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Introduction

Reducing readmissions is a national priority for payers, providers, and policymakers seeking to
achieve Triple Aim objectives of improved health and enhanced care at lower cost.! Hospital
readmissions are frequent, costly, and highly variable across providers and geographic locations. A
large body of evidence documents the numerous ways the transition out of the hospital and into the
next setting of care can be inconsistent, unsafe, rushed, confusing, and ineffective. These processes
can and must be improved to make the health care system safe, eftective, and efficient. The process
of reorganizing systems and services to effectively reduce readmissions is foundational to health care
delivery redesign and accountable care.

For the past several years, the Centers for Medicare & Medicaid Services (CMS) and the Center
for Medicare & Medicaid Innovation (CMMI) have created incentives, instituted penalties, and
provided technical assistance to providers and communities to improve care across settings and
reduce readmissions. Prominent examples of these initiatives include:

B Hospital Readmission Reduction Program,

B Community-based Care Transitions Program,

B Bundled Payments for Care Improvement,

B Accountable Care Organizations,

B Partnership for Patients, and

B Quality Improvement Organization 10th Scope of Work.

Powerful incentives can create much needed attention and action. However, the vast majority of

the incentives, new financing, and technical assistance have focused providers and communities

on reducing readmissions for the Medicare fee-for-service population. Many of the tools and best
practices for reducing readmissions were developed based on insights from the geriatric health service
research literature. Thus, it is reasonable that many hospital readmission reduction initiatives target
Medicare beneficiaries or conditions on the CMS readmission penalty list only.

However, all-payer data analyses show that the adult, nonobstetric Medicaid population has
readmission rates as high as—or even higher than—the Medicare fee-for-service population.
Hospitals will soon face pressures to reduce Medicaid readmissions as policymakers and payers focus
on the unique needs of newly enrolled and dually eligible Medicaid patients at the State and Federal
levels.
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The Agency for Healthcare Research and Quality (AHRQ) commissioned this guide to identify ways
evidence-based strategies to reduce readmissions can be adapted or expanded to better address the
transitional care needs of the adult Medicaid population. This guide was developed over a 2-year
period using quality improvement methodologies to identify:

B Clinical case for improvement,
B Similar and distinct transitional care needs of the population,
B Adaptations to existing best practices, and

B New or expanded strategies not contained in the existing body of toolkits on best practices for
reducing readmissions.
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Why Focus on Medicaid Readmissions?

To a large extent, best practice recommendations to reduce readmissions have emerged from the
geriatric health services research literature and analyses conducted on the Medicare fee-for-service
population. Few analyses have been published on readmissions in the Medicaid population. There
may be a perception that there is not a “readmission problem” in Medicaid, as whole-population
Medicaid analyses (including pediatric and obstetric patients) reveal comparatively low readmission
rates. However, adult Medicaid patients who are not hospitalized for childbirth experience
readmission rates that are as high as or higher than those experienced by Medicare beneficiaries.

AHRQ’s Healthcare Cost and Utilization Project (HCUP) has produced a series of briefs on all-
payer readmission patterns. These analyses reveal several novel insights about Medicaid readmissions,
including:

B Readmission rates for adult Medicaid patients ages 45-64 are demonstrably high, at 24
percent.?

B Medicaid heart failure readmission rates are higher than Medicare rates: 30 percent versus 25
percent.>*

The readmission patterns of the Medicaid population differ in important ways from those of the
geriatric population.’ Clinically, the younger adult Medicaid patient is hospitalized for a different
set of illnesses, such as infections (e.g., hepatitis, HIV, endocarditis), behavioral health conditions
(e.g., substance use disorders), and sickle cell disease, in addition to the consequences of chronic
illness and poor access to ambulatory care. In addition, Medicaid patients experience many social
and economic challenges that affect their health and their ability to navigate the health care system.
Discontinuities in coverage, low literacy, language barriers, lack of transportation, unstable housing,
unstable employment, and poverty all contribute to readmission risk. Because of these differences,
the transitional care strategies that are effective for geriatric patients may need to be modified to
better meet the posthospital needs of adult Medicaid patients.

In addition to the evidence that Medicaid adults have the highest readmission rates of any payer,
this year marks the beginning of a massive expansion in Medicaid eligibility under the Affordable
Care Act that has provided millions of adults with health coverage. Many newly covered adults will
likely have little experience navigating the health care system, inexperience that may increase their
risk of readmission if hospitalized. Thus, the importance of developing strategies to ensure effective
transitions in care and posthospital support is more important now than ever to achieve the cost and
quality objectives of the Medicaid program.

Furthermore, hospitals are facing mounting pressures to reduce Medicaid readmissions due to
payment reforms and regulatory actions from State governments. Accountable care organizations
and other alternative payment models require hospitals to demonstrate reductions in avoidable
admissions and readmissions.

"This guide focuses on the adult, nonobstetric Medicaid population as a subgroup of Medicaid beneficiaries; further
research is needed to describe readmissions in Medicaid obstetric and pediatric populations.
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This trend is gaining additional momentum with the rapid growth of managed care enrollment

and its extension to disabled and dual-eligible populations. The updated CMS Discharge Planning
Conditions of Participation substantially raise the bar for standard hospital-based processes, which
apply to Medicaid patients also. The evolving health care environment—regulation, payment, policy,
and best practice—is pushing hospitals to expand their efforts to improve transitions in care and
collaborative cross-setting care to reduce readmissions for all, including Medicaid patients.
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How to Use This Guide

This guide is aimed toward hospitals at all stages of readmissions work, whether they have been
focusing on Medicare patients for years, have successfully implemented best practices for all patients
in all services, or are only beginning readmission reduction efforts. Understanding that each hospital
is unique in terms of its patient population, payer mix, resources, and organizational structure, this
guide is designed to help hospitals identity how to adapt or expand their existing eftorts to reduce
readmissions among their own Medicaid population.

Below is a driver diagram that illustrates a framework of action for reducing readmissions. The aim
is to reduce Medicaid readmissions. To achieve this aim, the “primary drivers” include analysis and
action, of which each is linked to three “secondary drivers.” This guide is structured in six chapters
corresponding to each of the “secondary drivers” listed below.

Know Your Data

Analysis Inventory Readmission Reduction Efforts
Reduce Medicaid

o Develop a Portfolio of Strategies
Readmissions

—— Improve Hospital-Based Transitional Care Processes for Medicaid Patients

Action ——+— Collaborate With Cross-Setting Partners

L Provide Enhanced Services for High-Risk Patients

The first steps in expanding or adapting your hospital’s readmission reduction efforts to better serve
Medicaid patients are to:

B Analyze the root causes of readmissions,

B Inventory and align the current readmission reduction efforts in your hospital and community,
and

B Examine the extent to which your current readmission reduction efforts meet the needs of
your adult Medicaid patients.

The second steps are to adapt and expand your hospital’s readmission reduction strategy by:
B Improving hospital-based processes to better target and serve Medicaid patients’ needs,
B Expanding and strengthening Medicaid-specific cross-setting partnerships, and
B Providing enhanced services to patients at high risk of readmission.

Teams interested in updating their readmission reduction strategies to better serve the transitional
care needs of the adult Medicaid patient should work through the first three sections of this guide.
The “Analysis” steps (Sections 1-3) will inform your team’s understanding of the similarities and
differences in readmission patterns for Medicare, Medicaid, commercial, and all-payer populations;
provide more information about what patients and their caregivers say about the barriers they
encounter following a hospitalization; and enable you to examine the extent to which your hospital’s
current readmission reduction efforts address the transitional care needs of Medicaid patients.

(€,
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The “Action” sections (Sections 4-6) guide readmission reduction teams through a parallel set

of strategies that represent the minimum components of a comprehensive readmission reduction
portfolio of strategies. Although the focus of this guide is to identify readmission risks, transitional
care needs, and adaptations to best practices to better serve the transitional care needs of the adult
Medicaid population, the process described herein is broadly applicable and may ofter guidance for
your hospital’s readmission reduction work overall.

At the end of this guide is a set of 13 tools to assist in your efforts to reduce Medicaid readmissions.
A roadmap to orient you to what these tools offer is available on page 5.
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Overview of Guide Content

Section 1: Know Your Data

This guide begins with an explanation of how to analyze hospital administrative data and gather
qualitative insights about Medicaid readmissions as they compare to Medicare or all-payer trends.
This section ofters specific actions, tools, and diagnostic questions to help you understand and
interpret the root causes of readmissions at your hospital.

Section 2: Inventory Readmission Reduction Efforts

This section prompts an inventory of readmission reduction efforts, examining departments,
service lines, business units, performance contracts, grants, and research efforts across your
hospital. Similarly, it offers guidance on how to conduct an inventory of Medicaid-specific partners’
readmission reduction activities and relevant resources. Gathering all of this information in one
place will allow your team to evaluate how well these etforts align with the needs of your Medicaid
patients, what redundancies can be streamlined, and what gaps need to be addressed.

Section 3: Develop a Portfolio of Strategies

This section assists with synthesizing the information collected from the root cause data analysis and
inventory and using it to inform a portfolio of strategies to reduce Medicaid readmissions. It walks
through the process of specifying your readmission reduction objective and aims, selecting strategies
for a multifaceted approach to readmission reduction, and quantifying the expected impact and
return on investment for those strategies.

Section 4: Improve Hospital-Based Transitional Care
Processes for Medicaid Patients

Building on best-practice recommendations from tools such as STAAR, BOOST, and RED, this
section describes how to adapt these best practices to better serve Medicaid patients’ needs, such

as understanding readmission risk and transitional care needs more broadly than a set of target
diagnoses, and inquiring about and linking patients to needed behavioral health and social support
services. This section emphasizes the guidance enumerated in the Centers for Medicare & Medicaid
Services Conditions of Participation, which require standardized, improved transitional care
processes for all patients, not just those determined to be at high risk of readmission.
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Section 5: Collaborate With Cross-Setting Partners

This section explains the essential utility of forming a cross-continuum team with partners who will
be especially valuable in reducing Medicaid readmissions. Medicaid partners, such as social services,
county health departments, crisis teams, community case workers, behavioral health centers, adult
daycare centers, and Medicaid agencies and managed care plans are new stakeholders to align

with when expanding your focus from Medicare only to include Medicaid. This section offers
specific advice about how to evolve from cross-organizational relationship building to actionable
collaboration in cross-setting care.

Section 6: Provide Enhanced Services for High-Risk
Patients

This section describes enhanced services that your hospital may choose to offer patients at the
highest risk of readmission. It explains different ways to fund these different types of enhanced
services and provides specific advice on how to partner with payers.
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Roadmap of Tools

This guide offers a set of tools to assist your efforts in reducing Medicaid readmissions. The tools
are included at the end of this guide as a complete package, but they can also be downloaded online

individually. The tools and their description are provided here for at-a-glance reference.

Tool Description Link
1 Data Analysis | Extensively vetted 10-point analysis of data to facilitate a compare | Word PDF
Tool and contrast view of readmissions by payer to identify differences
between Medicare, Medicaid, commercial, and all-payer rates.
2 Readmission | Adapted from the well-known STAAR approach, this one-page Word PDF
Review Tool review guide prompts clinical or quality staff to elicit the patient,
caregiver, and provider perspectives about the causes of
readmissions.
3 Data Analysis | This template creates a written narrative to describe the results from | Word PDF
Synthesis Tool | the quantitative data and readmission interviews.
4 Hospital This tool prompts a comprehensive inventory of readmission Word PDF
Inventory Tool | reduction activities across departments, service lines, and units
within the hospital.
5 Cross- This tool prompts a comprehensive inventory of community- Word PDF
Continuum based providers and agencies that provide services helpful in the
Team postdischarge settings.
Inventory Tool
6 Conditions of | This one-page tool, adapted from the Centers for Medicare & Word PDF
Participation | Medicaid Services (CMS) Conditions of Participation surveyor
Checklist guidance, prompts consideration of whether a set of standardized
improvements is being provided to all patients, regardless of risk.
7 Portfolio This tool prompts readmission reduction teams to expand Word PDF
Design Tool readmission reduction efforts to include action in at least three
broad domains: improve standard care for Medicaid patients,
collaborate with partners, and provide enhanced services for high-
risk patients.
8 Readmission | This Excel sheet facilitates modeling of the impact of the strategies | Excel PDF
Reduction on your hospital’s readmission reduction portfolio. It prompts
Impact & teams to quantify which patients will be served by each strategy,
Financial their baseline readmission rate, and the projected readmission
Analysis Tool | reduction. It also helps estimate the avoided utilization (payer
cost) due to each strategy, accounts for the investment cost of the
intervention (in tools, staff, time), and calculates net “savings” (to
payers).
Continued
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# ‘ Tool Description ‘ Link
9 Readmission | This tool is an educational and awareness-building tool for frontline | Word PDF
Risk Tool staff, cross-continuum teams, and quality improvement leadership to
quickly review the many factors leading to readmission. It highlights
the fact that narrow targeting strategies will miss most readmission
risks.
10 | Whole-Person | This tool provides a checklist to prompt frontline staff to identify and | Word PDF
Assessment address basic needs.
11 | Discharge This tool, adapted from the CMS Conditions of Participation, Word PDF
Information provides a checklist of information that needs to be provided to
Checklist patients and their receiving providers at the time of transition.
12 | Cross- This tool explains the benefits and process of building a cross- Word PDF
Continuum continuum team and offers a template for inviting partners to join
Team How To | and a sample workplan for the team.
Tool
13 | Community This tool is modeled on a community resource guide developed Word PDF
Resource by a community-based care management agency. It prompts the
Guide Tool hospital readmission reduction team to identify specific contacts at
community agencies to facilitate efficient referrals.
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Section 1: Know Your Data

Key Actions

Analyze your hospitals’ readmissions data by payer
e Exclude patients under 18 and obstetric patients to examine Medicaid adult non-OB rates.
¢ Segment by Medicare, Medicaid, commercial, uninsured/self-payer, and all-payer.
¢ Use the Data Analysis Tool (Tool 1).

Ask patients “why” they needed to return to the hospital
® Interview 10 readmitted Medicaid patients while they are hospitalized.
* Inquire about social and logistical factors that may have led to readmission.
e Capture all the barriers and factors that contributed to readmission, not just one single issue.
¢ Use the Readmission Review Tool (Tool 2).

Ask “receiving” community providers why the patient returned to the hospital

® Interview 10 community-based providers/organizations who are frequently involved in the posthospital
care of Medicaid patients, such as plan-based care managers, behavioral health providers, community
health workers, social workers, and home health coordinators.

¢ Use the Readmission Review Tool (Tool 2).

Analyze results to check whether the following statements are true for your population
e Adult Medicaid readmission rates are as high as or higher than Medicare rates.
* No one diagnosis or group of diagnoses makes up a majority of readmissions.
® Roughly 25 percent of readmissions occur in <4 days and 50 percent in <10 days of discharge.
e Discharge disposition differs markedly for Medicare v. Medicaid with implications for followup.
e Patients primarily report that social and logistical factors led to readmission.
® Community providers observe that incomplete information contributes to readmissions.
* Use the Data Analysis Synthesis Tool (Tool 3).

Examine readmission patterns in your community
e Compare same-hospital versus all-hospital readmission rates.

e |f there is a high rate of other-hospital readmissions, consider implications for partnering with other
hospitals to collaborate on reducing readmissions for a shared population.

e Attempt fo identify geographic “hot spots,” such as neighborhoods or housing units.

Share the dataq, findings, and insights
e Share the findings with hospital administration.

e Share the findings with hospitalists, emergency department physicians, medical specialists, psychiatrists,
surgeons, quality improvement, nursing, case management, and social work.

e Post the findings and monthly statistics for staff of all departments to readily access.
e Share the findings at regularly held cross-continuum team meetings, and ask community partners to

present their own data, findings, and insights.
Track performance and update analyses periodically

® Establish a system to flag patients as recently discharged or otherwise high risk when they present to
the emergency department.

® Interview all readmitted patients at the time of readmission.
e Create a readmission dashboard to keep track of monthly readmissions data.

Hospital Guide to Reducing Medicaid Readmissions
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Section 1: Know Your Data

]
M “We were just focused on the three conditions heart

- failure, AMI, and pneumonin, but now we can see
— those are not our hospital’s bighest risk patients.”

Often, readmission reduction efforts target conditions prioritized by payers’ incentives or

penalties, such as those targeted by the Centers for Medicare & Medicaid Services (CMS) (acute
myocardial infarction, pneumonia, heart failure, chronic obstructive pulmonary disease, hip or knee
replacement). Although these are common and rational ways to target readmission reduction work,
readmission reduction teams may be surprised to learn that these methods do not target the patients
at highest risk of readmission at their hospital. In addition, administrative data analyses alone offer
only one view of the drivers of readmissions in your community; qualitative insights are essential to
identify high-priority opportunities for improvement.

This section will guide readmission reduction teams through an efficient analysis of locally relevant
readmission patterns to allow a more complete understanding of readmissions overall and an
appreciation of the unique features of Medicaid readmissions. The purpose of these analyses is to
inform action; although these analyses are essential, readmission reduction teams should spend no
more time than necessary in this phase. Gather enough information to take action to address the
problem effectively. The data collection and analysis process described in this section should take no
longer than 1 month.

Understand Medicaid Readmission Patterns at Your
Hospital

To determine where to start in reducing Medicaid readmissions, including whether your team needs
to adapt or expand your efforts to better serve Medicaid patients, you need to understand your
hospital’s current readmissions patterns. An efficient reevaluation of readmission patterns at your
hospital includes examining your own data, interviewing your readmitted patients, and gathering
data and insights from community partners. Even if your hospital is already working on reducing
readmissions for the Medicare population, it is useful to examine the Medicaid population specifically
to understand these patients’ unique characteristics and needs.

Sometimes hospitals rely on external sources to generate their readmission reports, which use a
predetermined “cut” on readmission data, such as reporting for predetermined diagnostic categories,
excluding certain diagnoses (such as behavioral health), or generating reports only for certain payer
types. For the purposes of strategic planning, it is essential to examine your raw, unadjusted, all-payer
data. These are data for improvement, not for analysis or judgment about relative performance.
Identitying all readmissions presents your team with the full option set of opportunities for
improvement.
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In addition, it is useful to pursue any community- or population-level data, such as those available
through State discharge databases, State or local health information exchanges, and payers. These
data sources can provide you with all-hospital readmissions, not just same-hospital readmissions.

The Data Analysis Tool (Tool 1) specifies a well-vetted data analysis that will help your team
evaluate all-payer and payer-specific readmission patterns among Medicare, Medicaid, commercial,
and uninsured patients. Notably, the analyses for the Medicaid population focus on nonobstetric,
nonpediatric patients. If feasible, analyze dual-eligible Medicare patients by identifying Medicare
patients with a secondary Medicaid payer.

Data Analysis Tool (Tool 1)
B Purpose: Analyze hospital administrative data to evaluate readmission patterns.
‘ ’ B Description: Extensively vetted 10-point analysis of data to facilitate a compare
\ and contrast view of readmissions by payer to identify differences between
4 \ Medicare, Medicaid, commercial, and all-payer rates.

Staff: Data analysis, business analyst, staff able to run administrative data.

B Time required: 4 to 6 hours.

In practice: Frederick Memorial Hospital

The importance of quantitative data

Frederick Memorial Hospital had been working on reducing readmissions for 3 years. When their
quality improvement team analyzed their readmissions data, stratifying patients by payer type, they
learned that Medicaid patients were much more likely to be discharged to a home environment than
were Medicare patients (82% vs. 50%). They also discovered that among Medicaid patients, 4 of the
top 10 readmission diagnoses were psychiatric, whereas it was O out of 10 for their Medicare patients.
These findings demonstrated that Frederick Memorial needs to use different readmission strategies and
partnerships for Medicaid than Medicare patients.

Understand the Patient Perspective

The Readmissions Review Tool (Tool 2) is an instrument for collecting qualitative data from the
patient, caregiver, and provider point of view, to gain a clearer understanding of “the story behind
the story.” This tool can help capture factors well beyond the chief complaint, discharge diagnosis,
or other clinical parameters to reveal barriers in communication, coordination, or other logistics
experienced in the days following discharge that resulted in a readmission. Using this tool can
help identify the causes of readmissions from the patient perspective, making care more patient-
centered. This data collection is particularly important for the Medicaid population for whom
social and economic factors or longstanding care-seeking patterns are often factors contributing to
readmissions.
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Readmission Review Tool (Tool 2)

B Purpose: Obtain qualitative insights in to why readmissions occur.

‘s "
7

Description: Adapted from the well-known STAAR approach, this one-page
interview guide prompts clinical or quality staff to elicit the patient, caregiver,
and provider perspective about the causes of readmissions.

B Staff: Quality improvement, nursing, case management staff.

B Time required: 30 minutes per interview; 10-20 interviews suggested to start;
many teams review ALL readmissions when the patient is readmitted.

The following table includes examples of results from Medicaid patient readmission interviews.

Patient Description

24-year-old, dual-eligible female
with HIV/AIDS, hospitalized 8
times and visited the ER twice in

the last year. First hospitalized for
pneumonia; readmitted 8 days later
for pneumonia.

Readmission Interview Findings

When asked how the hospital can help her and others prepare
to leave the hospital, she said, “Make all appointments before |
leave the hospital.”

Key finding: Needed assistance navigating the health
care system.

35-year-old female recently released
from jail. First hospitalized due to
chest pain; left against medical
advice. Readmitted 1 month later for
chest pain.

The patient had difficulty paying for her reflux prescription and
left hospital AMA because she was afraid she would lose her
job if she missed work.

Key finding: Financial and employment insecurity
created significant barriers to care.

61-year-old male on Medicaid
hospitalized 8 times this year for
shortness of breath. Lives in a single
room occupancy unit.

Patient prefers to be in hospital; cannot be placed in skilled
nursing facility due to criminal history.

Key findings: Housing instability, compounded by
behavioral health issues.

46-year-old Spanish-speaking-only
female on Medicaid with breast
cancer. Hospitalized 6 times and
visited the ER 3 times in the past year.

Patient received instruction in English, and her 12-year-old
daughter was asked to translate. Patient had poor understanding
of prescription instructions.

Key finding: No use of interpreter services; lack of
teach-back to confirm understanding and clarify.

These qualitative data offer insights into concrete problems and therefore solutions, beyond simply
labeling patients as “noncompliant.” Furthermore, interviews often reveal that there are numerous
barriers or factors that lead to a readmission. Capture all factors that contribute to readmissions, as
demonstrated in Reasons for Readmission in an Underserved High-Risk Population: A Qualitative
Analysis of a Sevies of Inpatient Interviews and Factors Contributing to All-Cause 30-Day
Readmissions: A Structured Case Series Across 18 Hospitals.S
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Understand Readmissions in Your Community

Although it is essential to understand readmission patterns from your own data sources, a more
complete picture of readmission patterns is possible through a community-based analysis of hospital
readmissions in your service area or community. This data analysis can enhance understanding of
readmissions at a community level, including:

B Differences between same-hospital, other-hospital, and total readmission rates;
B Association between geographic proximity of ZIP Codes to hospitals and impact on utilization;

B Readmission rates from skilled nursing facilities, rehabilitation programs, or other postacute
care facilities;

B High utilizers in a population who frequent multiple providers; and
B Total cost of readmissions, as well as total cost of care for high utilizers.

The best view of readmissions in a community would provide an all-payer, all-provider view of the
utilization patterns in a geographic area. Potential data sources that could provide this view include:

B Regional health information exchange;
B Statewide discharge database; and
B Statewide all-payer claims database.

Payer data offer a longitudinal, cross-setting view of utilization and readmissions, with the obvious
limitation that any one payer’s view is limited to only their members or beneficiaries. The benefits of
payer-provided data include:

B Total acute care utilization for the member/beneficiary population;
B Postacute utilization and readmission source;

B Primary care provider and ambulatory visit history;

B Clinical comorbidities;

B Medication refill histories;

B Plan high utilizers seen at your facility; and

B Total expenditures.

Because providers serve patients with multiple health plans and payer sources, it can be cumbersome
for providers to reach out to individual plans for their population-specific readmission data.
However, some payer-specific data assets are useful. Examples of sources of community data are
below.
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Examples of Where To Find Community - Level Readmission Data

All-Payer, All-Provider Data Payer Data

Maryland: the statewide health
information exchange (HIE), CRISP,
provides hospital-specific, regional, and
State-level monthly readmission reports
with only a 30-day lag time. CRISP
uses the ADT (admission, discharge,
transfer) feed from hospitals to the HIE
to create these near realtime reports.
The data include all patients, all payers.
Hospitals receive confidential patient-
specific information, same-hospital
readmissions, and other-hospital
readmissions, while regional and State
reports are public.

The Medicare Quality Improvement Organization
(QIO) program provides data analyses to hospitals and
community coalitions. Although the data are limited to
Medicare fee-for-service beneficiaries only, the QIOs provide
examples of analyses, including admissions and readmissions
per 1,000 beneficiaries; readmissions at a locally relevant
geographic unit; total discharges to skilled nursing, home
health, hospice, and home; and readmissions among patients
discharged to those settings.

Massachusetts: an independent
State agency, the Center for Health
Information and Analysis (CHIA),

is responsible for Massachusetts
all-payer claims data. An all-payer
claims analysis can provide not only
a comprehensive view of readmission
patterns (similar to that available
through discharge databases and
HIEs), but also factors associated with
readmissions, such as use of postacute
and ambulatory care following
discharge, comorbidities and medical
complexity, prescription information,
total acute care utilization, and total
medical expenditures.

The New York State Office of Mental Health has
developed the Psychiatric Services and Clinical Knowledge
Enhancement System (PSYCKES), a HIPAA-compliant, *
Web-based portfolio of tools designed to share Medicaid
fee-for-service and managed care data. User-friendly clinical
summaries provide up to 5 years of individual client treatment
history across all settings, including diagnoses, medications,
and inpatient and outpatient services, to support clinical
review, treatment planning, care coordination, and discharge
planning. Quality reports summarize data at the State, region,
and hospital level on more than 50 quality concerns, including
high utilization of emergency and inpatient services, hospital
readmissions, and psychotropic prescribing practices. Quality
reports are linked to individual clients with quality flags to focus
quality improvement efforts.

*HIPAA is the Health Insurance Portability and Accountability
Act.
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Interpret the Data

Once you have collected these quantitative and qualitative readmissions data, as well as community-
level data, it is time to interpret them. The Data Analysis Synthesis Tool (Too! 3) summarizes the
results in an easily understood format that can help communicate the insights from the analyses.

Data Analysis Synthesis Tool (Tool 3)

B Purpose: Summarize and interpret the findings from data and interviews.

the quantitative data and readmission interviews.

‘\’ B Description: This template creates a written narrative to describe the results from

B Staff: Quality improvement staff.

B Time required: 2 hours.

As you examine the data more closely, remember that the purpose of the analysis and synthesis is to
find insights that can lead to effective action. The following questions can help you identify high-
leverage opportunities to reduce readmissions in your hospital:

1.

AT O B

10.

What is the proportion of Medicare versus Medicaid patients at your hospital?

What are the Medicare and (adult, non-OB) Medicaid readmission rates at your hospital?
How many readmissions occurred for Medicare and Medicaid patients in the past year?
How many readmissions do you need to avoid this year to achieve your readmission goal?

What proportion of readmissions occurs within 4 days of discharge? Within 10 days? What
does that suggest about postdischarge contact and followup?

How does the discharge disposition of Medicare and Medicaid patients difter?

What do these data suggest about the cross-continuum partnerships needed to collaborate
with relevant postdischarge providers for Medicaid? Medicare?

How did the top 10 diagnoses leading to readmissions differ between Medicare and
Medicaid? What is different? Is anything surprising? Did any set of diagnoses make up more
than half of readmissions?

How many patients were hospitalized at your hospital more than 3 times in the past 12
months? For Medicare? For Medicaid? What is the readmission rate for this subgroup?

What would be the savings to payers of reducing hospitalizations among high utilizers by 20
percent?
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Share the Data, Findings, and Insights

The data, interview findings, and insights generated by the readmission reduction team will be

of great interest to leaders, clinicians, staft, and stakeholders well beyond the membership of the
readmission reduction team. Locally relevant data, locally gathered patient stories, and locally
obtained provider input are very powerful motivators in efforts to stimulate change in your hospital
and your community. Post this information visibly in the hospital and on the hospital’s Web site for
all departments and staff to readily access.

Share the findings with the hospital’s executive team and with quality, hospital medicine /internal
medicine, emergency medicine, psychiatry, nursing, case management, and social work, as well as
the hospital’s patient and family advisory committee. Consider also engaging finance, specifically the
team that negotiates contracts with Medicaid Managed Care plans, information technology (IT),
community relations, spiritual care /clergy, and volunteer services. Hospital administration should
share this information with the board. Share the findings at regularly held cross-continuum team
meetings, and ask community partners to present their own data, findings, and insights.

Track Performance and Update Analyses Periodically

Successtul efforts to reduce readmissions rely on regular data analyses and continuous monitoring of
implementation and performance. Not only is it important to monitor readmission rates over time,
but it is also important to create a system of flagging patients as recently discharged or otherwise
high risk when they present to the emergency department (ED).

Consider establishing the following:
B Automated flag in the ED chart if a patient was discharged <30 days ago.

B Automated flag in the electronic medical record if the patient has had more than three
hospitalizations this year.

B Manual flag (as by patient registration) for the above features.
B Tool-based or manual tracking of high-risk patients for 30(+) days postdischarge.

B Encounter notification to alert providers and hospital care transition team when patients
present to ED, are discharged from hospital, or discharged from skilled nursing facility (SNF).

Interview every readmitted patient while he or she is still in the hospital. This step accelerates
your efforts to engage frontline clinical staft in learning about the importance of standardized,
reliable transitional care and posthospital supports and makes the readmission reduction team
aware of and actively engaged with all readmitted patients. This practice will rapidly increase
awareness hospitalwide about the prevalence of readmissions, expand providers’ understanding of
the circumstances under which patients are readmitted, and identify potential opportunities for
improvement for the individual patient as well as the system as a whole.

Track readmissions monthly for all patients, as well as payer-specific (e.g., adult nonobstetric
Medicaid, Medicare fee for service) and target populations. Do not ask frontline clinical staff to
track readmissions based on their individual patient discharges because patients may be admitted to
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different floors or different services, return during staff/champion days oft, etc. Create a readmission
dashboard to include outcomes for the following population segments:

B Hospitalwide, all-cause 30-day readmission rates;

B Payer-specific all-cause 30-day readmission rates—Medicare, Medicaid, Medicaid Managed
Care, and dual eligible may be most informative;

B High utilizers; and

B Other high-risk patients (e.g., medically complex, behavioral health, postacute discharges).
Consider including the following process measures on your readmission dashboard:

B Number and type of cross-continuum partners engaged.

B Number of readmission reviews conducted; percentage of all readmissions that makes up.

B DPercentage of all discharges with more than 90 percent of all elements in “transitional care
bundle” delivered.

B Number of patients served by transitional care services; percentage of total that makes up.
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Section 2: Inventory Readmission
Reduction Efforts

Key Actions

Inventory the readmission reduction efforts underway within the hospital
® Query clinical leaders, administrative champions, and researchers.
® Query service lines: oncology, orthopedics, cardiology, neurology, geriatrics, care management.
* Query clinical departments, including hospital medicine, emergency medicine, surgery, and psychiatry.
* Query nursing, case management, social work, quality, and compliance.

o Assess the degree of communication and standardization that currently exists on readmissions across
service lines and clinical departments.

e Utilize the Hospital Inventory Tool (Tool 4).

Inventory Medicaid-specific community partners’ transitional care services

® |dentify Medicaid-specific providers, such as federally qualified health centers, community health
centers, Medicaid health homes, community mental health providers, substance use providers, home
health providers with strong behavioral health capabilities, and adult daycare centers.

e Establish points of contact at Medicaid health plans to facilitate posthospital care management.

® |dentify current hospital Medicaid-specific community resources, such as housing services, legal
assistance, fransportation assistance, nutrition assistance, health departments, community health
workers, and peer supports.

¢ Use the Cross-Continuum Team Inventory Tool (Tool 5).

Analyze the current transitional care process
e Check whether there is a known standard transitional care process.
e Examine whether hospital-based transitional care practices apply to all patients.
® Assess the level of variation in transitional care by departments, units, or services lines.
¢ Use the Conditions of Participation Checklist (Tool 6).

Assess leadership commitment to reducing readmissions
e Evaluate the leadership focus on responding to Medicare and Medicaid readmission penalties.
* Evaluate leadership’s awareness of the new CMS Discharge Planning Conditions of Participation.
 Examine the market forces that provide incentives for reducing Medicaid readmissions.
e |dentify which hospital leaders will provide executive sponsorship.
® Inquire whether readmissions work will be reported to the board.
e |dentify the time, staff, analytics, tools, and resources available for this work.
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Section 2: Inventory Readmission
Reduction Efforts

—l
L “We run the care coordinator pilot; I think nursing

= is working with I'T on getting a bigh-risk flag in the

B record. I don’t know how that is coming....”

The second step to reducing Medicaid readmissions is taking an inventory of your hospital’s current
readmission reduction efforts, including external partnerships that will help reduce readmissions.
Readmission reduction efforts have proliferated over the past several years and may have developed
in isolation from each other. Gathering all of this information in one place will allow your team to
evaluate how well these efforts align with the needs of your Medicaid patients, what redundancies
can be streamlined, and what gaps still need to be addressed.

Inventory Readmission Reduction Efforts Throughout
the Hospital

Take inventory of all readmission reduction efforts, including complementary efforts, such as
improved medication reconciliation, staff training in teach-back, I'T system flags for readmitted
patients, cross-setting collaborations, payer contracts with readmissions as a component, research
projects, patient/family advisory council, and provider-initiated small-scale improvement efforts.
Inquire of departments such as emergency, hospital medicine, cardiology, geriatrics, pulmonary,
oncology, orthopedic surgery, case management, social work, patient relations, and medical
records/IT. Also include managed care contracting, other value-based contracts (including bundled
payments, etc.) and organization- or investigator-initiated grants. If any prior readmission reduction
efforts were discontinued, it is useful to review what worked and did not work in those efforts and
why these strategies were abandoned.

The Hospital Inventory Tool (Tool 4) is designed to help your team take stock of the different
readmission reduction initiatives within the hospital. In the process of conducting this inventory,
your readmission reduction team will identify a broader constituency of potential champions, allies,
and implementation partners to support your efforts to reduce readmissions.

Hospital Inventory Tool (Tool 4)
B Purpose: Understand your hospital’s current readmission reduction efforts.

‘\’ B Description: This tool prompts a comprehensive inventory of readmission
\ reduction activity across departments, service lines, and units within the hospital.

B Staff: Quality improvement, readmission reduction team members.

M Time required: 2-4 hours.
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Inventory Efforts and Resources That Exist Beyond the
Hospital

An active and robust collaboration with patients/families and community partners beyond the
hospital is a crucial element of successful readmission reduction etforts. Important tasks such as
transitioning patients successfully into the care of “receiving” providers across different health care
settings, addressing patients’ social and clinical posthospitalization needs, and supporting patients’
behavioral health needs require teamwork between the patient/family, the hospital, and other
community-based providers that offer services that support patient health and well-being, directly
and indirectly.

Consider your hospital’s current partners that are particularly relevant to the Medicaid population.
They may offer community-based care management, supportive services, transitional housing, and
other resources that address the Medicaid-specific drivers of readmissions your team uncovered
during your work in Section 1. Guidance on how to identify, recruit, and collaborate with additional
partners can be found in Section 5 (Collaborate With Cross-Setting Partners).

The Cross-Continuum Inventory Tool (Tool 5) provides a checklist of different partners from
beyond the hospital that you may want to engage in your efforts to reduce readmissions. The
checklist distinguishes partners that are especially useful for Medicare versus Medicaid readmissions
and can help your team identity potential collaborators in your efforts. If you already have a cross-
continuum team in place, ask your cross-continuum team partners to assist in conducting this
inventory. Often, hospital-based readmission reduction teams are surprised to learn of the available
resources that do exist in the community, contrary to their assumptions about resource constraints.

Cross-Continuum Team Inventory Tool (Tool 5)
B Purpose: Identify community partners’ etforts to improve posthospital support.

B Description: This tool prompts a comprehensive inventory of community-based

\‘ providers and agencies that provide helpful services posthospitalization.
/ ’ \ B Staff: Quality improvement leadership, cross-continuum team.

B Time required: 4-5 hours.

Analyze Your Hospital’s Current Transitional Care
Processes

Once you have a sense of readmission reduction and transitional care improvement efforts within
the hospital and available community resources, the next step is to examine your hospital’s current
“discharge process” (hereafter referred to as “transitional care process”). The transitional care
process may differ floor to floor or between service lines or clinical departments. Thus, it may be
important for your readmission reduction team to anticipate examining transitional care processes
across a variety of services or units.
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Ask the following questions to guide your initial efforts to document the current state:

B Do transitional care processes vary by department, service line, or floor/unit?

B Is there a vague concept of what “should” happen for all patients, without a detailed
understanding of the extent to which those actions occur consistently for all patients?

Is “care transitions” included in the electronic health record (EHR) for tracking and analysis?
How do you engage the patient and family in the transition care processes?

Is any system in place for performance feedback and continual improvement?

Who /which team or committee is “assigned” to the overall performance and operations of
“care transitions”?

It can be a challenge to document transitional processes because they include a variety of actions at
various stages. These actions may:

B Start in the emergency department (e.g., identification of recent discharge, decision to admit),
B Continue at admission (e.g., readmission risk assessment),

B Continue through the hospitalization (e.g., engaging patients and caregivers in understanding
care preferences and using teach-back to reinforce self-management messages), and

B Include the many actions that occur in preparation for discharge (e.g., communicating with
receiving clinicians, arranging for postdischarge followup and services).

Because these actions occur over time, across shifts, and by numerous staff of various disciplines, it is
valuable to identify whether a standard, known process exists that:

B Starts in the emergency department.

B Occurs throughout the hospitalization.

B Involves staft across days and shifts.

B Involves multidisciplinary tasks.

B Specifies responsibility for each individual task.

B Can be reviewed, tracked, and measured to support continuous improvement.

The 2013 CMS Hospital Conditions of Participation (COPs) require all hospitals that receive
payment for Medicare and Medicaid patients to comply with a series of guidelines for how patients
must be discharged from the hospital. This 39-page document encompasses many of the well-known
best practices to improve care transitions. Although all hospitals should follow these guidelines, many
follow only some of them or follow them incompletely.

Use the Conditions of Participation Checklist Tool (Tool 6) to assess how well your hospital

is complying with the letter and the spirit of these transitional care elements, and what areas need
improvement. Of note, CMS specifically reminds hospitals and surveyors that these COPs apply to
all Medicare and Medicaid beneficinries, not just those identified as at high risk of readmission.

Section 4 of this guide (Improve Hospital-Based Transitional Care Processes for Medicaid Patients)
offers information on how to adapt best transitional care practices to better serve the needs of
Medicaid patients.
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Conditions of Participation Checklist Tool (Tool 6)
B Purpose: Review whether current practice meets updated CMS guidelines.

‘ ’ B Description: This one-page tool, adapted from the CMS Conditions of

Participation surveyor guidance, prompts consideration of whether a set of
\ standardized improvements are being provided to all patients, regardless of
“risk.”

B Staff: Quality improvement, nursing, case management staft.

B Time required: 2 hours.

Should We Do Process Flow Mapping?

Process flow mapping is a foundational component of the Lean method for process improvement. While
engaging in process flow mapping is an invaluable exercise to help define the observations made
while taking inventory of intrahospital activities, the analysis can be time consuming. As a note of
caution, some hospitals get “stuck” at this point and lose months in the effort to establish “current state”
and do not work in parallel to make urgently needed improvements. It is important to not get mired in
analysis and to press forward with improving the transitional care process.

Assess Leadership Commitment to Reducing
Readmissions

Reducing readmissions for a population or a hospital is an organizationwide effort that requires
commitments and contributions from numerous departments, providers, and staff. Organizational
leadership is essential to support, sustain, and codify the changes needed to achieve readmission
reduction goals.

Some high-volume Medicaid hospitals may have yet to engage in readmission reduction efforts
because they are not strongly incentivized by Medicare readmission penalties. For other high-
volume Medicaid hospitals, Medicaid managed care plans may have had payment policies relating
to readmissions, so the incentive to reduce Medicaid readmissions is more pressing. In still other
markets, Medicaid limited the number of inpatient days per year per beneficiary, creating an indirect
incentive to avoid repeated rehospitalizations, because excess hospital days are uncompensated.

In Maryland, hospitals now operate within a fixed global budget, aligning incentives across all payers
to reduce readmissions. Some high-volume Medicaid hospitals are, or are preparing to become,
accountable care organization or otherwise bear financial risk for utilization and quality, thus
making efforts to reduce readmissions an invaluable core competency for current or future payment
arrangements.

Payment policies are by no means the only motivation for reducing readmissions. Complying with
accreditation surveys and avoiding citations may motivate hospital leaders to evaluate the extent
to which the organization is in compliance with the new CMS Discharge Planning COPs. Other
hospitals may be motivated by patient satisfaction scores or by comparative performance data
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transparency. Many hospitals lead with a quality strategy and place enormous value in pursuing

the highest standards in quality care as a professional, ethical, and organizational value in and of
itself. Finally, hospitals with demonstrably poor readmission rates or poorly defined transitional care
practices may do well to consider the harm of unsafe transitions on patients, their families, and the
hospital’s reputation and financial risk, should unsafe practices be revealed in the press or other
outlets.

Not all successtul readmission reduction efforts must start with the attention and commitment of
senior hospital leadership, but all successful efforts eventually gain the full and active support of
leadership. Identify an executive sponsor, inquire whether readmission reduction is a board-level
priority, articulate the hospital’s short-term and medium-term interests in reducing readmissions,
and identify the time, staff, analytics, tools, and other resources available to achieve readmission
reduction objectives. If your team cannot command executive commitment from the start, then
work on articulating the gaps in care and their impact on staff and patient satisfaction and safety,
achieve some “quick wins,” and present the executive team with a request for support based on your
teams’ actions.
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Section 3: Develop a Portfolio of
Strategies

Key Actions

Synthesize the findings from Sections 1 and 2
* Examine whether the root causes of Medicaid readmissions are being addressed.
e |dentify whether there are drivers of readmissions with no strategies for reduction in place.
* Evaluate the extent to which current readmission reduction efforts specifically include Medicaid patients.

* Evaluate the extent to which current readmission reduction efforts are coordinated and aligned within
the hospital.

e Evaluate the extent to which Medicaid-specific community-based providers and supports are fully
engaged as partners in reducing readmissions.

* Evaluate the extent to which hospital readmission reduction efforts are aligned with Medicaid health
plans’ programs.
Specify your updated readmission reduction objective and aims

* Articulate the objective, or purpose, for readmission reduction efforts (e.g., to avoid penalties, lead with
quality metrics, respond to incentives, execute work for a grant).

® Formulate a specific aim statement in the form of “what, by when.”
* |dentify the executive sponsor for this work who reports to the CEO or board on readmissions.

Develop a portfolio of strategies to achieve the readmission reduction objective

* Improve standard hospital-based processes for all, consistent with CMS COPs, with special attention
paid to the needs of the Medicaid population.

e Collaborate with “receivers” and other partners across settings to improve transitions.
e Provide enhanced services to high-risk patients.
¢ Use the Portfolio Design Tool (Tool 7).

Quantify the expected impact and return on investment for the portfolio of strategies
® Specify number of patients affected by each component of the strategy.
e Estimate the expected impact of each type of strategy.
® Quantify the resources needed to implement each strategy.
® Calculate the expected impact on readmissions and financial impact.
e Use the Readmission Reduction Impact and Financial Analysis Tool (Tool 8).
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Section 3: Develop a Portfolio of
Strategies

“Theve is no silver bullet.”

Hospital leaders may wonder why their readmission reduction efforts have failed to reduce
readmissions over time. This outcome may result from basing the targeting strategy purely on
responding to payer-based incentives (e.g., penalties) without reflecting on the hospital’s own local
patterns of readmissions, or from a pilot effort never being scaled and spread to other units or high-
risk subpopulations. Other times it may be because you had no readmission reduction champion
supporting continuous improvement based on monthly trending data.

The analyses and inventory recommended in Sections 1 and 2 guided your readmission team
through an updated and expanded analysis of the root causes of readmissions and what readmission
reduction efforts are currently underway in your hospital and among your community partners. This
section discusses the following steps to develop a locally specific, data-driven portfolio of strategies to
reduce readmissions:

1. Synthesize data and inventory information.
2. Specity your readmission reduction objective and aims.
3. Develop a multifaceted approach to achieve your objective.

4. Quantify the expected impact of the portfolio of strategies.

Synthesize Data and Inventory Information

Synthesize the information obtained from data analyses, readmission reviews, and the current
inventory of readmission reduction efforts at your hospital. Examine whether the root causes of
Medicaid readmissions are being addressed by your current eftorts, specifically whether:

B Hospital staff screen for Medicaid payer status as an independent risk of readmission,
B Strategies are in place to identify patients with comorbid behavioral health conditions, and
B Whole-person needs assessments are conducted to identify posthospital needs.

Identity whether there are drivers of readmissions with no strategies in place. Evaluate the extent to
which your hospital’s readmission reduction etforts are coordinated and aligned with other etforts
within the hospital. Evaluate the extent to which Medicaid-specific providers, plans, and social
support services are fully engaged as partners in reducing readmissions.
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Specify Your Readmission Reduction Objective and
Aims

Before discussing what the hospital’s readmission reduction aim is (what, for whom, by when), it is
helpful to clearly articulate the hospital’s readmission reduction objective. Why is there a readmission
reduction effort? What incentives is the hospital responding to? What organizational values is this
aligned with? For example:

B Readmissions are a national quality priority; we need to demonstrate activity in this area;
Our mission is quality driven and reducing readmissions is a quality of care issue;

We are attempting to avoid Medicare readmission penalties;

We are exposed to or anticipate Medicaid readmission penalties;

Patients want to have successful hospital stays and not be readmitted;

We have a grant to reduce readmissions;

We have an interest in reducing uncompensated /low margin readmissions;

Readmission avoidance is a core competency in our population management/risk strategy; or

We are anticipating a change in Medicaid payment policy that will provide a strong financial
incentive to reduce Medicaid readmissions.

Once it is the objective of your readmission reduction work is clear, you can specify the elements

of an improvement aim statement: what, for whom, by when. The aim should support why you are
working to reduce readmissions by quantifying the improvement that needs to occur to achieve that
objective. Examples include:

B Reduce all-cause 30-day readmissions for adult nonobstetric Medicaid patients from 25 percent
to 20 percent by December 2015.

B Reduce all-cause 30-day readmissions for high-risk patients by 25 percent, from 28 percent to
21 percent by December 2015.

B Reduce our hospitalwide all-cause 30-day readmission rate by 20 percent by December 2015.

Develop a Multifaceted Approach To Achieve Your
Obijective

You should now have an updated understanding of the patterns of readmissions at your hospital;
the reasons for readmissions from the patient, family, and provider perspective; a comprehensive
review of the completed, current, and intended but incomplete readmission reduction efforts at
your hospital to date; and the resources you have available to you to reduce readmissions. With this
information, you can revisit your readmission reduction strategy.

The most effective way to reduce Medicaid readmissions is through a multifaceted approach that
takes action in the following domains:

B Improve hospital-based transitional care processes for Medicaid patients;
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B Collaborate with cross-setting partners; and

B Provide enhanced services for high-risk patients.

Use the Portfolio Design Tool (Tool 7) to assist you in developing strategies in each domain. The
figure below illustrates the strategy development process, with examples of strategies in each domain.

Portfolio Design Tool (Tool 7)

B Purpose: Develop a portfolio of strategies to reduce readmissions.

‘s "
7

Description: This tool prompts readmission reduction teams to expand
readmission reduction efforts to include action in at least three broad domains:
improve standard care for Medicaid patients, collaborate with partners, and
provide enhanced services for high-risk patients.

B Staff: Readmission reduction champion, readmission team.

B Time required: 2-4 hours.

Develop a Portfolio of Strategies

Improve Hospital-Based Transitional Care Processes for Medicaid Patients

Flag discharge <30d in chart
ED-based efforts to treat & return

Broaden view of readmission risks;
assess “whole-person” needs

Develop transitional care plans that
consider needs over 30 days

Ask patient & support persons what
help they need; share with them their
needs/risk assessment

Use teach-back, target the
appropriate “learner”

Customize information
Arrange for posthospital followup

Use a checklist for all patients

Collaborate With Cross-Setting Partners

Use ADT notifications with medical
and behavioral health providers

Ask community providers what they
need and how they want to receive it

Collaborate to arrange timely
followup

Perform “warm” handoffs and
opportunity for clarification

Form a cross-continuum team that
can access resources your staff are
unaware of

Constantly refresh your awareness
of social and behavioral health

Broaden partners to include Medicaid
health plans and their care managers

Identify community partners with
social work and behavioral health
competencies

Key: ED = emergency department; ADT = admission, discharge, transfer.

Segment “high risk” —varying types
of service & levels of intensity

Strategy for high utilizers
Strategy for navigating care
Strategy for accessing resources
Strategy for selfFmanagement

Strategy for frailty/medically
complex

Strategy for end-of-life trajectory

Strategy for recurrent stable
symptoms, etc., individual care
plans
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Quantify the Expected Impact of the Portfolio of
Strategies

Developing a multifaceted strategy of efforts focused on what, for whom, by when allows your
readmission reduction team to estimate the projected impact of individual and collective efforts.

An example approach comes from a template that CMS required of applicants to the Community-
based Care Transitions Program (CCTP). This template prompted applicants to think through some
helpful considerations in estimating the impact and assessing the efficiency of the resources they were
requesting, which was essentially a form of ROI.

The modeling includes:

Total eligible discharges (target population);

Total eligible discharges that will be served by the intervention (account for attrition);
Readmission rate among eligible discharges;

Estimated impact of the intervention;

Total number of readmissions avoided;

Average cost (reimbursement) of a readmission;

Gross potential savings (to payers) from averted readmissions;

Cost of the intervention (staff, I'T, etc.);

Net potential savings (to payers) from averted readmissions.

The Readmission Reduction Impact and Financial Analysis Tool (Too! 8) can serve as a starting
point for modeling the impact of your multifaceted readmission strategy and provide feedback about
the cost-efficiency of the investments required to operate the portfolio of efforts.

Readmission Reduction Impact and Financial Analysis Tool
(Tool 8)

B Purpose: To quantify patients served, projected impact, and estimated savings (to
payer) of hospital-specific readmission reduction efforts.

‘ ’ B Description: This Excel sheet facilitates modeling of the impact of the strategies

\ in your hospital’s readmission reduction portfolio. It prompts teams to quantify

\ patients to be served by each strategy, baseline readmission rate, and projected
readmission reduction. It also helps estimate the avoided utilization (payer cost)
due to each of the strategies, accounts for the investment cost of the intervention
(in tools, staft, time), and calculates net “savings” (to payers).

B Staff: Quality improvement leadership, business analyst.

B Time required: 2-4 hours.
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Model the Impact of Your Strategy, or “The Fallacy of the 1 FTE”

Guided by a narrow concept of readmission risk or by a primary motivation to avoid diagnosis-specific
readmission penalties, many hospitals have hired a new clinician to intensify transitional care services
for a subgroup of patients. This strategy may greatly improve care for the individuals served but may
not result in the desired outcome at the organizational level.

Consider the following example. Hospital A has 5,000 Medicare discharges annually and a 20
percent Medicare readmission rate, thus projecting 1,000 readmissions. Hospital A hires a transitional
care fulltime equivalent (FTE) to provide enhanced services to heart failure patients transitioning to
home without home care. This FTE attempts to manually screen for heart failure patients, narrows to
those who with Medicare fee for service, and further narrows to those who are being discharged to
home without home care. The transitional care FTE screens three times more patients than he or she
serves and suspects he or she misses several patients identified late in the hospitalization as having
heart failure. Ultimately, this FTE provides high-quality transitional care services to 200 patients and
reduces readmissions in this subgroup by 20 percent.

As illustrated in the table below, the impact of this successful transitional care service is 10 fewer
readmissions. The overall impact on Medicare readmissions is just a 1% reduction. The impact on the
hospitalwide all-payer readmission rate is undetectable.

‘ Number ‘ Rate
Medicare discharges/year 5,000 discharges
Medicare readmission rate 20%
# Medicare readmissions/year 1,000 (.20*5,000)
Transitional care heart failure intervention 200 discharges/year
Heart failure readmission rate 25%
Expected # readmissions 50 (.25*200)
Expected impact of intervention 20%
# Readmissions averted by intervention 10 (.2*50)
Impact of strategy on Medicare readmissions 1% (10/1,000)

In Practice: Frederick Memorial Hospital
Starting small and expanding gradually

Frederick Memorial began their readmission reduction efforts by focusing on heart failure patients.
During this pilot, they did not hire any FTEs and tracked how many patients they could touch and
affect. Extrapolating data collected from this effort, they estimated the impact they could make on
patients throughout the hospital, what it would cost, and how much it would save. With this plan, they
got the support of senior leadership, which was critical for hiring new FTEs. Frederick Memorial also
created a dashboard with the ideal list of items they wanted by identifying the different domains of their
readmission reduction efforts (using the BOOST institutional assessment tool), three to five strategies
they needed to focus on in each domain, the responsible staff, and the timeframe for the work.
Although the number of fields populated in this dashboard was initially low, it gradually became fuller
and more specific over time. Frederick Memorial thought they would break even in the first year after
their pilot, but instead had a 7:1 ROI and have held steady since.
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Get Started Immediately

Many quality improvement teams encounter barriers to their readmission reduction efforts. Whatever
your hospital’s particular issues are, it is always possible to move forward and make progress. Below
are some common difficulties that readmission teams encounter and recommendations for moving
torward, notwithstanding these barriers.

Common Barriers to

What You Can Still Do

Reducing Readmissions

‘We're still studying the root
causes of readmissions.”

As mentioned in Section 1, it is important to gather just enough data to
move forward. Limit the amount of data collection and analysis to the key
facts that will give your team actionable insights. If that process drags on,
make sure your hospital is following best transitional care practices in a
way that addresses Medicaid patients’ needs (Section 4).

“The senior leadership
doesn't care about
Medicaid readmissions
because we don't get
penalized by Medicaid.”

Although senior leadership can greatly influence the extent and direction
of readmission reduction efforts, hospital-based processes and cross-
continuum collaboration can be improved as a matter of clinical process
improvement in daily care. In particular, see Sections 4 and 5 to look at
strategies to modernize standard hospital-based processes and partner
with outpatient providers.

“We don't have the money
to hire any FTEs.”

Hiring transitional care staff is often necessary to provide enhanced
services. However, hiring one or several FTEs is only one method of
reducing readmissions. Improving hospital-based transitional care
processes (Section 4) and collaborating with cross-setting patterns (Section
5) does not necessarily require new staff. It is also possible to consider
redeploying existing staff.

“We're waiting for the new
electronic medical records
system to be implemented.”

Although implementing an EMR requires enormous effort, the workflows
and functions of admission, medication reconciliation, multidisciplinary
collaboration, transitional care planning, and followup over time are core
functions of EMRs. Integrate transitional care improvement team members
with EMR implementation teams.

“We have really limited
access to primary care.”

While followup appointments are important to address problems before
they turn into preventable readmissions, it is possible to leverage other
roles and partnerships to help ensure posthospital support (Sections 5 and
6); this makes it all the more important to provide high-quality transitional
care for all (Section 4).

“There’s no peer-reviewed
literature to support this
readmission reduction
strategy.”

Successful readmission efforts use quality improvement and organizational
change management techniques—leadership support, committed
champions, broad engagement of staff across disciplines and departments,
use of enabling tools and technologies, celebration of successes, and
visible demonstrations of change. Draw on insights from organizational
change and adaptive leadership to inform the successful execution of any
readmission reduction strategy.

“Our community is very
limited in resources.”

Community-based social workers report confidence in accessing services
for patients with economic and social needs. Hospital-based providers may
not be fully aware of the resources available. Engage your cross-continuum
team to identify available services (Section 5).
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Section 4: Improve Hospital-Based
Transitional Care Processes for Medicaid
Patients

Key Actions

Begin readmission reduction efforts in the emergency department
e Create a flag for high utilizers and potential 30-day readmissions in the ED.
e Create care continuity and institutional memory in the ED by creating individualized care plans.

® Use health information exchange portals in the ED to identify care-seeking patterns and consistent
symptomatic presentations, and to confirm whether the presentation is acute or chronic.

e Staff a dedicated readmission avoidance clinician in the ED to coordinate with outpatient providers and
social services for patients with low-acuity presentations.
Contextualize the history of present illness within longitudinal utilization information
o Ask the patient about hospitalizations and ED visits in the past 6-12 months.
e Consistently obtain records from other providers, medical and behavioral health.

* Take a longitudinal view of patients, place their hospital utilization in the context of other care-seeking
(or avoidant) patterns, and use this information to inform the care plan.

¢ Use the Readmission Risks Tool (Tool 9).

Specifically inquire about social and behavioral health needs
* Inquire about housing, legal concerns, transportation, and food insecurity.
® Inquire about substance use or mental health needs and whether they have treatment.
* Inquire about whether the patient is newly enrolled in Medicaid.
e Link patients to the appropriate referrals and resources to address those needs.
¢ Use the Whole-Person Assessment Tool (Tool 10).

Listen to all the reasons patients return to the hospital
o Ask patients why they needed fo return to the hospital.
® Recognize there are offen numerous factors leading to a readmission; capture all and avoid looking for
a singular reason.
Effectively engage patients and caregivers
® Inquire about and address patients’ and caregivers’ priorities when discussing posthospital needs.
e |dentify the “learner,” also known as the “care plan partner,” who may not be a family member.
e Consistently use medical interpreters to communicate with patients when indicated.

Use teach-back
® Verbalize information, focusing on three to five shortterm self-care messages.
® Provide an opportunity for clarification.
® Ask the patient/caregiver to repeat information back to confirm understanding (“teach-back”).
* Provide anticipatory guidance (“what to watch for and what to do”)

continued
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Key Actions (cont’d)

Customize written information and write it at an elementary reading level
e Provide individually tailored information.
* Develop written materials at the third grade reading level and in the patient's preferred language.
® Include which symptoms to watch for, what to do, and whom to call.

Clearly explain medication information
® Explain what to take, when, why, and how, as well as what side effects to look for.
® Explain what to do and whom to call if side effects develop.
® Discuss how the patient will get medications and identify any financial or logistical barriers.

Provide an early posthospital point of contact

e Options in the home or community include: postdischarge phone calls, home visits, community health
workers, visiting nurses, pharmacists, and health plan care managers.

® Options in medical settings include: non-physician office visits, visits with transitional care teams, urgent
care centers, discharge clinics, and appointments in the ED during slow hours.
Connect patients to primary care, behavioral health, and social services as needed
e Establish a process for referring unassigned patients to primary care providers.
e Establish a process for referring patients to behavioral health providers.
* Assess and address social needs in the community setting.
* Provide high-risk patients with navigators or advocates to minimize barriers to care.

Ensure that patients have or can obtain medication, supplies, and transportation
e Consider bedside delivery of medications.
® Procure common supplies, such as glucometers and scales for patients.
e Provide transportation vouchers.
e Consider allocating a discretionary account to cover medically necessary incidentals.

Provide real-time information to receiving providers and health plans
e Complete discharge summaries at the time of discharge.
* Notify primary care and behavioral health providers at admission and prior to discharge.
* Notify the Medicaid health plan prior to discharge to facilitate posthospital care.
® Provide an opportunity for collaboration and clarification about the care plan.
e Use the Discharge Information Checklist (Tool 11).

Use a checklist to ensure all transitional care elements are reliably provided
* Develop a transitional care checklist.
e Use the transitional care checklist for all patients, not just high risk.
® Deploy the transitional care checklist across all departments.
® Monitor and provide feedback regarding transitional care checklist use.
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Section 4: Improve Hospital-Based
Transitional Care Processes for Medicaid
Patients

“There are so many processes here that arve broken
that we need to fix. They’ll say, “We can’t do anything
for this guy,” but it’s because there are so many gaps
in so many places at the same time, so the ball never
drops in the same place. There’s a lot we need to do to

systematize the effectiveness of these processes.”

s TT

Your hospital’s readmission reduction team is likely well versed in the best-practice recommendations
from Better Outcomes by Optimizing Safe Transitions (BOOST), STate Action on Avoidable
Rehospitalizations (STAAR), and Re-Engineered Discharge (RED):

B Assess readmission risk,

Use teach-back to better inform patients of their self-management tasks,
Engage support persons as active learners in the transitional care process,
Intensify efforts to ensure accurate medication management,

Make timely followup appointments,

Provide clear written information to patients,

Provide timely information to outpatient providers,

Make postdischarge followup phone calls, and
B Use a checklist to ensure reliable delivery.

This section provides guidance on adapting or expanding hospital-based transitional care efforts to
better serve the needs of adult Medicaid patients.

New CMS Guidance Elevates Expectations

In May 2013, CMS issued new guidance for assessing whether hospitals are in compliance with the
CMS Discharge Planning COPs." The guidance document that CMS issued to surveyors provides

an excellent blueprint for modernizing hospital-based transitional care planning processes. Notably,
CMS emphasizes that the Discharge Planning COPs apply to Medicaid as well as Medicare patients.

iThis guidance is provided to accreditation entities, such as the Joint Commission and others, to bring specificity to the
g p > > g sp

questions and domains of activity that surveyors assess during site visits.
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Furthermore, the processes summarized below describe what should be delivered as standard care
for all Medicare and Medicaid patients, not only patients identified as high risk for readmission. This
document provides a valuable synthesis of many of the well-known best practices to improve the
transitional care process. CMS specifies that hospitals must:

B Have a documented discharge planning process;
Analyze and track their readmission rates;

Review readmissions to look for patterns;

Conduct root cause analyses on readmissions to assess whether their discharge planning process
meets patients’ needs;

Craft a discharge plan that can be realistically implemented;

Actively solicit the input of the patient and family/friends/support persons;
Provide customized education to patients and their caregivers;

Provide verbalized instructions using the teach-back technique;

Arrange for posthospital services;

Know the capabilities of postacute and community-based providers, including Medicaid home-
and community-based services; and

Know options for Medicaid long-term services and supports, or have a contact at the State
Medicaid agency that can assist with these issues.

Improve Care for All Patients, Not Just for High-Risk
Patients

Many hospitals have implemented some elements of these new CMS COPs. The challenge

many hospitals face in achieving hospitalwide readmission reductions is moving beyond making
improvements for only a subgroup of high-risk patients and improving the transitional care process
for all patients. There are many reasons to improve transitional care for all patients.

First is the regulatory compliance rationale: the 2013 CMS COPs make it clear that improved
processes are required for all Medicare and Medicaid patients. Since public payers typically make up
a majority of safety net hospitals’ payer mix, the efficient response to this requirement is to improve
care systematically.

Second is the clinical quality rationale: the literature has established that current transitional care
processes are lacking in almost every respect. Each patient, regardless of admission diagnosis, payer,
or presence of comorbidities/complexities should have a safe and effective transition out of the
hospital and into the next care setting.

Third is the clinical impact and clinical efficiency rationale: it is more effective and efficient to
improve standard care for all patients than to rely on incomplete and time-intensive methods to
identify a subset of patients for whom to improve these basic elements of hospital-based care.
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The Inefficiencies of Case Finding

A heart failure discharge advocate screens admissions hospitalwide daily to identify patients with a
primary diagnosis of heart failure. The hospital has 10,000 admissions (adults) per year; 5 percent
have a primary discharge diagnosis of heart failure and 20 percent have a secondary discharge
diagnosis of heart failure. The discharge advocate was charged to find the 500 (5% of 10,000)
patients who would ultimately be coded in hospital billing data as a heart failure diagnosis-related
group (DRG). However, clinically there were at least 2,500 (25% of 10,000) patients with heart
failure. Based on these calculations, the heart failure discharge advocate would need to screen and
serve 500 to 2,500 patients annually, or 1-8 new patients per day, 365 days per year. The discharge
advocate works 200 days per year and serves 2-3 new patients daily, or 500 annually, leaving 2,000
heart failure patients unserved by this program. Although clinically this is a valuable service for the 500
patients served by the heart failure discharge advocate, the relative readmission reduction for all heart
failure patients is 6%.

‘ Number ‘ Readmit % ‘ Expected Readmits

HF patients served by discharge advocate | 500 25% 125
2,000 22% 440

HF patients not served by discharge
advocate

25% * 125 = 31
565 - 31 = 534 = 6% reduction HF readmits

25% reduction by discharge advocate

Readmission reduction for all HF patients

This section highlights the opportunities to implement the best practices now contained in the CMS
COPs and, where needed, make adaptations to best serve the unique needs of Medicaid patients.
This section is organized into six subsections, drawn from complementary domains addressed in

RED, BOOST, STAAR, and the CMS COPs:

Conduct a comprehensive “whole-person” assessment, starting in the ED;
Engage the patient and family/caregivers in developing a plan of care;
Provide customized information, using teach-back and other modalities;

Arrange for followup and services;

M .

Provide information to receiving providers in the community; and

6. Use a checklist to ensure reliable delivery of intended services for every patient.

The table below illustrates the different domains of the transitional care process that are addressed in
RED, BOOST, STAAR, and the CMS COPs.

Engage Provide Provide
Best Assess Patient & | Customized | Arrange | Information Use a
Practice Needs Caregivers | Information | Followup |to Receivers | Checklist
RED X X X X X
BOOST X X X X X
STAAR X X X X X
CMS COPs X X X X X X
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Conduct a Comprehensive Whole-Person Assessment

Readmission reduction starts in the emergency department, prior to
admission

In the current body of readmission reduction work, best practice recommendations typically start
at the point of admission to the inpatient setting. However, the “starting point” of readmission
reduction efforts should shift solidly into the ED arena, where admission decisions are made. This
process is especially relevant for adapting your work to better address Medicaid readmissions. Your
root cause analysis may have revealed that patients seek care preferentially in the ED for a variety
of reasons. The emergency department is an important care setting in which to identity patients at
imminent risk of readmission.”

In the ED, hospitals should:

B Create a flag in the ED record to make it visible to staff that the patient is a high utilizer or
potential 30-day readmission;

B Use health information exchange portals to identify care-seeking patterns and consistent
symptomatic presentations, and to confirm whether the presentation is acute or chronic;

B Create care continuity and institutional memory in the ED by making individualized care plans
to facilitate consistent management of complex medical, behavioral, and social issues; and

B Staff'a care transitions clinician in the ED dedicated to readmission avoidance consistently to
coordinate with families, outpatient providers, and social services for patients with low-acuity
presentations who can be discharged from the ED without an admission.

Contextualize the history of present illness with longitudinal utilization
information

The initial assessment at the time of hospital admission is of critical importance to setting the
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