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Expanded Adult Day Program as an 
Option for Postacute Care (PAC)

Nursing has long been concerned with care processes that 
impact quality of care as the patient, especially older patients, 
transition from one setting to another. Older patients with 
chronic conditions present the greatest challenges to provid-
ers. This population often requires continuing skilled nursing 
care and rehabilitation after discharge from the acute care 
and/or acute rehabilitation setting. These services are most 
often delivered by skilled nursing facilities (SNF), home 
health care agencies (HHA), or outpatient rehabilitation 
facilities, which are reimbursed through Medicare. The type 
of PAC that is selected is usually determined by the func-
tional status of the patient, the availability of informal care-
givers, and the availability of PAC services. For example, 
patients who have moderate levels of functional impair-
ment and have an available caregiver may be referred for 
home health care; patients with moderate to severe func-
tional limitations and/or without an available caregiver are 
more likely to be referred to the SNF. The goal of PAC is to 
improve the underlying debilitating condition through active 
care (Kane, 2011). More specifically, long-term care implies 
ongoing support designed to respond to deficits in function-
ing, while PAC has a much more active rehabilitative and 
recuperative goal (Kane, 2011).
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Abstract

This article describes a pilot program for provision of postacute care (PAC) in an established adult day program. Demographic, 
clinical, utilization, and satisfaction data were abstracted retrospectively from program records; postdischarge readmission and 
emergency department visit data were obtained from the electronic health record. Comparative data were obtained from the 
health records of patients who were offered but declined the adult day program. Between 2005 and 2008, 78 patients requiring 
PAC were approached by the RN coordinator; 33 selected the adult day program, and 45 selected alternative destinations. 
The majority of patients had a neurological diagnosis, most commonly stroke. Participants and their family caregivers were 
highly satisfied with the program. The 30-day readmission rate for adult day program participants was significantly lower than 
that for nonparticipants. An expanded adult day program may represent a viable Transitional Care Model for selected patients 
and a feasible alternative to skilled nursing facility and home health care for PAC.
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This article describes a proposed, PAC alternative to SNFs, 
HHAs, and outpatient rehabilitation clinics that involves 
integrating skilled nursing care and rehabilitation therapy 
into an existing adult day program. Adult day services (ADS) 
are currently a key provider of long-term care services. 
However, 80% have professional nursing staff, and about 
50% have an available social worker and provide physical, 
occupational, or speech therapy (Met Life National Study of 
Adult Day Services, 2010). Adult day centers also provide 
caregiver support including respite services, educational 
programs, and support groups. Currently, adult day services 
do not qualify for Medicare reimbursement. There are more 
than 4,600 adult day services centers in the United States 
(Met Life National Study of Adult Day Services, 2010). 
Most are single site, stand-alone, private, nonprofit entities 
with no affiliation with any parent facility or organization 
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(Met Life National Study of Adult Day Services, 2010). 
They are state certified or licensed to provide services. It is 
our belief that these adult day programs could serve an impor-
tant role as a provider of transitional care and short-term 
rehabilitation following hospital discharge. Such an option 
might result in smoother care transitions and reduced read-
missions to the hospital, be more cost-effective than SNFs or 
home health, and might be a preferred alternative for many 
older persons and their families.

Background and Significance
Transitions of care from the hospital to the home or the nurs-
ing home are often associated with rapid readmission to the 
acute care setting. The Medicare 30-day readmission rate for 
beneficiaries discharged from the hospital to a skilled nursing 
facility is almost 25% (Mor, Intrator, Feng, & Grabowski, 
2010). The Medicare 30-day all-cause readmission rate for 
patients discharged to home is estimated to be 18%-20% 
(Jencks, Williams, & Coleman, 2009). Research has shown 
that one quarter to one half of adverse events leading to read-
mission may be preventable (Forster et al., 2004). Transitional 
care is a term describing care provided to patients as they 
move from one care site or one care level to another. Some 
models of transitional care for older persons have shown 
reductions in readmissions, medication errors, and costs, 
as well as increased patient satisfaction (Coleman, 2003; 
Coleman & Berenson, 2004; Coleman & Boult, 2003; 
Coleman et al., 2004, Coleman, Smith, Raha, & Min, 2005; 
Naylor, 2004; Naylor et al., 2004). Evidence is building on 
the value of planning for the patient’s transition from the 
hospital to the postdischarge destination. Unplanned care 
transitions increase the likelihood of medical errors related to 
inadequate care coordination (Mor et al., 2010) and generate 
additional health care costs.

The problem of poor care transitions leading to early read-
mission to the hospital has received national attention and 
several care transitions interventions have been developed 
and evaluated. These include the Transitional Care Model 
(TCM; http://www.transitionalcare.org), the Care Transitions 
Program (http://www.caretransitions.org), and the Next Step in 
Care campaign (http://www.nextstepincare.org). The Transi-
tional Care Model (Naylor) provides the patient with care 
delivered and coordinated by an advanced practice nurse 
(APN) in the hospital and home. The APN enrolls high-risk 
patients while they are still in the hospital, visits the patient 
in the hospital within 24 hr of admission and daily until dis-
charge, and visits the patient at home within 24 hr of dis-
charge followed by weekly visits for the first month. The 
Care Transitions Program (Coleman) is a 4-week program 
for patients with complex care needs that utilizes specific 
tools (for example, a medication reconciliation tool), a tran-
sitions coach, and self-management skill development. The 
Next Steps Initiative (United Fund of New York) provides 

tools that address the concerns of both providers and family 
caregivers and focuses on the role of the family caregivers in 
the transitions process.

None of these care transitions programs focuses specifi-
cally on the newly discharged patient who requires ongoing 
rehabilitation therapies in addition to continued nursing man-
agement of other chronic conditions. Moreover, the 
Transitional Care Model and Care Transitions Program 
rely on one-to-one, episodic interactions with the patient 
and/or caregiver, while some patients might benefit from 
a more structured, continuous period of observation, moni-
toring and reinforcement before successful self-management 
is possible. Additionally, these transitional care programs 
require a caregiver in the home to assist with the coordina-
tion activities which is not always possible.

Alternative Care Transitions Program
Patients requiring PAC that includes skilled nursing services 
and rehabilitation therapies have several options. Patients 
and/or their family members can select admission to a SNF 
as a short-stay resident or arrange for home health services 
which include skilled nursing care and therapy services. 
Both of these options have specific eligibility requirements 
that must be met to be covered by Medicare reimbursement. 
Alternatively, patients and/or family members might elect 
to be discharged home with outpatient therapy or self-
management.

To facilitate the transition from hospital to home for high-
risk patients with continuing skilled nursing and rehabilita-
tion needs, an alternative to home health and skilled nursing 
facility care was developed by the Parma Community General 
Hospital in Parma, Ohio. The D.A.Y. (Designed Around You) 
Program integrates skilled nursing and rehabilitation ser-
vices (physical, occupational, and speech therapy) into an 
existing adult day program affiliated with the hospital. This 
innovative program avoids admission to a SNF for many 
patients, as SNF is often viewed as the only option if a care-
giver is not present in the home during the day. The adult day 
program allows discharge to home even if a caregiver is not 
present, by providing supervision and monitoring through-
out the day. It also allows greater time to prepare the family 
caregivers for eventual caregiving responsibilities once the 
patient completes the rehabilitation program and is able to 
function independently in the home.

The D.A.Y. Program is a structured, graduated, 8-week 
program that provides on-site rehabilitation therapies, daily 
nursing assessments to identify changes in clinical and func-
tional status, supervision or administration of medications as 
needed, plan of care meetings between the interdisciplinary 
team and family caregivers at mid-point and again at dis-
charge, development of home exercise programs by the thera-
pists, and coordinated home safety visits conducted by county 
officials. The program is integrated into an ongoing adult 
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day program for seniors that is affiliated with the discharging 
hospital but located at a different site. Thus, the neces-
sary infrastructure was already in place. The participant 
attends the program 5 days a week for 5 weeks, 3 days a 
week for 2 weeks, and 1 or 2 days in the final week. The 
goals of the program are to prepare individuals for indepen-
dent and safe functioning in the home and community, help 
families plan for any new care requirements, assess the 
home environment for safety and suggest modifications 
as needed, and identify and address clinical and functional 
issues as they occur in the early postdischarge period. 
Besides the daily nursing assessments, care planning, medi-
cation supervision, and on-site physical and occupational 
therapy, the participant benefits from the mental and social 
stimulation provided by the multiple activities that are 
offered as part of the ongoing adult day program, including 
the interactions with other seniors and staff members in the 
setting . Meals and snacks are provided, while additional ser-
vices may include wound care, dietary counseling and super-
vision, pain management, oxygen therapy, and symptom 
monitoring.

Potential enrollees are identified during the acute phase 
of their hospital admission, and provided information about 
the program and other postdischarge options by the RN 
coordinator. The RN functions in consultation with the med-
ical director and is responsible for the overall nursing policy 
and practice in the adult day center. She oversees the day 
program which functions within the adult day center. Her 
responsibilities include identifying appropriate patients, 
educating patients and family members about their options, 
communicating with the interdisciplinary team to ensure a 
seamless transition to the adult day program, acting as liai-
son with involved physicians (both referring and primary 
care), facilitating the plan of care sessions and tracking out-
comes, and delegating to the program LPN within her scope 
of practice. The LPN has responsibility for the day-to-day 
operation of the adult day center, including medication super-
vision and management, performing ordered treatments, del-
egating duties to the nursing assistants in accordance with 
the plan of care, documenting routine patient care deliv-
ery, attending plan of care meetings, overseeing delivery 
of meals, helping coordinate transportation, assisting with 
billing, and coordinating therapy sessions, all under the 
direction of the RN coordinator. The daily nursing assess-
ment, completed by the RN or LPN coordinator, includes 
the following components: Mental status; mood/behaviors; 
pupils/speech/neurological function; hearing/vision; ambu-
lation; transfers; nutrition; pain; respiratory function; skin 
integrity; cardiovascular function; gastrointestinal function; 
genitourinary function; nursing and medical treatments; 
and restorative measures. The care plan and care plan modi-
fications are developed by the interdisciplinary team based 
on these daily assessments and scheduled plan of care 
meetings.

Method
Evaluation of Expanded Adult  
Day Program (D.A.Y. Program)
The project was approved by the Parma Community General 
Hospital IRB and the Case IRB. Both a contract and data-use 
agreement were signed by the appropriate authorities. A 
data abstraction tool was designed, tested, and revised for 
abstracting information from the program written records. The 
records included nursing assessment forms, therapy goals, 
admitting and progress notes, plan of care meeting notes, 
and satisfaction surveys. The electronic health record was 
accessed for health care utilization data (service delivery 
dates, physical and occupational therapy sessions, speech 
therapy sessions, emergency department and hospital read-
mission dates and diagnoses). Three of the authors (KJ, 
STM, and AF) abstracted the records after initial testing and 
revision of the data abstraction instrument. One author (KJ) 
also rereviewed all patient records for completeness and 
accuracy of the abstracted forms. A fourth author (MJK) 
accessed the electronic health record for utilization data. An 
addendum to the human participants protocol was approved 
that allowed the team to access relevant program notes and 
utilization data for those individuals who were offered 
enrollment in the D.A.Y. Program but elected an alternative 
postdischarge option. Not all data elements were available 
for this patient group. Data were coded and entered into an 
SPSS database. The analysis consisted of descriptive statis-
tics, independent t tests for continuous variables and chi-
square analysis for categorical variables.

Results
Demographic Characteristics

During the years 2005-2008, 78 patients requiring PAC services 
were approached by the RN nurse coordinator who discussed 
their postdischarge care needs and options. In addition to the 
traditional SNF and home health options, they were offered 
the opportunity to participate in the adult day program. Of 
the 78 patients approached, 33 decided to enroll in the adult 
day program whereas 45 declined the program and chose 
instead SNF (16), HH (15), or home with outpatient therapy 
or self-care (14). Most of the patients in both the D.A.Y. and 
non-D.A.Y. groups (those with a diagnosis of stroke or CVA) 
received care in the acute rehabilitation unit prior to their 
discharge. As shown in Table 1, the typical D.A.Y. Program 
participant was 76 years old (range 52-91), female (60.6%), 
White (100%), and insured by Medicare (90.9%), whereas 
the typical non-D.A.Y. Program participant had a similar 
profile (77.4 years old with a range from 52-92, 57.8% 
female, 97.8% White, and 88.9% Medicare). D.A.Y. Program 
participants were evenly distributed in terms of prehospital-
ization living arrangements. About one third of the participants 
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lived alone, one third lived with a spouse, and one third lived 
with an adult child. The nonparticipants, however, were some-
what more likely to live with their spouse and less likely to 
live with an adult child. Similarly, the adult day program 
participant was less likely to have a spouse designated at the 
primary caregiver (27.3%) compared to the nonparticipants 
(42.4%). The major diagnostic category of program partici-
pants and nonparticipants was neurologic, followed at a dis-
tance by orthopedics. No approached cardiac patients elected 
to participate in the adult day program. The most frequent 
diagnosis by far was stroke (CVA; 60.6% for D.A.Y., 57.8% 
for non-D.A.Y.). Other participant diagnoses were total hip 

or knee replacement surgery (9.1%), subdural hematoma 
(9.1%), Parkinson’s disease (6.1%), and encephalopathy 
(6.1%). Nonparticipants had a much wider variety of diag-
noses (21 different diagnoses in total). These additional diag-
noses included cellulitis, sepsis, pericardial effusion, and 
brachial plexis injury. The patients requiring PAC services 
had a substantial disease burden as illustrated by their total 
number of comorbid conditions. The participants had on 
average 6.2 secondary diagnoses, whereas the nonpartici-
pants had 7.1, or one more. The most frequent of these 
were hypertension (72.7%), cardiac disease (66.7%), arthri-
tis (45.5%), and diabetes (39.4%). Nonparticipants most 

Table 1. Description of Adult Day Program Participants and Nonparticipants

Variable D.A.Y. (N = 33) Non-D.A.Y. (N = 45) p value

Age (mean) 76.0 77.4 .55
Age (range) 52-91 52-92  
Male 39.4% 42.2% .49
Female 60.6% 57.8%  
Race—White 100% 97.8% .58
Medicare recipient 90.9% 88.9% .69
  Lives alone 30.3% 31.7% .61
  Lives with spouse 30.3% 39.0%  
  Lives with adult child 36.4% 21.9%  
  Lives with other 3.0% 2.4%  
Primary caregiver
  Spouse 27.3% 42.4% .11
  Son/daughter 57.6% 57.6%  
  Other 15.2% 0%  
Primary diagnostic category
  Neurological 81.8% 73.3% .36
  Orthopedic 15.2% 8.9%  
  Cardiac 0.0% 11.1%  
  Other 6.1% 6.7%  
Total number comorbids 6.21% 7.13% .06
Selected comorbid conditions
  Cardiac 66.7% 75.6% .27
  Heart failure 24.2% 36.7% .51
  Hypertension 72.7% 84.4% .16
  Diabetes 39.4% 37.8% .54
  Hyperlipidemia 45.5% 37.8% .33
  Pulmonary disease 21.2% 26.7% .39
  Renal 12.1% 33.3% .03

  GU system 24.2% 31.1% .34
  Cancer 24.2% 20.0% .43
  Psychiatric diagnosis 15.2% 31.1% .09
  Depression 6.1% 28.9% .01
  Alzheimer’s disease 24.2% 15.6% .25
  Arthritis 45.5% 35.6% .26
  Osteoporosis 21.2% 20.0% .56
  Anemia 12.1% 46.7% .01
Acute hospital LOS—days 5.85 5.54 .72
Acute rehabilitation stay—days 23.9 20.1 .15
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frequently had hypertension (84.4%); cardiac disease 
(75.6%); anemia (46.7%); renal disease (33.3%), GU prob-
lems (31.1%), and depression (28.9%). As shown in Table 1, 
nonparticipants were significantly more likely to have 
depression, chronic kidney disease, and anemia as compared 
to the participants. Virtually all of the program participants 
were at risk for falling (93.9%), and three quarters had a his-
tory of falls. All of the participants were referred for continu-
ing physical therapy sessions, whereas 90.9% also received 
occupational therapy and 36.4% were referred to speech 
therapy. We were unable to obtain data on falls and postdis-
charge therapies for the nonparticipants.

Health Service Utilization
As shown in Table 1, D.A.Y. Program participants had an 
average acute LOS of 5.85 days and acute rehabilitation unit 
stay of 23.9 days. Nonparticipants had similar stays of 5.54 
acute days and 20.1 rehabilitation unit days. Unlike academic 
health centers, patients in this study are highly likely to be 
readmitted to the same hospital or use the hospital’s emer-
gency department if postdischarge problems arise. The 
electronic health record was reviewed for the 90-day period 
following discharge from the acute care setting for both 
readmissions to the hospital and visits to the emergency 
department. Table 2 shows the 30-day and 90-day readmis-
sion and ED visit rates for the program participants and nonpar-
ticipants. Adult day program participants were significantly 

Table 2. Health Care Utilization Outcomes for Participants and Nonparticipants of D.A.Y. Program

Variable D.A.Y. (N = 33) Non-D.A.Y (N = 45) p value

Postdischarge readmissions—mean 0.21 0.44 .06
Postdischarge ED visits—mean 0.33 0.53 .21
90-day readmission to hospital—any 21.2% 35.6% .13
  30-day readmission 6.1% 22.2% .05

  30-60 day readmission 9.1% 8.9% .64
  60-90 day readmission 6.1% 8.9% .50
90-day ED visit—any 27.3% 47.8% .23
  30-day ED visit 6.1% 20.0% .08
  30-60 day ED visit 12.1% 15.6% .47
  60-90 day ED visit 12.1% 11.1% .58
Total number hospital readmissions .16
  None 78.7% 64.4%  
  One 21.2% 26.7%  
  Two 0.0% 8.9%  
Total number ED visits .64
  None 72.7% 62.2%  
  One 21.2% 24.4%  
  Two 6.1% 11.1%  
  Three 0.0% 2.1%  

Note: ED = emergency department.

less likely to be readmitted within 30 days (6.1% vs. 22.5%, 
p = .05) and were also less likely to visit the ED within 30 
days (6.1% vs. 20.0%, p = .08) as compared to the nonpar-
ticipants. The adult day program participants were also less 
likely to be readmitted or visit the ED within 90 days of dis-
charge, but these were not statistically significant differ-
ences. The primary readmission diagnosis or E.D. visit 
presenting symptoms were also recorded. The 30-day 
readmission diagnoses for the day program participants were 
pacemaker insertion and heart failure exacerbation. The 
30-day readmission diagnoses for the nonparticipants 
were anemia and thrombocytopenia, atrial fibrillation, DVT, 
hypotension, chest pain, pulmonary emboli, inability to 
ambulate, fever and heart failure, GI bleeding, and orthostatic 
hypotension.

Participant Satisfaction with the Program
Satisfaction surveys were returned and available for 21 (63.6%) 
D.A.Y. Program participants. No patient satisfaction surveys 
were available for nonparticipants. All the respondents posi-
tively rated the individual aspects of the program and the 
program staff members. Response categories were very 
good, good, acceptable, and not acceptable. No item was 
scored at the acceptable or not-acceptable levels. The items 
rated most highly were skill of the caregivers (95.2% very 
good) and the available therapy services (90% very good). 
The plan of care meetings were the lowest rated item, but still 
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scored highly (78.6% very good). When asked if they would 
recommend the program to others, 100% of the respondents 
said they would, and several responded that they already had 
recommended the program to others. When asked if they 
would be willing to pay for the program, 85% of the respon-
dents checked the yes box, 10% checked no, and 5% 
checked maybe—noting that it depended on program cost 
and their ability to pay.

Comparison of D.A.Y. Program Participants 
With Subgroups of Nonparticipants
Of the 45 patients who declined the adult day program, 
16 went to a SNF, 15 went home with a home health refer-
ral, and 14 went home with either continuing outpatient 
therapy or self-care. There were some interesting differences 
across the destinations, although the sample sizes are small. 
As shown in Table 3, those entering the SNF were less likely 
to be female and more likely to have a spouse as the primary 
caregiver. Those selecting home health care were more 
likely to be female and older, less likely to live with an adult 
child, but more likely to have an adult child designated as 
the primary caregiver. Those going home with self-care were 
less likely to be female or live with an adult child, and more 
likely to live with a spouse who was designated the primary 
caregiver. Those electing home health were less likely to 
have a neurological diagnosis as compared to the other three 
settings. Interestingly, patients selecting the adult day pro-
gram were less likely to have depression, anemia, or chronic 
kidney disease. Those with a diagnosis of depression were 
more likely to go to a SNF or home without assistance. 
Finally, patients discharged to SNF or home with home health 
were much more likely to be readmitted to the hospital within 

Table 3. Comparison of Patients Selecting Different Discharge 
Destinations

Variable D.A.Y. SNF HH Home

Female 60.6% 50.0% 80.0% 42.9%
Live with spouse 30.3% 33.3% 38.5% 46.2%
Live with adult child 36.4% 33.3% 23.1% 7.7%
Live alone 30.3% 26.7% 38.5% 30.8%
Child CG 57.6% 58.3% 75.0% 33.3%
Spouse CG 27.3% 41.7% 25.0% 66.7
Age (mean) 76 77 81 74
Neurological diagnosis 81.8% 93.7% 53.3% 71.4%
Ortho diagnosis 15.2% 0.0% 20.0% 7.1%
Cardiac diagnosis 0.0% 6.3% 20.0% 7.1%
Depression 6.1% 37.5% 13.3% 35.7%
Renal disease 12.1% 37.5% 53.3% 28.6%
Anemia 12.1% 43.8% 53.3 42.9
Comorbids (mean) 6.2 7.5 7.0 6.8
Acute LOS (mean) 5.85 5.19 4.47 5.50
30-day readmission 6.1% 25.0% 26.7% 14.3%

30 days as compared to both the adult day program and 
home with self-care patients.

Discussion
The expanded adult day program represents an alternative 
model of postacute transitional care that we believe can 
effectively prepare selected individuals for eventual return 
to optimal functioning in the home and community. The pro-
totype D.A.Y Program provides many services that would 
contribute to successful transitions from the hospital or acute 
rehabilitation unit to independent home living. Notably, 
many of these services are already provided by the typical 
adult day program. For example, adult day centers provide 
activity programs, health monitoring, socialization, meals, 
transportation, and assistance with activities of daily living 
(Met Life National Study of Adult Day Services, 2010). 
They are open Monday through Friday from 6:30 a.m.-6 p.m., 
and have an RN or LPN available 8 hrs per day (Met Life 
Study, 2010). However, they would not be able to afford to 
provide the structured, intensive 8-week program of reha-
bilitation and skilled nursing care required for PAC without 
additional funding. Medicare reimbursement is not avail-
able for services delivered in adult day centers. Their 
funding comes from Medicaid waiver programs, Veterans 
Administration, state and local social services, and private 
pay sources. Donations, fundraising, and grants also help 
cover the costs (Met Life Study, 2010). Relevant to this, 
Representative Linda Sanchez (D-CA) introduced in the last 
session of Congress H.R. 3043, a bill that proposed an expan-
sion of regulations governing Medicare home health care 
reimbursement to include services delivered at adult day 
programs that meet specific regulatory requirements. The 
bill attracted many cosponsors, but was not brought to the 
floor of the House for discussion. It is worthy of further con-
sideration.

An expanded adult day program might be effective at 
reducing both short-term and long-term admissions to the 
nursing home. Such an outcome would fit well within the 
framework of the new health care reform law. A major focus 
of the health care reform law is a reimbursement system that 
rewards value. Currently, projects are evaluating the benefit 
of various bundled payment arrangements. For example, 
one type of bundled payment is a global DRG case rate for 
preacute care, hospitalization, and PAC, which will reward 
providers for providing high-quality care that is less costly. 
For health care providers to remain fiscally solvent in a bun-
dled payment environment, they must collaborate to create 
services that flow across settings and provide the highest 
quality care at the lowest cost. This will require identifying 
the most effective and efficient PAC trajectory for patients 
with different diagnoses, considering both currently utilized 
settings of care (SNF, HH) and potentially available sites 
of care delivery such as adult day programs. Adult day 
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programs allow individuals to remain in the home setting, are 
less expensive than nursing home care, improve quality of life, 
and improve caregiver well-being (Met Life Study, 2010; 
Schmitt, Sands, Weiss, & Covinsky, 2010). Patient-centered 
care is another priority of the PPACA, with care revolving 
around the patient as the patient transitions from one care 
setting to another. Thus, patient and family preferences also 
need to be taken into account.

The proposed program has many similarities to existing 
comprehensive primary care models for managing older 
adults with complex care needs. These models feature care 
delivered by teams of professionals; comprehensive assess-
ments; comprehensive care plans; implementation of the care 
plan over time; proactive monitoring of the patient’s clinical 
status; coordination of all needed services; facilitation of 
access to community resources; and facilitation of enroll-
ees in transitions from hospital to PAC settings (Boult & 
Wieland, 2010). However, these community-based programs 
are primarily aimed at individuals who have irreversible 
disabilities and multiple ADL limitations, have had high 
utilization of health care services, and would be eligible 
for admission to the nursing home for long-term care if the 
community-based program was not available. The goal of the 
expanded adult day program described in the article is much 
more limited—provide a cost-effective alternative to short-
term, PAC services traditionally delivered in either nursing 
homes or home health care settings. This structured 8-week 
program, available after the acute care and/or acute rehabili-
tation hospital stay, provides more comprehensive, consistent 
monitoring and ongoing assessment than possible with epi-
sodic home health visits, yet does not require admission to a 
skilled nursing facility. The patient retains his usual primary 
care provider and insurance plan, and is expected to no longer 
require the same intensity and level of skilled nursing care and 
therapies after the 8 weeks are over.

An expanded adult day program appears to be an accept-
able alternative for selected patients in need of PAC-skilled 
nursing and rehabilitation services. The program was highly 
rated by participants and their family caregivers. A major 
advantage of the adult day program is that it provides a mon-
itored environment where participants can safely move about 
and their condition and functional status can be continuously 
observed. This is especially important for patients with 
diagnoses such as diabetes and heart failure, where changes 
in condition often lead to readmissions. Another advantage is 
the ability to attend to the complexity of a patient’s needs, so 
that many therapeutic goals can be achieved at the same time, 
and an individualized plan of care and home exercise pro-
gram developed for each participant. The 8-week transition 
period appears to facilitate the development of self-management 
skills in symptom and medication management. Nursing 
notes documented an increasing level of comfort in the envi-
ronment after the first week, and an increasing level of confi-
dence in achieving therapeutic goals. Such data were not 

Table 4. Comparison of Medicare 30-Day Hospital Readmission 
Rates

Medicare all-cause hospital readmission 18%-20%
MedPAC Medicare all-cause hospital 
readmission

17.6%

State of OHIO Medicare all-cause hospital 
readmission

19.9%

D.A.Y. Program Medicare all-cause hospital 
readmission

6.7%

Nonprogram participant all-cause hospital 
readmission

19.4%

available for those not participating in the adult day program. 
Nursing notes also suggested that family members gained 
confidence as they participated in plan of care meetings and 
gained knowledge of their family member’s strengths and limi-
tations, as well as their continuing rehabilitation requirements.

Most importantly, our findings suggest that an expanded 
adult day program might be effective in preventing some 
postdischarge readmissions and emergency department visits. 
This was particularly notable for the 30-day readmission 
rate, which has been receiving the most attention by poli-
cymakers and health care providers. Adult day program 
Medicare participants had a significantly lower all-cause 
30-day readmission rate compared to Medicare nonpartici-
pants, as well as compared to published Medicare and Medicare-
Ohio 30-day readmission rates (Jencks, Williams, Coleman, 
2009; MedPAC, 2007) (Table 4). The program records docu-
mented several instances where active problem-solving by the 
adult day program staff may have averted a trip to the emer-
gency department and/or a hospital readmission. For exam-
ple, one severe hypoglycemic episode was treated on site. 
Another example was when staff members were able to 
clarify conflicting drug prescriptions with the primary care 
physician—after several telephone calls. The consistent obser-
vation and monitoring, on-site therapies with reinforcement 
throughout the entire day, and daily nursing assessments in 
the immediate postdischarge period, appear to be beneficial 
to patients and their family members, as well as the health 
care system.

However, the D.A.Y. Program might not be the preferred 
alternative for everyone, and some readmissions might not be 
preventable. More specifically, individuals with the comorbid 
conditions of depression, anemia, and chronic kidney dis-
ease, were more likely not to choose the day program. 
Depressed patients may not have the desire to engage with 
others in the social environment of the adult day program, 
and those with anemia may not have the stamina to attend 
such an intensive program 5 days a week. Additionally, indi-
viduals with chronic renal disease have multiple metabolic 
derangements that place them at higher risk of hospitaliza-
tion than those without the end-stage disease.
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Although the small size of this pilot program and the ret-
rospective nature of the study prevent broad generalizations 
about its effectiveness, these preliminary results support 
further development and evaluation of an expanded adult 
day program as a reimbursed alternative for PAC for selected 
recipients.

Limitations
This was a retrospective descriptive study of one adult day 
program affiliated with one community hospital, with 
reliance on written program records for accurate data. It 
is possible that errors of omission or commission occurred 
in the documentation. The retrospective nature of the 
study limited the variables that could be analyzed. Even 
less information was available for the nonparticipants. It is 
possible that some readmissions or ED visits might have 
taken place in other health care facilities, although the pro-
gram officials felt this was highly unlikely. Other variables 
need to be considered, including family relationships and 
available community resources for seniors (such as trans-
portation), that could help us gain a better understanding 
of the decision process related to PAC services. A prospec-
tive study using mixed methods should be conducted to 
gain a more complete understanding of the potential ben-
efits of an expanded adult day program for PAC-skilled 
nursing and rehabilitation requirements. A formal cost-
effectiveness analysis would also be informative, compar-
ing the expanded adult day program with the more traditional 
skilled nursing facilities and home health agency sites of 
PAC delivery. The program’s cost-effectiveness should also 
be compared with other transitional care programs. Such 
analyses would need to control for the burden of illness and 
readmission risk level of the individual participants. The 
results would be informative to providers as they consider 
new forms of bundled services that not only reduce readmis-
sions but also are patient centered and meet the needs and 
preferences of patients and their families.
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