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A Problem: The Revolving Door

� In Maine, ~1 in 6 Medicare patients rehospitalized
within 30 days of discharge

� Unplanned readmissions estimated to cost 
Medicare (us!) approximately $17.4B annually 

� “Every patient’s story about…hospital 
readmission…is hard to characterize. Yet there are 
common traits across the stories.”

� Break-downs in communication

� Gaps in care

� Lack of patient understanding of conditions, meds



Problem: Missing Links to Primary Care
Solution = Collaboration!

“Readmission rates stubborn, even among best 

hospitals” - per recent study…

� Only 36.6% of hospitals had process in place to ensure that 

primary care physician was notified within 48 hours of their 

discharge (vs. to 38% in 2012)

� Only 23.8% of hospitals reported having process in place to send 

d/c summary directly to primary care practice “all” of time

� “Collaboration between hospitals and caregivers in local 

community is critically important… people don't have support 

outside the hospital”

E. H. Bradley, H. Sipsma, L. I. Horwitz et al., "Contemporary Data About Hospital Strategies to Reduce 
Unplanned Readmissions: What Has Changed?" JAMA Internal Medicine, Oct. 21, 2013



Why Now? Time for Action!

� BUT…

� “Our hospital is already doing this…”

� “Readmission rates in our [state/community] are 

already lower than others

� “We’ve been trying…”

� NOW is time to ramp up efforts!

� Quality issue – patient/family impact

� Opportunity to rapidly impact costs/decrease waste

� CMS Value Based Purchasing – hospital incentives & 

penalties  - coming soon to SNFs?



Exploring Solutions: 
The Primary Care Roadmap for Change

� Summarizes key roles 

for primary care 

practices to                  

promote effective care                

transitions

� Developed by ME 

PCMH Pilot from review 

of best practices,                      

expert opinion, 

consensus    



Primary Care Roadmap: 7 Key Changes

1. Reduce readmissions by preventing avoidable 

admissions, with focus on high-risk conditions

2. Develop systems for timely, two-way 

communication re: patients admitted/ 

discharged from hospital, SNF/Rehab 

3. Conduct telephonic outreach within 24-48 

hrs of discharge, including medication 

reconciliation



Primary Care Roadmap: 7 Key Changes

4. Provide patient-centered, timely access to 

follow-up care (i.e. office visit within 3-7 days)

5. Connect with community resources to optimize 

patient & family/caregiver supports

6. Facilitate patient and family-centered 

discussions regarding end of life care

7.Build personal relationships across your medical 

neighborhood! 



Let’s Get Started!



Bridging the Medical Neighborhood: 
Community Discussions!

� Regional Forums bring together colleagues from 
medical neighborhood to make & strengthen local 
relationships – e.g.

� Hospital staff, care managers

� AAAs

� SNFs/Rehabs

� Home care

� Introduce PCMH “Roadmap for Change”

� Encourage PCMH practices to build connections, 
identify new change ideas for improving care 
transitions in local community



Regional Forum Agenda

� Reactor Panel

� What’s working in our medical neighborhood

� Opportunities for further improvements

� Additional roles for primary care?

� World Café - Roundtable Discussions

� Build relationships

� Explore current challenges, opp’s for improvement

� Craft action plan together





The Strength of Relationships 

Primary Care in isolation     vs.     Connected medical 

neighborhoods!

Consider the important relationships you want to 

strengthen in your medical neighborhood – make a new 

connection tonight!
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Contact Info / Questions

� Maine Quality Counts

� www.mainequalitycounts.org

� Maine PCMH Pilot

� (See “Major Programs” � “PCMH Pilot”)

• Lisa Letourneau MD, MPH: LLetourneau@mainequalitycounts.org

• Rhonda Selvin NP:  rselvin@mainequalitycounts.org

• PCMH Project Management Lead: Lisa Tuttle    
ltuttle@mainequalitycounts.org
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