Readmissions Improvement Action
Network
KICK OFF WEBINAR
OCTOBER 5, 2017

TODAY’S AGENDA
• Who’s here?
• Readmissions-Where have we been and where are
we going?
• The Gap Tool
– What it is
– What it isn’t
– How to use it to drive improvement

• Cynosure Health-Readmissions-data data data…
• Next Steps: What does “moving to action” look like?

Who’s here?
Adam Kohlrus, MS, CPHQ, CPPS
Illinois Health and Hospital Association
Brigette DeMarzo, MPH, CIC, CPHQ, CPPS
Illinois Health and Hospital Association

Pat Teske, BSN, MHA
Cynosure Health
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Progress is being made…
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Progress is being made…
Illinois
experienced
the third
largest
reduction in
readmissions
nationwide
from 20112015

In Illinois,
when
compared to
2010,
readmission
rates
were down
12.1% in 2015
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So how have we gotten there?
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Readmissions Collaborative HEN 2.0
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Readmissions Collaborative HEN 2.0
Recorded Resources
Readmissions Collaborative HEN 2.0
Readmissions Collaborative Kickoff
Slides/Recording
Designing Your Readmission Reduction Approach
Slides/Recording
Care Transitions
Slides/Recording
Grand Rounds- Best Practice Sharing
Slides/Recording
Medication Reconciliation
Slides/Recording
Risk Assessments
Slides/Recording
Community Health Workers
Slides/Recording
Introduction to Social Determinants of Health
Slides/Recording
Integrated Behavioral Health
Slides/Recording
Measuring Social Determinants of Health
Slides

Don’t hesitate to access these resources from HEN 2.0
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But there is still a long road ahead…
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The next destinations in our journey
Bridge Model Collaborative Pilot Overview
• The purpose of the Bridge Model project is to provide a cohort of HIIN hospitals an
opportunity to receive intensive coaching and feedback focused on reducing readmissions for
their most vulnerable populations over a ten month period.
• The Bridge Model is a social work-driven transitional care intervention with a focus on social
determinants of health (SDOH), patient engagement, and interprofessional collaboration. It
was developed in 2005 and has served tens of thousands of patients nationally. The Bridge
Model addresses poor post-discharge health outcomes (readmissions, ED visits, outpatient
no-shows, etc.) by addressing both the medical and non-medical barriers facing patients and
their families after a hospitalization.
• Sites will be asked to complete a Pre-Enrollment Assessment prior to engagement in the
project in order to identify hospital readiness in implementing the Bridge Model. This preassessment will assess operational and cultural readiness for committing to this 10 month
project.
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Bridge Impact

www.transitionalcare.org

Community-based Care Transitions Program (20122014)
•

Impact of Bridge on readmissions at six sites in Chicago area (n=5,753)
• 30-day: 30.7% fewer (vs. baseline)
• 60-day: 9.4% fewer (vs. weighted hospital average)
• 90-day: 13.9% fewer (vs. weighted hospital average)

30-day Readmission Rates
30.0%

Bridge recipient 30-day
readmission rate

25.0%
20.0%

Baseline 30-day
readmission rate for target
population: 25.4%

15.0%

10.0%

Mean Bridge recipient
readmission rate: 17.6%

5.0%
0.0%
2012 Q2

2012 Q3

2012 Q4

2013 Q1

2013 Q2

2013 Q3

2013 Q4

2014 Q1

*CMS disclaimer: The readmission data presented here are calculated using raw, unadjusted Medicare claims for the specified periods of time. They do not
indicate impact or take trends or other initiatives into consideration. These metrics are provided by CMS for performance monitoring purposes only and while
they inform evaluative results, they do not constitute the entirety of the program evaluation.

www.transitionalcare.org

Results – Study Participants
Variable
Age
Gender
Female
Male
Race
African American
Caucasian
Other
Average Household Income
# Chronic Conditions
# Medications

www.transitionalcare.org

n (%)/Mean ± SD
(n = 456)
64.36 ± 16.05
277 (60.7%)
179 (39.3%)
257 (56.4%)
176 (38.6%)
23 (5.0%)
$36,810 ± $18,156
4.8 ± 3.06
13.46 ± 11.96

 Majority female
(60.7%)
 Majority African
(56.4%)
 Low income
 Very high number of
chronic conditions
 Very high number of
medications

Results – Pre-Post test for Bridge
Pre-Intervention
n or Mean
% or ± SD
n = 456

Post-Intervention
n or Mean
% or ± SD
n = 456

Significance
(paired t-test)

2.52 ± 1.79

1.25 ± 1.67

.000

29.1% ± 34.3%

11.3% ± 24.0%

.000

# of ED visits

2.39 ± 2.64

1.52 ± 2.15

.000

# of no-shows

4.05 ± 5.35

3.25 ± 5.11

.000

Variable
# of Admissions
30-day Readmission Rate

www.transitionalcare.org

Current projects
 Super-utilizer evaluation (expanded)
 Multi-year, matched-cohort study

 FQHC work
 Recently trained site with majority Medicaid managed care
population

 Dementia/cognition/caregiver
 SNF

www.transitionalcare.org

Pilot Timeline and Next Steps
If Interested:
1. View the Bridge Model
Collaborative Recorded Webinar
and Slidedeck (pass these along
to your social work lead)
2. Reach out to Adam or Brigette
and express your interest. Happy
to set up a call with your team to
discuss this collaborative.
3. Ask your Social Work lead(s) to
complete the
Pre-Enrollment Assessment ASAP!
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The next destinations in our journey
Week 1

Week 2-4

Week 5

Week 6

Week 7-11

Week 12

• 60 minute kick-off Webinar (October 5)
• Preview of Gap Analysis/Readmissions/Data/Moving to Action

• Engage the GLPP Readmissions Resources (Readmissions Starter Pack/Gap Analysis/Data Analysis)

• Submission of gap analysis/preparation of data by IHA (November 1)

• In-person, half-day, regional workshop with IAN participants. (Nov. 3, 8:30am-1:00pm, Nap/Spi)
• Facilitated by IHA staff, Cynosure Health, and mentor facilities
• Coaching call (November 30, 9:00-10:00)
• Move to Action Period
• Final Webinar (December 15, 10:00-11:00)
• Review lessons learned and plan for sustainability
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What’s a Gap Analysis Tool?
• A list of best practices (structures and processes
currently known
• Allows you to compare your organization’s
practices to with the recommended ones to
determine the “gaps”
• Assists in identifying the areas where you need to
implement, spread, or improve
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How to Use a Gap Analysis Tool
What to Do
• Understand the Spirit
• Remember it is to help YOU
• Know that it is NOT a test
• Know that it will not be
graded
• Involve key people who are
knowledgeable about what
REALLY happens

• Look at your PROCESSES
• Trust IHA

What NOT to Do
• Get caught up in the
phrasing
• Try to get the BEST score
• Do it alone

• Base your answers on your
policies
• Consider what happens only
on weekdays (day shift)

• Look only at your
OUTCOMES
19

GLPP HIIN Readmissions Gap Analysis

Complete by November 1st
And email to
ihen@team-iha.org

http://www.surveygizmo.com/s3/3220380/Great-Lakes-Partners-for-Patients-Gap-AnalysisLanding-Page
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Do you feel like this?
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Would you rather feel like this?

22

How do you get from there to here?
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Why analyze your readmissions data?
• To learn which groups
are readmitted at a
higher rate
• These are the groups
you will TARGET in your
efforts
• Use the drill down tool
or adapt
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Know Your Numbers!
Come with these numbers when you attend the November 3rd Workshop!

1.Basic Stats: How many discharges in your target population per

month? How many readmissions in your target population per month?

2.Readmission Rate Readmissions / Discharges = readmission rate (%)
3.Readmission Reduction Goal (e.g.) 12% reduction of current

target population readmission rate-Example: if current rate is 20%,
calculate= (0.12*.20) x 100% =2.4% Example: = 20% -2.4% = 17.6% is
goal rate

4.Number of readmissions needed to reach goal # current

readmissions x readmission reduction goal = # to reduce Example: 50
readmissions x 0.12 (goal) = 6 fewer readmissions
25

Data drill down tool
•
•
•
•

Tool
A data analyst friend
Several hours
Process
– Run the data
– Populate the tool
– Answer the questions
with your team
• What assumptions did
your data confirm?

• Tabs
– Instructions
• ICD 10: F0-F9 often used
to capture behavioral
health

– Data entry
– Data dashboard
– Data entry example

– Data dashboard example

• What surprised you?
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Results
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?

Commercial
22%

Readmission Rate

Uninsured
1%

Medicaid
24%

Medicare
53%

Medicare

Medicaid

Medicaid readmission rates are
high

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

Payer Mix

Commercial

Uninsured

25.0%
20.0%

What you are looking for:

20.0%
15.0%

16.7%

15.0%

10.0%

10.0%

6.1%

5.0%
0.0%

Payer Type

Download the ASPIRE Tool
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Results
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 12%; how many per year and per month?

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

Number of Readmissions

3000
2500
2000
1500
1000

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
12% reduction in total
readmissions to get a sense of
whether it might be an achievable
readmission aim

500

0
All

Medicare

Medicaid

Commercial

Uninsured

Payer Type

# of readmissions that would need to be reduced if your hospital reduced readmissions by 12%
# of readmissions that would need to be reduced per month, for a 12% reduction in one year

306
26

Download the ASPIRE Tool
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Results
Topic 5: Days between Discharge and Readmission.
What percentage of readmissions occurs within 4 days of discharge? Within 10 days?

Figure 3. Days between Discharge and Readmission (adult, non-OB)
100%

Consider: Does your strategy
prioritize early postdischarge
followup contact?

90%
80%
Percentage of Readmissions

What you are looking for:
Typically, 25% of readmissions
occur within 4 days and 50% of
readmissions occur within 10
days of discharge.

70%
60%
% of readmissions in 0-4 days
50%

100%

40%

% of readmissions in 0-10 days
% of readmissions in 0-30 days

30%
50%
20%
10%

0%

25%

Days between Discharge and Readmission

Download the ASPIRE Tool
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Results
Topic 5: Discharge Disposition by Payer.
How does the discharge disposition of Medicare and Medicaid patients differ?

Figure 4. Discharge Disposition by Payer (adult, non-OB)
Percentage of Dsicharge Dispositions

100%
3%
5%

90%
80%

12%

70%

6%

8%
5%

8%
4%

26%

60%

40%
30%
20%

% of discharges discharged to SNF

8%

50%

75%

66%
47%

74%

85%

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.

% of discharges discharged with
home health
% of discharges discharged to
home (without home health)

10%
0%

Payer Type

Download the ASPIRE Tool
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Results
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 percentage of discharges has a behavioral health comorbidity? How does this differ between Medicare and Medicaid?

What you are looking for:

# of high-utilizing patients out of all patients

440

% of high-utilizer readmissions out of all readmissions

56%

High-utilizer readmission rate

43%
Note: This population has a
combination of clinical,
behavioral, and social needs.

High utilizers tend to represent 5%
of the patient population…
…but account for >50% of total
readmissions.
Their readmission rate is usually
~40%
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.
See the big picture when it comes
to readmissions at your hospital.
Consider the following groups:

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?
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.

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.
31

% of patients with behavioral health comorbidities

30-Day Potentially Preventable
Readmission (PPR) Rates by Race and
Ethnicity

What did you see in your big data set?
• Discuss the findings
with your team:
– Did you see what you
expected?
– Any surprises?
– Does your readmissions
reduction portfolio need
to be adjusted?
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Learning from small data as well
• Talk with patients and
providers
• Help you understand
where the gaps are in
your current processes
and program
• Helps you decide WHAT
to prioritize from a PI
perspective
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Learn the why
• 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
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Listen for themes
• Leaving the hospital unprepared, or inadequately
informed, without specific instructions on what
to do
• A lack of coordination - Challenges in accessing
services: appointments, transportation,
medications, equipment
• Changing circumstances after discharge
• PCP instructions to return to the ED
• Readmissions are O.K., expected, or very
frustrating
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What did you hear?
• Discuss the findings
with your team:
– Did you hear what you
expected?
– Any surprises?
– Do your readmissions
reduction PI priorities
need to be adjusted?
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Ongoing learning loop
• Are you targeting the
correct patients?
• Are you prioritizing the
right issues?
• Are you tracking your
performance?
• Are you modifying your
approach if you are not
getting the results you
want?
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Next Steps
1.

Complete the Readmissions Starter Pack with your Readmissions
improvement team
–
–
–

View Webinar 1
View Webinar 2
Complete the Gap Analysis

2.

Email your completed gap analysis to ihen@team-iha.org by
Wednesday, November 1

3.

Know your numbers! Come to the Nov 3 Workshop with the numbers
from slide 18.

4.

Reach out to us asap if you are interested in the Bridge Model
Collaborative Opportunity which launches next month!
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Register for Readmissions Safety Session
October 27, 2017 IHA GLPP HIIN/MAPS PSO Safety
Session: Reducing Unplanned Readmissions
Locations: Naperville, Springfield and Mt. Vernon, IL
•

Complimentary to all IHA HIIN and MAPS PSO
Members. Register Here. Agenda Here.

•

The Illinois Health and Hospital Association (IHA)
is the CE sponsor of this program and the
Midwest Alliance for Patient Safety PSO is the
host.

•

CE Statement: As the sponsor of this didactic
lecture with interactive exercises, the Illinois
Health and Hospital Association is authorized by
the State of Illinois Department of Financial and
Professional Regulation (license number
236.000109) to award up to 4.0 hours of nurse
continuing education credit for this program.
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Thank you for your time today!
WE WILL SEE YOU IN A FEW WEEKS
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