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Readmission rates are used as metrics for care quality 
and reimbursement, with penalties applied to hospi-
tals with higher than expected rates1 and up to 30% 
of pediatric readmissions deemed potentially pre-

ventable.2 There is a paucity of information on how to prevent 
pediatric readmissions,3 yet pediatric hospitals are tasked with 
implementing interventions for readmission reduction.

The Hospital to Home Outcomes (H2O) trial was a 2-arm, ran-
domized controlled trial in which patients discharged from hospi-
tal medicine and neuroscience services at a single institution were 
randomized to receive a single home visit from a registered nurse 
(RN) within 96 hours of discharge.4 RNs completed a structured 

nurse visit designed specifically for the trial. Lists of “red flags” or 
warning signs associated with common diagnoses were provid-
ed to assist RNs in standardizing education about when to seek 
additional care. The hypothesis was that the postdischarge visits 
would result in lower reutilization rates (unplanned readmissions, 
emergency department [ED] visits, and urgent care visits).5

Unexpectedly, children randomized to receive the post-
discharge nurse visit had higher rates of 30-day unplanned 
healthcare reutilization, with children randomly assigned to the 
intervention demonstrating higher odds of 30-day healthcare 
use (OR 1.33; 95% CI 1.003-1.76).4 We sought to understand 
perspectives on these unanticipated findings by obtaining 
input from relevant stakeholders. There were 2 goals for the 
qualitative analysis: first, to understand possible explanations 
of the increased reutilization finding; second, to elicit sugges-
tions for improving the nurse visit intervention.

METHODS
We selected an in-depth qualitative approach, using inter-
views and focus groups to explore underlying explanations 
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BACKGROUND: The Hospital to Home Outcomes (H2O) 
trial was a 2-arm, randomized controlled trial that assessed 
the effects of a nurse home visit after a pediatric hospital 
discharge. Children randomized to the intervention had 
higher 30-day postdischarge reutilization rates compared 
with those with standard discharge. We sought to 
understand perspectives on why postdischarge home 
nurse visits resulted in higher reutilization rates and to elicit 
suggestions on how to improve future interventions.

METHODS: We sought qualitative input using focus 
groups and interviews from stakeholder groups: parents, 
primary care physicians (PCP), hospital medicine 
physicians, and home care registered nurses (RNs). A 
multidisciplinary team coded and analyzed transcripts 
using an inductive, iterative approach.

RESULTS: Thirty-three parents participated in interviews. 
Three focus groups were completed with PCPs (n = 
7), 2 with hospital medicine physicians (n = 12), and 2 

with RNs (n = 10). Major themes in the explanation of 
increased reutilization included: appropriateness of patient 
reutilization; impact of red flags/warning sign instructions 
on family’s reutilization decisions; hospital-affiliated RNs 
“directing traffic” back to hospital; and home visit RNs 
had a low threshold for escalating care. Major themes for 
improving design of the intervention included: need for 
improved postdischarge communication; individualizing 
home visits—one size does not fit all; and providing 
context and framing of red flags.

CONCLUSION: Stakeholders questioned whether 
hospital reutilization was appropriate and whether the 
intervention unintentionally directed patients back to the 
hospital. Future interventions could individualize the visit 
to specific needs or diagnoses, enhance postdischarge 
communication, and better connect patients and home 
nurses to primary care. Journal of Hospital Medicine 
2020;15:518-525. © 2020 Society of Hospital Medicine
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for the increase in 30-day unplanned healthcare reutilization 
among those randomized to receive the postdischarge nurse 
visit during the H2O trial.4 Input was sought from 4 stakehold-
er groups—parents, primary care physicians (PCPs), hospital 
medicine physicians, and home care RNs—in an effort to tri-
angulate data sources and elicit rich and diverse opinions. Ap-
proval was obtained from the Institutional Review Board prior 
to conducting the study.

Recruitment
Parents
Because we conducted interviews approximately 1 year after 
the trial’s conclusion, we purposefully selected families who 
were enrolled in the latter portion of the H2O trial in order to 
enhance recall. Beginning with the last families in the study, we 
sequentially contacted families in reverse order. We contacted 
10 families in each of 4 categories (intervention/reutilization, 
intervention/no reutilization, control/reutilization, control/no 
reutilization). A total of 3 attempts were made by telephone to 
contact each family. Participants received a grocery store gift 
card for participating in the study.

Primary Care Physicians
We conducted focus groups with a purposive sample of phy-
sicians recruited from 2 community practices and 1 hospital-
owned practice.

Hospital Medicine Physicians
We conducted focus groups with a purposive sample of physi-
cians from our Division of Hospital Medicine. There was a vary-
ing level of knowledge of the original trial; however, none of 
the participants was a collaborator in the trial.

Home Care RNs
We conducted focus groups with a subset of RNs who were 
involved with trial visits. All RNs were members of the pediatric 
home care division associated with the hospital with specific 
training in caring for patients at home.

Data Collection
The study team designed question guides for each stake-
holder group (Appendix 1). While questions were tailored for 
specific stakeholders, all guides included the following topics: 
benefits and challenges of nurse visits, suggestions for improv-
ing the intervention in future trials, and reactions to the trial 
results (once presented to participants). Only the results of the 
intention-to-treat (ITT) analysis were shared with stakeholders 
because ITT is considered the gold standard for trial analysis 
and allows easy understanding of the results.

A single investigator (A.L.) conducted parental interviews by 
telephone. Focus groups for PCPs, hospital medicine physi-
cians, and RN groups were held at practice locations in private 
conference rooms and were conducted by trained moderators 
(S.N.S., A.L., and H.T.C.). Moderators probed responses to the 
open-ended questions to delve deeply into issues. The ques-
tion guides were modified in an iterative fashion to include 

new concepts raised during interviews or focus groups. All 
interviews and focus groups were recorded and transcribed 
verbatim with all identifiable information redacted.

Data Analysis
During multiple cycles of inductive thematic analysis,6 we ex-
amined, discussed, interpreted, and organized responses 
to the open-ended questions,6,7 analyzing each stakeholder 
group separately. First, transcripts were shared with and re-
viewed by the entire multidisciplinary team (12 members), 
which included hospital medicine physicians, PCPs, home care 
nursing leaders, a nurse scientist, a parent representative, re-
search coordinators, and a qualitative research methodologist. 
Second, team members convened to discuss overall concepts 
and ideas and created the preliminary coding frameworks. 
Third, a smaller subgroup (research coordinator [A.L.], hos-
pital medicine physician [S.R.], parent representative [M.M.], 
and qualitative research methodologist [S.N.S.]), refined the 
unique coding framework for each stakeholder group and 
then independently applied codes to participant comments. 
This subgroup met regularly to reach consensus about the as-
signed codes and to further refine the codebooks. The codes 
were organized into major and minor themes based on recur-
ring patterns in the data and the salience or emphasis given by 
participants. The subgroup’s work was reviewed and discussed 
on an ongoing basis by the entire multidisciplinary team. Trian-
gulation of the data was achieved in multiple ways. The prelim-
inary results were shared in several forums, and feedback was 
solicited and incorporated. Two of 4 members of the subgroup 
analytic team were not part of the trial planning or data collec-
tion, providing a potentially broader perspective. All coding 
decisions were maintained in an electronic database, and an 
audit trail was created to document codebook revisions.

RESULTS
A total of 33 parents participated in the interviews (interven-
tion/readmit [8], intervention/no readmit [8], control/readmit 
[8], and control/no readmit [9]). Although we selected families 
from all 4 categories, we were not able to explore qualitative 
differences between these groups because of the relative-
ly low numbers of participants. Parent data were very limited 
because interviews were brief and “control” parents had not 
received the intervention. Three focus groups were held with 
PCPs (7 participants in total), 2 focus groups were held with 
hospital medicine physicians (12 participants), and 2 focus 
groups were held with RNs (10 participants).

Goal 1: Explanation of Reutilization Rates
During interviews and focus groups, the results of the H2O trial 
were discussed, and stakeholders were asked to comment on 
potential explanations of the findings. Four major themes and 
5 minor themes emerged from analysis of the transcripts (sum-
marized in Table 1).

Theme 1: Appropriateness of Patient Reutilization
Hospital medicine physicians and home care RNs questioned 
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whether the reutilization events were clinically indicated. RNs 
wondered whether children who reutilized the ED were also 
readmitted to the hospital; many perceived that if the child was 
ill enough to be readmitted, then the ED revisit was warrant-
ed (Table 2). Parents commented on parental decision-making 
and changes in clinical status of the child leading to reutiliza-
tion (Table 2).

Theme 2: Impact of Red Flags/Warning Sign Instructions 
on Family’s Reutilization Decisions
Hospital medicine physicians and RNs discussed the potential 
concern that the “red flags” lacked sufficient context for ap-
propriate family decision making. They hypothesized that, as 
a result, parents might have returned to the ED rather than ac-
cessing other avenues of care such as their primary care office. 
For example, one participant noted that, if a fever recurred 
days after it had resolved, then perhaps that would require dif-
ferent action steps than if a child had a persistent fever. RNs 
also mentioned that the discussion of red flags may have made 
families “more diligent” (Table 2).

Theme 3: Hospital-Affiliated RNs “Directing Traffic” Back 
to Hospital
Both physician groups were concerned that, because the study 
was conducted by hospital-employed nurses, families might 
have been more likely to reaccess care at the hospital. Thus, 

the connection with the hospital was strengthened in the H2O 
model, potentially at the expense of the connection with PCPs. 
Physicians hypothesized that families might “still feel part of 
the medical system,” so families would return to the hospital 
if there was a problem. PCPs emphasized that there may have 
been straightforward situations that could have been handled 
appropriately in the outpatient office (Table 2).

Theme 4: Home Visit RNs Had a Low Threshold for  
Escalating Care
Parents and PCPs hypothesized that RNs are more conserva-
tive and, therefore, would have had a low threshold to refer 
back to the hospital if there were concerns in the home. One 
parent commented: “I guess, nurses are just by trade accus-
tomed to erring on the side of caution and medical interven-
tion instead of letting time take its course. … They’re more apt 
to say it’s better off to go to the hospital and have everything 
be fine” (Table 2).

Minor Themes
Participants also explained reutilization in ways that coalesced 
into 5 minor themes: (1) families receiving a visit might perceive 
that their child was sicker; (2) patients in the control group did 
not reutilize enough; (3) receiving more education on a child’s 
illness drives reutilization; (4) provider access issues; and (5) 
variability of RN experience may determine whether escalated 

TABLE 1. Summary of Major and Minor Themes by Stakeholder Type

Parents Hospital Medicine Physicians Primary Care Physicians
Home Healthcare 

Nurses

Goal 1: Explanation of Reutilization Rates

Major Themes

   Appropriateness of patient reutilization

   Impact of red flags on family’s reutilization decisions

   Hospital-affiliated RNs “directing traffic” back to hospital

   Home visit RNs had a low threshold for escalating care 











 







Minor Themes

   Families receiving visit might perceive that their child was sicker

   Patients in the control group did not reutilize enough

   Receiving more education drives reutilization

   Provider access issues

   Variability of RN experience may determine whether escalated care















Goal 2: Suggestions for Improving the Intervention

Major Themes

   Need for improved postdischarge communication

   Individualizing home visits—one size does not fit all

   Providing context and framing of red flags





















Minor Themes

   Streamlining discharge

   Improving the definition of the scope and goal of intervention

   Extending inpatient team expertise postdischarge







Abbreviation: RN, registered nurses.
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care. Supportive quotations are found in Appendix 2.
We directly asked parents if they would want a nurse home 

visit in the future after discussing the results of the study. Al-
most all of the parents in the intervention group and most of 
the parents in the control group were in favor of receiving a 
visit, even knowing that patients who had received a visit were 
more likely to reutilize care.

Goal 2: Suggestions for Improving Intervention 
Design 
Three major themes and 3 minor themes were related to im-
proving the design of the intervention (Table 1).

Theme 1: Need for Improved Postdischarge Communication
All stakeholder groups highlighted postdischarge communica-
tion as an area that could be improved. Parents were frustrated 
with regard to attempts to connect with inpatient physicians 
after discharge. PCPs suggested developing pathways for the 
RN to connect with the primary care office as opposed to the 

hospital. Hospital medicine physicians discussed a lack of con-
sensus regarding patient ownership following discharge and 
were uncertain about what types of postdischarge symptoms 
PCPs would be comfortable managing. RNs described specific 
situations when they had difficulty contacting a physician to 
escalate care (Table 3).

Theme 2: Individualizing Home Visits—One Size Does 
Not Fit All
All stakeholder groups also encouraged “individualization” 
of home visits according to patient and family characteristics, 
diagnosis, and both timing and severity of illness. PCPs recom-
mended visits only for certain diagnoses. Hospital medicine 
physicians voiced similar sentiments as the PCPs and added 
that worrisome family dynamics during a hospitalization, such 
as a lack of engagement with the medical team, might also 
warrant a visit. RNs suggested visits for those families with 
more concerns, for example, those with young children or chil-
dren recovering from an acute respiratory illness (Table 3).

TABLE 2. Explanation of Reutilization Rates: Major Themes and Illustrative Quotations

Theme Stakeholder Type Illustrative Quotation

Appropriateness of patient reutilization Parent “Maybe the mothers felt that the child would be better cared for in the hospital than what the parents was [sic] doing at home.” 

“And to me I would not say that the nurse has anything to do with the health of the [child], or a subsequent visit to the hospital. 
It’s all basically to the fact that the … child’s condition hasn’t improved and maybe the new development or maybe it’s the 
healing process is what is delayed and it’s lingering on.”

“Overconcerned parents, honestly, because … when any doctor or any nurse or anybody comes to you and, you know, basically, 
here’s your risk, you know, and then you start thinking about them. And you’re like, ‘Oh, my God, it could be the worst thing 
possible’ … but, realistically, do you stop thinking about it? No, you don’t. … I mean, as a parent, you’re always worried about 
your kids. ... We just know a little bit more information now that we didn’t know, which is good to know. … I mean, once your 
kid is sick and they’ve been sick off and on, it starts to wear on you.”

HM “Because that would be interesting if like, if it was a failure to connect with the PCP about an issue that maybe wasn’t truly 
emergent but needed to be dealt with at some point that day, if they weren’t able to get ahold of the PCP and that was why they 
re-presented.” 

“It becomes the piece of what is, what would be meaningful reutilization, and I don’t think we have a way to measure that.”

“Because a lot of times we get admissions that we don’t necessarily think are indicated, but they get admitted because the 
parents show up in the ED 3 times over 3 days.”

RN “Did all of those people who came back to the emergency room need to be back in the emergency room?” 

“If they got readmitted, then they obviously needed to be at the emergency room.” 

Impact of “red flags” on family’s reutilization 
decisions

Parent [Nurses said:] “They should be better by day 5, and then the kids weren’t. Or they should, if they have these returning symptoms, 
you should definitely come back.” 

HM “This is a parent, their third or fourth child, they’ve been through this before, and to see their eyes kind of pop open when 
somebody mentions something unexpected like, ’You want me to come to the emergency department if there’s a fever?’ Like, 
and then you can see the wheels turning like, ‘Oh, okay, I mean, I can do that if that’s what I’m supposed to do,’ without that 
clarification of, well, there’s context to that that’s really important.” 

“Yeah, it makes you wonder if like, if we’re too conservative with our red flags [warning signs] if the kids are, you know, with 
bronchiolitis are still surviving even though they might be living out there with a red flag or two.” 

“But if the fevers completely go away and are gone for 3 or 4 days, then I want you to start the clock over.”

RN “They [intervention parents] were more diligent because they had the red flags [warning signs].”

“Okay, so maybe we could stress to them a little more about, hey, you know, unless it’s a red flag [warning signs], I mean, I feel 
like we kind of already do that, you don’t need to go to the emergency room, unless it’s Friday night.” 

“Maybe I [RN] overalerted families when I went over the red flags. Maybe there’s a way that I could phrase things differently”

Continued on page 522



Riddle et al   |   Qualitative Analysis of a Discharge Home Nurse Visit

522          Journal of Hospital Medicine®    Vol 15  |  No 9  |  September 2020� An Official Publication of the Society of Hospital Medicine

Theme 3: Providing Context for and Framing of Red Flags
Physicians and nurses suggested providing more context to 
“red flag” instructions and education. RNs emphasized that 
some families seemed to benefit from the opportunity to dis-
cuss their postdischarge concerns with a medical professional. 
Others appreciated concrete written instructions that spelled 
out how to respond in certain situations (Table 3).

Minor Themes
Three minor themes were revealed regarding intervention 
design improvement (Table 1): (1) streamlining the discharge 
process; (2) improving the definition of the scope and goal of 
intervention; and (3) extending inpatient team expertise post 
discharge. Supportive quotations can be found in Appendix 3.

DISCUSSION
When stakeholders were asked about why postdischarge RN 
visits led to increased postdischarge urgent healthcare vis-
its, they questioned the appropriateness of the reutilization 
events, wondered about the lack of context for the warning 
signs that nurses provided families as part of the intervention, 

worried that families were encouraged to return to the hos-
pital because of the ties of the trial to the hospital, and sug-
gested that RNs had a low threshold to refer patients back to 
the hospital. When asked about how to design an improved 
nurse visit to better support families, stakeholders emphasized 
improving communication, individualizing the visit, and pro-
viding context around the red-flag discussion, enabling more 
nuanced instructions about how to respond to specific events.

A synthesis of themes suggests that potential drivers for in-
creased utilization rates may lie in the design and goals of the 
initial project. The intervention was designed to support fami-
lies and enhance education after discharge, with components 
derived from pretrial focus groups with families after a hospital 
discharge.8 The intervention was not designed to divert pa-
tients from the ED nor did it enhance access to the PCP. A sec-
ond trial of the intervention adapted to a phone call also failed 
to decrease reutilization rates.9 Both physician stakeholder 
groups perceived that the intervention directed traffic back to 
the hospital because of the intervention design. Coupled with 
the perception that the red flags may have changed a fami-
ly’s threshold for seeking care and/or that an RN may be more 

TABLE 2. Explanation of Reutilization Rates: Major Themes and Illustrative Quotations (continued)

Theme Stakeholder Type Illustrative Quotation

Hospital-affiliated RNs “directing traffic” back 
to hospital 

HM “The fact that the nurses were a hospital-based versus medical home-based … might have biased patients going to more 
expensive resources like ER versus the primary care doctor.” 

“I mean, I think they still feel part of the medical system in that they’re still under medical care, and … like that transition back 
to the emergency room doesn’t seem as big when you’re still under care. … It may also circumvent the primary care physician, so 
their next step in seeking help might be the emergency department instead of the primary care physician because they are liaising 
more with us and more attached to the hospital than they are with the primary care doc.” 

“There’s a concept in the healthcare business world that they call ‘Build it and they will come.’ And the essential observation 
there is that utilization drives even more utilization.”

PCP “Like I wonder if you looked at how involved the PCPs were in directing traffic, or was it because it’s a study done by Children’s, 
now Children’s is directing the traffic, and the family, therefore, is returning to Children’s versus returning to their PCP.”

“So if this is a bread-and-butter, general pediatric thing, they should be calling the PCP because, once they are really gone, I 
mean, hospital medicine doctor, we’re now siloed except for our group. They’re focused on what is admission criteria. And they 
don’t always know how long things take to get better or the twists and turns it might take because they’re seeing it just on that 
side. We’re seeing both ends, so we have a good idea about that.”

“It’s so much about who the relationship is with, right?”

Home visit RNs had a low threshold for 
escalating care

Parent “The only thing that I could think of is maybe based on advice from the nurse that maybe you should return if, you know, 
your child is exhibiting certain symptoms or … with me, a lot of times like I won’t go to the hospital because I may think that 
something is not serious enough or, you know, it’s not warranted for a trip to the hospital, when in reality it may be.”

“The only thing I could really think of is if they maybe pointed something out that was wrong with the kid or that seemed to not 
be right, and so they were going, they would call when they saw that or call right, you know, take them in because the nurse 
said, hey, this is not right or this, you might want to get this checked out, or something like that. It may have been based on the 
nurse’s, what the nurse saw.” 

“I guess, nurses are just by trade accustomed to erring on the side of caution and medical intervention instead of letting time 
take its course. … They’re more apt to say it’s better off to go to the hospital and have everything be fine.”

PCP “The other thing is, I think the nurses are trained to be more conservative than physicians in their advice and their guidance, so 
there might have been a lot more advice given at that home visit about, you know, like if any of these things happen, go to the 
emergency department right away, whereas the primary care follow-up, they might have gotten a little bit more nuanced advice 
from the pediatrician or just ... more like, no, it’s fine, call us if you have questions.” 

“I think it depends on what order they hear stuff in. And then … no matter what you say sometimes, they hear only the 
beginning or only the end or whatever … so they didn’t hear, ’Call PCP or go to ER,’ they just heard, ’Go to ER.’ ”

Abbreviations: ED, emergency department; ER, emergency room; HM, hospital medicine physicians; PCP, primary care physicians; RN, home care pediatric certified registered nurses.
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apt to refer back to care, this failure to push utilization to the 
primary care office may explain the unexpected trial results. 
Despite the stakeholders’ perception of enhanced connection 
back to the hospital as a result of the nurse visit, in analysis of 
visit referral patterns, a referral was made directly back to the 
ED in only 4 of the 651 trial visits (Tubbs-Cooley H, Riddle SR, 

Gold JM, et al.; under review. Pediatric clinical and social con-
cerns identified by home visit nurses in the immediate postdis-
charge period 2020).

Both H2O trials demonstrated improved recall of red flags 
by parents who received the intervention, which may be im-
portant given the stakeholders’ perspectives that the red flags 

TABLE 3. Suggestions for Improving the Intervention: Major Themes and Illustrative Quotations

Theme Stakeholder Type* Illustrative Quotation

Need for improved postdischarge  
communication

Parent “[Multiple phone calls were] our biggest issue. [We were] just trying to communicate, [and] I thought there was a barrier there. 
… The physician didn’t want to speak with [us].”

HM “But I think it gets back to … with whom should that nurse communicate? And I think that’s, that gets tricky, because sometimes 
the inpatient physician is the best person, but then there are probably a lot of times where the primary care doctor would really 
benefit from being in the know as well. … I don’t think that was often part of what would happen at the nurse visits, so ...”

“I had a couple of cases where they’ve called me [during the visit] just because there’s been a lot of discrepancies to what the 
pediatrician doesn’t know or the fact that they can’t get ahold of the appropriate pediatrician to get those orders. And I am 
more than willing to help. … I believe there are certain difficulties because I can’t say, ‘Well, you need to do this right or enforce 
something because I’m not their primary caregiver.’ ” 

“I think we probably have some idea of what primary care docs would want to know about or want to be notified about, and …
there are some things that are just, our job as the inpatient providers, and that it’s our responsibility to clean up any issues that 
result from inpatient stay.”

PCP “So I think if the nurse could say, ‘Well, I talked to your PCP and they want you to call them if you see these warning signs’ or 
‘Your PCP doctor got the discharge summary, and they want you to call if you see these warning signs,’ and you might reinforce 
because if it comes across as a personal thing, then they feel like, ’Oh, the doctor knows about me.’ They want to know that…. 
Oh, well, the hospital knows about me, the hospital wants to see me back.”

“The home nurse could even call the primary care nurse from the home ... and like sort of summarize the situation and, you 
know, even let the parent talk to the nurse so that the nurse could say to the parent, ’You know, they’re doing better, and 
certainly don’t hesitate to call me if you have any worries.’ ”

RN “One of the things … is that not every primary care is tied into our system. So they get no idea what happened at our visit.” 

“Well, I think if there would have been some type of … discharge plan or whatever on the floor, I get
they’re busy. I understand that. But even if they could have made a phone call to the primary care
team physician and said this first one is admitted for this, then they’ll get a follow-up for this, and
this is what you can expect.”

Individualizing home visits—one size does not 
fit all

Parent “Again, it [need for visit] just depends on the circumstance. I mean, it would, you know, I’m not opposed to it.”

“I think anytime a kid is discharged after having major surgery, especially like my daughter had brain surgery, so I think that 
you’re always a little nervous and a little stressed. And, I mean, it’s traumatizing, especially if you’re worried about your kid.”

HM “There [are] some diagnoses and family scenarios where I was almost sure that that would be a valuable intervention.”

“Like one of those families that just makes you nervous and that, you know, needs a lot of reassurance or needs a lot of like 
reinforcement of education.” 

PCP “I mean, I think you would want to decide what kind, what visits are going to be valuable and what are not, you know.”

“Yeah, I think it’s, you know, yeah, you could say all asthmatics. That’s easier, all new onset diabetics, or all mental health 
discharges. But then the routine stuff, not all bronchiolitis would, I would think needs it, but, yeah, like a 6-week-old expreemie, 
yeah, right? So I think it’s situational to none. I don’t know that I would just blanket universal.” 

“I could see it being valuable for like a new onset diabetic or a patient new with epilepsy, like teaching the family what to do if 
they have a seizure, safety measures around the house.”

RN RN 1: ”Toddlers and infants are very beneficial because these parents are always questioning their own judgment about what to 
do because they’re very frightened.”  
 
RN 2: “I think the respiratory stuff too. “  
 
RN 1: “Because you just can’t stand to hear your child sound like that and you need to breathe to live. So they get, I think they’re 
really nervous about that.”

RN: “Like, I guess, we know, we assess them a little further away from their discharge.“ 
 
RN: “I mean, I think sometimes ... will reassure them, and if they felt maybe he was okay or my child is okay if you get 
discharged, but maybe 3, 4, 5 [days], a week later, and maybe they’re rethinking, I don’t know.“ 

Continued on page 524
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may not have been contextualized well enough. Yet neither 
trial demonstrated any differences in postdischarge coping 
or time to return to normal routine. In interviews with parents, 
despite the clearly stated results of increased reutilization, in-
tervention parents endorsed a desire for a home visit in the 
future, raising the possibility that our outcome measures did 
not capture parents’ priorities adequately.

When asked to recommend design improvements of the in-
tervention, 2 major themes (improvement in communication 
and individualization of visits) were discussed by all stakeholder 
groups, providing actionable information to modify or create 
new interventions. Focus groups with clinicians suggested that 
communication challenges may have influenced reutilization 
likelihood during the postdischarge period. RNs expressed 
uncertainty about whom to call with problems or questions at 
the time of a home visit. This was compounded by difficulty 
reaching physicians. Both hospital medicine physicians and 
PCPs identified system challenges including questions of pa-
tient ownership, variable PCP practice communication prefer-
ences, and difficulty in identifying a partnered staff member 
(on either end of the inpatient-outpatient continuum) who was 
familiar with a specific patient. While the communication is-
sues raised may reflect difficulties in our local healthcare sys-
tem, there is broad evidence of postdischarge communication 
challenges. In adults, postdischarge communication failures 
between home health staff and physicians are associated with 
an increased risk of readmission.10 The real or perceived lack 
of communication between inpatient and outpatient provid-
ers can add to parental confusion post discharge.11 Although 
there have been efforts to improve the reliability of commu-
nication across this gulf,12,13 it is not clear whether changes to 
discharge communication could help to avoid pediatric reuti-
lization events.14

The theme of individualization of the home nurse visit is 
consistent with evidence regarding the impact of focusing 
the intervention on patients with specific diagnoses or demo-
graphics. In adults, reduced reutilization associated with post-
discharge home nurse visits has been described in specific 
populations such as patients with heart failure and chronic ob-
structive pulmonary disease.15 Impact of home nurse visits on 
patients within diagnosis-specific populations with certain de-
mographics (such as advanced age) has also been described.16 
In the pediatric population, readmission rates vary widely by 
diagnosis.17 A systematic review of interventions to reduce 
pediatric readmissions found increased impact of discharge 
interventions in specific populations (asthma, oncology, and 
neonatal intensive care patients).3

Next steps may lie in interventions in targeted populations 
that function as part of a care continuum bridging the patient 
from the inpatient to the outpatient setting. A home nurse visit 
as part of this discharge structure may prove to have more im-
pact on reducing reutilization. One population that accounts 
for a large proportion of readmissions and in which there has 
been recent focus on discharge transition of care has been 
children with medical complexity.18 This group was largely ex-
cluded from the H2O trial. Postdischarge home nurse visits in 
this population have been found to be feasible and address 
many questions and problems, but the effect on readmission is 
less clear.19 Family priorities and preferences related to prepa-
ration for discharge, including family engagement, respect for 
discharge readiness, and goal of returning to normal routines, 
may be areas on which to focus with future interventions in this 
population.20 In summary, although widespread postdischarge 
interventions (home nurse visit4 and nurse telephone call9) 
have not been found to be effective, targeting interventions to 
specific populations by diagnosis or demographic factors may 

TABLE 3. Suggestions for Improving the Intervention: Major Themes and Illustrative Quotations (continued)

Theme Stakeholder Type* Illustrative Quotation

Providing context for and framing of red flags PCP “So it, I mean, because like the Barton Schmitt Nursing Guidelines, Triage Guidelines, have like good, like call 911, go to the 
emergency room now, be seen in the office today, be seen in the office tomorrow, today or tomorrow, eventually. … So that’s 
kind of my mental framework for that.” 

“So if you can, the nurse [should be] almost from the primary care office rather than from the hospital. And then the instructions 
are very much tailored to, ’If you see this and this, you know, call your doctor’ … and the emergency room being sort of that last 
tier.”

“When you give red flags, or you call me if this or this, but it lacks context, like, okay, their breathing went to 70, but their fever 
was 102. What is it when the fever is better? Oh, the breathing is back down. Okay. That’s okay, stay home, versus no fever, and 
the breathing is 70. You know, so I think everything has a context, and details that might be hard to really teach.”

RN “There were times where … we would give the parents a lot of education about using the red flags and … I said, ‘You’re not red 
enough for me to call the doctor, but you’re in a yellow zone. You are not green for go, you are in the yellow zone. You need to 
have caution. You need to watch him.’ And that’s what I would use with talking with them. And I said, ‘You need to refer to these 
[red flags].’ “ 

RN 1: “Is our strategy she could have had the family work through it before they got to the point where they needed to call 
somebody? So try X, Y, and Z if they’re not doing this, and then call your doctor, would that like add an extra layer to your red 
flags?”
RN 2: “And I don’t know ... I mean, some moms can’t, you know, they can’t figure that out at times. You know, we just got to 
[say], ‘It’s either this or this.’ ” 

Abbreviations: HM, hospital medicine physicians; PCP, Primary care physicians; RN, home care pediatric certified registered nurses.
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prove to be more effective in reducing pediatric reutilization.
There were several strengths to this study. This qualitative 

approach allowed us to elucidate potential explanations for 
the H2O trial results from multiple perspectives. The multidis-
ciplinary composition of our analytic team and the use of an 
iterative process sparked diverse contributions in a dynamic, 
ongoing discussion and interpretation of our data.

 This study should be considered in the context of several 
limitations. For families and RNs, there was a time lag between 
participation in the trial and participation in the qualitative 
study call or focus group that could lead to difficulty recalling 
details. Only families who received the intervention could give 
opinions on their experience of the nurse visit, while families 
in the control group were asked to hypothesize. Focus groups 
with hospital medicine physicians and PCPs were purposive 
samples, and complete demographic information of partici-
pants was not collected.

CONCLUSION
Key stakeholders reflecting on a postdischarge RN visit trial 
suggested multiple potential explanations for the unexpected 
increase in reutilization in children randomized to the interven-
tion. Certain participants questioned whether all reutilization 
events were appropriate or necessary. Others expressed con-
cerns that the H2O intervention lacked context and directed 
children back to the hospital instead of the PCP. Parents, PCPs, 
hospital medicine physicians, and RNs all suggested that fu-
ture transition-focused interventions should enhance post-

discharge communication, strengthen connection to the PCP, 
and be more effectively tailored to the needs of the individual 
patient and family.
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