Impact of Home Health Care on Readmission Rates in Geriatric Patients 
Significance to nursing
There is an increasing ageing population, which comes with increased number of people needing geriatric care (Zuckerman et al., 2016). The increasing number of geriatric patients mean there is a lot of pressure on health facilities, particularly hospitals for space. For this reason, any interventions that are put in place to minimize the levels of readmission rates in geriatric patients would serve the benefit of relieving hospitals of the patient accommodation pressure they face. Herrin et al. (2015) found that when hospitals are less saturated with patients, it impacts positively on the overall level and quality of care that those on admission receive. This is because nurses and other health professionals get enough time to attend to patients. The proposed study is thus significant in enhancing improved nursing care through reduced readmission rates, which put pressure on geriatric patient care. 
Literature review and synthesis
There are a number of studies that have already been conducted to ascertain the effectiveness of home health care on geriatric patients. In a study by Deniger, Troller and Kennelty (2015), a special geriatric transitional care program was instituted in a university hospital, where high risk geriatric patients were offered home visits from nurse practitioners. The practice led to 48% reduction in 30-day hospital readmission rates. Similarly, Umegaki et al. (2016) found that even though geriatric patients have declining functional status, and manifest multiple disease conditions, discontinuing home medical care increased the levels of dysfunctional outcomes in patients. These two studies offer very strong basis for appreciating the important role that home care plays for geriatric patients. 
While the overall impact of home health care on geriatric patients may be well supported in the body of literature, Ting (2014) argued that there are some key factors that influence the outcomes that patients receive. By this, caution is being given that the mere presence of home care may not necessarily benefit patients and reduce readmission rates. In support of this, Falvey et al. (2016) admonished that in order to optimize the outcomes for geriatric patients when they transition from hospital to community, it is important to offer specific and specialized health services as part of the home care plan. More specifically, they recommended the use of physical therapists. In the opinion of Feltner et al. (2014), the services of physical therapists focus more on daily activities by the older people, which lead to making them self-reliant and thus not requiring hospital readmission.
Even though the services of physical therapists have been found to be very paramount in reducing readmission, Donovan et al. (2016) opined that the home health care concept should be made one that is interdisciplinary and multivariate. By this, reference is made to the need to ensure that not just physical therapists are used in the home care service but that several others, whose presence will be specific to the needs of the patient. As noted by Branowicki et al. (2017), geriatric patients are likely to have impairments relating to cognitive, social and physical (Kripalani et al., 2014). The multidisciplinary home care would thus ensure that any aspect of health condition that the patient is suffering from is given greater attention. 
Purpose
The purpose of the study will be to examine the efficacy of home health care as an intervention in decreasing readmission rates in geriatric patients who are discharged from the hospital. 
Research questions 
In the course of collecting data to examine the purpose of the study, there are a number of questions that will be asked and answered through the data analysis process. These are presented below as research questions:
1. What are the current trends and rates of readmission among geriatric patients?
2. What are the main factors that account for readmission among geriatric patients?
3. To what extent does home health care address the factors leading to readmission and thus decrease readmission among patients?
Theoretical framework
According to Maher, Hanlon and Hajjar (2014), geriatric patients are not just old adults but that they are actual patients who have a number of social, cognitive and physical challenges, which cause some impairments, either temporarily or permanents. Because of the impairment, they often lack the ability to support themselves personally. Based on this limitation, the Dorothea Orem’s self-care theory is an important framework for understanding geriatrics as a whole and the expected outcomes of the study, associated with reduced readmission rates. The main assumption of the self-care theory is that each person should become self-reliant and responsible, so that they can take care of themselves and other dependents (Younas, 2017). Writing on older people, O'shaughnessy (2014) observed that being old should not necessarily come with the impairment of being independent or self-reliant. By this, it is a good step for geriatricians to aim for self-reliance for their patients. 
Such self-reliance can however not be said to have been achieved if patients are constantly readmitted to hospitals. According to the self-care theory, one of the main components of primary care prevention is to ensure that nurses play their roles for patients to meet their universal and developmental self-care requisites. In the proposed study, the role of nurses in serving as facilitators for geriatric patients to meet their universal and development self-care requisites will be viewed from the point of offering home health care. That is, in the home environment, nurses are expected to provide supportive care to geriatrics patients, targeted at achieving self-care requisites, which would mean no special or intensive care requiring admission to hospitals. 
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