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Rehospitalizations–How Do You Measure Up? Transcript 

>> Our job really is to look out for the best interest of Medicare beneficiary by working with Medicare providers.
The program has been regionalized and in the past, it was the one for every state. But now it has been regionalized
as you can see. And what Health Services Advisory Group are QIN is in a variety of places. You may remember
key Pro in the past working with them it is now the beneficiary family centered care quality improvement
organization and they still do medical reviews and beneficiary reviews and that kind of thing.

>> So let's take a quick look at the different areas of focus that the QIN-QIO looks at. We work with Medicare
providers and hospitals and nursing homes and home health agencies and positions. We also work directly with
Medicare beneficiaries on diabetes, to name just one thing. Usually, at this point, you are probably used to hearing
me talk about healthcare acquired conditions and nursing homes like antipsychotic medications or the quality
measure composite score. But today we will be going in a little bit different direction. We will look at
coordination of care, which is what rehospitalization follows under. We will be talking to Rosie McGinnis who is
the task lead for the care coordination team and she is going to talk a little bit about her project and what is going
on. Are you there, Rosie?

>> Yes, I am. Thank you. Thank you, everyone, for taking time to join us today. I am the project lead for care
coordination. What we are looking to do in this quality initiative is to focus on a common understanding of the
readmission issues, along with adverse drug event issues in the community. Along with that, we want to reduce
hospital readmission rates for Medicare fee-for-service patients by 20 percent by 2019. We also would like to
share practices in evidence-based interventions with our community partners in this project and overall improve
community help and support self-care of individuals in their home. So, we're really looking to promote chronic
disease self-management and looking at assisting that Medicare beneficiary and their families to improve their
self-care in their home.

>> And then establish a collaborative partnership with local communities and their providers to improve
coordination of care. With that, we also want to convene community providers to collaborate on the strategies to
improve and one of the things that we are working and are community to do is reducing adverse drug events that
can contribute to patient harm as a result of this care transitions process.

>> As you may know, back in 2010 with the Affordable Care Act, the federal government established
readmission programs. It was implemented in 2012, and what centers for Medicare and Medicaid services
identified, about 25 percent of Medicaid beneficiaries or patients were readmitted to hospital within one month of
discharge. So, they consider this excessive and believe that readmissions are an indicator of quality of care or lack
of quality of care. They developed this program designed to provide hospitals strategies to reduce the number of
costly and unnecessary avoidable hospital readmissions. I want to stress the term avoidable. We know we can't
prevent every hospital readmission but we are looking at avoidable one so they define readmission in this context
as an admission to a subsection hospital which is an acute care hospital within 30 days of discharge from the same
or another acute-care hospital. So, for the Social Security act, they are including short term but they are not
including critical access or psychiatric rehab or long-term care and children in cancer hospitals and also there may
be somebody that leaves against medical advice and they are not including that also. So, the hospital readmissions
are identified through Medicare claims and these readmissions are within a 30-day window and they are counted
regardless of whether that Medicare beneficiary is readmitted to the hospital directly from that skilled nursing
facility or has been discharged from that skilled nursing facility. So, that skilled nursing facility readmission
measure estimates the rate of all unplanned hospital readmissions of Medicare and skilled nursing care
beneficiaries within 30 days of discharge from their prior possible acute hospitalization. For this measure, it will
be a part of the new value-based purchasing program from Medicare. We have a tip sheet you can see on the slide
and this tip sheet identifies that measure overview for you and how to find that measure, and how to look at your
preadmission unposted mission and discharge planning process, which Jim will talk more about that later.
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>> So, I want to show you the readmission rate from quarter three, 2016 to quarter to cut 2017. Unfortunately, 
this is based on actual Medicare fee for service claims data. So, when we started this project back in August 2014, 
we had readmission rate in the Northeast at section -- section. So, we have come down in that area. In the 
southeast area, we fluctuate anywhere between 18.5 and 18 points zero and we have a challenge and that 
southeastern which is predominantly rural appellation. In the central Ohio area, we read a 19 percent and we are 
now down to eight team point for and in the southwest area we are at 18 1818.2 or three and we are now down to 
in -- [Indiscernible] and in the Northeast, we were at -- this has been the lowest and it started at 17 points three 
and it's down to 16.9. The reason why we have these in these five sections if we call it the five Ohio's. Way back 
when the University of Akron studied as far as the demographic and economic level in this area so in the north 
east area we have mostly a happy population and diverse region which is healthcare and manufacturing in that 
southeast area that is very conservative, mostly rural and it's the least diverse with the higher poverty, agricultural 
mining and avenge a local and Protestant and conservative and we see it is more popular is populated in that area 
and in the central you see because of the University we have a more educated postindustrial based economy with 
the smallest proportion as seniors and in the northwest section that is predominantly Midwest agriculture and they 
tend to be religious and in the Southwest areas we have, which is the second most populated to the Northeast we 
have the most affluent and military manufacturing as well and what we tried to do we are working with this is to 
dive deep into your area and look at the challenges you are facing with your Medicare beneficiaries in all your 
community members and what are their unique challenges. When you see one area you see one area because they 
are that unique in that is some of the things that we try to focus on as we are bringing together community 
coalitions and working with partnership within your local community one of the things we do is look at where 
those three of that readmissions are coming from and as you can see the hospital is a to .1 percent and this is an 
area and those that readmissions are 22.2 percent and when we say other it is critical access hospital and psych 
facilities and it can be rehab. Those are some of the things and not recognizing and we have to drill it down. 
Home health with the readmission rate of 21 percent and this is some of the work that we have identified and we 
have to work better with home health agencies to take a look at what are the reasons why these people are going 
back. How can we do a better job of patient education and dealing with health literacy in their home. And then I 
will jump down without any additional services. That a 16.1 percent. We have a base of Medicare beneficiaries 
that really refuse any kind of extra service. We have engaged our area agencies on aging and order to help us to 
refuse any kind of additional care and some of the things that we're trying to do working is take a look at how we 
will help those folks in our community that are resistant to using skilled nursing facilities or home health.  

>> Finally our nursing home is at 29.9 percent. What we have found in studying the nursing home readmissions is 
that we have a bulk of them in the first zero or seven days and we need to work better with the hospital in 
transferring them and then also beyond the eight or 30 days. It depends on skilled nursing facility and that patient. 
How resistant the family is as important as well because often times we know that nursing homes have a real 
challenge and it may not be the resident but it could be their family that is insisting that they go back to the 
hospital. 

>> Okay. I think I am turning the  

>> Over to you, Jim.  

>> Thank you. Our listeners may be wondering, why should I care or why should we get involved? Just based on 
the graph on the previous slide we saw nursing homes take up a large percentage of some of the rehospitalization 
happening and like you said earlier, we cannot stop all of them. But what are we in control of? Could we have just 
reduced it by a couple? And so, I guess that is the goal to identify what you can do within your facility. So why 
you should care, first and foremost it is really affecting resident quality of life and care with the higher acuity 
levels of our residents moving them back and forth from the hospital back to your facility and that constant 
commotion, disruption does have an adverse effect on your residence so you definitely want to avoid that if you 
cannot -- if at all possible. Survey and certification, it falls under escapade 43.12 admission transfer and 
discharge. It's something surveyors will be looking at incisively -- possibly sites you for. Future penalties. 
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Hospitals do right now get dinged for these re-hospitalizations in the near future, some of them -- so will the 
nursing homes. So, it's something you definitely want to look at. And really value-based payment falls into that as 
well and that will come in the place relatively soon and so it will be a part of that value-based package and 
rehospitalization will be part of how you are reimbursed or how much. So, I think what we should do now is talk 
to some people who have already started working on the and authorities seen some success and they agreed to 
share their story and what they did and what worked so I would really like to thank them for participating in 
today's call. First today we have Janet Conway from best care nursing and rehabilitation. Are you there?  

>> Yes, I am.  

>> Thank you for calling them. Can you tell us a little bit about your facility and location and size and population 
in that kind of thing?  

>> I am the nurse practitioner at best care and we are in Ohio and we have 110 beds. We have mostly at adult in 
geriatrics. Could you tell us a little bit about why you decided to start working on lowering your rehospitalization 
rate? 

>> Better for the patient and families not to have them going in and out. 

>> What kind of barriers did you discover when you started working on this?  

>> Must education, the providers on the hospital and the consumers which is the family and patient and 
sometimes even the staff and the specialty doctors and some of your orthopedics and your neurosurgeons and 
some of those are really fully aware of what you can do and your cardiac doctors or even your ID doctors think 
that they need to be in the hospital when we can provide the same care here and a lot of times they are not aware 
of what all you can provide as far as your eyes the and lab work that we can do here in x-rays we can do here and 
breathing treatments and wound fax -- vacs.  

>> It sounds like what you did overcome those barriers was education. Can you talk a little bit about that? 

>> Provide an education to your staff and know it you are looking for to monitor for your CHF and Institute some 
protocols for the people that have COPD and asthma and even your housekeeping just let them know settle 
changes that they can bring to the staff's attention so we can get ahead of things so they don't have to go to the 
emergency room.  

>> What kind of outcomes have you seen?  

>> We have seen a lot fewer transfers to the hospital that we have seen more increases in labs and IVs in x-rays 
because we have done more stuff and house to prevent transfers from going out. 

>> Right. Is there anything else you would like to tell our listeners about starting to work on this? 

>> The interact tools are great tool to use and they have a lot of care paths you can use and Institute those and the 
stop and watch tools are great as well and we have actually instituted doing rounds which is patients at risk and 
we started doing those and anybody that we thought was at risk we go ahead and look at those and they did that 
and we have been doing that on a weekly basis and seeing anybody that is on risk and preventing re-
hospitalizations and checking them in doing labs before they have to go out. 

>> Thank you for sharing your story, Janet. We really appreciate it. 

>> You are welcome. 

>> Next, we have been [Indiscernible] from Ohio and Lake Vista. Are you there? 

>> I am here.   

>> Can you tell us a little bit about your nursing home?  
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>> We are located in Portland Ohio, which is about 30 minutes north of Youngstown and we are parts of a larger 
organization, Ohio living and at Lake Vista we have 150 units we continue a retirement committee and are skilled 
nursing facility is 57 beds number have 39 of those beds that we consider short-term rehab. 

>> Okay. Can you tell us a little bit about what got you going and rehospitalization?  

>> As we look ahead and there are new payment reforms in these forms are shifting incentives for post acute care 
providers, our role as providers is becoming more complex and in an effort to continue to get high quality 
partners, we shifted our focus on what are referring hospitals considered to be the top areas of improvement and 
rehospitalization was the top.  

>> Okay. What kind of barriers did you discover? 

>> Like I said, payment reform was definitely a barrier and higher acuity of patients and clinical expertise of our 
staff and the availability we had here and then lack of education, not only for the caregivers for the patients and 
their family. 

>> How did you overcome those barriers?  

>> With payment reform and rising patient acuity, we had a lot of staff meetings to really go over the changes in 
healthcare and why it happened and how it is affecting the patient's as well as the work we will be doing. We also 
looked at increasing our clinical expertise and we implemented annual skills assessment training for all of our 
nurses and we also increased clinicians that we had at our facility by bringing in a full full-time nurse practitioner 
and a respiratory therapist and we had one of our unit managers become certified as a won't nurse and all of the 
RNs are working toward rehab nurse certification and then we also took a more clinical approach which -- with 
our admissions team. We also focused a lot on the data and you are looking at we did every omission what was 
causing that and then going back to see how we could prevent that from happening again. 

>> What kind of outcomes of using?  

>> Just with our lower re-hospitalizations that we're saying we are building stronger partnerships with our local 
hospitals and we actually just signed an agreement to be part of an HCO with one of them and we are treating 
patients in our setting a lot longer but it puts less burden on them so they don't have to get transferred back and 
forth to the hospitals and then we also have seen a reduction in staff turnover and an increased level of patient and 
staff satisfaction because not only are we equipping our staff with the tools and resources necessary to complete 
that we are focusing on the patient as a whole and then our focus as a leadership team as we will take care of 
people here and then get them back to where they are supposed to be called which is their home. 

>> Any parting thoughts that you would like to share?  

>> One of the most important things here is you can have all the tools and education in people, but I think the 
most important thing that we are focusing on is recognizing our staff. The more you provide recognition the more 
willing they are going to be to do the things necessary to make sure we are taking care of people the right way.  

>> I really appreciate your coming on the call today, Dean. We hope it keeps going in the right direction for you. 
Next, we have Deanna McCormick and Mark [Indiscernible] from signature [Indiscernible].  

>> Hello. How are you?  

>> I am good. Can you tell us a little bit about signature? 

>> We are located in Ohio and we are 83 bed skilled rehab center and we mostly take care of the geriatric 
population, although we have noted the younger trend and our area as well. I will let Deanna focus on a lot of 
your other questions since she is the one that has been created it. 

>> Can you tell us a little bit about why you started working on this? 
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>> Well, like any company, our company had a hunch mark they wanted us to meet, and we had exceeded it. 
They started paying attention to it with the value-based payment systems coming around. And we did some 
analysis and discovered we were sending people out that maybe could have been treated in-house. 

>> So what kind of barriers did you discover going forward?  

>> Some of it was confidence in the nursing staff and the way they relate changes to the positions -- doctors. A lot 
of it was the patient saying they needed to go to the hospital and some was the doctors and practitioners really 
understanding what our facility capabilities work. 

>> So how did you get past that?  

>> We started utilizing the anorak four-point zero series and all of their care pathways and the stop and watch and 
the acute transfer forms and I found that the nurses using that we were able to present the changes to the doctor 
and a more streamlined and organized way and then the doctors had more confidence in our ability to treat as 
well. There are some really good tools in there for family members more or less the pros and cons of staying 
versus transferring out. And the stop and watch with the early recognition was a great. All of our staff, including 
our housekeeping and laundry and dietary personnel have access to the stop and watch sheets and they use them. 
That has been a true group effort.  

>> It sounds like it. So, what kind of outcomes have you seen?  

>> We have been able to reduce, and the last probably 18 months, we have reduced our return the hospital rate. 
We were at 27 percent. Right now, are trailing 12 months is eight. It helped us partner with a lot of hospitals and 
we acquired more insurance compatibilities. 

>> That is an amazing drop. Do you have any parting thoughts or suggestions for our listeners? 

>> I think getting the families on board with understanding what your capabilities are, a very long way it goes. 
And your doctors and practitioners, they have to have confidence in you as well, or they will continue to transfer 
them out. So, it all comes back to education.  

>> Okay. Education and confidence.  

>> That is right. 

>> I think that was the common theme today.  

>> Thank you very much for sharing your story. We really appreciate it.  

>> Thank you.  

>> So I think we heard a lot of different suggestions today, and I think we have a lot to take home and try. So how 
do you get started? I think the first thing you need to do is know your data. There are three different ways you can 
find your data as far as we hospitalizations go. We will talk about each of these three things. Each of these three 
ways. Number two is consider some simple changes and number three is utilize the available resources that are 
there. they are free. We have it all ready waiting for you. Let's first talk about knowing your data and one day this 
way about knowing your rehospitalization rate is you can find it to CASPER -- CASPER. You can find it 
following these simple steps and we created a tip sheet that you can find on your website and you can see the web 
address on the bottom of your screen and it is really simple. Your MDS nurse will most certainly know how to 
find us. First you would access your CMS key system to providers and click the CASPER reporting on the left 
side of your screen and then you should use your user id and password to access the CASPER site and click the 
folders on the top of the screen and then click the first item under facility and the name of your facility and the 
inbox and you'll see a PDF file there. that is, it. It's really that simple. Really, if you are trying to write that all 
down, don't bother. We do have that tip sheet available. And if you want us to email it to you. We certainly can. 
Another great way to know your data is to call us. Give us a call or email, or phone call or a chat or a text. It does 
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not matter. Just give us a ring and we can create this personalized report just for your facility, letting you know 
how you compare to state and local averages and it's a great way to see how you have done over time. It is also 
great for setting a benchmark on where you were and where you would like to be. The only issue with this report 
is it is based on past claims data so it does tend to be older and the same is true for the CASPER data -- CASPER 
data. It is older data. But to help you be in the moment more, we really feel like you should track your own data 
and you have heard a lot of us and our speakers talk about interact. They have their own acute care transfer log 
that you can use. If you use this, along with your official claims data, it will give you a really big picture of where 
your facility is at and how you are handling we hospitalizations. If you need help finding this tool, you can give us 
a call or just follow the web address shown at the bottom of the screen.  

>> Second, wanted you to consider some changes and some of our speakers today have had lots of different ideas 
and some of them fall under these ideas that you see before you. This is from our rehospitalization tip sheet and 
this is a brand-new resource that we have created. It's a very simple, one-page document that explains what the 
measure is and how to find the measure and some simple areas to consider and questions to ask yourself going 
forward getting started. In the post admission process that is. This is also in the pre-admission and discharge 
planning process. A lot of you don't realize that even when you discharge somebody home, if it was within the 30 
days and they went from home to the hospital that still comes back on you. So, you need to be aware of what 
happens with your residence after you go home at least for a little bit and again, we would really like you to look 
at the interact program. I think I have a tool for everything. It is something definitely worth looking at. So, what 
are some resources on top of all of this that will help reinforce what it is you are trying to do? Check out our 
website. We have a lot of stuff there and the items we talked about and more. And all kinds of forms and 
educational materials and past webinars, check it out. You'll see the web address listed below's own tools are very 
similar to our tip sheets that you may be using for your composite scores and quality measure composite scores. 
The difference is these are looking at specific issues with heart failure and pneumonia and COPD and UTIs and 
diabetes. They have all kinds of different resources, and you can find these items at the web address shown. 
Interact, again, check them out. The web address is listed on the right-hand side. They have all kinds of stuff and 
if there is something specific you are looking for, give us a call and we will help you find it. 

>> Organizational assessment. This is something that you can find on our website. We singled this out 
specifically because we think it really does a good job of grading where your facility is and where your leadership 
is and where your staff are with working on this and seen where your strengths and weaknesses are and where you 
should start first. This is a great tool, and we highly recommend it. 

>> The national nursing home quality improvement campaign. You may recognize -- it may be more familiar to 
you as advancing excellence. They just gave it a new name. This is a fantastic resource to utilize. Actually, you 
can submit your readmission data to the campaign, and it will give you state and national averages to go low -- 
along with the data you have been submitting. And then you can use that, alongside the other three ways of 
tracking your data as well. It's a great tool to use on top of everything else. They are also loaded with all kinds of 
resources. If you are interested in accessing your account on the national nursing home quality improvement 
campaign, give me a call. A lot of you may have forgotten what your password is. I can personally reset that for 
you. You just have to give me a call. Again, I already talked about the HSA -- HSAG website, but I want to 
reinforce a lot of great tools and a lot of great resources. So, who do you call for assistance, you may be 
wondering? Is it Jim or Rosie or who is that? Really, if you are in one of these shaded counties, feel free to call 
the corresponding representatives that you see listed. They can probably help you pretty quickly with their issues 
or problems. They can probably get your reporter data to you. But if you are not sure who to call or if you are 
outside one of the shaded areas, feel free to call anybody from the nursing home team. We will definitely help you 
personally with your problem or we will definitely direct you to somebody who can help you with your problem.  

>> So before I let you go, I just want to give you a short to do list. I know what you're thinking. I have enough to 
do. But this is simple. What we would like you to do after today's call is just call us. Call us and find out what 
your scores are and get your readmission report because we can get that to you pretty quickly. We run those 
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periodically and we have them saved. It's just a matter of faxing those to you. Decide on a goal, something simple 
and measurable. Just pick something to work towards. If you need help with deciding on a goal, we can help you 
with that. Investigate the resources HSAG has to offer. We have all kinds of stuff and we are excited to get it to 
you. Give it a try. Try something, anything. Just one thing. Don't feel like you have to change the world and 
institute a dozen different programs. Just try one thing. See how it goes. Do we have any questions for me or for 
Rosie or any of our guest speakers today? If you do, on the right-hand side, you will see the chat feature. Feel free 
to type in a question, and we can answer it right here and now.  

>> I don't see any questions. 

>> This is Heather. There was at one question. It states, I found our facility was a younger population that 
noncompliance is hard to deal with. It has in some cases forced to send people back frequently due to not being 
properly treated to begin with. When they get to the hospital, they refuse treatment there as well. Do you have any 
ideas?  

>> Rosie, do you have any ideas? 

>> My first thought was looking at it from a behavioral perspective and truly bringing on that expertise to identify 
what might be the reason why they may not be seeking help or green to help and tried to probe to discover the 
reason. There may be an underlying behavioral health condition or there may be a social issue, and I think that is 
where you may need to rely on if you have social services using your facility or do you have behavioral health, 
rely on that. Or also you can bring somebody in. One of the things that I have learned in the readmission work 
across the state is that many skilled facilities are not equipped to deal with some of the behavioral health issues 
come particularly with the younger population. That is something that we know we really need to move forward 
on. We do have a behavioral health specialist on board. Her name is Paddy. Sometimes we may be able to help 
you in identifying how you can bring that behavioral health expertise into your area. I know that in the nation the 
number one undiagnosed mental health disorder is general anxiety and the next one is depression. There may be 
some underlying reasons why that happens and I think sometimes you need to explore that. I am not saying there 
is not a silver bullet. I know that we like to use the term non-adherence as opposed to noncompliance. If 
somebody is not adhering to a treatment plan, really like to take a look at putting together a behavioral contract if 
that is possible. I know that the Veterans Administration has a patient counsel and actually the primary care 
physician and the whole healthcare team with the behavioral health specialist to have a crucial conversation of 
help me out here. What matters to you, not what is the matter but what matters to you that we can sit down and 
work something out. And then put that in an action plan and a behavioral contract. That is all -- that is my idea off 
of the top. 

>> The other thing I might add because when I was a nursing home administrator, I could think of the few 
residents that I had trouble with. How we dealt with it is sometimes if the family was involved, we would get the 
family involved in some form or fashion, and a lot of times that will alleviate some of that disruption. I guess 
forever asked the question, I guess I would see if you can get the family's help or a friend of the resident to help 
things go smoother. That would be my suggestion on top of everything Rosie talked about. Do we have any other 
questions? 

>> There is another question. What about residents that are direct admitted from a specialty doctor appointment? 

>> Rosie?  

>> I did not understand the question. 

>> I guess I did not either. 

>> Is it counted as a readmission? Is that the question?  

>> I will ask the person asking the question to clarify.  
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>> Okay. 

>> I would venture to say that is not counted as a readmission. The ones that you discharged to home or came 
back from your skilled facilities.  

>> They were asking if it does count.  

>> No.  

>> Okay. Any other questions? 

>> This is Rosie. Does anybody out there have experience with a resident that is refusing treatment and then you 
see them bounce back and forth? Any successful strategies that you have used? You know, I did not even think 
about what Jim was saying about the family, that you may have some real key support they’re with family or 
friends. I just wondered if somebody out there may want to add. 

>> Even staff. Some residents just respond better to certain staff members as well. It's identifying those staff 
members. That is important.  

>> Dean or Janet or Deanna, have you run into this much? If you have, how do you deal with it?  

>> Maybe they dropped off.  

>> Janet responded. Yes, by looking at medications for interactions. Okay. Any other suggestions? All right. Any 
other questions before we –  

>> They also might look at pain management as an issue.  

>> It may not be dissipating or noncompliant because of pain that they don't want to say they are in pain.  

>> You are right. 

>> Especially if they have dementia. They can communicate what is really wrong with them.  

>> When I am in pain, I don't like to play nice. I can see that. Definitely.  

>> Okay. Any other questions for our speakers? No more questions at this time.  

>> Okay. Well, I appreciate everyone calling in today and taking time out of your busy afternoon. I would like to 
also think Rosie McGinnis from the care coordination team, talking about the project. I definitely want to thank 
our guest speakers today, Janet and Dean Indiana. Thank you again for calling in and sharing your stories with us. 
We definitely appreciate it. After today's program, you will get an email, and I am reminding you, to complete an 
evaluation. We would really like you to complete that evaluation. It does help us with future programs and 
resources and educational materials, because we don't want to create things you don't care about or don't want to 
hear. So, we want to keep your interest. If there are not any more questions, I will let everyone go. Thank you so 
much for calling in. I hope I get to hear from you soon. Thank you, everyone. Have a great afternoon.  

>> Thank you. 

>> [Event concluded] 
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