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Readmission Basics 

Å In 2011: 3.3 million 30 day readmissions among adults in US 

 

 

 

 

 

 

ÅMedicare cost: $15 to $17 billion per year 

 

ÅSFGH all cause readmission rate 2013-2014: 12.6% 

 

Medicare national average 18% 

COPD 17-25% 

Myocardial Infarction 20% 

Pneumonia 18% 

Heart Failure 25% 



Readmissions: A Complicated Metric 

Å Definition: is 30 days an appropriate timeframe? 

 

Å Data: no comprehensive source, easier to get subgroup data 

 

Å Universal access leads to increased utilization (esp. among lower SES) 

 

Å Risk adjustment: ǎƛƳƛƭŀǊ ҈Ωǎ ōŜǘǿŜŜƴ ǎȅǎǘŜƳǎ ƛŦ ŎƻƴǘǊƻƭ ŦƻǊ ǇŀǘƛŜƴǘ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎ 

 

Å Preventable? 23-30% readmissions appear to be avoidable 

 
Å No national consensus on preventability or approach 



Goals:  

Å Identify patients at high risk of re-hospitalization and target 
specific interventions to mitigate potential adverse events 

Å Reduce 30 day readmission rates 

Å Improve ǇŀǘƛŜƴǘ ǎŀǘƛǎŦŀŎǘƛƻƴ ǎŎƻǊŜǎ ŀƴŘ Iπ/!It{ ǎŎƻǊŜǎ ǊŜƭŀǘŜŘ 
to discharge 

Å Improve flow of information between hospital and outpatient 
physicians and providers 

Å Improve communication between providers and patients 

Å Optimize discharge processes 

 

Funding: >$2 million, via institutional, grant, federal and insurance-
based funding 

Can readmissions be prevented? 

Results to date: Decreased readmissions by 13%  
(Absolute reduction = 2%: 14.7% to 12.7%) 
 



Should readmissions be a focus? 

Å? Effect on morbidity & mortality 
ï Eg. COPD readmission = independent 

mortality predictor (OR 1.85) 

ï Other studies (eg. Krumholz, JAMA 2013) 
have found little to no correlation 

 

ÅLost income & time in community 
ïLikely a negative psychosocial impact 

 

ÅHospital acquired risk 
ï ~10% risk of HAC/unnecessary inpatient day Krumholz JAMA 2013 



.ǳǘ ǿŀƛǘΧIƻǘ ƻŦŦ ǘƘŜ ǇǊŜǎǎŜǎΗΗΗ 



Readmissions as an 
accountability measure:  

Patient and health system-
centered benefit can be achieved 
through improved transitions of 

care. 

Adapted from Health Policy blog of Ashish Jha MD, Harvard School of Public Health 
 



Drivers of Care Transitions QI 

ÅNational 

ïCMS penalty up to 3% of yearly hospital reimbursement 

 

ïHCAHPS Patient Satisfaction 

 

ÅCommunity 

ï{CIt tпt ōƻƴǳǎ ǘƻ t/aIΩǎ 
 

ÅHospital/Individual 

ïOptimal, patient-centered care 



From Reducing Readmissions, produced by US DHHS, Partnership for Patients 
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Key Components of Ideal Transitions of Care 

Hospital Community 

K. Oza MPH, adapted from Burke et al JHM 2013 



10 Building Blocks of High 
Performing Primary Care 

Bodenheimer et al (2014) 



Complete & timely 
communication of 
information 

Discharge Planning 

Promotion of self-
management 

Medication safety 

Care coordination 

Social & community 
support 

Symptom 
monitoring & 
management 

Advance care planning 

Outpatient follow-up 

Key Components of Ideal Transitions of Care 

Hospital 
Community 

K. Oza MPH, adapted from Burke et al JHM 2013 



Å{ŀƴ CǊŀƴŎƛǎŎƻΩǎ ƻƴƭȅ ŎƻƳǇƭŜǘŜ 
care system 

ïPrimary care for all ages 

ïDentistry 

ïEmergency & trauma treatment 

ïMedical & surgical specialties 

ïDiagnostic testing 

ïSkilled nursing & rehabilitation 

ïBehavioral health 

San Francisco Health Network 



Å{ŀƴ CǊŀƴŎƛǎŎƻΩǎ ǇǳōƭƛŎ ƘƻǎǇƛǘŀƭ 
ï5ŜǾƻǘŜŘ ǘƻ ŎŀǊŜ ƻŦ ǘƘŜ ŎƛǘȅΩǎ Ƴƻǎǘ 

vulnerable residents 

ïSole provider of trauma and 
psychiatric emergency services in SF 

ÅServes over 100,000 patients per 
year 

Å16,000+ admissions/year 
ïнл҈ ƻŦ ǘƘŜ ŎƛǘȅΩǎ ƛƴǇŀǘƛŜƴǘ ŎŀǊŜ 

ÅAverage LOS adult inpatients is 5 
days 

San Francisco General Hospital and 
Trauma Center 



Readmissions at SFGH 
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Goal (10.6%)

Repatriation program 
begins 

Å64% of readmitted patients have 
Medi -Cal coverage. 
Å60% of readmitted patients have 

mental illness . 
Å28% of readmitted patients have a 

substance use diagnosis. 
Å16% of readmitted patients are 

homeless. 
Å28% of readmitted patients are not 

empaneled with a PCP. 
Å33% of readmissions occur within 

7 days of discharge. 
Å326 individuals  accounted for 

1734 hospitalizations & 764 
readmissions (47% of all 
readmits ). 

Top 5 
Discharge APR-
DRG 

SFGH  30-Day 
Readmit Rate (%, 
n) 

AEH Public 
Hospitals 30 -Day 
Readmit  Rate 

COPD* 25.8% (78) 20.8% 

Heart  Failure*  24.8%  (103) 20.0% 

Renal Failure  24.7%  (44) 19.1% 

Sepsis 13.6%  (67) 16.6% 

Cellulitis  11.3% (55) 10.2% 

Data analysis by K. Oza MPH (SFGH Care Transitions Taskforce) 


