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Readmission Basics

A In 2011:3.3 million30 day readmissions among adults in US

Medicare nationaaverage 18%
COPD 17-25%

Myocardiallnfarction 20%
Pneumonia 18%
Heart Failure 25%

A Medicare cost$15 to $17 billion peyear

A SEGHll cause readmission rate 202814:12.6%




Readmissions: A Complicated Metric

Definition: is 30days an appropriate timefrante
Data:no comprehensive source, easier to get subgroup data
Universal accedeads to increased utilization (esp. among lower SES)

Risk adjustmen@ A YA f I NJ:2 Q&4 0SG6SSy &aeaisSvya

Preventable23-30%readmissions appedo be avoidable

No nationalconsensu®sn preventability or approach




Can readmissions be prevented?

Goals:

A

project

BOOST

Better Qutcomes by
Optimizing Safe Tran;ntmns

o Do Io Do I»

|dentify patients at high risk afe-hospitalizationand target
specific interventions to mitigate potential adverse events

Reduce30 day readmission rates
ImprovelLJr 0 ASYy 4 &l GA&Fl OQGAzy &ao0?2
to discharge

Improveflow of information between hospital and outpatient
physicians and providers

Improvecommunication between providers and patients
Optimizedischargeprocesses

Funding:>$2 million, via institutionalgrant, federal and insuranee
based funding

Results to dateDecreased readmissions by 13%
(Absolute reduction 2%: 14.7% to 12.7%)




Should readmissions be a focus?

A ? Effect ormorbidity & mortality

I Eg COPD readmission = independent
mortality predictor (OR 1.85)

I Other studies€g. Krumholz JAMA2013)
have found little to no correlation

A Lost income & time in community
I Likely a negative psychosocial impact

A Hospitalacquired risk

I ~10% risk of HAC/unnecessary inpatient day KrumholzJAMA2013
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J Gen Intern Med. 2015 Jul, 30 307-15. doi: 10.1007/s - ~%. Epub 2015 Jan 24,
A Patient Navigator Intervention to Reduce Huspital Readmissions among High-Risk Safety-Net
Patients: A Randomized Controlled Trial.
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Timeliness of outpatient follow-up: an evidence-based approach for planning after hospital
discharge

Jackson C', Shahsahebi M, Wedlake T, DuBard CA®
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Readmissions as an
accountability measure
Patient and health system
centered benefit can be achieved
through improved transitions of
care.

Adapted fromHealth Policy blog of AshishaMD, HarvardSchool of Public Health




Drivers of Care Transitions QI

A National
I CMS penalty up t0% of yearly hospital reimbursement

I HCAHPS Patient Satisfaction

A Community
r{Clt tnt 02Y dz

A Hospital/Individual
I Optimal, patientcentered care




Models for Improving Care
Transitions

* Care Transitions Intervention
Transitional Care Model
Project RED (Re-Engineered Discharge)
Project BOOST (Better Outcomes for Older Adults

through Safe Transitions)
Transforming Care at the Bedside (TCAB)

STAAR (State-Action on Avoidable
Rehospitalizations)

INTERACT Il (Interventions to Reduce Acute Care
Transfers) — SNF based

FromReducing Readmissignoduced by US DHHS, Partnership for Pati
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10 Building Blocks of High

Performing Primary Care
Bodenheimetret al (2014)

Comprehensive-
ness and Care
Coordination

5 6 7
Patient-team @ Population @ Continuity of

partnership ma’na_%ement care

2 3 4
Data-driven Empanelment Team-based
improvement care

©2012 UCSF Center for Excellence in Primary Care

SF HEALTH NETWORK EE .E\ﬂ

AAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAA



Outpatient follow-up

Key Components of Ideal Transitions of Car 10

Template of
the future

Care coordinatior
Promotion of self ‘ S
management s Q| s ond care Advance care plannin

Coordination

Medication safety -

Patient-team = Population Continuity of

partnership | management care
e —. *‘_4
2 3" - 4
Data-driven Empanelm?:nt Team-based
improvement care
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communication of
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San Francisco Health Network

A{lY CNIyOr&adz2Qa 2yfea& O2Y]
care system

I Primarycare for allages

I Dentistry

I Bmergency& traumatreatment
I Medical& surgicakpecialties

I Diagnostic testing

I illed nursing &rehabilitation
I Behavioral health




San Francisco General Hospital an

Trauma Center

A{lYy CNIyOAradzQa
i 5SP20SR 02 O NB
vulnerable residents
I Sole provider of trauma and AT
psychiatric emergency services in S|
A Serves over 100,000 patients per
year

A 16,000+ admissions/year
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A AverageOS adult inpatients 5
days




Readmissions at SFGH

SFGHAII Cause 30Day Readmission Rate A64% of readmitted patients have
131 128 Medi-Cal coverage.
A60% of readmitted patients have
Repatriation program mental IIIneSS_ ' ]
begins A28% of readmitted patients have a
. . . . . . . . substance use diagnosis.
Q1-13 Q2-13 Q3-13 Q4-13 Q1-14 Q2-14 Q3-14 Q4-14 0 B .
SFGH 30-Day Readm Rate (%) A16% of readmitted patients are
Goal (10.6%) homeless.
A28% of readmitted patients are not
Top 5 SFGH30-Day AEH Public empaneled with a PCP.
Discharge APR- Readmit Rate (%, Hospitals 30 -Day 0 . e Lt
DRG ) Rendmit Rate A33% of readmissions occumithin
COPD* 25.8% (78) 20.8% 7 da_ys Qf_d'SCharge-
Heart Fallre*  24.8% (103) 20.0% A326 individuals - accounted for
Renal Failure  24.7% (44) 19.1% 1734 hospitalizations & 764
readmissions @7% of all
readmits ).

1 116 118 122

Sepsis 13.6% (67) 16.6%
Cellulitis 11.3% (55) 10.2%

Data analysis by KbzaMPH (SFGH Care Transitions Taskforce




