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T his qualitative study by Jones et al.1 investigates the
challenges and potential solutions for the poor commu-

nication between hospitals and home health care (HHC) ser-
vices. The investigators used select domains from an existing
care coordination framework to conduct focus groups with
over 50 HHC services nurses and administrators from 6 agen-
cies. The challenges and potential solutions were mapped to
four previously identified domains (Accountability, Commu-
nication, Assessing Needs and Goals, and Medication Man-
agement) and one additional domain identified during themat-
ic analysis (Safety). The authors found that efforts to improve
care coordination with HHC services should focus on defining
accountability for orders during transitions, improved commu-
nication, alignment of expectations for HHC services, a focus
on reducing medication discrepancies, and increased aware-
ness of safety issues for both patients and HHC nurses.
With increasing shared accountability for outcomes and

costs, care is increasingly shifting from inpatient wards to
outpatient clinics to patients’ homes, and research and quality
improvement efforts must follow and study these shifts in the
care location. In particular, the need for greater research on
transitions of care involving HHC services is clear given the
high percentage of patients experiencing adverse events post-
hospitalization2 and the rising number of HHC referrals.3 The
existing literature on HHC services has focused on the

frequency and type of adverse events4 but has not deeply
explored how and why those errors occur.
For clinicians and administrators, this study points to the need

to engage with HHC services directly in this new era of shared
accountability. Future directions to improve transition of care
involving HHC services should focus on making hospital elec-
tronic health record access and direct phone lines to accountable
clinicians available to HHC agencies. With improved communi-
cation access, HHC agencies can be true partners in the care of
patients during the tenuous post-discharge period.
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