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Welcome!

* All lines are muted, so please ask your questions in Q&A

* For technical issues, chat to the ‘Technical Support’ Panelist
* Please be aware that this event will be recorded

We will get started shortly!
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Readmission Co-Leads

Melody "Mel" Brown, MSM

Melody has over 40 years of healthcare experience, including varied roles at Alliant Health
Solutions working on the CMS contract for the Quality Innovation Network—Quality
Improvement Organization (QIN—QIO). Coaching hospitals and nursing homes on all facets of
healthcare quality improvement has been her focus as the Patient Safety Manager.

Contact: Melody.Brown@AlliantHealth.org

Sarah Irsik-Good, MHA

Sarah has over 20 years of healthcare experience and has worked in nearly every healthcare
delivery setting including acute care (both PPS and CAH), long term care, behavioral health,
and ambulatory care. At KFMC, Sarah has managed QIN-QIO projects including both
readmission reduction and care coordination projects.

Contact: seood@kfmc.org
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Learning Objectives

* Learn Today:
* [dentify and evaluate readmission-specific RCA tools

* How to assess a process to determine “why” a patient is
readmitted

e Use Tomorrow:

* Conduct a systematic Root Cause Analysis of your hospital’s
readmissions

e Determine the most common cause(s) of readmissions for your
facility and patient population
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Vision

There are many characteristics and circumstances that place individual patients at a higher
risk of being readmitted soon after a hospital discharge. Among the influences for re-
hospitalization are specific diagnoses, co-morbidities, emotional factors, personal issues,
mental health factors, older age, multiple medications and associated reactions, level of
caregiver and home support, history of readmissions, financial issues and deficient living
conditions.

You must first identify which influences are at play in your community/patient population
before you can enhance or add interventions to address those influences.

Only then can you identify patients at high risk for readmission PRIOR to discharge from
their index admission, and connect them with the appropriate interventions to avoid a
readmission.
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Recap: Sessions 1 & 2

* Conducted a deep-dive into readmission metrics, defined
measurement data, improvement data and identified local sources of
data

e Evaluated identified readmission data sources and learned how to
identify “who is being readmitted

EALLIANT S o

H EALTH SOLUTION S CENTERS FOR MEDICARE & MEDICAID SERVICES
iQUALI

TY IMPROVEMENT & INNOVATION GROUP



Root Cause Analysis

* |dentifying causal factors that underline variations in outcomes (i.e.
readmissions):
* How, where, why a problem, adverse event or trend exists
* Should focus on a process that has potential for redesign to reduce risk

* Allows you to determine underlying causes and identify recommended
changes

* Focus on systems and processes, not individual performance
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Steps to Complete a RCA

* Collect Readmission Data — look at primary 30-day readmission DRG’s

* Hospital Consumer Assessment of Healthcare Providers Survey
(HCAHPS) data for areas to improve related to discharge planning and
medications

* Core Measure Scores

* Analyze Data

* Chart review of readmitted patients

* Readmitted patient/family interviews
e Discharge process mapping
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RCA Methodology

1. Medical Record Reviews

2. Interview sample of patients/family members using an interview tool

3. Process Assessment
- Direct observation
- Interviews with Staff
- Process Mapping
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Readmission Record Audit Tools

e Consistent audit tool recommended

* Prompts clinical or quality staff to review a list of factors commonly
attributed to preventable hospital readmissions

e Categorize the results for aggregate analysis each month in order to
identify common trends, patterns and themes

ESALLIANT LS s

HEALTH SOLUTIONS CENTERS ARE&MEDICAFDSERVJCES
iQUALITY lMPROVEMENT & INNOVATION GROUP



Reviewer
MR#

First Adm Date,
Discharge Disposition
Readmitted in

1% Adm Primary Diagnosis,

Medical Record Audit Tools

Days

10.

. i . = Patient adherence issues nolsd in record without di of gies to
2% Adm Primary Diagnosis = Patient was referred to a coach
= |Ifyes, did the patient accept?
Category IV: Category: Medication Manag
Was the patient discharged to the = Medi il pleted with d. of pati egiver invol
C t o Ewvi exists education and prehension for multiple medication changes made du|
= Evidence exists that ion and jon exist to high risk medications
such as Coumadin, Plavix, Insulin (new ordef or change in regimen) inhalers
Was the recommended follow-up ¥
Category V: Tr I Care P no evid that the following was offered:
Was the patient readmitted prior to = Community services such as Area Agency on Agency
= Home Care
If the patient had Home Health/Hot = HF Clinic
the patient before readmission? = Hospice
Did the p have a ity Category VI: Dl:chafge Instructions
= Delay or I for outp testing—including labs
o Delay or i instructi for physi follow-up
Was the patient referred to a Coac S No evidence of red flag instruction
If yes, did the patient accept? 2 No evidence of red flag comprehension
Was Medi R iliation dot  Category Vil: End of Life -- unable to see documentation related to:
B Al N a e 4
= Palliative Care/Comfort Measures
What were the symptoms on readr G Hospice
C 'y Vill: Discharge Dispositi
2 Unable to determine if discussions occurred with pati gi d to disch
Were these symptoms related to o level of care
Was a clear discharge plan d Category IX: Ui ble C at Discharge
a D g flects possibility of ble condition at discharge

1"

12.

13.

Carogory I: Downstream Provider Issue

D, ol Road.

P jon Factors

identified (Samples for Tracking and Tren

ble criteria for readmi
SemloED&no(retumedtopﬁormwchuhomecnorSNFmni-ppewedm

Category ll: C 2 By Caregiver Ed lack of of the ing:
o ldmhﬁubonol and i y in providing education to this individual
= Patient/ g hended tion
= Inhal rib ‘wmout ability to use safely and

Cnogory lil: Patient Activation

No documenhbon noted regarding the use of home oxygen ordered for first time

Patient/family refuses servi

Does documentation exist for appri

Was this admission unforeseen, cd
Was this admission unforeseen, re

Was this admission avoidable?
C

Category X: Recurring Pourblo Ynggon for Readmission

Muitiple medicati ges within 48 hours of discharge
Coumadin change within 48 hours of discharge
Home oxygen ordered for first time at discharge
No evidence pain was managed adequately at index admission

oooo

|
Worksheet A: Reflective § y of Chart Review Findings
Worksheet A: Chart Reviews of Patients Who Were Res
Conduct chart reviews of the last five readmitted patients. Revi What
hospital and community settings. Rewmrssl’nidmtlookma Gdyou laam?
to improve the care of patients.
Q i Patient #1 Pai
Number of days between the What trends or themes emerged?
last discharge and this days —
readmission date?
Was the follow-up physician
EEEETT M B e
di 7 if 1 ised you?
If yes, ﬁﬁﬁmmﬁqﬂdﬂetﬂ ‘rﬁ No ylﬁ
attend ce visit?
Were there any urgent clinic/ED | yes No Yes
visits before readmission? What new questions do you have?
_ _ Comments: Commer|
Functional status of the patient
on discharge?
‘What are you curious about?
Was a clear discharge plan Yes No Yes
documented?
Was evidence of "Teach Back” | Yes No Yes
I D D D What do you think you should do next?
List any documented reasan/s | COmments: Commer
for readmission
Did any social conditions What about readmissions that held are now chal
(transportation, lack of money
for medication, lack of housing) | - No | Yes
contribute to the readme 7
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atient/Family Interview Tools

Worksheet B: Interviews with Patients, Family Members, and Care Team Membe
If possible, conduct the interviews on the same patients from the chart review. Use a separaté
for each interview.

Ask Patients and Families:
How do you think you became sick enough to come back to the hospital?

Did you see your doctor or the doctor's nurse in the office before you came back to the hospit

If yes, which doctor (PCP
Yes D or specialist) did you see?

No I:] If no, why not? I

Describe any difficulties you had to get an appointment or getting to that office visit.

Has anything gotten in the way of your taking your medicines?

How do you take your medicines and set up your pills each day?

Describe your typical meals since you got home.

Ask Care Team Members:
What do you think caused this patient to be readmitted?

After talking to the provider and the care team about why they think the patient was readmittec
brief story about the patient's circumstances that contributed to the readmission:

Readmission Interview Guide

The following questions and prompts are intended to help the interviewer guide the disci

Suggested script to seek participation: “We are working to improve care after hospi

our patients that have been recently hospitalized for sepsis. We noticed that you were here

and now you're back. Would you mind telling me about what happened between the time
the hospital and the time you retumed? This will help us understand what we might be ab!
better for you and what we might be able to do better for our patients in general. It shoul

more than 5-10 minutes. Would that be okay with you?”

Who is being interviewed? (circle one)
Patient = Famuly/Caregiver Both  Other (specify)

¢  Why were yvou hospitalized earlier this month?
Prompt for patient/caregiver understanding of the reason for hospitalization.

*  When vou left the hospital:
o How did you feel?
Where did you go?
Did you have any questions or concems? If so, what were they?
Were you told by anyone about what sepsis 1s?
Did anyone explain to you that after discharge, you might not feel well for a
like having difficulty sleeping, fatigue, weakness, loss of appetite, depression
difficulty concentrating?
Were you able to get your medications?
Did you have an appointment with your primary care provider?
Did you need help taking care of yourself?
If you needed help, did you have help? If so, who?
Were you made aware of resources available for people who have had sepsis?

0000

0O00O0O0

¢ Tell me about the time between the day vou left the hospital and the day you

remrned
When did you start not feeling well?

o Did you call anyone (doctor, nurse, other)?

o Did you try to see, or did you see a doctor or nurse or another provider before
came?

o Did you try to manage symptoms yourself?

o Prompt patient/caregiver to describe any self-management techniques they

DESIGNING AND DE VERING WHOLE-PERSON TRANSITIONAL CAR
THE HOSPITAL GUIDE TO REDUCING MEDICAID READMISSIONS

Readmission Interview (5-10 minutes each)

The purpose of these interviews is to elicit the “story behind the chief complaint”—the events that occurred
between the time of di ge and time of Rather than looking for the one reason for the
readmission, capture all the factors that contributed to the readmission event.

Suggested script: “We are working to improve care for patients once they leave the hospital and noticed that you
were here recently and now you're back. Would you mind telling me about what happened between the time you
left the hospital and the time you returned? This will help us understand what we might be able to do better for
you and what we might be able to do better for our patients in general. it shouldn’t take more than 5 minutes.
Would that be okay with you?”

*  Why were you hospitalized earlier this month?
©  Prompt for p /i ing of the reason for hospitalization.
*  When you left ﬂn hosphal
©  How did you feel?
©  Where did you go?
©  Did you have any questions or concerns? If so, what were they?
©  Were you able to get your medications?
©  Did you need help taking care of yourself?
©  If you needed help, did you have help? If so, who?
¢ Tell me about the time between the day you left the hospital and the day you returned:
©  When did you start not feeling well?
©  Did you call anyone (doctor, nurse, other)?
©  Did you try to see or did you see a doctor or nurse or other provider before you came?
©  Did you try to manage svmmms yourself?
©  Prompt forp /i L used.
*  Inour efforts to provide tM best possible care to you and others like you, can you think of anything
that we—or anyone—could have done to help you after you left the hospital the first time so that you
might not have needed to return so soon?

Root Cause Analysis and Lessons Learned (2-3 minutes each)

'l’ho purpose of a root cause analysis is to understand the factors underlying patient
P P! to pi i When lyzing each patient interview:
®  Ask “why” 5 times to elicit the “root causes” of nndmissbns
©  For example, an interview might reveal that a patient did not take her medication, which then
contributed to her rehospitalization. Why did she not take her medication? She did not take it
because she did not have it. Why? She did not go to pick it up from the pharmacy. Why.. ? Comiwo
to ask until you have identified opportunities that your hospital team can add (eg.,
delivery of medication, teach-back, medication reconciliation; such services may exist for some

50 that you can

patients but not others or may be as ilable rather than i y).
©  Try to avoid citing d i or pli as root causes. If those are factors, ask
“why” again.
* R ber to | ify all the for the there is rarely only one reason.
*  Specifically seek to identify clinical, behavioral, social, and logistical factors that might have contributed to
the readmission.
®  See Section 1 of the Hospital Guide to Reducing Medicaid R issic foran ple of interview

findings and root cause analysis.

* In our efforts to provide the best possible care to you and others like you, can
think of anything that we—or anyone—could have done to help vou after you left

the hospital the first time so that you might not have needed to return so soon?

STAAR Initiative

Institute for Healthcare Improvement, 2009 Page 3
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Process Assessment Tools

* Process Mapping
* 5 Why’s
e Cause-and-Effect Diagram

* Fault Tree Analysis
* Value Stream Mapping
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Decision to
discharge

Inpatient
Patient informed about discharge

Process Mapping ¢

Discharge prescription (TTO) and discharge summary written for patient by doctor/ pharmacist

v

Patient remains in hospital until
issues are resolved

Any
social
issues?

Communication with pharmacy team
Doctor/ nurse/ pharmacy staff inform ward-based pharmacy team that the TTO has been written
b L Verification of discharge prescription
TTO verified after clinical check by pharmacist and any issues with content rectified
Assessment of patient’s own medication for discharge
Patient’s own medication checked for suitability for discharge {including asking patient about supplies at home) by pharmacy team/ nurse
Does patient have
all medication
required for
YES discharge?
. Can TTO be
dispensed
Patient prepared for on ward?
discharge
TTO medication checked and |4 i
'l patient counselled by nursing
staff
TTO dispensed
TTO di d
¢ Medication dispensed or re- TTO sent t?ehr;;a
labelled on ward by di E 3/
Patient discharged pharmacy team 1Py,
Discharged with a copy of
discharge summary, TTO and i ¢
medication
—. Medication accuracy checked fequiied
¢ by qualified member of m:;::teion
h
pharmacy team gt
Transfer of care &
Completed discharge
summary and TTO sent to GP Medication
; : : ; and community pharmacy if Delivery of medication to ward hecked
. 2cq= = 0, 0, () [ 0, 0, 0, = " o ry accuracy checke
https://www.google.com/url?sa=i&url http.sASAAZFA)ZFe]hp.bm].comA?ZFcontent/f;2F24A;2F5A)2F278&p5|g AOvVaw2K6p7Xkt98AtZlq appropriate via post, fax or o atea o e s aban e ar by qualfied
ru5Q557&ust=1641326478092000&source=images&cd=vfe&ved=0CAsQjRxqFwoTCJjW28GzIvUCFQAAAAAJAAAAABAD electronically by ward staff/ by porter/ pharmacy team/ collected by member of
pharmacy team ward staff pharmacy team

—————— — ———— — — — HOSPITAL - COMMUNITY INTERFACE ™ o s o o o o o o o o o |
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5 Why’s

The 5 Whys

Patients are being readmitted because they are experiencing shortness
of breath and feeling unwell and are uncertain how fo manage these

symptoms.

%3

Define the Problem

They choose fo come to the hospital as it Is the last place they received
medical intervention and education, and believe that is the only place
where they can continue to receive support.

4

Why is it happening?

Because they are unaware of other alternaftives.

A

= 4

Patients were not informed about self-management strategies, and there
was no warm hand-off o home care and primary care.

Why is that?

i

There was no standardized discharge process that included patients’
primary care provider and caregivers to support them

Why is that?

Why is that?

https://quorum.hgontario.ca/en/Home/Posts/Improving-transitions-in-

care-Part-2-Understanding-the-problem-through-a-case-study-3

Why is that? Root Cause
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Cause-and-Effect Diagram
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Fault Tree Analysis

Patient was readmitted |

I
I 1

l Readmission was not clinically necessary ‘ l Readmission was clinically necessary

I
1 l = — —
Inappropriate re-admission | | Legitimate non-clinical re-admission ( 9 )

Lack of alternative resources

Incorrect assessment
Path of least resistance Psychosocial or economic factors

Case-specific factors

[ I | ]

Problematic condition on 2 Patient appropriately discharged but developed Patient developed new 10 11
di i R . . . Scheduled
ischarge (patient should not problem (deteriorated, failed to recover, developed condition unrelated to index ..
; N ; - . . : readmission
have been discharged) complication) that required readmission diagnosis or quality of care
[
| I | [ ]
Problem resulted Problem resulted Problem Problem resulted Problem was Detection/treatment of problem
from nosocomial from medication resulted from from a-pre.ventable unpredictable was delayed (and earlier
or iatrogenic side effect (after inadequate COmleCBtlUn detection/treatment would have
factors 3 watch period) (Y| post-discharge [ Fully appropriate effort to mm,m,z eliminated need for readmission)
- - EEIE likelihood of complication |
Nosocomial infection | 1
Surgical misadventure || Failed to take appropriate steps to Earlier Earlier (@
Medication error minimize likelihood of complication detection detection was
| | was feasible not feasible
Problem resulted from improper Problem resulted from inadequate :r::tleemat;zsugsetd from Detectiqn ek » @
care by patient/family care by community services ' . quate p . appropriately facilitated
discharge care plannin .
Effort by hospital/discharging physician Detection was not 8
v hosp rging phy Effort by hospital/discharging physician appropriately facilitated

to ensure correct post-discharge care
by family was appropriate

(1—7 to ensure correct post-discharge care by
\./\ community services was appropriate

Effort by hospital/discharging physician
to ensure correct post-discharge care
by family was inadequate

Effort by hospital/discharging physician Preventable

(;) to ensure correct post-discharge care by Not praventable
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Value Stream Mapping
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https://www.mayoclinicproceedings.org/article/S0025-6196(12)00938-X/fulltext
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Tracking and Trending

* Drives the development of your Action/Implementation Plan

* Understanding readmission patterns is critical to designing effective
readmission reduction strategies

* Tracking and trending readmission data will highlight high-leverage
opportunities to reduce readmissions

E AL L IAN T Hospital Quality Improvement Contractors

H EALTH SOLUTION S CENTERS FOR MEDICARE & MEDICAID SERVICES
iQUALI

TY IMPROVEMENT & INNOVATION GROUP



Tracking and Trending Tools

Category |-
Hospital o _ Readmission| Downstream Provider ~ Categoryll _ Category Il ~ Category IV:
T Index Admission Infarmation | Information IssUe Patient'Caregiver Education Patient Activation Medication Management
Readm.lssmn = B _ B h
Review 5 = | E "3 8 ER - °
— - " Data £ I T |lE |2 |= 3| g N - 25
ospitalwide All-Condition, All-Payer, and Payer-Specific Re: . a g |g s |2 |8 |2 |8 |,.2|% 2| 5 |eg|2 |sz
. age 1of3 | ~ 8 2 5 |z B lzs |2 |2 |2 |[B2|5e| & | B |85 |s.|=E
t discharges & 5 S = 5= S s g e 5 %E 22| = 2z < g AL
t readmissions 5 5 5 2 2z |0 T |88 |85 |5~|5a gﬁ ER- g o |22 |af|as
b £ = z E 2E|2c| E |22 |25 | =S |2E|E8|Eg| = T |182 |58 |5
e o/l 2| E g 3 |88|zE| 5 |5z|2S |2 |Ss|2: 25| 2| § |58 2% |26
Pt. Account Mumber (vi#) | 3 o =] & ae | &2 8 cE|fB|ES|2E|f2|fz| & S|l |5e|&s
b Percentage of Discharges and Readmission: 1 9 Pneumonitis MH 1
% of total discharges by paye #DIV/0! 2 5 Syncope NH 2
% of total readmissions by payer #DIV/0! 3 7 CHF AL
4 4 Pneumania HOME
Jays between Dischar, nd Readmission 5 4 CHF MH
t of readmissions within 0-4 days of discharge g 10 | Pneumonia HOME X
t of readmissions within 10 days of discharge 7 3 Ml HOME X
t of readmissions between days 0-30 of discharge g 3 |alt Mental Stat| SKILLED
% of readmissions in 0-4 days #Div/o! 9 4 | ChestPain | HOME
% of readmissions in 0-10 days #DIv/o! 10 2 | Bronchits | HOME 3 X
Sl veuhwisaions s 0-30 duys #Div/o! 11 B CHF HOME 12 X
12 5] Liver Failure MH 9 X
13 4 CHF HOME 16 X
14 9 Hip Dislocat | SKILLED 3
15 25 Prneumania HOME 5
16 16 Prneumania AL 7 X
17 10 Prneumania Expired 8 X
13 24 CHF NH 7 X
19 3 Pneumonia | SKILLED 3 X
Al Payer - 20 2 CHF NH 10 X
7 21 B CKD HOME 9 X
Dx8 22 5 CHF SKILLED 13
DxS 23 23 CHF ACUTE 1 X
Dx 10 24 5 PHEUMONIA MH 27 X
Tatal All Dosdmiccinne n aSnnsini H Q | C
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Goal

1. Replicate the data locally.

2. Use the data to identify the causes of readmissions or
the populations most likely to be readmitted (Root Cause Analysis).

3. Use data to drive intervention selection.
Use data to measure the success of intervention implementation.
5. Adjust approach based on remeasurement data (PDSA Cycles).

Step 2: Using the data to identify and track the causes of readmission
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Readmission Series

Session 1: Deep Dive into Data Access

V November 3, 2021

Session 2: Identify/Validate Local Readmission Data Sources
VDecember 1, 2021

Session 3: Using Readmission Data to Conduct a Root Cause Analysis
Session 4: Intervention Exploration (Part 1)

Session 5: Intervention Exploration (Part 2)

Session 6: Remeasurement & Next Steps
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Resources

Medical Record Audit Tools: Patient/Family Interview Tools:
KFMC Developed Tool @ AHRQ Tool @
KFMC MR Audit AHRQ Interview
Tool Tool
IHI Developed Tool =& IHI Developed Tool ™
IHI MR ,mit Tool IHI Interview Tool
Medical Record Audit Tools:
KFMC Tracking Tool AHRQ Tracking Tool

EALLIANT |

HEALTH SOLUT]ON S CENTERS F RE& MEDICAOI;';:;S:?ES
iQUALI

Y MPROVEMENT& INNOVATION GROUP

24


http://www.ihi.org/_layouts/15/ihi/login/login.aspx?BasicReg=1&ReturnURL=/resources/Pages/Tools/ReadmissionsDiagnosticWorksheet.aspx?PostAuthRed%3d/resources/_layouts/download.aspx?SourceURL%3d/resources/Knowledge%2bCenter%2bAssets/Tools%2b-%2bReadmissionsDiagnosticWorksheet_b12d520a-8c40-4966-b6ea-51fc09bebf46/ReadmissionsDiagnosticTool_STAAR.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/medicaidreadmitguide/mcaidread_tool2_readm_review.docx
http://www.ihi.org/_layouts/15/ihi/login/login.aspx?BasicReg=1&ReturnURL=/resources/Pages/Tools/ReadmissionsDiagnosticWorksheet.aspx?PostAuthRed%3d/resources/_layouts/download.aspx?SourceURL%3d/resources/Knowledge%2bCenter%2bAssets/Tools%2b-%2bReadmissionsDiagnosticWorksheet_b12d520a-8c40-4966-b6ea-51fc09bebf46/ReadmissionsDiagnosticTool_STAAR.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/medicaidreadmitguide/mcaidread_tool1_data_analysis_final.xlsx



Readmission Review 



Reviewer___________________________           Date__________________________



MR# ______________________________	   Discharging Physician_______________________________



First Adm Date______________________            Discharge Date_______________________



Discharge Disposition____________________________________________________



Readmitted in ________Days              Readmission Date________________       Planned Readmit?          Yes      No	



1st Adm Primary Diagnosis_______________________  1st Adm Secondary Diagnosis __________________________



2nd Adm Primary Diagnosis_______________________ 2nd Adm Secondary Diagnosis _________________________







1. Was the patient discharged to the level of care recommended, e.g. SNF, Home Health Care, PCH?      Yes    No

Comment: ________________________________________________________________________________

									



2. Was the recommended follow-up with the physician noted on discharge?                                   	  Yes	   No



3. Was the patient readmitted prior to the physician follow-up?		                                                      Yes	   No



4. If the patient had Home Health/Hospice arranged after the first admission, did the Home Health/Hospice Agency see the patient before readmission?             Yes     No      Unable to determine     Referred but refused once home



5. Did the patient have a community resource referral, such as Area Agency on Aging arranged after the first admission? 	               	                               Yes     No      Unable to determine     Referred but refused once home



6. Was the patient referred to a Coach during the first admission?                                                                Yes     No

If yes, did the patient accept?                                                                                                                     Yes     No



7. Was Medication Reconciliation done at time of discharge on the first admission?                                    Yes     No                                                                                                             



8. What were the symptoms on readmission?  __________________________________________________________
_____________________________________________________________________________________________



9. Were these symptoms related to or present on the first admission?	                                                     Yes	  No



10. Was a clear discharge plan documented?                                                                                                 Yes     No



11. Does documentation exist for appropriate patient education?                                                      Yes     No     NA



12. Was this admission unforeseen, caused by a new problem?                                                                    Yes     No

Was this admission unforeseen, related to problems on the first admission?                                           Yes     No



13. Was this admission avoidable?                                                                                                                  Yes     No

Comment: ____________________________________________________________________________________

















Potential Readmission Factors identified (Samples for Tracking and Trending):



Category I:  Downstream Provider Issue

· Questionable criteria for readmission

· Sent to ED & not returned to prior setting such as home care or SNF when it appeared this was possibly an option



Category II:  Category:  Patient/Caregiver Education—lack of evidence of the following:

· Identification of learner and consistency in providing education to this individual

· Patient/caregiver comprehended education

· Inhalers prescribed without documentation patient demonstrated ability to use safely and correctly

· No documentation noted regarding the use of home oxygen ordered for first time



Category III:  Patient Activation 

· Patient/family refuses services/treatment offered 

· Patient adherence issues noted in record without documentation of strategies to overcome them

· Patient was referred to a coach								

· If yes, did the patient accept?                                                                                                  



Category IV:  Category:  Medication Management

· Medication reconciliation completed with documentation of patient/caregiver involvement

· Evidence exists education and comprehension for multiple medication changes made during hospitalization

· Evidence exists that education and comprehension exist related to high risk medications prescribed at discharge such as Coumadin, Plavix, Insulin (new order or change in regimen) inhalers



Category V:  Transitional Care Planning—no evidence that the following was offered:

· Community services such as Area Agency on Agency

· Home Care

· HF Clinic

· Hospice 



Category VI:  Discharge Instructions

· Delay or incomplete instructions for outpatient testing—including labs

· Delay or incomplete instructions for physician follow-up

· No evidence of red flag instruction

· No evidence of red flag comprehension



Category VII:  End of Life -- unable to see documentation related to:

· Advanced Directive Discussion

· Palliative Care/Comfort Measures

· Hospice



Category VIII:  Discharge Disposition

· Unable to determine if discussions occurred with patient/caregiver related to discharge to a more appropriate level of care 



Category IX:  Unstable Condition at Discharge 

· Documentation reflects possibility of unstable condition at discharge



Category X:  Recurring Possible Triggers for Readmission

· Multiple medication/dosage changes within 48 hours of discharge

· Coumadin change within 48 hours of discharge

· Home oxygen ordered for first time at discharge

· No evidence pain was managed adequately at index admission
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Purpose

Readmission reviews are designed to elicit the “story behind the story”: going well beyond chief complaint, discharge diagnosis, or other clinical parameters to understand the communication, coordination, or other logistical barriers experienced in the days after a patient’s discharge that resulted in a readmission. 

For the purposes of designing a data-informed portfolio of strategies, conduct 5 to 20 of these interviews to elicit the patient/caregiver perspective, humanize readmissions, and understand root causes that go beyond diagnoses or other “risk” categories. Be sure to interview at least 5 Medicaid patients and 5 caregivers. 

For the purposes of improving transitional care for all patients, consistently conduct a “readmission review” for each readmitted patient, using the information about the person’s actual challenges, barriers, or root causes to create a better discharge plan. 

Description

Adapted from the well-known Institute for Healthcare Improvement’s State Action on Avoidable Rehospitalizations (STAAR) approach, this tool prompts clinical or quality staff to elicit the patient or caregiver’s perspective about readmissions. 

Instructions

Identify patients in the hospital who have been readmitted. 

Ask the patients/caregivers if they are willing to have a 5- to 10-minute discussion about their recent hospitalizations.

Capture patient/caregiver responses.

Analyze responses for new insight regarding “why” patients returned to the hospital soon after being discharged.

Staff

Quality improvement, nursing, case management staff.

Time Required

5-10 minutes to conduct each patient interview; 

2-3 minutes to analyze each. 

Many teams review ALL readmissions when the patient is readmitted. Some teams may be concerned that patient interviews will take too much time. You can address time constraints by using a simple framing script at the beginning of the interview (see next page). Readmission teams uniformly report that these reviews yield valuable information that would otherwise be difficult to obtain from charts or data.

Additional Resource

See Section 1 of the Hospital Guide to Reducing Medicaid Readmissions for more context about conducting readmission reviews and an example of readmission review findings. 


Readmission Interview (5-10 minutes each)

The purpose of these interviews is to elicit the “story behind the chief complaint”—the events that occurred between the time of discharge and time of readmission. Rather than looking for the one reason for the readmission, capture all the factors that contributed to the readmission event.



Suggested script: “We are working to improve care for patients once they leave the hospital and noticed that you were here recently and now you’re back. Would you mind telling me about what happened between the time you left the hospital and the time you returned? This will help us understand what we might be able to do better for you and what we might be able to do better for our patients in general. It shouldn’t take more than 5 minutes. Would that be okay with you?”



Why were you hospitalized earlier this month? 

Prompt for patient/caregiver understanding of the reason for hospitalization.

When you left the hospital: 

How did you feel?

Where did you go? 

Did you have any questions or concerns? If so, what were they? 

Were you able to get your medications? 

Did you need help taking care of yourself? 

If you needed help, did you have help? If so, who?

Tell me about the time between the day you left the hospital and the day you returned: 

When did you start not feeling well?

Did you call anyone (doctor, nurse, other)? 

Did you try to see or did you see a doctor or nurse or other provider before you came? 

Did you try to manage symptoms yourself? 

Prompt for patient/caregiver self-management techniques used. 

In our efforts to provide the best possible care to you and others like you, can you think of anything that we—or anyone—could have done to help you after you left the hospital the first time so that you might not have needed to return so soon?



Root Cause Analysis and Lessons Learned (2-3 minutes each)

The purpose of a root cause analysis is to understand the factors underlying patient readmissions so that you can develop processes to prevent readmissions. When analyzing each patient interview:

Ask “why” 5 times to elicit the “root causes” of readmissions. 

For example, an interview might reveal that a patient did not take her medication, which then contributed to her rehospitalization. Why did she not take her medication? She did not take it because she did not have it. Why? She did not go to pick it up from the pharmacy. Why…? Continue to ask until you have identified opportunities that your hospital team can address (e.g., bedside delivery of medication, teach-back, medication reconciliation; such services may exist for some patients but not others or may be delivered as available rather than consistently). 

Try to avoid citing disease exacerbations or noncompliance as root causes. If those are factors, ask “why” again.

Remember to identify all the reasons for the readmissions; there is rarely only one reason.

Specifically seek to identify clinical, behavioral, social, and logistical factors that might have contributed to the readmission.

See Section 1 of the Hospital Guide to Reducing Medicaid Readmissions for an example of interview findings and root cause analysis.
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Pt. Account Number (V#)		Index Admission Information						Readmission Information		Category I:
Downstream Provider Issue						Category II:
Patient/Caregiver Education								Category III:
Patient Activation								Category IV:
Medication Management						Hospital
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Pt. Account Number (V#)		Category V:
Transitional Care Planning								Category VI:
Discharge Instructions								Category VII:
End of Life						Category VIII:
Discharge Disposition		Category IX:
Unstable Condition at Discharge		Category X:
Recurring Possible Triggers for Readmission

				Length of Stay		Primary Diagnosis		Discharge Disposition		Readmitted in _____ Days		Questionable Criteria for Readmission		Sent to ED & not returned…an option		Treatment Compliance		Identification of learning…this individual		Patient/Caregiver comprehended education		Inhalers prescribed without…and correctly		No documentation… ordered for first time		Patient/family refuses services/treatment offered		Patient adherence… strageies to overcome them		Patient was referred to a coach		If yes, did the patient accept?		Medication reconciliation …patient/caregiver involved		Evidence exists…during hospitalization		Evidence exists…(new order or change in regimen)inhalers				Community services…Area Agency on Agency		Home Care		HF Clinic		Hospice		Delay or incomplete… 
testing - including labs		Delay or incomplete…
physician follow-up		No evidence of red flag instruction		No evidence of red flag comprehension		Advanced Directive Discussion		Palliative Care/Comfort Measures		Hospice		Unable to determine if discussions… more appropriate level of care		Documentation reflects possibility of unstable condition at discharge		Multiple medication/dosage… 48 hours of discharge		Coumadin change within 48 hours of discharge		Home oxygen ordered for first time at discharge		No evidence…at index admission

		1		9		Pneumonitis		NH		1																														1								X

		2		5		Syncope		NH		2																														2																										X

		3		7		CHF		AL		4										X																				3

		4		4		Pneumonia		HOME		4																														4																										X

		5		4		CHF		NH		28																														5																												X

		6		10		Pneumonia		HOME		14																X														6

		7		3		MI		HOME		3																X														7

		8		3		Alt. Mental Stat		SKILLED		10																														8																												X

		9		4		Chest Pain		HOME		2																														9																										X

		10		2		Bronchitis		HOME		3		X																												10

		11		8		CHF		HOME		12																		X												11

		12		6		Liver Failure		NH		9																X														12

		13		4		CHF		HOME		16																X														13

		14		9		Hip Dislocat		SKILLED		3																														14																												X

		15		25		Pneumonia		HOME		5																														15																												X

		16		16		Pneumonia		AL		7		X																												16

		17		10		Pneumonia		Expired		8		X																												17

		18		24		CHF		NH		7		X																												18

		19		3		Pneumonia		SKILLED		3																X														19

		20		2		CHF		NH		10						X																								20

		21		6		CKD		HOME		9																X														21

		22		5		CHF		SKILLED		13																														22																												X

		23		23		CHF		ACUTE		1																		X												23

		24		5		PNEUMONIA		NH		27						X																								24
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		Total Number of Patients		24		Date: _____________________________

		Average Length of Stay		8.21		Auditor: ____________________________

		Average Days Between Readmission		8.38

		Category I:
Downstream Provider Issue		25.0%		Questionable criteria for readmission		16.7%

						Sent to ED & not returned to prior setting such as home care or SNF when it appeared this was possibly an option		0.0%

						Treatment Compliance		8.3%

		Category II:
Patient/Caregiver Education		4.2%		Identification of learner and consistency in providing education to this individual		0.0%

						Patient/Caregiver comphrehended education		4.2%

						Inhalers prescribed without documentation patient demonstrated ability to use safely and correctly		0.0%

						No documentation noted regarding the use of home oxygen ordered for first time		0.0%

		Category III: 
Patient Activation		33.3%		Patient/family refuses services/treatment offered		25.0%

						Patient adherence issues noted in record without documentation of strategies to overcome them		8.3%

						Patient was referred to coach		0.0%

						If yes, did the patient accept?		0.0%

		Category IV:
Medication Management		0.0%		Medication reconciliation completed with documentation of patient/caregiver involvement		0.0%

						Evidence exists that education and comprehension for multiple medication changes made during hospitalization		0.0%

						Evidence exists that education and comprehension related to high risk medications prescribed at dicharge (Coumadin, Plavix, Insulin)		0.0%

		Category V:
Transitional Care Planning		4.2%		Community services such as Area Agency		0.0%

						Home Care		0.0%

						HF Clinic		0.0%

						Hospice		4.2%

		Category VI: Discharge Instructions		0.0%		Delay or incomplete instructions for outpating testing - including labs		0.0%

						Delay or incomplete instructions for physician follow-up		0.0%

						No evidence of red flag instruction		0.0%

						No evidence of red flag comprehension		0.0%

		Category VII:
End of Life		0.0%		Advanced Directive Discussion		0.0%

						Palliative Care/Comfort Measures		0.0%

						Hospice		0.0%

		Category VIII:
Discharge Disposition		0.0%		Unable to determine if discussions occurred with patient/caregiver related to discharge to a more appropropriate level of care		0.0%

		Category IX:
Unstable Condition at Discharge		12.5%		Documentation reflect possibility of unstable condition at discharge		12.5%

		Category X:
Recurring Possible Triggers for Readmission		20.8%		Multiple medication/dosage changes within 48 hours of discharge		20.8%

						Coumadin change within 48 hours of discharge		0.0%

						Home oxygen ordered for first time at discharge		0.0%

						No evidence pain was managed adequately at index admission		0.0%

				100.0%

										0






Instructions

		Tool 1. Readmission Data Analysis and Interpretation

		Brief Description: A quantitative readmission analysis tool.

		Purpose: Analyze hospital administrative data to evaluate readmission patterns. Understanding readmission patterns is critical to designing an effective readmission reduction strategy. This straightforward analysis will highlight high-leverage opportunities to reduce readmissions for the hospital overall. This tool can be modified for your hospital's particular data analysis needs.



		Instructions: 

		1. Ask a data analyst (in quality or finance) to conduct this analysis. Enter data in white cells; gray cells will calculate automatically.

		Use the following basic definitions:
• Denominator: all adult inpatient discharges for a given 1-year period, less exclusions listed below   
• Numerator: all hospitalizations that occurred within 30 days of a discharge in the denominator 
• Readmission rate: number of readmissions (numerator) divided by number of discharges (denominator); each readmission should be counted only once to avoid skewing the rate with multiple counts. 

		Details:
• Patient population: adults (18+) 
• Timeframe: past fiscal or calendar year, whichever is more convenient (12 months)
• Discharge: discharge from the inpatient level of care
• Exclusion: discharges deceased, transfers to acute care hospital, transfers to inpatient rehab hospitals, and discharges for childbirth-related DRGs
• Payer: use the payer groups that are most relevant for your hospital. At a minimum, use “All Payer,” "Medicare," "Medicaid," and" Commercial." Include Medicaid Managed Care Plans in the “Medicaid” category. Most hospitals define “Medicare” as specifically Medicare fee for service. 

		2. Review and interpret the data to identify target populations with high readmission rates. 



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



		Time Required: 6 hours



		Additional Resources: Section 1 of the Hospital Guide to Reducing Medicaid Readmissions for more information about quantitative data analysis. Tool 2: Readmission Review gives guidance to collect and analyze complementary qualitative data. 





 Data Entry

		Hospitalwide All-Condition, All-Payer, and Payer-Specific Readmission Analysis (adult, non-OB) 



		Table 1. Readmission Rate		All		Medicare		Medicaid		Commercial		Uninsured

		# discharges 

		# readmissions

		Readmission rate		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



		Table 2. Percentage of Discharges and Readmissions		All		Medicare		Medicaid 		Commercial		Uninsured

		% of total discharges by payer		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		% of total readmissions by payer		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



		Table 3. Days Between Discharge and Readmission		All

		# of readmissions within 0-4 days of discharge

		# of readmissions within 10 days of discharge

		# of readmissions between days 0-30 of discharge

		% of readmissions in 0-4 days		ERROR:#DIV/0!

		% of readmissions in 0-10 days		ERROR:#DIV/0!

		% of readmissions in 0-30 days		ERROR:#DIV/0!



		Table 4. Top Discharge Diagnoses Leading to Highest Number of Readmissions		Top 10 Discharge Dx Resulting in Readmission		# Readmissions		# Discharges		Dx Readmission Rate by Payer 		Dx Readmissions as % of All Readmissions

				Dx 1						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 2						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 3						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 4						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 5						ERROR:#DIV/0!		ERROR:#DIV/0!

		All Payer		Dx 6						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 7						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 8						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 9						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 10						ERROR:#DIV/0!		ERROR:#DIV/0!

				Total, Top 10		0

				Total, All Readmissions		0						ERROR:#DIV/0!

				Dx 1						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 2						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 3						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 4						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 5						ERROR:#DIV/0!		ERROR:#DIV/0!

		Medicare		Dx 6						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 7						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 8						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 9						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 10						ERROR:#DIV/0!		ERROR:#DIV/0!

				Total, Top 10		0

				Total, All Readmissions		0						ERROR:#DIV/0!

				Dx 1						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 2						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 3						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 4						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 5						ERROR:#DIV/0!		ERROR:#DIV/0!

		Medicaid		Dx 6						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 7						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 8						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 9						ERROR:#DIV/0!		ERROR:#DIV/0!

				Dx 10						ERROR:#DIV/0!		ERROR:#DIV/0!

				Total, Top 10		0

				Total, All Readmissions		0						ERROR:#DIV/0!



		Table 5. Behavioral Health Comorbidities		All		Medicare		Medicaid		Commercial		Uninsured

		# of discharges with a comorbid behavioral health diagnosis

		# of readmissions with a comorbid behavioral health diagnosis

		% of discharges with a comorbid behavioral health diagnosis		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		% of readmissions with a comorbid behavioral health diagnosis		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



		Table 6. Discharge Disposition		All		Medicare		Medicaid		Commerical		Uninsured

		# of discharges to home (without home health)

		# of discharges to home health

		# of discharges to skilled nursing facility (SNF)

		% of discharges discharged to home (without home health)		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		% of discharges discharged with home health		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		% of discharges discharged to SNF		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



		Table 7. Readmissions by Discharge Disposition		All		Medicare		Medicaid		Commercial		Uninsured

		# of readmissions following discharge to home (without home health)

		# of readmissions following discharge to home health

		# of readmissions following discharge to skilled nursing facility (SNF)

		Readmission rate following discharge to home (without home health)		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		Readmission rate following discharge to home health		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		Readmission rate following discharge to skilled nursing facility (SNF)		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



		Table 8. High Utilizer Population		All		Medicare		Medicaid		Commercial		Uninsured

		# of patients hospitalized 4 or more times in the past year

		# of discharges by patients hospitalized 4 or more times in the past year

		# of readmissions by patients hospitalized 4 or more times in the past year

		% of readmissions by patients hospitalized 4 or more times in the past year		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

		Readmission rate of patients hospitalized 4 or more times in the past year		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!





Data Dashboard

		Output Check

		1.B4 indicates the total number of adult non-OB discharges (all payers) in a given year. Does this number look right? If not, circle back to your data analyst before moving ahead.

		2. B6 and C6 report the readmission rate for your adult non-OB population overall and Medicare population overall. A hospitalwide adult non-OB readmission rate might be around 10-14%; an all-cause Medicare readmission rate might be around 14-18%. Are your numbers as expected? If not, work with your analyst to ensure you have accurate data output.  



		Topic 1: Readmission Rates by Payer

		What are the readmission rates by payer? Which payer group has the highest rate of readmissions? Which payer group has the highest total number of readmissions? What is the combined proportion of Medicare and Medicaid readmissions?		What you are looking for:

				Medicaid readmission rates are high.





























		Topic 2: Readmissions by Payer

		How many readmissions occur at your hospital every year? How many readmissions would be reduced if your hospital reduced readmissions by 20%; how many per year and per month?		What you are looking for:

				Medicare and Medicaid readmissions make up majority of all readmissions.

				Readmission teams often focus on the readmission rate; look at the absolute number to put goal and operations in context.

				See calculation below for a 20% reduction in total readmissions to get a sense of whether it might be an achievable readmission aim.

















		# of readmissions that would need to be reduced if your hospital reduced readmissions by 20%		0

		# of readmissions that would need to be reduced per month, for a 20% reduction in 1 year		0



		Topic 3: Top Discharge Diagnoses

		What are the top 10 discharge diagnoses leading to readmissions, and how do they differ between Medicare and Medicaid? Does it make clinical, operational, or mathematical sense to focus on a limited set of discharge diagnoses?				What you are looking for:

		Examine list of top discharge diagnoses leading to the most readmissions at the hospital (all payer). What is surprising? 		list surprising diagnoses here		Look for sepsis, behavioral health diagnosis.

		Examine list of top discharge diagnoses leading to most readmissions for Medicare vs. Medicaid. What is surprising? 		list surprising observations here		Compare and contrast the top diagnoses for Medicare vs. Medicaid. 

		Does it make sense to focus on a limited set of discharge diagnoses? If so, why? If not, why not? 		list observations here		Top 10 diagnoses often account for only 20-40% of all readmissions.

		Diagnoses that result in many readmissions or have high rates of readmission that merit attention: 		list diagnoses here		Identify diagnoses, such as sepsis, sickle cell, substance use that are high risk but previously not addressed.



		Topic 4: Behavioral Health Comorbidities

		What percentage of discharges has a behavioral health comorbidity? How does this differ between Medicare and Medicaid?				What you are looking for:

		% of all discharges with a behavioral health comorbidity		ERROR:#DIV/0!		Behavioral health comorbidities are frequent among hospitalized patients.

		% of all readmissions with a behavioral health comorbidity		ERROR:#DIV/0!

		% of Medicaid discharges with a behavioral health comorbidity		ERROR:#DIV/0!		Consider: Behavioral health conditions are a readmission risk factor. A strategy that includes addressing needs of patients with behavioral health conditions may be high leverage.

		% of Medicaid readmissions with a behavioral health comorbidity		ERROR:#DIV/0!



		Topic 5: Days Between Discharge and Readmission

		What percentage of readmissions occurs within 4 days of discharge? Within 10 days? 		What you are looking for:

				Typically, 25% of readmissions occur within 4 days and 50% of readmissions occur within 10 days of discharge.

				Consider: Does your strategy prioritize early postdischarge followup contact?

































		Topic 5: Discharge Disposition by Payer

		How does the discharge disposition of Medicare and Medicaid patients differ?		What you are looking for:

				The percentage of patients being discharged to home is much higher among Medicaid than Medicare. 

				Consider: While partnerships with SNFs may be relevant for Medicare readmissions, partnerships with community providers and agencies are important for Medicaid readmissions.





























		Topic 6: High Utilizers

		How many patients were hospitalized 4 or more times in the past year (also known as “high utilizers”)? What is the readmission rate for this group? 				What you are looking for:

		What percentage of discharges has a behavioral health comorbidity? How does this differ between Medicare and Medicaid?

		# of high-utilizing patients out of all patients		0		High utilizers tend to represent 5% of the patient population…

		% of high-utilizer readmissions out of all readmissions		ERROR:#DIV/0!		…but account for >50% of total readmissions.

		High-utilizer readmission rate		ERROR:#DIV/0!		Their readmission rate is usually ~40%.

				Note: This population has a combination of clinical, behavioral, and social needs.		Note: This group can be readily identified in daily operations by the simple screen of a personal history of prior admissions.



		Topic 7: Target Populations To Consider

		What is the hospital’s overall readmission rate, and which groups of patients have higher than average readmission rates? Which group experiences the most readmissions? Are there any high-risk diagnoses to consider? 				See the big picture when it comes to readmissions at your hospital. Consider the following groups:

		Medicaid readmission rate		ERROR:#DIV/0!		A focus on adult non-OB Medicaid patients is data informed.

		% of Medicare + % of Medicaid readmissions 		ERROR:#DIV/0!		A focus on Medicare and Medicaid discharges is data informed.

		% of patients with behavioral health comorbidities		ERROR:#DIV/0!		A focus on improving posthospital care for patients with behavioral health comorbidities is data informed.

		Readmission rate among patients discharged to home (without home health)		ERROR:#DIV/0!		An exclusive focus on improving transitional care for patients discharged to home may not be data informed, although subgroups (such as Medicaid) of discharges to home are high risk.

		Readmission rate among patients discharged to SNFs		ERROR:#DIV/0!		A focus on patients discharged to SNF (or any postacute care) is data informed.

		% of readmissions from high-utilizing patients		ERROR:#DIV/0!		A focus on patients with a personal history of repeated hospitalizations is data informed.



Figure 1. Readmission Rate by Payer (adult, non-OB)

All	Medicare	Medicaid	Commercial	Uninsured	0	0	0	0	0	Payer Type

Readmission Rate



Figure 4. Discharge Disposition by Payer (adult, non-OB)

% of discharges discharged to home (without home health)	All	Medicare	Medicaid	Commerical	Uninsured	0	0	0	0	0	% of discharges discharged with home health	All	Medicare	Medicaid	Commerical	Uninsured	0	0	0	0	0	% of discharges discharged to SNF	All	Medicare	Medicaid	Commerical	Uninsured	0	0	0	0	0	Payer Type

Percentage of Dsicharge Dispositions



Figure 3. Days between Discharge and Readmission (adult, non-OB)

% of readmissions in 0-4 days	All	0	% of readmissions in 0-10 days	All	0	% of readmissions in 0-30 days	All	0	Days between Discharge and Readmission

Percentage of Readmissions



Figure 2. Number of Readmissions by Payer (adult, non-OB)

All	Medicare	Medicaid	Commercial	Uninsured	Payer Type

Number of Readmissions



Payer Mix









Medicare	Medicaid 	Commercial	Uninsured	0	0	0	0	



 Data Entry (Example)

		Hospitalwide All-Condition, All-Payer, and Payer-Specific Readmission Analysis (adult, non-OB) - EXAMPLE 



		Table 1. Readmission Rate		All		Medicare		Medicaid		Commercial		Uninsured

		# discharges 		17000		9000		4000		3800		200

		# readmissions		2550		1500		800		230		20

		Readmission rate		15.0%		16.7%		20.0%		6.1%		10.0%



		Table 2. Percentage of Discharges and Readmissions		All		Medicare		Medicaid 		Commercial		Uninsured

		% of total discharges by payer		100.0%		52.9%		23.5%		22.4%		1.2%

		% of total readmissions by payer		100.0%		58.8%		31.4%		9.0%		0.8%



		Table 3. Days Between Discharge and Readmission		All

		# of readmissions within 0-4 days of discharge		625

		# of readmissions within 10 days of discharge		1275

		# of readmissions between days 0-30 of discharge		2550

		% of readmissions in 0-4 days		25%

		% of readmissions in 0-10 days		50%

		% of readmissions in 0-30 days		100%



		Table 4. Top Discharge Diagnoses Leading to Highest Number of Readmissions		Top 10 Discharge Dx Resulting in Readmission		# Readmissions		# Discharges		Dx Readmission Rate by Payer 		Dx Readmissions as % of All Readmissions

				Heart Failure		120		500		24%		5%

				Sepsis		100		500		20%		4%

				Psychosis		80		400		20%		3%

				COPD		70		300		23%		3%

				Renal Failure		50		200		25%		2%

		All Payer		Pneumonia		30		200		15%		1%

				Esophagitis and other digestive disorders		30		180		17%		1%

				UTI		25		175		14%		1%

				Alcohol/drug abuse or dependence		25		180		14%		1%

				Cellulitis w/o MCC		20		150		13%		1%

				Total, Top 10		550

				Total, All Readmissions		2550						22%

				Heart Failure		200		1300		15%		8%

				COPD		30		300		10%		1%

				Intracranial hemorrhage		25		50		50%		1%

				Renal failure with CC		20		135		15%		1%

				Alcohol/drug abuse or dependence		20		115		17%		1%

		Medicare		COPD with MCC		15		80		19%		1%

				Psychosis		15		100		15%		1%

				UTI		15		80		19%		1%

				Sepsis		10		145		7%		0%

				Respiratory failure		10		60		17%		0%

				Total, Top 10		360

				Total, All Readmissions		2550						14%

				Psychoses		300		1850		16%		12%

				Alcohol/drug abuse or dependence		60		700		9%		2%

				Liver failure		25		50		50%		1%

				Esophagitis and other digestive disorders		10		90		11%		0%

				Other antepartum diagnoses		10		40		25%		0%

		Medicaid		Cellulitis		10		100		10%		0%

				COPD with MCC		5		30		17%		0%

				Chest pain		5		35		14%		0%

				Renal failure with CC		5		35		14%		0%

				Alcohol/drug abuse or dependence, left AMA		5		50		10%		0%

				Total, Top 10		435

				Total, All Readmissions		2550						17%



		Table 5. Behavioral Health Comorbidities		All		Medicare		Medicaid		Commercial		Uninsured

		# of discharges with a comorbid behavioral health diagnosis		5500		2500		1800		850		20

		# of readmissions with a comorbid behavioral health diagnosis		1000		400		450		45		10

		% of discharges with a comorbid behavioral health diagnosis		32.35%		27.78%		45.00%		22.37%		10.00%

		% of readmissions with a comorbid behavioral health diagnosis		39.22%		26.67%		56.25%		19.57%		50.00%



		Table 6. Discharge Disposition		All		Medicare		Medicaid		Commercial		Uninsured

		# of discharges to home (without home health)		11200		4200		3000		2800		170

		# of discharges to home health		1050		700		180		150		10

		# of discharges to skilled nursing facility (SNF)		2000		2300		300		300		5

		% of discharges discharged to home (without home health)		66%		47%		75%		74%		85%

		% of discharges discharged with home health		6%		8%		5%		4%		5%

		% of discharges discharged to SNF		12%		26%		8%		8%		3%



		Table 7. Readmissions by Discharge Disposition		All		Medicare		Medicaid		Commercial		Uninsured

		# of readmissions following discharge to home (without home health)		1850		700		830		300		20

		# of readmissions following discharge to home health		200		110		55		30		5

		# of readmissions following discharge to skilled nursing facility (SNF)		500		400		80		20		0

		Readmission rate following discharge to home (without home health)		17%		17%		28%		11%		12%

		Readmission rate following discharge to home health		19%		16%		31%		20%		50%

		Readmission rate following discharge to skilled nursing facility (SNF)		25%		17%		27%		7%		0%



		Table 8. High-Utilizer Population		All		Medicare		Medicaid		Commercial		Uninsured

		# of patients hospitalized 4 or more times in the past year		440		200		150		75		15

		# of discharges by patients hospitalized 4 or more times in the past year		3375		1800		1200		300		75

		# of readmissions by patients hospitalized 4 or more times in the past year		1435		800		520		100		15

		% of readmissions by patients hospitalized 4 or more times in the past year		56%		53%		65%		43%		75%

		Readmission rate of patients hospitalized 4 or more times in the past year		43%		44%		43%		33%		20%





Data Dashboard (Example)

		Output Check

		1.B4 indicates the total number of adult non-OB discharges (all payers) in a given year. Does this number look right? If not, circle back to your data analyst before moving ahead.

		2. B6 and C6 report the readmission rate for your adult non-OB population overall and Medicare population overall. A hospitalwide adult non-OB readmisison rate might be around 10-14%; an all cause Medicare readmission rate might be around 14-18%. Are your numbers as expected? If not, work wtih your analyst to ensure you have accurate data output.  



		Topic 1: Readmission Rates by Payer. 

		What are the readmission rates by payer? Which payer group has the highest rate of readmissions? Which payer group has the highest total number of readmissions? What is the combined proportion of Medicare and Medicaid readmissions?		What you are looking for:

				Medicaid readmission rates are high





























		Topic 2: Readmissions by Payer. 

		How many readmissions occur at your hospital every year? How many readmissions would be reduced if your hospital reduced readmissions by 20%; how many per year and per month?		What you are looking for:

				Medicare + Medicaid readmissions make up majority of all readmissions

				Readmission teams often focus on the readmission rate; look at the absolute number to put goal and operations in context

				See calculatation below for a 20% reduction in total readmissions to get a sense of whether it might be an achievable readmission aim

















		# of readmissions that would need to be reduced if your hospital reduced readmissions by 20%		510

		# of readmissions that would need to be reduced per month, for a 20% reduction in one year		43



		Topic 3: Top Discharge Diagnoses.

		What are the top 10 discharge diagnoses leading to readmissions, and how do they differ between Medicare and Medicaid? Does it make clinical, operationational, or mathematical sense to focus on a limited set of discharge diagnoses?				What you are looking for:

		Examine list of top discharge diagnoses leading to the most readmissions at the hospital (all payer). What is surprising? 		list surprising diagnoses here		Look for sepsis, behavioral health diagnosis

		Examine list of top discharge diagnoses leading to most readmissions for Medicare v. Medicaid. What is surprising? 		list surprising observations here		Compare and contrast the top diagnoses for Medicare vs. Medicaid 

		Does it make sense to focus on a limited set of discharge diagnoses? If so, why? If not, why not? 		list observations here		Top 10 diagnoses often account for only 20-40% of all readmissions

		Diagnoses that result in many readmissions, or have high rates of readmission that merit attention: 		list diagnoses here		Identify diagnoses, such as sepsis, sickle cell, substance use that are high risk but previously not addressed



		Topic 4: Behavioral Health Comorbidities.

		What percentage of discharges has a behavioral health comorbidity? How does this differ between Medicare and Medicaid?				What you are looking for:

		% of all discharges with a behavioral health comorbidity		32%		Behavioral health comorbidities are frequent among hospitalized patients

		% of all readmissions with a behavioral health comorbidity		39%

		% of Medicaid discharges with a behavioral health comorbidity		45%		Consider: Behavioral health conditions are a readmission risk factor. A strategy that includes addressing needs of patients with behavioral health conditions may be high leverage.

		% of Medicaid` readmissions with a behavioral health comorbidity		56%



		Topic 5: Days between Discharge and Readmission.

		What percentage of readmissions occurs within 4 days of discharge? Within 10 days? 		What you are looking for:

				Typically, 25% of readmissions occur within 4 days and 50% of readmissions occur within 10 days of discharge.

				Consider: Does your strategy prioritize early postdischarge followup contact?

































		Topic 5: Discharge Disposition by Payer.

		How does the discharge disposition of Medicare and Medicaid patients differ?		What you are looking for:

				The percentage of patients being discharged to home is much higher among Medicaid than Medicare. 

				Consider: While partnerships with SNFs may be relevant for Medicare readmissions, partnerships with community providers and agencies are important for Medicaid readmissions.





























		Topic 6: High Utilizers.

		How many patients were hospitalized 4 or more times in the past year (also known as “high utilizers”)? What is the readmission rate for this group? 				What you are looking for:

		What percentage of discharges has a behavioral health comorbidity? How does this differ between Medicare and Medicaid?

		# of high-utilizing patients out of all patients		440		High utilizers tend to represent 5% of the patient population…

		% of high-utilizer readmissions out of all readmissions		56%		…but account for >50% of total readmissions.

		High-utilizer readmission rate		43%		Their readmission rate is usually ~40%

				Note: This population has a combination of clinical, behavioral, and social needs.		Note: This group can be readily identified in daily operations by the simple screen of a personal history of prior admissions.



		Topic 7: Target Populations To Consider.

		What is the hospital’s overall readmission rate, and which groups of patients have higher than average readmission rates? Which group experiences the most readmissions? Are there any high-risk diagnoses to consider? 				See the big picture when it comes to readmissions at your hospital. Consider the following groups:

		Medicaid readmission rate		20%		A focus on adult non-OB Medicaid patients is data informed.

		% of Medicare + % of Medicaid readmissions 		90%		A focus on Medicare and Medicaid discharges is data informed.

		% of patients with behavioral health comorbidities		39%		A focus on improving posthospital care for patients with behavioral health comorbidities is data informed.

		Readmission rate among patients discharged to home (without home health)		17%		An exclusive focus on improving transitional care for patients discharged to home may not be data informed, although subgroups (such as Medicaid) of discharges to home are high risk.

		Readmission rate among patients discharged to SNFs		25%		A focus on patients discharged to SNF (or any postacute care) is data informed.

		% of readmissions from high-utilizing patients		56%		A focus on patients with a personal history of repeated hospitalizations is data informed.



Figure 1. Readmission Rate by Payer (adult, non-OB)

General Readmissions Rate	All	Medicare	Medicaid	Commercial	Uninsured	0.15	0.16666666666666666	0.2	6.0526315789473685E-2	0.1	Payer Type

Readmission Rate



Figure 4. Discharge Disposition by Payer (adult, non-OB)

% of discharges discharged to home (without home health)	All	Medicare	Medicaid	Commercial	Uninsured	0.6588235294117647	0.46666666666666667	0.75	0.73684210526315785	0.85	% of discharges discharged with home health	All	Medicare	Medicaid	Commercial	Uninsured	6.1764705882352944E-2	7.7777777777777779E-2	4.4999999999999998E-2	3.9473684210526314E-2	0.05	% of discharges discharged to SNF	All	Medicare	Medicaid	Commercial	Uninsured	0.11764705882352941	0.25555555555555554	7.4999999999999997E-2	7.8947368421052627E-2	2.5000000000000001E-2	Payer Type

Percentage of Dsicharge Dispositions



Figure 3. Days between Discharge and Readmission (adult, non-OB)

% of readmissions in 0-4 days	All	0.24509803921568626	% of readmissions in 0-10 days	All	0.5	% of readmissions in 0-30 days	All	1	Days between Discharge and Readmission

Percentage of Readmissions



Figure 2. Number of Readmissions by Payer (adult, non-OB)

Number of Readmissions	All	Medicare	Medicaid	Commercial	Uninsured	2550	1500	800	230	20	Payer Type

Number of Readmissions



Payer Mix









Medicare	Medicaid 	Commercial	Uninsured	0.52941176470588236	0.23529411764705882	0.22352941176470589	1.1764705882352941E-2	






Key Takeaways

* Learn Today:
* [dentify and evaluate readmission-specific RCA tools

* How to assess a process to determine “why” a patient

is readmitted -
e -
_— X
* Use Tomorrow: \ - X
e Conduct a systematic Root Cause Analysis of your
hospital’s readmissions
* Determine the most common cause(s) of readmissions

for your facility and patient population
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Questions?

Email us at HospitalQuality@allianthealth.org or call us 678-527-3681.
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Closing Survey

Help Us Help You!

 Please turn your attention to the
poll that has appeared in the
lower right-hand side of your

screen

* Completion of this survey will \ ﬁ
help us ensure our topics cater FEEDBACK

to your needs.
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HQIC Goals

Outcomes &
Opioid Misuse

Behavioral Health

Promote opioid best practices

Decrease high dose opioid prescribing and opioid adverse
events in all settings

Increase access to behavioral health services

Patient Safety

AN

Reduce risky medication combinations
Reduce adverse drug events
Reduce C. diff in all settings

o Quality of Care

% Transitions

<X X

Convene community coalitions
Identify and promote optical care for super utilizers

Reduce community-based adverse drug events
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Upcoming Events

February 2, 2022 "t
2PM EST
(Occurring the first Wednesday of each month)

HQIC Patient Safety Network
Intervention Exploration (Part 1)

Melody Brown and Sarah Irsik-Good

www.quality.allianthealth.org
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Thank you for joining us!

How did we do today?

g @AlliantQlO AlliantQlO u
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https://www.facebook.com/alliantqualityorg/
https://www.facebook.com/alliantqualityorg/
https://twitter.com/alliantquality
https://twitter.com/alliantquality
http://www.linkedin.com/company/alliant-quality
http://www.linkedin.com/company/alliant-quality
https://www.youtube.com/channel/UC9mITtil3mHpVNd87vaxD6w
https://www.youtube.com/channel/UC9mITtil3mHpVNd87vaxD6w

Collaborators:

Alabama Hospital Association
Alliant Quality

Comagine Health

M a ki n g H ea It h Georgia Hospital Association
Ca e Bette Y KFMC Health Improvement Partners
Together

Konza

Hospital Quality Improvement

This material was prepared by Alliant Health Solutions (AHS), the Hospital Quality Improvement Contractor (HQIC) under contract
with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services
(HHS). Views expressed in this document do not necessarily reflect the official views or policy of CMS or HHS, and any
reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS.
Publication No. 12SOW-AHSQIN-QIO TO3 - HQIC--1290-01/03/22
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