
Nuhealth-Nassau University Medical Center Sees Success with Transitions of 
Care Project – DSRIP Project 2.b.iv 
 
Through their efforts surrounding the DSRIP Transitions of Care project, Nuhealth has 
seen a significant decrease in readmissions for their chronically ill patients, highlighting 
their success with congestive heart failure (CHF) patients. Since project implementation, 
35% of CHF discharges have not resulted in a readmission, as compared to the national 
average of ≥50% of CHF discharges resulting in a readmission within six months of 
discharge. 
 
In 2013, NuHealth, Nassau University Medical Center (NUMC), established a 
department focused on reducing readmissions to the hospital for high-risk patients. “It 
was clear there was a problem,” said Michael Gatto, Vice President of Transitions of 
Care. NuHealth was awarded the Vital Access Providers (VAP) grant which afforded 
them the opportunity to focus on patient quality outcomes. “We chose to implement a 
well-tested strategy, utilizing a team-based effort to track patients 30-days post-
discharge, which is when the majority of complications and readmissions occur.” Since 
its inception, this strategy has developed to become part of NuHealth’s larger care 
coordination model, including patient navigators, social workers, care managers and 
care coaches. 
 
The objective of the DSRIP Transitions of Care project (Project 2.b.iv) is to provide a 30 
day supported transition period after a hospitalization to ensure discharge directions are 
understood and implemented by the patients who are at high risk of readmission, 
particularly those with cardiac, renal, diabetes, respiratory and/or behavioral health 
disorders. 
 
“To be successful, we foster an environment where multiple disciplines communicate 
and work cohesively together,” Mr. Gatto said. “Our team of Nurse Practitioners, 
Registered Nurses, Social Workers, Health Coaches, and other disciplines work 
together to educate patients and ensure that discharge plans are followed.” 
 
For CHF patients, a Nurse Practitioner follows-up with patients one week, 30 days, 
three months, six months, nine months, and one year post-discharge to ensure patients 
are on-track and to help avoid the need for a readmission. Patients are also referred to 
community programs and health homes (if necessary). NuHealth’s Transitions of Care 
team utilizes a variety of tools to track and follow-up with patients including language 
translation tools to communicate with the diverse population they serve.  
 
“We have limited control as to what happens when a patient goes home,” said Estrella 
Perez, RN, Transitions of Care at NUMC. “We do our best to maintain contact with the 
patient, and will even attend the medical appointments of those patients who are non-
compliant, if necessary.” 
 
It is the persistence and drive to ensure quality patient care that makes the Transitions 
of Care program successful,” Mr. Gatto said. “Reducing avoidable hospital readmissions 



is a large focus of the DSRIP program. Ensuring the long-term success of the program 
requires examining the current resources and tools NuHealth has already implemented 
and expanding their capacities.” 


