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2 ABOUT NEBGH

Northeast Business Group on Health is a network of employers, providers, insurers, and
other organizations working together to improve the quality and reduce the cost of health
care in New York, New Jersey, Connecticut, and Massachusetts. A not-for-profit coalition
comprised of over 150 members and over a million covered lives, NEBGH speaks with one
voice for quality, accountability, and value in the region’s health care system. NEBGH helps
large, mid-sized, and small businesses by informing health care decisions, improving the

health care delivery system, and controlling costs.
About the NEBGH Solutions & Innovations Center

Northeast Business Group on Health’s Solutions and Innovations Center (SIC) identifies,
investigates, and disseminates innovative ways to improve the quality and value of health
care for the region’s employers. Working with leaders in the fields of medicine, academia,
and business, the Center conducts objective, structured research to make a difference in
employee health care in the near term. The Center focuses on innovative approaches to
improving care and delivery that are likely to make a significant impact on cost and quality,
including new care delivery models, leading-edge provider payment models, and new benefit

designs that maximize health improvement and encourage team-based care.
Contact information

To learn more about NEBGH'’s Solutions & Innovations Center and its projects,
please visit: www.nebgh.org/sic.

NEBGH

Solutions & Innovations Center
61 Broadway

Suite 2705

New York, NY 10006

Phone: (212) 252-7440

Fax: (212) 252-7448
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6 EXECUTIVE SUMMARY

Preventable hospital readmissions are a threat to patient safety, a burden to employers,
occur far too often, and contribute to the growth in national health care costs. Nationally,
preventable readmissions cost an estimated $25 billion per year and happen frequently in
commercially-insured populations, although the problem is even more prevalent among
those enrolled in public health insurance. Chronic conditions exacerbate the issue. Patients
with diabetes and chronic obstructive pulmonary disease (COPD) are two pertinent
readmission case studies. These patients are at greater risk for experiencing a preventable
readmission than those without either condition. For instance, among the top 10 Diagnosis
Related Groups, readmission rates are higher for diabetes patients than those without
diabetes. Local and regional performance in reducing readmissions, moreover, is lamentable.
New York, New Jersey, and Connecticut are three of the poorest-performing states.

Stakeholders in both the private and public sectors are mobilizing to address preventable
readmissions. Federal health reform programs harness the levers of payment reform and
community collaboration, aiming to not only reduce readmission rates, but also reengineer
related clinical and administrative processes. Employers, health plans, and hospital systems,
equally committed to improvement, are engaging in innovative efforts, as evidenced by
their unique set of activities and sector-wide support for the public-private Partnership for
Patients initiative. Indeed, the unnecessary expenditures that result from preventable readmis-
sions, as well as the significant gaps in quality of care and care coordination that lead to
these events, have attracted new and robust attention to the issue. In response, governments,
employers, hospitals, and health plans have made preventable readmissions prime targets
in their efforts to enhance health care value.

The current system of fee-for-service reimbursement discourages the adoption of strategies
that have proven helpful in reducing preventable readmissions. There is widespread agree-
ment that payment reform is critical to bending the health care cost curve and improving
quality and value. Aligning providers’ financial incentives with the goal of reducing read-
missions is an essential component. The many approaches to achieving this include such
arrangements as episode-based payments, comprehensive care payments/global payments,
and shared savings programs/accountable care organizations. Leading organizations have
begun testing these approaches and early results show promise.

This report details a recent investigation by Northeast Business Group on Health (NEBGH)
into local and regional stakeholders’ perspectives, insights, and concerns related to prevent-
able readmissions. It presents a consensus reached by NEBGH core working groups on
steps that can be taken to address this serious problem, one that is central to efforts to improve
quality and reduce the costs of health care. A brief review of the literature detailing the
extent of the preventable readmission problem is presented, followed by an overview of

.l At the heart of this report are findings from our interactive
engagements with health systems, health plans, employers,
and other stakeholders. These included workshop meetings,
multistakeholder roundtables, surveys, and one-on-one interviews.
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a number of models aimed at preventing these events while patients transition between 7
care settings. Stakeholder perspectives, insights, and concerns related to preventable read- -
missions — collected in a number of multistakeholder working meetings — are presented

next. Concluding the report is a set of recommendations for making further progress in

the readmissions reduction arena. An appendix to the report profiles a number of local and

regional efforts in New York and New Jersey — by health systems and health plans — aimed

at reducing preventable readmissions.

Stakeholder perspectives

At the heart of this report are findings from multiple interactive engagements with health
systems, health plans, employers, and other stakeholders over the course of six months.
These included workshop meetings, multistakeholder roundtables, surveys, and one-on-one
interviews. Both hospitals and health plans describe various efforts aimed at reducing pre-
ventable readmissions. It was generally acknowledged, however, that these initiatives are
occurring simultaneously but are not necessarily collaborative. Some obstacles to partnership
that were identified included the historical adversarial nature of payer-provider relationships,
as well as mutual skepticism about the other party’s willingness and/or ability to impact
readmissions. Despite these dynamics, it emerged that both stakeholder groups are engaged
in the early stages of efforts aimed at finding common ground among competing interests.

Survey notes employer attitudes toward preventable readmissions

In an October 2011 survey of NEBGH employer-members, the majority of respondents noted
that reducing preventable readmissions is a top priority and believe strongly that they
should be actively engaged in efforts to reduce preventable readmissions. They recognize,
however, that their employees do not share this priority, indicating the need for more robust
employee engagement. A majority of employers also believe that value-based purchasing
strategies, as well as innovative payment models, are vital to reducing preventable read-
missions.

The survey findings reinforce the theme that emerged from other work conducted as part
of this project: multistakeholder collaboration is essential to reducing preventable readmis-
sions, a clinical scenario many stakeholders believe is ripe for improvement.

Multistakeholder work groups explore & define issues

Following a multistakeholder roundtable, four work stream groups — composed of repre-
sentatives from health systems, health plans, employers, and other stakeholders — formed
to further explore and define a set of issues related to preventable readmissions. Their
concerns and findings are highlighted on the next page.
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8 m CLINICAL PROCESS IMPROVEMENT WORK GROUP

— Hospitals and health plans are engaged in limitedly collaborative efforts — many of which are
only just burgeoning — aimed at reducing preventable readmissions. Much of this activity,
however, is not well-coordinated and may be duplicative. In spite of this, these efforts
share a number of intervention components, including coordination of care; post-discharge
phone calls to the patient; medication reconciliation; and a robust role for transitional
nurses or other professionals such as social workers.

The consensus view is that collaboration among hospital systems, health plans, and health
care purchasers should include more experiments in innovative payment and clinical
process redesign. In addition, there also appears to be a significant opportunity to engage
physicians in dialogue regarding the practices and conditions that lead to readmissions as
well as best practices for preventing such events.

It is too early to identify the most effective, sustainable, and replicable elements of readmission
interventions. What is clear now, however, is that patients most prone to being readmitted
are those with comorbidities, including mental health and substance use; complex living
circumstances; cognitive impairment; and weak social supports.

Staff education and transformation of care processes are critical but are potentially at odds
with deeply embedded practice patterns, requiring significant organizational change.

m MEASUREMENT & ANALYTICS WORK GROUP
Each health system and health plan is taking a unique approach to reducing readmissions,
complicating efforts to standardize measurement protocols and procedures.

Common concerns, however, include the need for collaboration so that health plans provide
hospitals, upon readmission, with detailed information on the patient’s prior history and
treatment. Many stakeholders also note that senior leadership at both health plans and
hospitals is essential to initiating and sustaining efforts to reduce readmissions.

Further progress can be made by standardizing readmission definitions and measurement
time frames to allow apples-to-apples comparisons between conditions and hospitals. Con-
sideration also should be given to complementary quality measures — such as considering
increases in length of stay and observation days when evaluating readmission decreases —
that paint a more complete readmissions picture.

Large, urban, academic medical centers that rely heavily on public payer reimbursement
have taken lead roles in tackling preventable readmissions, largely in response to policy
changes under federal health reform and other initiatives driven by the federal Centers for
Medicare & Medicaid Services (CMS). More robust and specific collaboration between hos-
pitals primarily reliant on private payments and those largely reimbursed by public payers
would help promote alignment and send stronger signals to the rest of the market.

Stakeholders see opportunity for collaboration between health systems and health plans in
prompt and effective intervention for patients identified as being at high risk for readmission.
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m SUSTAINABLE BUSINESS MODELS WORK GROUP 9
Stakeholders note the urgent need to align economic incentives because reducing readmissions —
under current payment systems results in financial loss. Rewarding value creation is crucial;

moving reimbursement toward value-based payment arrangements is a meaningful first

step. Stakeholders collectively suggest that efforts aimed at reducing readmissions must

be replicable, generalizable, and sustainable.

Including readmission reduction quality measures in payment contracts has not yet gained
wide prevalence in the New York metro region. However, employers indicate significant
interest in collaborating with health plans to create value-based contracts that hold hospitals
and health systems more accountable for the care they provide to their employees and
dependents. Health plans caution that including incentives to meet readmission reduction
targets must be part of a broader performance-based contract arrangement. Health plans
recognize the value of reducing readmissions but acknowledge the challenges related to
capital investment, program execution, claims adjudication, and changing provider behavior.

Lags in systems synchronization, communication, and data sharing between hospital
systems and health plans hinder progress. Full availability of real-time information would
allow for more effective measurement as well as streamlined clinical processes. It would
also contribute to efforts aimed at developing effective cost-sharing differentiations and
network tiering arrangements in benefit designs, among other alignments.

Health plans and employers agree that gain-sharing should be explored as a reimbursement
scheme to incentivize collaboration and reduce preventable readmissions. They identify
case management and disease management services as having the most potential for possible
gain-sharing arrangements.

m EMPLOYEE ENGAGEMENT WORK GROUP

Although employers are working to engage their employees in their health care, a lack of
trust, especially of health plans, undermines employee engagement aimed at reducing
readmissions. Employees may resist being engaged yet at the same time welcome assis-
tance and guidance if the source is credible and trusted. Building trust is key to effectively
engaging employees to take more control of their health.

Employers should engage with employees before they become ill, provide tools to help
them understand how their health plans work, and inform employees of changes in how
their care will be administered. Employers must also be more proactive with health plans
in requesting data on readmissions rates and other quality indicators.

Like other stakeholders, employers struggle to determine their return on investment on
readmissions-focused outreach. Efforts are complicated by employers not having sufficient
data from health plans regarding the details of their outreach efforts and the types of
employees who have been targeted. Employers also experience coding and reimbursement
problems with their health plan regarding whether outreach services are defined as a
wellness/preventive benefit or a tactic specific to a readmissions reduction initiative, and
thus whether to selectively target outreach efforts or to apply them broadly.
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Key recommendations and next steps

LOOK BEYOND CLINICAL PROCESS IMPROVEMENT

Achieving reductions in preventable readmissions requires looking beyond clinical process
improvement strategies to other important issues that are typically not addressed in the
literature. Among these are to: obtain a deep understanding of how patients’ sociopsy-
chological characteristics and socioeconomic circumstances affect readmission patterns;
create more effective and timely data linkages among stakeholders; formulate a tangible
connection between employee engagement and clinical outcomes; and develop a sustainable
economic model.

EXPLORE SPECIFIC OPPORTUNITIES FOR MULTISTAKEHOLDER COLLABORATION

Since most readmission reduction programs now operate in silos, future industry work
should explore specific opportunities for multistakeholder collaboration, especially between
hospital systems and health plans. A detailed investigation should be conducted into
stakeholders’ desired clinical, measurement, business model, and patient engagement
components in order to create a replicable, generalizable, and sustainable model. Development
of such a prototype — one that finds common ground among many competing interests
and fosters a team-based orientation — could serve as a launching pad for future collaborative
work.

With evidence showing that many readmissions can be prevented, momentum to curb
readmissions is strong and strategies to prevent readmissions are being refined. Employers
are eager to contribute and are considering increased employee engagement in activities to
prevent readmissions. Health plans are investing in resources and infrastructure to address
the problem in multiple locations and among diverse populations. Given the resource-
intensive nature of readmission prevention initiatives, it was acknowledged generally

that health plans and hospitals need to be working toward integrating models that avoid
duplication and introduce both clinical and administrative efficiencies.

Early results from these efforts show great promise and provide encouragement to additional
projects underway. The time appears ripe to harness stakeholder expertise to set and reach
achievable goals in reducing readmissions. Ultimately, care will be better coordinated,
clinical outcomes will improve, the burden on patients and caregivers will lessen, and
health care cost growth will be impacted. These are outcomes all stakeholders can agree on.
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INTRODUCTION 1"

Unnecessary and potentially preventable hospital readmissions are costly and occur fre-
quently, with employers bearing much of their direct and indirect costs. Patients are often
readmitted following preventable clinical complications, patient or caregiver confusion
regarding the care process, hospital-acquired conditions, medication errors, and lack of
caregiver readiness to support a discharged patient in the home setting. Because of these
significant gaps in the quality and coordination of care that lead to excessive expenditures,
preventable readmissions have become prime targets in efforts to improve care and reduce
costs, and employers have made addressing readmissions a top priority.

Nationally, nearly 20% of Medicare patients are readmitted to a hospital setting within 30
days of discharge.' Commercially-insured patients are readmitted at unacceptably high
levels as well.2 All together, these events cost an estimated $25 billion per year, accounting
for an ever-increasing segment of the nation’s health care expenditures.®

Private sector stakeholders and policymakers — at both state and federal levels — have
mobilized to tackle readmissions head-on, and the future appears promising. In the last five
years, the industry has made efforts not only to reduce readmissions, but also to reengineer
the clinical and administrative processes underlying the events that often trigger a readmission.
Early results show progress. One study demonstrated that across all insured populations,
improved intake procedures and reformulated, standardized discharge processes can reduce
total readmissions by 12%.% In the policy arena, the Patient Protection and Affordable Care
Act (PPACA), the federal health reform package that was made law in 2010, includes multiple
initiatives aimed at stemming preventable readmissions across the country.

We report here on a recent investigation by Northeast Business Group on Health into local
and regional stakeholders’ perspectives, insights, and concerns related to preventable hospital
readmissions. We set out to investigate:

« What are industry stakeholders doing to tackle preventable readmissions locally,
regionally, and nationally?

« What kind of collaboration related to reducing preventable readmissions is most effective,
and what is the opportunity for further and more robust partnership?

» What factors contribute to the success or hinder the progress of efforts to reduce read-
missions?

» How do employers perceive the issue of preventable readmissions and are they ready
to make it a major focus?

Following a brief review of the data in the literature and a scan of initiatives to reduce
readmissions, findings from our interactive engagements with health systems, health
plans, employers, and other stakeholders over the course of six months are presented.
These included workshop meetings, multistakeholder roundtables, surveys, and one-on-
one interviews. Concluding the report are recommendations for making further progress
in this arena regionally and nationally. Finally, an appendix to the report profiles a number
of local and regional efforts — by health systems and health plans — aimed at reducing
preventable readmissions.
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SECTION I:

BACKGROUND

The costs and frequency of preventable readmissions have been well documented. A seminal
2009 study found that approximately 20% of Medicare patients discharged from hospitals are
readmitted within 30 days, and 34% are readmitted within 90 days.® The Medicare Payment
Advisory Commission (MedPAC) contends that 76% of these readmissions are potentially
preventable.® Curbing these dangerous events could save $15 billion in Medicare spending
alone.”

Preventable readmissions are also burdensome to employer purchasers. Although patients
with private insurance are less likely to experience a readmission than those with public
health insurance, the cost of readmitting commercially insured patients is higher because
of higher commercial payment rates.® Eight percent of hospital stays in New York State in
2008 that were paid by private insurance resulted in a readmission, which accounted for
16.5% of total readmissions. Payments for these readmissions cost private payers, including
employers, $568.9 million, or 15.2% of the state’s total readmissions costs.®

The three conditions associated with the highest rates of preventable readmissions —
congestive heart failure, diabetes, and chronic obstructive pulmonary disease (COPD) —
significantly affect the working population.' ™ 12 COPD, for instance, is the third-leading
cause of readmissions—with a 20.5% 30-day readmission rate. Even more troubling is that
40%-50% of COPD patients are readmitted to the hospital within a year of discharge. Each
of these readmissions, on average, costs 18% more than a COPD index, or initial, admission.™
Employers also pay for these readmissions indirectly in reduced productivity, presenteeism
— when employees are at work but not fully engaged — and absenteeism.

Patients with chronic conditions are at higher risk for experiencing a preventable readmission
than those without a chronic condition. Diabetics exemplify this. Among the top 10 Diagnosis
Related Groups (DRGs), readmission rates are higher for diabetes patients than those without
diabetes (Figure 1). After congestive heart failure, diabetes is the second most common
diagnosis associated with unscheduled readmissions. Its 90-day readmission rate is 26.3%,
of which 87.2% are unscheduled. New York’s overall readmission rate closely mirrors the
national rate; the 2009 rate for patients with diabetes was 25.6%, far higher than the 10.6%
rate for non-diabetic patients.'™ Older workers are especially vulnerable. Individuals aged
50-64 with diabetes as a primary or secondary diagnosis have a 20.16% chance of experi-
encing an unscheduled readmission.’ New York-specific data follows this national trend.
Patients with diabetes are generally 2.4 times more likely to be readmitted for any reason
than patients without diabetes."” Perhaps not surprisingly, privately insured patients with
diabetes have a somewhat lower risk for unscheduled readmission than patients with public
health insurance (25.05% for Medicare beneficiaries and 27.03% for Medicaid beneficiaries),
although the figure (15.54%) still affords much room for improvement.

.l Patients with diabetes are generally 2.4 times more likely to
be readmitted for any reason than patients without diabetes.
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FIGURE 1: Readmission rates of the ten most commonly
admitted diagnosis-related groups (DRGs), 2008
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Source: SPARCS data, Dec. 1, 2007 - Dec. 31, 2008. Excludes rehabilitation, neonates, obstetrics, and transfers.
Adapted from: Slide presentation from “Western New York Hospital Readmissions Summit.” June 15, 2011.

The New York metro region’s poor performance in readmission rates is particularly alarming.
A 2009 state scorecard study by the Commonwealth Fund reported that New York, New
Jersey, and Connecticut perform poorly when it comes to avoidable hospital use and
costs. Among the 50 states, New York ranks last, New Jersey follows closely at 48th, and
Connecticut comes in at 32nd.”* Among Medicare beneficiaries in 2009, New Jersey has
the second-highest 30-day medical discharge readmissions rate in the country (following
only West Virginia) at 17%, and New York follows closely with a rate of 16.9%. Connecticut
performs marginally better, with a rate of 16%. The national average medical discharge
readmissions rate is 16.1%.2° For surgical discharges across all 50 states, New York scores
worst, with a 30-day readmission rate of 15.9%, New Jersey ranks second-worst at 14.9%,
and Connecticut ranks ninth-worst at 13.3%. The U.S. average rate for 30-day surgical dis-
charge readmissions is 12.7% (Figure 2, next page).?'
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14 FIGURE 2: Surgical & medical discharge readmission rates
in New York, New Jersey, & Connecticut, 2009
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Other sources support these conclusions. A recent report commissioned by the New York
State Health Foundation and conducted by Mathematica Policy Research found that across
all payers, New York State’s 30-day readmission rate in 2008 was 14.6%. These payments
to hospitals amounted to $3.7 billion and accounted for 16% of their total payments.?? However,
hospitals vary widely in their readmission rates. Adjusted for case mix, 9% of hospitals
account for over 50% of the state’s readmission rate average.?

The scenarios documented above clearly point to an opportunity for improvement, both
nationally and regionally.

.l Patients often are at risk for readmission while in transition
between sites of care, that is, when a patient is transferred
from one care setting to another.
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Transitional care: A method for preventing unnecessary readmissions 15

Patients often are at risk for readmission while in transition between sites of care, that is,
when a patient is transferred from one care setting to another.2* Examples of these transitions
include hospital to home, rehabilitation facility to skilled nursing facility, and home care
agency to hospital. Transitions from hospital to home have been associated with the highest
number of emergency department (ED) visits and preventable readmissions.?® These
increase costs for employers because of excessive ED utilization and other avoidable care
encounters. In addition to their high costs, readmissions reflect gaps in quality, which can
lead to higher rates of presenteeism and absenteeism.

Ideally, transitional services promote continuity of care across multiple sites of care, avoid
preventable poor outcomes, and ensure timely patient transfers.?® Successful transitional
services target highly vulnerable, chronically ill patients and emphasize patient and family
caregiver education.?

Industry efforts to reduce readmissions build on several successful models that follow
practices proven to reduce readmissions. These practices include changing admission
procedures, enhancing discharge processes, improving follow-up care, enhancing technology
interventions, reforming provider payment, and expanding quality measurement.? Although
initially focused on older patients, the application of these practices has evolved to include
other segments of the population, as illustrated in the appendix to this report. Table 1 on
the next page presents the key components of some of these models.

How the Tri-state region fares in reducing readmissions.

AVOIDABLE HOSPITAL 30-DAY MEDICAL DISCHARGE SURGICAL DISCHARGE
USE & COSTS RANKING READMISSION RATES 30-DAY READMISSION RATES
(LOW-RANKING STATES) FOR MEDICARE USERS

NEW JERSEY NEW JERSEY

NEW YORK

NEW JERSEY
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CONNECTICUT

CONNECTICUT CONNECTICUT

U.S. AVG
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Table 1: Transitional Intervention Models for Reducing Preventable Readmissions

Model

Transitional

Care Model
(“TCM,”
Naylor Model)

Care Transitions
Intervention
(Coleman Model)

Better Outcomes for
Older Adults through
Safe Transitions
(BOOST)

Project RED
(Re-Engineered
Discharge)

Patient
Population

Aged 65+
with chronic
conditions or

surgery

Aged 65+
with high-risk
conditions

Aged 65+

All ages

In-hospital
Patient
Advocate

Advanced
practice
nurse visits

Coach makes
at least one
in-hospital visit
to introduce
Coleman model

Clinical care
team

Nurse
discharge
advocate

Post-discharge
Follow-up

Advanced practice
nurse visits patient
in home 1-3 days
post-discharge,
follow-up phone calls
and comprehensive
clinical management
for 60-day period

1 nurse visit
and 3 follow-up
phone calls

Follow-up visit and
72-hour phone call
post-discharge if
patient is high risk

Pharmacist phone
call 2-4 days post-
discharge plan and
problem solve

Medication
Reconciliation

INTERVENTION COMPONENTS

Core Care
Components

Self-management
skills, symptom
identification,
care coordination,

Yes

patient-centered
health record

Focus on chronic
Yes iliness, risk screens,
root cause analysis

“Teach-back”
No education, use of
family caregivers

“Teach-back”
education,
Yes .
pharmacist

engagement

Adapted from Chollet, D., Barret, A., & Lake, T. Reducing Hospital Readmissions in New York State: A Simulation Analysis of Alternative
Payment Incentives. Mathematica Policy Research. 2011; and Osei-Anto, A., Joshi, M., Audet, A.M., Berman, A., & Jencks, S. Health
Care Leader Action Guide to Reduce Avoidable Readmissions. Health Research & Educational Trust. Chicago. January 2010.
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SECTION II: 17
POLICY & LEGISLATIVE ACTION: CURBING PREVENTABLE
READMISSIONS THROUGH PAYMENT REFORM

Payment reform is a top priority in the effort to transform the nation’s health care system
into one that rewards value and not volume, and quality instead of quantity. Policymakers
have viewed payment reform as key to reducing preventable readmissions. Most recently,
federal policymakers included several provisions in the ACA that will cut reimbursements
to hospitals with high rates of readmissions. This attention to preventable readmissions is
not new. In past years, other bodies that influence legislation and policy-making have noted
the urgency of reducing preventable readmissions. The National Quality Forum (NQF), for
instance, in July 2008 adopted two hospital performance measures tied to readmission
rates; the Centers for Medicare & Medicaid Services (CMS) — the arm of the federal gov-
ernment that administers both public health insurance programs — expressed interest in
incorporating readmission rates into a pre-ACA value-based hospital payment scheme;?
and in setting an agenda for federal health reform, President Obama incorporated readmission
reductions into a February 2009 proposal to pay for health reform.3°

Affordable Care Act: shifting financial incentives to reduce readmissions

The ACA created two programs intended to reduce preventable readmissions. Starting in
October 2012 — the beginning of the 2013 federal fiscal year — the Hospital Readmissions
Reduction Program (HRRP), under section 3024 of the ACA, will reduce hospitals’ payments
for “excess” readmissions attributed to three clinical conditions — heart failure, acute
myocardial infarction (AMI, or heart attack), and pneumonia. Payments will be reduced
1% in 2012, 2% in 2013, and 3% in 2014. Beginning in 2015, the Secretary of Health & Human
Services can expand the number of conditions scrutinized by the program to include
COPD, coronary artery bypass grafts, percutaneous coronary angioplasties, and “other”
vascular surgeries, among other conditions. Hospitals’ readmission rates will be made
available on the Hospital Compare website, a website managed by CMS that tracks and
reports on a range of hospital performance measures.?' The Congressional Budget Office,
the independent budget scorekeeper for government-based programs, estimates that the
HRRP will save the Medicare program $7.1 billion over the next seven years.

The second ACA program aimed at tackling preventable readmissions — and reducing
overall Medicare costs — is the Community-Based Care Transitions Program (section 3026
of the ACA). This five-year, $500 million initiative provides funding to community-based
organizations located across the country charged with partnering with hospitals in reducing
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readmission rates for high-risk Medicare beneficiaries. Patients with multiple chronic con-
ditions, previous substandard transitions into post-hospitalization care, or other risk factors
—such as depression, cognitive impairment, or a history of readmissions — associated

with hospital readmissions will be targeted for inclusion. A number of care coordination
and transition services can be delivered under this program. These include post-discharge
follow-up to educate patients and their caregivers about responding to their health symptoms;
providing self-management support; conducting medication reviews, counseling, and
management support; and providing assistance to ensure effective and timely interactions
between patients and primary care providers.

These ACA-based readmission reduction programs strike at the core of the readmissions
problem. They seek to realign misaligned economic incentives that encourage readmissions
and break down barriers to hospital collaboration with various community partners in an
attempt to develop readmissions reduction models that are clinically effective and financially
sustainable.

Partnership for Patients

Shortly following the passage of the ACA, the Obama Administration launched a public-private
partnership aimed at aligning efforts to “help improve the quality, safety and affordability of
health care for all Americans.” Among other goals, Partnership for Patients, a $500 million
patient safety initiative, seeks to reduce 30-day preventable hospital readmissions in 2013 by
20%, as compared to 2010 rates. This would equate to 1.6 million preventable readmissions
and potential savings of $35 billion. As of June 2012, more than 7,500 partners, including over
3,200 hospitals as well as physicians’ and nurses’ groups, consumer groups, and employers,
have pledged their commitment to the Partnership for Patients.
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SECTION Il1: 19

PAY FOR VALUE TO REDUCE READMISSIONS

The health care system must pay for what works. The current system of fee-for-service
reimbursement does not pay for strategies that have proven helpful in reducing prevent-
able readmissions, including the use of care transition coaches and nurse care managers,
telemonitoring to identify patient problems before a readmission is necessary, and post-
discharge phone calls by physicians. Instead, hospitals are paid based on the number of
patients they admit/readmit. In this revenue arrangement, incentives are misaligned.

Hospitals and physicians must not be penalized for implementing and sustaining programs
that reduce readmissions. Many have championed reconfiguring providers’ financial incentives
as an effective way to encourage practices that reduce preventable readmissions. Broad
policies that hold promise include:*

» Payers sharing with hospitals and physicians the net financial savings earned from
reducing preventable readmissions

» Encouraging private payers to align their efforts with Medicare’s policy of reducing
payments if an acceptable readmission rate is not achieved

- Using alternative, innovative payment models, such as bundled payments, to cover an
entire episode of care and consequently both fund and incentivize coordination of care

« Encouraging reimbursement for intervention investments, such as hiring readmission
case managers

A number of specific payment reform approaches that seek to reduce preventable readmis-
sions have been advanced.® Several of these innovative payment models are outlined in
the box on the next page.

Another major lever employers bring to bear is their ability to contract with health plans
and their provider networks. Generally, employers should be aware that a variety of tactics
can be leveraged to promote high-value care. Many of these involve steering employees to
high-quality providers and/or integrating cost-sharing incentives into employees’ benefit
designs. A sampling of these “quick tips” is in Table 2.

TABLE 2:

Contracting “Quick Tips”

1. Pursue contracting that promotes patient 4. Adopt performance-based contracting and
safety and quality care protocols and uses public reporting of physician-specific, patient
high-performance networks. risk-adjusted readmission outcomes.

2. Send patients to designated centers of 5. Pay bonuses for physician participation in quality
excellence. and safety initiatives.

3. Offer lower cost-sharing for employees who 6. Request documentation of providers following
obtain care at high-performing hospitals and best practice guidelines.
provider groups.
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20 Innovative payment models

Episode-based payments

Also referred to as “bundled payments,” this payment strategy bundles a lump-sum amount
around a set of services related to a patient’s single illness or condition — coronary artery bypass
surgery, for instance — including inpatient services and outpatient services.® Physicians take
on the financial risk of providing care from the beginning of an episode to its end, including

care following a readmission. A 2009 RAND report contends that offering a group of providers
a single reimbursement strengthens their incentive to coordinate a patient’s care and can
reduce national health spending by 5.4%.%” Geisinger Health System’s ProvenCare program
has popularized this method with its flat fee episode payment for all related care provided 90
days after receiving coronary artery bypass surgery, including complications and readmissions.®
The Center for Medicare and Medicaid Innovation, newly established under the ACA, is set
to launch a “Bundled Payments for Care Improvement” program in 2012 based on these
principles. These “bundles” of reimbursement will include physicians’ services, care by a
post-acute provider, and related readmissions.*

Comprehensive care payments/global payments

This approach is a modified capitated payment scheme in which providers are paid a condition-
and risk-adjusted payment over a given period of time (usually 1 year), regardless of how
many hospitalizations or readmissions are needed.* Unlike traditional capitation arrangements,
providers do not have the incentive to avoid treating sicker patients since payment rates are
adjusted for patient severity. However, like traditional capitation arrangements, physicians
are still incentivized to avoid unnecessary services and procedures. One prominent example
of this approach is Blue Cross Blue Shield of Massachusetts’s Alternative Quality Contract
(AQC). In the program’s first year, “AQC provider groups improved their hospital readmission
rates more than non-AQC groups, a decrease equivalent to $1.8 million in avoided readmission
costs for the AQC groups.”#

Shared savings programs/accountable care organizations

Under gain-sharing programs such as the Medicare Shared Savings Program, hospitals
and physicians determine the potential cost savings achievable for specific conditions while
maintaining and improving quality of care. One prominent example is the Medicare Shared
Savings Program, established by the ACA. As is the case in Medicare’s Physician Group
Practice (PGP) Demonstration, providers are paid on a fee-for-service (FFS) basis and the
accountable care organization (ACO) — the collection of entities jointly responsible for a
patient’s care, including any readmissions — receives a bonus if patients receive care at
below projected costs, assuming quality standards are maintained. The savings achieved
are distributed as payouts to each participating physician.
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SECTION IV: 21

NEBGH EMPLOYER SURVEY: READMISSIONS ARE A TOP PRIORITY

In an October 2011 survey of NEBGH employer members aimed at gauging their views on
preventable readmissions, the majority (56%) noted that reducing preventable readmissions
is a top priority and believed strongly that they should be actively engaged in efforts to reduce
preventable readmissions. However, they recognize that their employees do not share this
priority, highlighting the need for more robust employee engagement. Most employers (75%)
acknowledge that employee education and engagement around preventable readmissions is
essential to slowing the growth of health care costs. Moreover, almost all employer respondents
(94%) believe their contracted health plans should take a lead role in educating employees
about reducing their chances of being readmitted. Collaboration among stakeholders is integral
to reducing readmissions. Yet employers indicate that they are unsure whether their health
plans and their network providers are engaged in efforts to reduce preventable readmissions.
The majority (68%) of employers report that their health plans do not provide them with data
on their population’s readmission rate(s), with a small segment unsure if their health plans
are even capable of providing such information. Sixty-three percent of employers believe that
value-based purchasing strategies, as well as innovative payment models, are vital to reducing
preventable readmissions.

Of the employers tapped to participate in the survey, 16 responded. While perhaps lacking
statistical validity, the responses nonetheless offer initial insights into employers’ perspectives
and concerns. These reinforce the theme that emerged from other work conducted as part
of this project: that multistakeholder collaboration is essential to reducing preventable
readmissions, an area many stakeholders believe is ripe for improvement.

Preventing readmissions:

Tips for getting safe and value-based hospital care the first time around

PREPARING FOR THE VISIT BE ATTENTIVE WHILE IN THE HOSPITAL
1. Identify hospitals in your area that are high- 1. Have an advocate — a friend or family member —
performing relative to your procedure or condition. with you whenever possible to ensure your care is

2. Ask your nurses and doctors questions about what safe and according to plan.

to expect before, during, and after the procedure. 2. At each step of care, ask questions about what'’s
happening and about each medication when it is

3. Bring with you updated documentation of your current . s
being administered.

list of medications, allergies, medical history, and
any advance directives. 3. Avoid patient mix-ups by making sure hospital staff
are asking for your name and checking your ID band

4. Plan ahead for the day. Make sure someone is o . s
before administering any procedure or medication.

scheduled to pick you up from the hospital, and

that you'll know where you’'re going following 4. Pay attention to staff hygiene. Ensure hands are
your procedure. washed or in a clean pair of disposable gloves before
they touch you.
Adapted from: HealthGrades 2011 Healthcare Consumerism and 5. Make a follow-up appointment with your doctor
Hospital Quality in America Report. Health Grades, Inc. 2011. Available before you leave the hospital.
at http://www.healthgrades.com/business/img/Healthcare Consumerism- 6. Ask your doctors and nurses about your discharge

HospitalQualityReport2011.pdf process and procedures before they're initiated.
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SECTION V:

MULTISTAKEHOLDER WORK GROUPS ADDRESS
PREVENTABLE READMISSIONS

Following a multistakeholder roundtable, four work stream groups formed to further explore
and define a set of issues related to preventable readmissions. These multistakeholder
groups — composed of representatives from health systems, health plans, employers, and
other stakeholders — were segmented as follows:

* Clinical Process Improvement
* Measurement & Analytics
» Sustainable Business Models

* Employee Engagement

At these meetings, stakeholders shared their concerns, progress to date in various initiatives,
lessons learned, tips for success, and future directions related to their efforts to reduce
readmissions.

Clinical process improvement work group

Hospitals and health plans are engaged in limitedly collaborative efforts, which are occurring
in parallel with each other, aimed at reducing preventable readmissions. While these projects
vary in scope and future directions, they share a number of intervention components,
which include coordination of care; post-discharge phone calls to the patient; medication
reconciliation; and a robust role for transitional nurses or other professionals such as social
workers. The urgency to design effective readmission reduction strategies is amplified by
the ACA’'s Medicare Hospital VBP program and Hospital Readmission Reduction program,
two initiatives that will, beginning in 2012, cut reimbursement to hospitals with high pre-
ventable readmission rates. Stakeholders suggest that the extent and vigor of a hospital’s
efforts to reduce readmissions generally correlate with its particular payer mix as well as
its baseline deviation from national and regional readmission rates.

REDUCING READMISSIONS IS COMPLEX;

A SUSTAINABLE BUSINESS MODEL IS ELUSIVE

Stakeholders suggest that it is too early to identify the most effective, sustainable, and
replicable elements of readmission interventions. They note, however, that patients most
prone to being readmitted are those with comorbidities, including mental health and substance
use; complex living circumstances; cognitive impairment; and weak social supports. Success
and progress depend largely on the extent and quality of targeted staff education on reducing
readmissions as well as evaluating patients’ readmission risk. Staff education and transfor-
mation of care processes, while viewed as critical, are labor- and cost-intensive, are poten-
tially at odds with deeply embedded practice patterns, and require significant organizational
change. Stakeholders expressed that many physicians still believe that frequent admissions
of patients is the best form of care. There is also uncertainty among stakeholders about the
number and types of conditions that should be targeted for readmission rate reductions as
well as what target reduction rates should be. Different providers/hospitals have different
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goals. Myriad factors go into setting these objectives and expectations, including varying 23
baseline readmission rates, payer mix, and patient population demographics. —

COLLABORATION & COOPERATION ARE INTEGRAL TO PROGRESS

Stakeholders strongly assert their desire — and the urgent need — for more robust col-
laboration across and within stakeholder groups. The consensus view is that collaboration
among hospital systems, health plans, and purchasers should include more experiments in
innovative payment and clinical process redesign. There also appeared to be a significant
opportunity to engage physicians in dialogue regarding the practices and conditions that
lead to readmissions as well as best practices for preventing such events. Stakeholders’
efforts have been advanced by internal organizational research that seeks to understand
and address the factors that trigger readmissions. Electronic medical records that include
readmissions-related information embedded in patients’ records have been important

to many of these initiatives, but by no means are solutions in themselves. More specific
suggestions from stakeholders for how health plans could augment hospital systems’
efforts to reduce readmissions include: supplying patients’ diagnoses, recent treatment
actions, and other relevant information from their primary care providers electronically to
the hospital upon admission; regularly reporting occurrence and rate-based data related to
readmissions; and redeploying, or sharing, various resources — such as medication recon-
ciliation services, follow-up appointment management, and post-discharge phone calls-all
techniques already being used by health plans to help providers manage their patients’
navigation of the health care system.

Measurement & analytics work group

Each health system and health plan is taking a unique approach to reducing readmissions
to align with its revenue goals and meet the needs of its patient population. This variation
complicates efforts to standardize measurement protocols and procedures across stake-
holder groups. Nevertheless, work group members share common concerns.

Stakeholders suggest the need for more precise patient attribution. Hospitalized patients
often transition between multiple care settings — hospitals, primary care physicians, and
home care, for instance — during their course of treatment. When being readmitted, patients
sometimes receive care from hospitals and physicians that didn’t treat them during their
initial, or “index,” hospital admission. Systems that track and measure the quality and cost
of care, and store this information, should be configured to report which provider supplied
which medical or readmission reduction services at any given stage of treatment. Yet this
is not always the case. Health plans, however, bring to bear the data analytics and systems to
identify potentially at-risk patients and the ability to attribute readmissions to the discharging
physician, hospital, or facility. Hospitals note that sharing of these resources is another
opportunity for collaboration with health plans. Hospitals suggest that health plans could
augment hospital efforts by providing them, upon readmission, detailed information on the
patient’s prior history and treatment related to the index admission. If this were to happen,

B The consensus view is that collaboration among hospital
systems, health plans, and purchasers should include more
experiments in innovative payment and clinical process redesign.
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hospitals could be better equipped to tailor patients’ readmission reduction strategy rather
than providing a one-size-fits-all solution that may or may not be the best fit for every patient.

Many stakeholders note that senior leadership is essential to initiating and sustaining efforts
to reduce readmissions. Changing market dynamics and payment structures are likely to
generate new demand for a variety of resources, from upgraded health information technol-
ogy to additional personnel. Support from the top has been a key ingredient in tackling the
resource needs of readmissions reduction efforts.

The preferred time unit of measurement among most stakeholders is 30 days. However,
some are tracking 60- and 90-day readmission rates. Progress in defining readmissions can
be made by using common exclusion criteria and standardizing readmission definitions to
allow apples-to-apples comparisons between conditions and hospitals. Consideration also
should be given to complementary quality measures that paint a more complete readmissions
picture. These might include considering increases in length of stay and observation days
when evaluating readmission decreases as well as medication fill rates in conjunction with
fluctuations in readmission rates.

ENVIRONMENT & REVENUE SOURCES DETERMINE ENTHUSIASM

FOR READMISSION PROJECTS

Hospital systems approach projects to reduce readmissions with varying degrees of
enthusiasm, often tied to the prevailing payment model. Those that rely on predominantly
private payers are reluctant to take the lead in these efforts because excess costs to reduce
readmissions are often not reimbursed for, and moreover, reducing readmissions reduces
revenue. On the other hand, large, urban, academic medical centers that rely heavily on
public payer reimbursement have taken lead roles in tackling preventable readmissions,
largely in response to policy changes under the ACA and other CMS initiatives. Health plans
suggest that readmissions are not a significant source of revenue since they usually involve
nonsurgical medical complications that yield little revenue. In current efforts, hospitals and
health plans differ in how they identify and target at-risk patient populations. More robust
and specific collaboration between these two stakeholder groups would help promote
alignment.

FUTURE DIRECTIONS: STRONG COLLABORATION TO STREAMLINE

& SYNERGIZE EFFORTS

It seems clear that health systems can reduce readmission rates by improving existing dis-
charge planning programs. Stakeholders see opportunity for collaboration between health
systems and health plans in prompt and effective intervention for patients identified as being
at high risk for readmission. Collaboration among hospitals and health plans could accelerate
these efforts, enhance their cost-effectiveness, and reduce duplication of effort. Hospitals em-
phasize focusing on mental health comorbidities and social supports in addition to physical
health indicators. Stakeholders also emphasize growing interest in participating in shared
savings programs and expanding health information exchanges to augment these activities.

.' Support from the top has been a key ingredient in tackling
the resource needs of readmissions reduction efforts.
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Sustainable business models work group 25

To follow practices that benefit all stakeholders — and provide the best care to patients —
hospitals face a dilemma. They are making crucial efforts to reduce readmissions in the
context of conventional — predominantly fee-for-service financial models with unclear and
unpredictable returns on investment. Many of the interventions that hospitals have adopted
to reduce readmissions are only partially reimbursed, for example, hiring a nurse care
manager to follow-up after hospitalization to review and reinforce education provided during
hospitalization, monitor adherence to care plan, and address any acute issues that might
lead to readmission. Stakeholders note the urgent need to align economic incentives
because reducing readmissions under current payment schemes results in financial loss.
Rewarding value creation is crucial; moving reimbursement toward value-based payment
arrangements is a first step. Budgeting appropriately for readmissions reduction interventions
is, although critical, still a work in progress. Determining how much is spent upfront on
such interventions may be relatively straightforward; what's difficult is determining the
return-on-investment of readmissions reduction efforts. These interventions likely decrease
total care costs and reduce readmission rates, but stakeholders suggest that at this point
the cost, especially when taking into account penalty avoidance, is obscure.

MAKING PROGRESS IN VALUE-BASED PURCHASING AND COLLABORATIVE EFFORTS
Including readmission reduction quality measures in payment contracts has not yet gained
wide prevalence in the region. Most readmission reduction projects are pilot programs and
few health plan contracts with employers include provisions related to reducing preventable
readmissions. However, employers indicate significant interest in collaborating with health
plans to create value-based contracts that hold hospitals and health systems more accountable
for the care they provide to their employees and dependents.

Health plans indicate they are ready and willing to contract with hospital systems based on
value and reaching performance goals but that most employers are still purchasing health care
based on discounts and that performance targets are not incorporated into contracts. Plans
contend that rapid progress in this arena could be made if employer purchasers gave a
clear and robust signal that they are prepared to move to value-based contracting. However,
health plans caution that a value-based payment model devoted strictly to reducing readmis-
sions would not likely be effective. Instead they suggest that incentives to meet readmission
reduction targets be part of a broader performance-based contract arrangement.

In the meantime, health plans indicate that their long-term strategy for reducing readmissions
rests in part on providing coordinated care that includes patient-centered medical homes
and case management, among other models.

.. Health plans suggest including incentives to meet readmission
reduction targets as part of a broader performance-based
contract arrangement.
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Health plans recognize the value of reducing readmissions but acknowledge the challenges
identified by health systems: capital investment requirements, program execution, claims
adjudication, and changing provider behavior.

SYSTEM SYNCHRONIZATION: ALIGNING STAKEHOLDER ACTIVITY

Lags in system synchronization, communication, and data sharing between hospital
systems and health plans hinder progress. Hospital systems often make improvements in
systems and care processes, yet the results are often not recognized in health plans’ data
tracking systems until many months later. Thus, it is difficult for a hospital to evaluate the
effectiveness of its efforts, especially since quality standards are constantly changing.

Hospitals and employers report they sometimes question the transparency and number
of performance indicators and quality metrics supplied by health plans. Full availability of
real-time information would allow comparisons of hospitals and physicians and provide
data in order to develop effective cost-sharing differentiations and network tiering arrange-
ments, among other alignments.

READMISSION REDUCTION THROUGH GAIN-SHARING

Health plans and employers agree that gain-sharing should be explored as a reimbursement
scheme to incentivize collaboration and reduce preventable readmissions. Gain-sharing is
viewed as a more favorable approach than direct financial penalties and other measures
perceived as punitive. Employers and health plans see the most potential for gain-sharing
in relation to case management and disease management services. Other avenues worth
exploring include bundled payments involving both hospital and ambulatory services.
Standardized readmission metrics, such as those proposed by the National Quality Forum,
could serve as the basis for negotiations.

Employee engagement work group

Employers are working to engage their employees in their health care. Initiatives vary in
their scope and objective. Some are multiyear efforts, and others are short-term and targeted
at a narrow population or specific condition. Engagement techniques include 24/7 help
lines, customized case management systems, the distribution of educational materials, and
incentivizing the completion of health risk assessments. In some instances, employees are
accustomed to regularly interacting with their health plan, and in others, employees view
health plans with suspicion and distrust. A lack of trust, especially of health plans, undermines
employee engagement activity aimed at reducing readmissions. Employees often resist
being engaged yet at the same time welcome assistance and guidance if the source is credible
and trusted. One example provided by employers is when health plans call employees with
important follow-up information or assistance. Employees, suspicious of the health plan’s
motives, typically spurn the outreach. But, employees who are actually engaged (i.e., pick
up the phone and delve into the issue with the health plan) indicate their appreciation for
the service(s). Health plans suggest that early experience with post-
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discharge phone calls, when they reach the employees, shows that they are receptive to 27
and grateful for the targeted follow-up and would recommend the service to others in a —
similar situation.

INTEGRATING READMISSIONS REDUCTION INTO CORPORATE HEALTH

BENEFIT BUSINESS MODELS

Like other stakeholders, employers struggle to determine their return-on-investment on
readmissions-focused outreach. Such efforts are complicated by employers not having
sufficient data from health plans regarding the details of their outreach efforts, the types

of employees who have been targeted, and discrepant definitions of “participant” and
“engagement” in their health plan contracts. What a health plan may classify as actual
engagement an employer may consider inadequate. Simply making contact with an
employee — through an outreach phone call, for instance-may constitute “engagement” by
a health plan, but would fall short of what an employer would classify as effective engagement.
Before considering the outreach as actual engagement, the employer might first require
the employee to take specific actions prompted by the health plan outreach. Employers and
health plans also differ on whether outreach services are defined as a wellness/preventive
benefit or as a targeted readmission reduction tactic. This discrepancy sometimes leads to
confusion over whether the health plan should selectively target certain outreach efforts

(if they are part of a readmissions reduction strategy) or apply them broadly (if considered
a general wellness/prevention benefit). Regardless of how employee outreach services are
categorized, especially as more costs shift to the employee, transparency is needed in how
health premiums will be adjusted based on treatment choices and readmission rates.

BUILDING EMPLOYEE TRUST AND AWARENESS GOING FORWARD

Building trust is essential to effectively engaging employees to take more control of their
health. A suggested strategy is for employers to build on the trust generated by employee
engagement techniques they have used before, such as staff testimonials about the benefits
of transitional care services. While employers need to make employees aware of their relatively
new readmission reduction programs, employers face communication challenges including
language barriers and cultural issues. Employers must also anticipate that employees may
access care at hospitals outside the employer’s provider network. To meet some of these
challenges, employers should engage with employees before they become ill, provide
tools to help them understand how their health plans work, and inform employees of changes
in how their care will be administered. Employers must also be more proactive with health
plans in requesting data on readmissions rates and other quality indicators. The more engaged
employers become, the more their employees and their health plans are likely to become
involved in readmission reduction efforts.

m The more engaged employers become, the more their
employees and their health plans are likely to become involved in
readmission reduction efforts.
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28 SECTION VI:

RECOMMENDATIONS & NEXT STEPS
Groundbreaking efforts point the way

In these work stream groups, stakeholders shared their comprehensive, sophisticated efforts
aimed at reducing preventable readmissions. From suburban community hospitals to large,
urban academic medical centers, health systems have taken leadership roles in initiatives
that not only reduce readmissions, but also reengineer the clinical care processes and
structures that underlie them. Health plans’ groundbreaking efforts hold equal promise.
Their reach across geographies, strong provider relationships, and data analytic capabilities
are a solid base upon which to build. Although their processes are constructed to meet

the unique needs of their patient population and business objectives, health systems and
health plans share the goals of improving patient outcomes and creating sustainable models
from which other systems may draw inspiration or replicate.

Look beyond just clinical process improvement strategies

ISSUES CENTRAL TO LONG-TERM SUCCESS

Creating successful, sustainable readmission reduction models requires a wide range of
resources, strategies, and tested approaches. Many of these, most notably in the arena

of clinical processes and analytics, have been described in the literature. Noticeably absent
from the literature, however, are important administrative issues that this project highlighted.
Among these is the need for:

» A deep understanding of how patients’ sociopsychological characteristics affect
readmission patterns

* More effective and timely data linkages among stakeholders
» A tangible connection between employee engagement and clinical outcomes
* The development of a sustainable economic model

These issues are central to ensuring the long-term success of activities that seek to reduce
readmissions.

mr.. Future industry work should

.. Successfully addressing readmissions explore specific opportunities
must include a deep understanding of for multistakeholder collabo-
the complex clinical, social, economic, ration, especially between
and cultural characteristics of patients hospital systems and health

and their caregivers. plans.
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Promote health plan & health system collaboration 29

BREAKING OUT OF SILOS

Achieving the objectives required for a successful readmissions reduction model is even
more challenging when conducted in the absence of a proven business model. Impressive
as they are programmatically, most readmission reduction programs operate in silos. Frag-
mentation and lack of coordination and collaboration across stakeholder groups are typical,
which is unfortunate because health plan capabilities could augment health systems’
efforts, and vice versa.

FINDING COMMON GROUND AMONG COMPETING INTERESTS

Future industry work in this arena should explore specific opportunities for multistakeholder
collaboration, especially between hospital systems and health plans. A detailed investigation
into stakeholders’ desired clinical, measurement, business model, and patient engagement
components for a replicable, generalizable, and sustainable model should be conducted.
Development of such a prototype — one that finds common ground among many competing
interests and fosters a team-based orientation — could serve as a launching pad for future
collaborative work.

MYRIAD ACTIVITIES DEMONSTRATE COLLABORATION

This project has shined a light on many “on-the-ground” issues embedded in readmission
reduction efforts. Each stakeholder interaction has demonstrated that collaboration —
though rarely explored — is possible and achievable in myriad ways. Timely data sharing,
patient monitoring and tracking, cooperative post-discharge coordination, formulation of
common definitions and assumptions, creating streamlined health information exchange
systems, development of standardized discharge procedures, and clearer discernment of
stakeholder roles and expectations are examples of such collaborative activity.

THE TIME FOR COLLABORATION AND IMPROVEMENT IS RIPE

The future will need to blend the unique needs and goals of health systems, health plans,

and employers to achieve system-wide readmission reduction ambitions. This exploration
of regional initiatives and perspectives has set the stage. Robust and specific stakeholder

cooperation is vital to accelerating progress. And clearly, the opportunity to do so is ripe.

.l This project highlighted important administrative issues that are absent from
the literature. Among these are the need for a deep understanding of how
patients’ sociopsychological characteristics affect readmission patterns, more
effective and timely data linkages among stakeholders, a tangible connection
between employee engagement and clinical outcomes, and the development
of a sustainable economic model.
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APPENDIX: 31
REGIONAL READMISSIONS REDUCTION EFFORTS

EmblemHealth:
Transitions of Care & Point of Care

EmblemHealth’s effort to reduce preventable readmissions is two-pronged and targets ‘
high-risk populations — members diagnosed with pneumonia, congestive heart failure,
and those with comorbid conditions. Members enrolled in both public and commercial EmblemHealth’

health plans are included. One initiative, referred to as Transitions of Care, was launched
in late 2010 and leverages three distinct components:

1. For members undergoing elective procedures, pre-hospitalization services that include
admissions procedures reviews, comprehensive discharge planning, and a post-discharge
care needs assessment are provided;

2. Post-discharge phone calls that seek to assess unresolved questions and home care
needs; and

3. Transitional nursing focused on the proper provision of home care, durable medical
equipment, and case management for 30 days post-discharge.

Another initiative, Point of Care, is a pilot program that aims to provide comprehensive
onsite discharge planning for patients in select outpatient medical clinics in Staten Island
and Manhattan. These onsite teams of nurses, social workers, health navigators, and
part-time pharmacists provide medication reconciliation services, medical and behavioral
health assessments, and community resource referrals. EmblemHealth officials cite the
onsite element as one that builds trust with members; catalyzes face-to-face interaction
between the health plan, their members, and physicians; and facilitates more effective use
of community-based resources. These efforts were launched in response to the urgent
need to improve patient safety and quality, federal health reform, and opportunities to
collaborate innovatively with other health industry stakeholders. Robust senior leadership
and openness to collaboration on the part of partner stakeholders are cited as vital to success.

Empire BlueCross BlueShield

Spurred by organization-wide financial and clinical quality goals, Empire BlueCross .
BlueShield's (Empire) readmission reduction efforts are collaborative. Their layered approach E’THIE&E
harnesses the resources and expertise of its stakeholder partners across two separate initiatives.

One is in the planning phase and, once implemented, will incorporate 12 hospitals in the

New York metropolitan region reporting high preventable readmission rates. Identification

of high-risk patients will augment provider provision of estimated discharge dates, compre-

hensive discharge plans, and post-discharge phone calls to members — made by Empire’s

transitions team-to assess needs and schedule follow-up appointments. The other initiative

is a newly launched collaboration with the Visiting Nurse Service of New York (VNSNY)

and White Plains Hospital, a member of the Stellaris Health Network. Once patients are

discharged from White Plains Hospital, transitional nurses from VNSNY will provide self-
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management, family engagement, and medication reconciliation services. In both instances,
Empire is measuring 30-day readmission rates across all conditions, excluding maternity
and pediatric cases. By risk stratifying patients according to their readmission risk and
intensifying post-discharge phone calls, Empire is hopeful that these programs modernize
previous standards of care, improve members’ clinical outcomes, and drive down premiumes.

Horizon Blue Cross Blue Shield of New Jersey

Horizon Blue Cross Blue Shield of New Jersey's (Horizon) enterprise-wide readmissions
reduction effort aims to develop condition-specific readmission reduction strategies that
further streamline clinical and process outcomes, enhance members’ quality of life indicators,
and mitigate cost increases. Spearheaded by the carrier’s clinical operations team, this effort
was launched in October 2011 as a response to employer demands for greater value, rising
overall system costs, and federal health reform. The defining elements of the program include
strengthening medication adherence, symptom identification, navigation of community
services, and case management. Patients are actively engaged throughout their experience
with the health system, as evidenced by Horizon’s use of post-discharge phone calls as well
as case management services for patients identified as being at high risk for a readmission.
Collaboration among Horizon’s utilization management, care management, medical manage-
ment, and chronic care teams has proved integral to the project’s initiation and maturation.
Among their commercially-insured population, Horizon’s readmission rate across their
network hospitals for the eight months through August 2011 decreased from 9.0% to 6.9%.
Horizon credits the success of their readmissions reduction activity to the local nature of the
intervention; providing individualized care and planning; and establishing close partnerships
with hospitals and providers.

Beth Israel Medical Center:
Project RED & Hospital at Home

Beth Israel Medical Center’s (Beth Israel) approach to reducing preventable readmissions
is anchored in comprehensive care coordination, targets high-risk patients, and emphasizes
post-discharge planning strategies. In 2010, this Manhattan-based hospital launched two
readmissions reduction initiatives: Project RED and Hospital at Home. Project RED focuses
on patients with congestive heart failure (CHF) and is a modified and intensive version of
the transitions of care model by the same name. The project is currently in pilot testing

at their Manhattan campus, but Beth Israel officials expect it will be implemented at their
Brooklyn campus as well as at other hospitals throughout the Continuum Health Partners
system. Hospital at Home seeks to reduce readmissions among high-risk individuals aged
65 and older through the use of preadmission home visits by social workers and nurses.
These complement post-discharge patient engagement activities, which include follow-up
phone calls. Prior to initiating these efforts, Beth Israel’s 30-day readmission rate for CHF
was 29.0%, and 20.0% for both pneumonia and myocardial infarction. In the period since,
the hospital’s all-cause readmissions rate has declined to 22%. The readmissions rate for
patients in Hospital at Home is 10%. Beth Israel’s all-cause readmission goal rate is 12%.
Hospital staff buy-in, internal champions, care teams that incorporate dedicated discharge
advocates, and partnership with external home care providers and community physicians
are cited as elements central to success.
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Integrating Care for Populations and Community Initiative

IPRO’s Integrating Care for Populations and Community Initiative is a statewide effort
funded by the federal Centers for Medicare & Medicaid Services that seeks to organize local
community partnerships around the common goal of reducing preventable Medicare read-
missions to hospitals. The project emphasizes improving patient engagement in decision-
making and streamlining information transfer across the continuum of care. Partners
include hospitals, home health agencies, skilled nursing facilities and physicians — all of
whom commit to reducing preventable readmissions via information sharing, goal-setting,
use of evidence-based interventions, and collaborative root-cause analysis. Launched in
August 2011 as part of the Quality Improvement Organizations’ (QlOs’) 10th Scope of Work,
the three-year initiative targets high-risk patients diagnosed with congestive heart failure,
pneumonia, chronic obstructive pulmonary disease, diabetes, acute myocardial infarction,
and end-stage renal disease. Post-discharge patient engagement is based on the Coleman
Care Transitions Intervention Model, the Naylor Transitional Care Model, and the United
Hospital Fund’s “Next Steps in Care” program. Components of the Project RED model,
most notably the “teach back” technique and the emphasis on a cross-setting, multidisci-
plinary approach to care management, are also used. Best practices and lessons learned
are disseminated through state and national forums called “Learning and Action Networks.”
IPRO cites robust engagement of clinical teams and commitment to performance measurement
as key elements of success to date.

Montefiore

For Montefiore Medical Center, readmissions generally represent expenses rather than MONTEFIORE
revenues, an effect contrary to that of most hospitals and health systems. This expansive
integrated care system in the Bronx, N.Y., which operates largely under capitated and
other value-based payment arrangements, was an early example of a working accountable
care organization, and serves a population highly diverse in culture, ethnicity, race, and
language. These factors, along with looming reimbursement changes associated with the
Medicare Hospital Value-Based Purchasing program and other federal health reform provi-
sions, were the impetus for creating a multipronged readmissions reduction program. One
initiative, activated in 2008, provides high-risk patients with post-discharge phone calls for
medication reconciliation, arranging follow-up appointments, and patient education about
health conditions, symptom recognition, and physician-prescribed treatment plans. In addition,
Montefiore has been an anchor hospital in the Bronx Collaborative, a multistakeholder
readmission reduction project that involves three other hospitals and two payers. The chief
aims of this program are to centralize patient information using electronic health records
and provide patients transitional services for 60 days post-discharge. Central to Montefiore's
efforts to combat preventable readmissions are: a focus on patient education, depression
screenings as a standard of care, medication reconciliation, proper follow-up care, self
management, and standardized assessments. Because of their unique patient base, Montefiore
officials note their special attention to their patients’ psychosocial and socioeconomic variables.
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Boosting the dynamic quality improvement program at NYU Langone Medical Center is a
multi-departmental, system-wide scheme to reduce preventable readmissions. Launched in
2008, this initiative aims to reduce NYULMC's all-cause, 30-day readmission rate from 8.0%
in 2011 to 7.5% in 2012, with an ultimate goal of 6.0%. Prior to this effort, this Manhattan
health system’s index readmissions rate was 8.7%. NYULMC officials cite managed care
contracting forces and lower pay-for-performance targets as primary factors prompting this
work. Led initially by their chief quality officer, the effort has grown and now encompasses
both clinical and nonclinical departments and personnel. All patients undergoing an elective
hospital stay, regardless of payer type, are engaged preadmission with education about
what to expect during their stay. Attending physicians schedule follow-up visits with
patients prior to discharge. Post-discharge phone calls are made to all patients — 70% of
which are reached — within two days. These serve to arrange for a patient caregiver and

to assess patient needs. Shared savings and episode-based payment schemes are being
considered to link payment to readmissions reductions. NYULMC officials note provider
buy-in and cultural change as primary challenges to success. Support from executive-level
officials, shared goals, timely and accessible data, and clinical champions are cited as foun-
dational to progress and improvement.

Visiting Nurse Service of New York

Reducing preventable readmissions among high-risk homebound patients is a hallmark of
Visiting Nurse Service of New York’s (VNS) continuous quality improvement process. VNS
officials perceive this effort as an opportunity to enhance quality of care, identify gaps in
care, and align with emerging pay-for-performance and outcomes-based reimbursement
schemes. Working in tandem with both public and private payers, VNS engages homebound
patients who have a skilled need and are either generally at-risk of a readmission or have
experienced congestive heart failure or diabetes. Selecting patients for this initiative varies
by health system, but hospitals generally provide a pool of candidates from which VNS
then verifies to ensure they qualify for home care. Comprised of field nurses, home health
aides, social workers, and nurse practitioners, VNS care teams use an enhanced version

of the United Hospital Fund’s “Next Steps in Care” model to provide patient and family
education about “red flag symptoms” to watch for and develop an action plan for when
such symptoms may occur. Care teams also provide medication reconciliation, schedule
physician follow-up appointments prior to discharge, and provide other relevant services
such as depression screenings and referrals to behavioral health services. Unique to VNS’s
effort, given their workforce’s wide geographic spread, is the dissemination of evaluative
outcomes to cross-setting improvement teams and the monitoring of practice patterns.
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