with fewer 
resources, in order for families to prepare and plan 
for later life needs and changes.

Older adults are likely to seek and receive 
information about HCBS through their health 
care providers. However, clinicians often have little 
awareness of what is available in their communities 
or which services most benefit their patients’ 
diverse needs (Lincoln, 2019; Ploeg et al., 2017; 
Siegel et al., 2018). In addition, despite the strong 
evidence of the influence of social determinants of 
health (SDoH) needs (e.g., food insecurity, housing 
instability, transportation needs) on health risks 
and outcomes (Greysen et al., 2014; Hood et al., 
2016; Hu et al., 2014; Sattler et al., 2015; Thornton 
et al., 2016), only about 25% of hospitals and less 
than 16% of physician practices screen patients 
for all five SDoH prioritized by the Centers for 
Medicare and Medicaid Services (CMS; Fraze et al., 
2019). This highlights an important opportunity 
for clinical and community-based collaboration 
to address both health and social needs in the 
community, especially among adults at high risk 
of rehospitalization. For older adults specifically, 
growing evidence indicates that meeting SDoH 
needs can improve health (Gottlieb et al., 2013) 
and reduce medical care costs (Taylor et al., 2016). 
Thus, cross-sector partnerships have the potential 
to produce better outcomes for vulnerable 
populations discharged from inpatient settings 
back into the community (Mays et al., 2016; Towe 
et al., 2016; Winters et al., 2016).

Cross-Sector Partnerships to Facilitate HCBS
Many community-based service organizations 

are well positioned to support clinicians’ efforts to 
address complex health needs in the community 

by assessing individuals’ multifaceted social needs. 
In particular, within the United States, the 1973 
amendments to the Older Americans Act mandated 
the development of a national aging services 
network; currently, over 600 Area Agencies on Aging 
(AAAs) exist to specifically promote and coordinate 
HCBS support and services for older Americans (for 
more information, see USAging, n.d.). Although 
AAAs have existed for almost 50 years, and despite 
the breadth of services and supports they provide to 
older adults and adults of all ages with disabilities, 
these organizations tend to be underrecognized 
and underutilized (Brossoie et al., 2010). AAAs 
routinely address the complex social and health 
needs of older adults (who are responsible for a 
substantial share of overall health care spending) 
by providing and coordinating a range of HCBS. 
Improving health—and achieving health equity for 
adults with significant SDoH needs—will require 
broader approaches that target social, economic, and 
environmental factors that influence health (Fraze et 
al., 2016; Marmot et al., 2008; Williams et al., 2008), 
and AAAs are community-based organizations that 
can help to fulfill this need. 

Evidence-based recommendations are limited 
regarding the collaborative role of non–health 
care organizations and in linking cross-sectoral 
collaborations to health outcomes (Towe et al., 
2016). There is recent evidence, however, that 
communities in which local AAAs maintain 
partnerships with health care organizations 
experience significant reductions in hospital 
readmission rates, lower health care use, and lower 
spending compared with counties without these 
programs and partnerships (Brewster et al., 2018;, 
2020). These findings indicate that investment in 
health and aging services partnerships via AAAs 
may reduce health care use and spending for 
older adults. Specifically, AAAs are well equipped 
to improve SDoH (Kunkel et al., 2018). Less is 
known, however, about how partnerships between 
AAAs and health care organizations are formed or 
structured. In an effort to provide insight in this 
vein, we describe a pilot intervention conducted 
by an acute care hospital and an AAA that aimed 
to identify and address SDoH needs with the 
ultimate goal of reducing hospital readmissions for 
a population of dually Medicare- and Medicaid-
eligible patients (i.e., individuals who are both 
low-income and primarily older). This cross-sector 
partnership emphasized SDoH screening, active 
referral, and connection to community support for 
vulnerable adults who were at the highest risk of 
hospital readmission. 
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Study Purpose
Our goal is to describe the planning and 

implementation efforts of the Caring Beyond 
Health Care pilot project. The idea behind this 
observational pilot feasibility study first arose 
as part of a health care quality improvement 
process. Our goal was to reduce vulnerable 
adults’ hospital readmissions through a 
multidisciplinary partnership between clinical-
based (i.e., hospital) and community-based (i.e., 
AAA) organizations. Specifically, we aimed (a) to 
contribute to the evidence base on the feasibility 
of building and sustaining this unique type of 
cross-sector partnership (Bowen et al., 2009), 
and (b) to determine whether the partnership 
could more efficiently and fully screen high-risk 
patients for their SDoH needs and to connect 
them to community services and support. Given 
the challenges and complexities of establishing 
this type of cross-sector project to improve 
health equity among vulnerable populations, an 
exploratory pilot study is a valuable first step in 
facilitating evidence-based decisions about the 
ultimate program design and implementation 
(Thabane et al., 2019). Our team was guided by 
the motivation to reduce hospital readmissions 
among high-need patients which is associated 
with high-cost care. We conclude with lessons 
learned and discuss implications for adaptating, 
replicating, and scaling up the project to improve 
transitional care from hospital to community by 
addressing SDoH needs. 

Partnering Organizations and Setting
Two organizations actively collaborated 

to manage their shared patients/clients: a local 
medical center and a regional AAA. Together, 
they discussed a plan that allowed patients with 
identified SDoH needs to be referred directly 
to the AAA immediately following inpatient 
hospitalization. Because both organizations serve 
a growing high-acuity, high-cost population, the 
target patients/clients for this project were dual-
eligible for both Medicare and Medicaid (i.e., 
individuals who are both low-income and older 
adults or adults with disabilities). It is difficult to 
manage care for and effectively treat this dual-
eligible population (Allen et al., 2014; Figueroa 
et al., 2018), which constitutes about 13% of the 
total Medicare and Medicaid enrollee population 
but a disproportionate amount (34%) of the two 
programs’ overall spending (Congressional Budget 
Office, 2013). Dual-eligible individuals experience 
more chronic conditions, have more hospital 

visits/readmissions, and take more medications 
than do Medicare-only beneficiaries (Inovalon, 
2015). Consequently, the dual-eligible population 
is often difficult for both the medical center and 
the AAA to reach and treat.

The medical center, a 220-bed hospital with 
15,000 annual admissions and 78,000 annual 
emergency department visits, was motivated to 
participate in this project because dual-eligible 
patients account for over 35% of their readmissions 
and represent a disproportionate share of their 
30-day readmission population. Consequently, 
the medical center’s leadership board—the chief 
administrative officer, the chief nursing officer, 
and the director of patient services—approved the 
pilot project to see whether participation would 
reduce readmissions at their site. 

The AAA is a community-based social service 
referral organization that serves older adults and 
people with disabilities (e.g., individuals eligible 
for Medicaid and/or Medicare). The AAA serves 
a five-county area with a total population of 
more than 600,000 people, approximately 20% 
of whom are aged 60 and older. This AAA has 
been recognized for innovative leadership in the 
region, especially for meeting the social needs of 
vulnerable adults, supporting aging in place, and 
seeking collaborative opportunities with other 
community-based organizations serving mutual 
patients/clients. 

Funding for this project came through a 
health care quality improvement consulting firm 
that received an innovation grant from the CMS. 
The consulting firm facilitated initial planning 
meetings between the hospital and the AAA. 
University researchers served as consultants 
to the project and facilitated data analysis and 
dissemination of project findings.

Methods
The pilot had two key development and 

implementation phases: (a) preparation and 
planning (e.g., leadership engagement, developing 
design and protocols) and (b) implementation of 
a quality improvement process (e.g., Plan-Do-
Check-Act cycles to refine the screening and 
active referral protocol until it became a stable 
part of routine care). 

Phase 1 Procedures: Preparation and Planning
While SDoH screening is sometimes 

administered in community settings following 
hospital discharge (Alley et al., 2016; Billioux 
et al., 2017), this intervention had the goal of 
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implementing SDoH screening in the hospital 
setting before discharge to avoid lost follow-
ups with hard-to-reach, high-need individuals. 
Professionals from the consulting firm led a 
process-mapping session, which is a quality 
improvement tool used to visually demonstrate 
steps and decisions in processes; it is frequently 
used to understand the complexity of health care 
processes (Marriott, 2018). In the original step-
by-step decisional process for discharge planning 
and active referral, five actors were involved: 
physicians, case managers, social workers, 
nursing staff, and AAA staff. , During the process-
mapping session, a new, simpler process emerged 
from the facilitated group discussion between 
case managers and AAA staff involving only two 
actors: a hospital case manager (discharge planner 
or social worker) and a community-based AAA 
case manager (see Appendix A). 

The quality improvement professionals then 
developed a standardized SDoH screening process 
based on the empirical literature (e.g., Adler et 
al., 2016), and they assigned responsibility to 
the hospital’s care management team/discharge 
planners for screening all patients eligible for 
AAA services (e.g., older adults and adults with 
disabilities). Staff were trained on how to use 
the screening tool. The standardized checklist 
ensured that the care management team/discharge 
planners used consistent, structured questions to 
identify multiple SDoH needs, with the goal of 
reducing variation in the identification of patients 
with SDoH needs for timely referral directly to 
AAA services and supports. Based on the results of 
the process-mapping session and the development 
of the systematic, comprehensive SDoH screening 
tool (see Appendix B), partners agreed to 
implement the new protocol with eligible patients 
prior to discharge for a 5-month trial period. 

Phase 2 Procedures: Implementation of Quality 
Improvement Process

First, hospital staff flagged patients eligible 
for the pilot project. Hospitalized individuals 
with demonstrated financial need (i.e., eligible 
for Medicaid services) and who were either aged 
65 or older or living with qualifying disabilities 
(i.e., eligible for Medicare services) composed 
the target population (i.e., “dual-eligibles”). As 
noted previously, this population was specifically 
selected because of its disproportionate risk for 
acute care utilization (Bennett & Probst, 2016).

The hospital’s care management team/
discharge planners conducted the SDoH screening 

process with patients at some point during their 
hospitalization (precise timing was dependent on 
staff availability). They asked patients about their 
SdoH needs using the scripted yes–no questions 
provided on the screening form. Patients with at 
least one indicated need met the threshold for an 
active referral to AAA for HCBS upon discharge. 
AAA contacted every patient who consented to 
referral and acted as a resource and referral hub 
to secure ongoing HCBS support for the patients. 
If patients agreed to the recommended services, 
then AAA staff connected them to HCBS that 
addressed their individual health and social needs. 
For example, AAA provided case management and 
in-home support, referred patients demonstrating 
food insecurity to assistance programs like the 
Supplemental Nutrition Assistance Program 
or Meals on Wheels, and referred patients 
lacking transportation to medical or nonmedical 
appointments to senior transportation programs 
funded through the Older Americans Act.

Study Population
Any dual-eligible patient admitted to the 

hospital during the 5-month pilot trial was eligible 
for screening of SDoH needs prior to hospital 
discharge. Those with an indicated SDoH need 
were referred to AAA for additional HCBS and 
tracked as to whether they engaged in any services 
or not. It was beyond the scope of the project 
to screen patients seen only in the emergency 
department or on observation status.

Data Collection and Analysis
The hospital utilized a paper-based version 

of the SDoH screening tool. Patients were asked 
whether they needed help with transportation, 
housing, financial concerns (e.g., paying for 
utilities or medication), food, safety concerns, 
basic or instrumental activities of daily living, 
resources for Alzheimer’s disease and related 
dementias, or health promotion/chronic disease 
management. The hospital’s care management 
team/discharge planners checked boxes on the 
form to indicate need(s); SDoH needs did not 
generate a sum score, but rather patients with at 
least one need met the eligibility threshold for 
referral to AAA. 

The hospital pulled outcomes data in the 
form of patient readmissions to the hospital and 
obtained hospitalization data over a 1-year period 
for all patients who agreed to AAA referral (i.e., the 
number of hospital admissions 6 months prior to 
and 6 months after their SDoH screening). Then, 
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we observed the frequency of hospital admissions 
pre- and postintervention among patients who 
engaged in AAA services/supports (intervention 
group) and those who were referred to AAA but 
did not engage with AAA services (comparison 
group). Due to the small scale of this pilot study, 
we conducted nonparametric, or distribution 
free, tests in order to explore whether there was 
a significant difference between the two groups 
in the median number of hospital readmissions 
observed pre- and postintervention. This project 
received an exemption from the university’s 
institutional review board.

Results
Pilot Effectiveness

During the 5-month pilot, 99 eligible patients 
were screened for SDoH needs. The average age of 
patients was 61.8 years. The majority of patients 
were women (75%), identified as White (78%), 
and indicated English as their primary language 
(94%). See Table 1 for more information. Nearly 
half of the screened patients (n = 43) had at least 
one identified SDoH need and were referred 
to AAA for supports/services; almost all of 
these patients (n = 38) accepted the referral 
(five patients declined). This outcome reflected 
patients’ willingness to engage in services, which 
in itself helped to answer one of the questions 
the pilot project sought to explore. Among those 
who accepted the referral, 22 patients were 
connected to AAA services (intervention group) 
and 16 patients were not connected because 
they could not be contacted or later refused 

(comparison group). In the Discussion section, 
we further explore lessons learned from the pilot 
implementation process. 

In terms of the main outcome, we explored 
the frequency of hospital admissions among the 
intervention and comparison groups before and 
after the screening intervention. Overall, we 
found a more pronounced reduction in hospital 
readmissions among the referral population 
who used the AAA services (n = 22). Among 
these 22 adults, there was a 67% decrease in 
30-day readmissions (a decline in admissions 
from 12 to four) and a 64% decrease in 6-month 
readmissions (a decline in admissions from 47 
to 17). In contrast, among the adults who were 
referred but did not use the AAA services, there 
was an increase in both 30-day and 6-month 
readmissions (increases from three to six and 
from 18 to 24, respectively). Due to concerns 
regarding the distribution of the data and because 
the sample size in this pilot study was too small 
to power sophisticated analytic techniques and 
modeling, we conducted a nonparametric median 
test to explore if the differences observed between 
the two groups were statistically meaningful. We 
found that the 6-month median hospitalization 
rates were significantly different between the 
two groups, χ2 (df = 1, p = .02) = 5.275. More 
specifically, these results suggest that adults 
who accepted referrals and used AAA services 
were less likely to be readmitted to the hospital 
in the 6 months following the intervention than 
those who accepted referral but did not use AAA 
services postdischarge. 

Total 
screened 
(N = 99)

With identified 
need 

(N = 43)

Referred to 
AAA 

(N = 38)

Connected 
to AAA

 (N = 22)

Age 
(mean)

65.56 63.68 61.87 64.77

n (%) n (%) n (%) n (%)

Women 74 (75%) 32 (74%) 28 (74%) 17 (77%)

White 77 (78%) 34 (79%) 29 (76%) 15 (68%)

English 
speakers

93 (94%) 41 (95%) 36 (95%) 20 (91%)

Table 1. Characteristics of Patients Screened During the Pilot Project

Note. AAA = Area Agency on Aging
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