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Introduction

Shaterra Smith
Social Science Research Analyst
Division of Quality Improvement Innovation 
Models Testing
iQuality Improvement and Innovations Group
Center for Clinical Standards and Quality
Centers for Medicare & Medicaid Services

Welcome!
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Agenda

• Introduction
• Today’s topic 

• Readmissions: Multiple-Admission Patients
Presenters:
• Brenda Chapman, Program Manager, Eastern U.S. Quality 

Improvement Collaborative (EQIC), Healthcare Association of New 
York State (HANYS)

• Maria Sacco, Director, Quality Advocacy, Research and Innovation 
Healthcare Association of New York State (HANYS)

• Open discussion

• Closing remarks
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As You Listen, Ponder…

• What information can you leverage to help expand 
opportunities in your facilities and communities?

• What impactful actions can you take as a result of the 
information shared today?

• Where can you begin with your facility to continue to ensure 
safety, and a true patient-centered approach as you engage 
collaboratively with others?

• What activities do you have underway that will allow for you 
to expand and push forward in action over the next 30, 60 or 
90 days?
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Meet Your Speakers

Brenda Chapman, BS, RNC
Program Manager
Eastern US Quality Improvement 
Collaborative (EQIC), 
Healthcare Association of New York 
State (HANYS)

Maria Sacco, RRT, CPHQ 
Director, Quality Advocacy,
Research and Innovation,
Healthcare Association of New York 
State (HANYS)
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EQIC Goal
Reduce hospital 
readmission by 5%

10% improvement  



EQIC Care Partner program

https://qualityimprovementcollaborative.org/focus_areas/readmissions/tools_resources

https://qualityimprovementcollaborative.org/focus_areas/readmissions/tools_resources


Hospital priorities and goals
 Clinical quality

 Patient safety

 HCAHPS 

 Reduce readmissions

 Decrease length of stay

 Value-based contracting payment

 External community reputation

 Clinician workforce satisfaction

 Deliver care with health equity

 Culture of safety and service excellence

It’s the right thing to do!

Care Partner 



How to engage the patient and care partner 



MAP objectives

• Identify what EQIC’s multiple-admission patient 
program is and why implementing one will benefit 
your facility.

• Identify principles and methodology to develop a 
multiple-admission patient program.

• Identify tools and resources for evaluation.



Evidence for a multiple-admission patient 
program 

Patients who are frequently admitted to hospitals are 
likely to have multiple complex chronic conditions. 

They also may have behavioral comorbidities that 
mediate their health behaviors, all of which results in 
acute episodes requiring hospitalization. 

Complex interactions between patients’ physical and 
mental condition, attitude, values, social situation and 
issues with care provision for both primary and 
secondary care are all causes of multiple hospital 
admissions. 

Frequently admitted patients may have some 
distinguishing characteristics that require novel 
solutions.

Patients who are frequently admitted to US 
academic medical centers are likely to have 
multiple complex chronic conditions and may 
have behavioral comorbidities that mediate 
their health behaviors, resulting in acute 
episodes requiring hospitalization. 

This information can be used to identify 
solutions for preventing repeat 
hospitalization for this small group of patients 
who consume a highly disproportionate share 
of healthcare resources.

Huang, M., van der Borght, C., Leithaus, M. et al. Patients’ perceptions of 
frequent hospital admissions: a qualitative interview study with older people 
above 65 years of age. BMC Geriatr 20, 332 (2020). 
https://doi.org/10.1186/s12877-020-01748-9

Szekendi, M. K., Williams, M. V., Carrier, D., Hensley, L., Thomas, S., & Cerese, J. (2015). 
The characteristics of patients frequently admitted to academic medical centers in the United 
States. Journal of Hospital Medicine, 10(9), 563-568. https://doi.org/10.1002/jhm.2375

https://doi.org/10.1186/s12877-020-01748-9
https://doi.org/10.1002/jhm.2375


What is a multiple-admission patient? 

EQIC definition:

An individual who has four or more admissions in a 12-month 
period.  

Designing and Delivering Whole-Person Transitional Care. Content last reviewed 
June 2017. Agency for Healthcare Research and Quality, Rockville, MD. 
https://www.ahrq.gov/patient-safety/settings/hospital/resource/guide/index.html

Braet, A., Weltens, C., Sermeus, W. and Vleugels, A. (2015), Risk factors for 
hospital re-admissions. J Eval Clin Pract, 21: 560-
566. https://doi.org/10.1111/jep.12320

https://www.ahrq.gov/patient-safety/settings/hospital/resource/guide/index.html
https://doi.org/10.1111/jep.12320


EQIC MAP program framework

STEP 1:      Design your MAP program

STEP 2:        Identify patients who meet 
MAP program criteria

STEP 3:        Assess readmission risk

STEP 4:       Customize interventions





MAP Program 
Implementation Guide



MAP Program Syllabus



Step 1: Design your program

• Create an internal multidisciplinary team 

• Identify and invite community-based organizations 
to collaborate with your team 

• Define program goals and measures 

• Evaluate and adopt MAP program tools and 
resources 

• Develop staff education for the MAP program



Step 1 tools

• Unit-Based Safety Quality Improvement Toolkit

• Locating your QIO-QIN 
https://qualityimprovementcollaborative.org/focus_areas/r
eadmissions/tools_resources

• EQIC Transitional Care Community Resource List

• AHRQ Cross-Continuum Collaboration Tool

https://qualityimprovementcollaborative.org/focus_areas/readmissions/tools_resources/


Unit-Based Patient Safety and Quality 
Improvement Toolkit

https://qualityimprovementcollaborative.org/focus_areas/readmissions/tools_resources/

https://qualityimprovementcollaborative.org/focus_areas/readmissions/tools_resources/


EQIC Transitional Care 
Community Resource 
List 



Step 2: Identify patients who meet 
MAP criteria

• Develop data sources for reports

• Review and determine eligible patients

• Develop EMR notifications

• Create a plan for healthcare team 
communication 



Step 2 tools

• EQIC data reports  

• AHRQ data tool 



EQIC multiple-admission patient data

The framework of this report was modeled after The Agency for Healthcare Research and Quality Medicaid 
Readmissions tool. It has been modified and pre-populated with hospital-specific data for informational purposes.



Top discharge DRGs leading to the highest 
number of readmissions



Data by discharge disposition



Target populations to consider



Step 3: Assess readmission risk

• Evaluate readmission risk using a standard 
assessment tool

• Gather information from patient and care 
partner

• Regularly review risk data to identify and 
mitigate risk trends

• Identify and address any health equity and 
social determinants of health concerns for the 
patient



Step 3 tools

• EQIC High-risk Factors for Readmission Tracking 
Tool

• EQIC Patient and Care Partner Interview Tool

• EQIC Readmission Discovery Tool 

• EQIC Health Equity Tools and Resources 

• AHRQ ED Care Plan



High-risk Factors for Readmission Patient Tracking Tool 



EQIC Patient and Care 
Partner Interview Tool 



EQIC Readmissions 
Discovery Tool 



Health Equity  



Step 4: Customize interventions 

• Create an individualized plan for each patient

• Coordinate a discharge plan with the MAP program 
team

• Engage emergency department staff in MAP 
program

• Ensure follow-up communication with post-
discharge provider(s) occurs

• Provide post-discharge support and follow up 



Step 4 tools 
• EQIC Circle Back Interview Tool 

• EQIC Transitional Care Community Resource List 

• AHRQ RED toolkit: How to Conduct a Post-discharge 
Follow-up Call

• AHRQ Whole-Person Transitional Care Planning

• AHRQ IDEAL Discharge Process 



EQIC Circle Back Interview Tool 



https://qualityimprovementcollaborative.org/focus_areas/readmissions

https://qualityimprovementcollaborative.org/focus_areas/readmissions


Discussion

• What information can you leverage to help expand 
opportunities in your facilities and communities?

• What impactful actions can you take as a result of the 
information shared today?

• Where can you begin with your facility to continue to ensure 
safety, and a true patient-centered approach as you engage 
collaboratively with others?

• What activities do you have underway that will allow for you 
to expand and push forward in action over the next 30, 60 or 
90 days?
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Final Thoughts
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Join Us for the Next Community of Practice Call!

Join us for the next
Community of Practice Call on September 15, 2022

from 1:00 – 2:00 p.m. ET

We invite you to register at the following link:
https://zoom.us/webinar/register/WN_ASl_l3p_TEyx_VY_YYFFeA

You will receive a confirmation email with login details.
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Thank You!

Your opinion is valuable to us. Please take 4 minutes to
complete the post assessment.

We will use the information you provide to improve
future events.
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https://www.surveymonkey.com/r/YJ7NVYQ
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