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Ongoing Opportunities for 
Shared Learning in a New 
Environment



What we’ve learned about Readmissions

Readmission rates and spending are significant
~18% of patients readmitted within 30 days of discharge = $15B in 2005

Reducing readmission rates is both important and feasible
Wide variation:  ~12% to ~22% by city in 2005
Medicare estimated savings > $100B over 10 years if high-cost areas brought to national 
average 

Many readmissions are preventable
75% of all 30-day Medicare readmissions were potentially preventable, with potential 
savings of $12B to Medicare, according to Medicare Payment Advisory Commission

CMS is targeting readmissions for three diagnoses:
Congestive heart failure (CHF), Pneumonia, and Acute Myocardial Infarction (AMI):   

• In the top 10 diagnoses for Medicare hospital discharges (CHF #1, Pne. #2, AMI #8)
• These 3 makeup ~13% of total Medicare hospitalizations in 2006 
• 2008 CMS began collecting information on these readmissions
• 2009 CMS began reporting back readmission data to selected hospitals
• 2010 CMS plans to expand readmission data collection and reporting
• CMS is tasked with accomplishing the $$$ billion in savings earmarked in the 

Healthcare legislation  



Anatomy of a Readmission
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Issues surrounding readmissions Research
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Most Common Problem Areas
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Transportation services

Understanding medication instructions

Medication reconciliation

Understanding the discharge plan

Management of new treatment or diagnosis

Coordinating care among providers

Follow-up needed with home health care

Obtaining community services

Management of post-discharge medical care

Caregiver burden or stress

Coping with change
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Example Page

The tool includes an Example page that allows a user to see a properly 
filled out Evaluation page. The inputs will vary by organization, but the 
example page shows correct input logic. Yes & No 

filled out 
for all 

metrics

Manual/Elec/ 
Both filled out 

for “Yes” 
metrics only

Degree of 
difficulty filled 
out for “No” 
metrics only



Principles of the RED:
 Creating the Toolkit
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Connecting the Dots?
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The Transitions of Care Matrix

The Transitions of Care Matrix map connects challenges to metrics to innovations 
to technologies



Once you’ve decided to act –

 
act with a plan
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Integrated System use of Telemedicine to 
reduce readmissions 

Challenge Success Factor Innovation Technology

Veteran’s 
Administration:

• Aging veterans
• Lifetime  care 

commitment
• Chronic disease 

burden increasing
• Shrinking resources

Plans to increase use 
of RDM by 66% in 3 
years 
Goal of up to 60% of 
chronic illness will be 
managed by RDM

(Small group outcomes)
15%-70% ED visits
13%-68% admits
13%-71% LOS

Use telecommunications 
and remote disease 
monitoring (RDM) to 
manage chronic illness 
at home

Use remote disease 
home monitoring 
equipment to manage 
30 chronic conditions

HealthBuddy by 
HealthHero

Remote Chronic Disease 
Management System

Business
Challenges, 
Opportunities

Critical
Success 
Factors

Innovation Technology

Source: http://www.liebertonline.com/doi/pdfplus/10.1089/tmj.2008.0021

http://www.liebertonline.com/doi/pdfplus/10.1089/tmj.2008.0021
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The Early Adopter Experience: Veterans Health 
Administration

The cost of the program is $1,600 per 
patient per annum. This compares 
with direct cost of VHA’s home-based 
primary care services of $13,121 per 
patient per annum, and market 
nursing home care rates that average 
$77,745 per patient per annum.
Since VHA implemented CCHT, a total 
of 43,430 patients have been enrolled 
in the program. CCHT patients 
increased from 2,000 to 31,570 from 
2003 to 2007. VHA plans to increase 
its NIC services 100% above 2007 
levels to provide care for 110,000 
patients by 2011, or 50% of its 
projected NIC needs. 
VHA attributes the rapidity and 
robustness of its CCHT 
implementation to the “systems 
approach” taken to integrate the 
elements of the program. Wherever 
possible, CCHT incorporated existing 
business processes to reduce the 
program’s overhead costs and 
increase efficiency. 

Age Distribution of all CCHT Patients



Next Steps

Determine issues with your readmissions
Map issues to potential solutions 
(which tools help you do this)

Try solutions 
(consider your organizational innovation 

acceptance scale)
(which tools and technologies help you do this)

PDSA cycle your efforts
Become a learning and sharing 
organization
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What you are going to get from this Afternoon
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This afternoon you going to be hearing about:
Medicare readmission challenges
CMS and HHS priorities
Determining what works best
Policy frameworks for understanding readmissions
Health information technology connecting health team

And tomorrow you will be hearing about:
Transforming chronic care
Aligning hospital and physician incentives
Project RED, Kaiser Permanente, STAAR, Medical Home
Health plan approaches
Legal issues
Models of care experiments



Thank You

Barbara S. Harvath

Harvath Health Associates

1852 East 2700 South

Salt Lake City, UT 84106

Mobile: 415.730.3753

Message/Fax: 888.415.6987

Barbaraharvath@yahoo.com
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