
In recognition of reducing readmissions by focusing on care coordination.

Valley Regional Hospital
CARE COORDINATION

Achieving Five-Star Rating and Improved Care Transitions

BACKGROUND

Valley Regional Hospital (VRH) has been 
serving the healthcare needs of the Greater 
Claremont community since 1893. It has 
grown from a humble cottage hospital 
to a modern healthcare facility. Through 
partnerships with larger institutions, it is 
able to leverage additional resources and 
tools to provide high quality, accessible care 
to the community it serves. 

As a rural critical access hospital and active 
participant in the IPRO QIN-QIO Partnership 
for Community Health (PCH), Valley Regional 
Hospital has made a commitment to 
healthcare quality improvement.

In 2023, the IPRO QIN-QIO and other New 
Hampshire Stakeholders including the 
Foundation for Health Communities, NH 
Healthcare Association, and Home Care, 
Hospice & Palliative Care Alliance of NH 
brought together staff from hospitals, 
home health, and nursing homes for three 
meetings to understand barriers to safe care 
transitions. Valley Regional contributed to 
that initial assessment and then actively 
participated in subsequent cross continuum 
sessions, sharing not only challenges but their 
best practices and suggestions for solutions, 
including enhancing communications 
between care settings.

APPROACH
Working closely with the IPRO 
QIN-QIO, the Valley Regional team 
assessed factors that contributed 
to readmissions. They then 
implemented revised workflows to 
address those factors, including:
• Case Management assesses and 

reviews every patient for discharge 
planning. 

• Initial case management 
assessments are integrated into the 
electronic medical record (EMR) 
to facilitate data tracking and 
trending. 

• External home health and long-
term care providers facilitate 
discharge when needed. 

• Upon discharge, patients receive 
written information regarding post-
hospital services needed and how 
to access them. 

• Case managers review medications, 
durable medical equipment (DME), 
transportation, and other post-
discharge requirements to ensure 
compliance with recommendations.

• New workflows were established to 
ensure that providers follow up on 
emergency department and urgent 
care visits.

• Patients discharged from VRH 
hospital are contacted by the 
Primary Care Office within three 
days to schedule a transition of 
care (TOC) appointment within two 
weeks of discharge.

• Discharge summaries for all 
patients discharged from the 
emergency department or 
urgent care are reviewed by the 
Primary Care Office and follow-up 
appointments are scheduled.

RESULTS
This continued focus on care coordination resulted in VRH reducing its readmission 
rate from 14.8% (10/18-9/20) to 11.9% (9/22-8/23), a relative improvement rate of 
19.5%.

The HCAHPS results for Valley Regional Hospital for patients who reported that they 
were given information about what to do during their recovery at home was 88%, 
exceeding the national average of 86%.
  
In 2023, the hospital received a CMS Five-Star Rating and the Rural Health 
Performance Improvement Award for Outcomes.

CONCLUSION
• Most readmissions were 

sepsis patients discharged 
to home health, within 
21-30 days. This highlights 
an opportunity for VRH 
to collaborate with 
local home health care 
providers on sepsis 
prevention, recognition, 
and management.  

• Collaboration between 
hospital and outpatient 
administration, providers, 
and clinical staff has 
helped VRH to ensure 
that patients receive more 
timely care, resulting in 
better outcomes. 
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