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Objectives

• Discuss how discharge planning relates 
to the readmission penalty and 
incentive programs.

• Discuss how disparities impacts 
discharge planning. 

• Share evidence-based best practices 
for post-discharge follow-up.

• Describe tools and strategies facilities 
can implement to strengthen discharge 
processes.
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WQIP Potentially Preventable, 30-Day 
Post-Discharge Readmissions

• Medi-Cal and dually eligible members
• SNF patients who are readmitted to 

the hospital or LTCH within 30 days 
following discharge from a SNF

• Unplanned inpatient admissions
• Principle diagnosis considered to 

be unplanned or preventable:
– UTI, septicemia, C. difficile
– Pneumonia, asthma, COPD, 

influenza, CHF, hypertension
– Pressure ulcers
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WQIP = Workforce & Quality Incentive Program
SNF = skilled nursing facility
LTCH = long-term care hospital 

UTI = urinary tract infection
COPD = chronic obstructive pulmonary disease 
CHF = chronic heart failure



SNF VBP Measures and Readmissions

• The SNF 30-Day, All-Cause Readmission Measure 
(SNFRM) evaluates whether residents are 
readmitted to the hospital within 30 days after 
discharge from a SNF.

• In fiscal year 2024 (Oct. 1, 2023–Sept. 30, 2024), 
data are also being collected for two other SNF 
VBP measures:
– SNF Healthcare-Associated Infections (HAIs) Requiring 

Hospitalization (SNF HAI)
– Discharge to Community (DTC)—Post-Acute Care 

(PAC) Measure for SNFs (DTC PAC SNF)
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Medicare Readmissions by the Numbers

5
CMS. Guide for Reducing Disparities in Readmissions. https://www.cms.gov/about-
cms/agency-information/omh/downloads/omh_readmissions_guide.pdf 

https://www.cms.gov/about-cms/agency-information/omh/downloads/omh_readmissions_guide.pdf
https://www.cms.gov/about-cms/agency-information/omh/downloads/omh_readmissions_guide.pdf


Understanding the Root Causes of Readmissions

• 30-day readmission rates driven by:
– Substandard quality of hospital

care.
– Poor discharge planning.
– Ineffective coordination of post-

discharge services.
• Multifaceted intervention bundles

that decrease readmission rates:
– Pre-discharge patient education.
– Implementation of a discharge

checklist.
– Medication reconciliation.
– post-discharge follow-up.
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CMS. Guide for Reducing Disparities in Readmissions. https://www.cms.gov/about-
cms/agency-information/omh/downloads/omh_readmissions_guide.pdf 

https://www.cms.gov/about-cms/agency-information/omh/downloads/omh_readmissions_guide.pdf
https://www.cms.gov/about-cms/agency-information/omh/downloads/omh_readmissions_guide.pdf


Medicare Beneficiaries: Readmissions Disparity

Social and Structural 
Risk Factors

• Racial and/or ethnic
minorities

• Individuals with
disabilities

• Residing in rural
and underserved
communities

READMISSION RATES

Non-Hispanic White 13.8%
Non-Hispanic Black 19.4%
Hispanic 16.8%
American Indian/Alaskan Native 15.9%
Asian 14.3%
Dual Eligible 19.4%
Potentially Disabling 
Condition(s) 18.3%

Substance Use Disorder (SUD) 23.3%
Post-Acute Care Setting 32.1%
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CMS. Impact of Hospital Readmissions Reduction Initiatives on Vulnerable Populations. 
https://www.cms.gov/files/document/impact-readmissions-reduction-initiatives-report.pdf

https://www.cms.gov/files/document/impact-readmissions-reduction-initiatives-report.pdf


Post-Discharge Evidence-Based Strategies

• Comprehensive discharge planning
– Use teach-back.
– Ensure follow-up appointments are

scheduled prior to discharge.

• Medication Management
– Ensure ability to pay for/access

medications.

• Resident and Family Engagement
– Use teach-back.
– Apply principles of health literacy

in discharge materials
(reading level, font size, etc.).

– Involve resident and family in care
plan decision-making.
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• Transitional Supportive Care
– Ensure home health and

DME are available.
– Ensure physician follow-up

visits are scheduled.
– Use telehealth services.

• Effective Transitional
Communication
– Complete follow-up phone

calls 48–72 hours post-
discharge.

– Schedule follow-up
appointments within 7 days
post-discharge.

DME = durable medical equipment



Poll Question

Which of these post-discharge strategies do you 
think is most important? 

A. Comprehensive discharge planning

B. Medication management

C. Resident and family engagement

D. Transitional supportive care

E. Effective transitional communication
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Health Literacy by the Numbers
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National Assessment 
of Adult Literacy

• More than 1/3 of adults are in the
“basic” or “below basic” group
– Fail to understand critically

important warnings on the
label of OTC medications

• Adults with “intermediate” literacy
– Find it difficult to define a

medical term from a complex
document about an unfamiliar
topic

• 24 million Americans are not
proficient in English

OTC = over the counter 
Health Aff (Millwood). 2012 Feb;31(2):434-43. doi: 10.1377/hlthaff.2011.1169. Epub 2012 Jan 18. 
pubmed.ncbi.nlm.nih.gov/22262723/ 

https://pubmed.ncbi.nlm.nih.gov/22262723/


Communication Disconnect: Health Literacy
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Nearly 9 out of 10 adults struggle with health literacy.

People with 
low health 

literacy skills 
are more 
likely to:

• Have poor health outcomes, including 
hospital stays and emergency room visits.

• Make medication errors.
• Have trouble managing chronic diseases.
• Skip preventive services, like flu shots.

CDC. Low Health Literacy. https://www.cdc.gov/orr/infographics/healthliteracy.htm 
Network of the National Library of Medicine. An Introduction to Health Literacy.
https://www.nnlm.gov/guides/intro-health-literacy  

https://www.cdc.gov/orr/infographics/healthliteracy.htm
https://www.nnlm.gov/guides/intro-health-literacy


What Is Teach-Back? 

• Health literacy is the cognitive and social 
skill set which determines the motivation 
and ability of individuals to gain access to, 
understand, and use information in ways 
that promote and maintain good health.

• Teach-back is a way to confirm that you 
have explained to the patient what he or 
she needs to know in a manner that the 
patient understands.

• Motivational interviewing is a scientific, 
patient-centered approach for fostering 
motivation and assisting patients to 
resolve ambivalence about change. 

12 HSAG. Care Coordination Quickinar #20 Recording. Teach-Back: A Strategy to Improve Care Coordination. 
https://hsagonline.webex.com/hsagonline/lsr.php?RCID=bb1fea6ea99c1ac5281c59c43be631aa

https://hsagonline.webex.com/hsagonline/lsr.php?RCID=bb1fea6ea99c1ac5281c59c43be631aa


Why Teach-Back?
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First, you need 
to blah, blah-

blah…and then 
blah blah blah, 

blah-blah.

I have no idea what 
she means. I’m 

embarrassed to ask. 
I hope my spouse is 

getting this.

I wonder what she’s 
saying? I’ll never 

remember everything. 
I hope my spouse is 

getting this.

See also: American Medical Association. AMA Health Literacy Video. www.youtube.com/watch?v=BgTuD7l7LG8 

https://www.youtube.com/watch?v=BgTuD7l7LG8


Why Teach-Back? (cont.)

• Numerous studies have 
shown that patients 
remember as little as 50% 
of what they are told by 
their doctors.1

• Common causes for readmission:
– Lack of patient/family involvement and accountability 

in their own healthcare.
– Patients/families do not fully understand how to care 

for themselves when they go home.
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1. A. Boutwell and S. Hwu, Effective Interventions to Reduce Rehospitalizations: A Survey of the Published Evidence (Cambridge, 
Mass.: Institute for Healthcare Improvement, 2009), p. 14. And, S, Silow-Carroll, J. Edwards, and A. Lashbrook, Reducing Hospital 
Readmissions: Lessons from Top-Performing Hospitals (Commonwealth Fund Synthesis Report, April 2011) p. 8-9. 



People Remember…

20% of 
what they hear

10% 
of what 

they read
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30% of what they see

50% of what they hear and see

70% of what they say or write

90% of what they do 

Sources: Dale, Edgar. Cone of Experience. 1946. Treichler, DG. Film and Audio-Visual Communications. 1967. Glaser, R. (1983, June). Education and 
Thinking: The Role of Knowledge. Technical Report No. PDS-6. Pittsburgh, PA: University of Pittsburgh, Learning and Development Center. 

Thalheimer, Will. People Remember 10%, 20%...Oh Really? Work-Learning Research. May 1, 2016. Available at: 
www.willatworklearning.com/2006/05/people_remember.html. Accessed on August 21, 2018

https://www.willatworklearning.com/2006/05/people_remember.html
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HSAG 
Teach-Back 
Resources

www.hsag.com/nh-cc-toolkit 

http://www.hsag.com/nh-cc-toolkit


Teach-Back Starter Sentences 

Use the pocket card until you feel 
more comfortable and teach-back

becomes second nature.
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HSAG. Teach-Back Starter Sentences. 
https://www.hsag.com/contentassets/a336b3632a0245c49c5c6b492cb9428a/5.2 
_teach-back-starter-sentences-qio.pdf 

https://www.hsag.com/contentassets/a336b3632a0245c49c5c6b492cb9428a/5.2_teach-back-starter-sentences-qio.pdf
https://www.hsag.com/contentassets/a336b3632a0245c49c5c6b492cb9428a/5.2_teach-back-starter-sentences-qio.pdf


AHRQ Teach-Back Web-Based Training
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Agency for Healthcare Research and Quality (AHRQ).Online Teach-Back Training. 
https://www.ahrq.gov/downloads/teachback/story_html5.html 

https://www.ahrq.gov/downloads/teachback/story_html5.html


AHRQ Follow-Up Phone Call Script
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AHRQ. Project RED Toolkit: How To Conduct a Post-Discharge Follow-up Phone Call. 
https://www.ahrq.gov/patient-safety/settings/hospital/red/toolkit/redtool5.html 

https://www.ahrq.gov/patient-safety/settings/hospital/red/toolkit/redtool5.html


HSAG Patient Education Zone Tools

20 www.hsag.com/zone-tools  

http://www.hsag.com/zone-tools


HSAG Zone Tools

21 www.hsag.com/zone-tools 

http://www.hsag.com/zone-tools


HSAG Sepsis Discharge Education Tool

22 www.hsag.com/nh/infection-prevention/#Sepsis 

http://www.hsag.com/nh/infection-prevention/#Sepsis


Quality Improvement Innovation Portal (QIIP): 
Assessments and Data Dashboard

www.hsag.com/qiip-start 23

http://www.hsag.com/qiip-start


QIIP Readmission and Demographic Data
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QIIP Discharge Distribution Readmission Data
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HSAG Care Coordination Website and Toolkit

26 www.hsag.com/cc-resources 

http://www.hsag.com/cc-resources


Thank You!

As we close this quickinar series, we thank you for 
attending and for all you do to care for your residents! 
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Questions?
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Thank you!

Lindsay Holland
818.813.2665

lholland@hsag.com



Disclaimer

This material was prepared by Health Services Advisory Group (HSAG), a Quality Innovation 
Network-Quality Improvement Organization (QIN-QIO) under contract with the Centers for Medicare 
& Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). 
Views expressed in this material do not necessarily reflect the official views or policy of CMS or HHS, 

and any reference to a specific product or entity herein does not constitute endorsement of that 
product or entity by CMS or HHS. Publication No. QN-12SOW-XC-05022024-01
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