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Health Care ReformÕs 
   BOOST to  
  Reducing 
   Readmissions 

Why the Focus on  
Care Transitions? 

n! Significant number of readmissions 
n!1 out of 5 Medicare patients, many preventable 

readmissions 

n! Significant harm:  
n!1 out of 5 of patients have an Adverse Event 

after discharge 
 

n! Regulatory Pressures 
n!PPACA contains penalties for hospitals with 

“excess” readmissions 
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Objectives 

n! Describe how we got here  

n! Demonstrate variability in rates of 
rehospitalization  

n! Outline key healthcare reform 
legislation components 

n! Review options to BOOST the 
hospital discharge transition 

Health Care Costs 
 Rising Faster than CPI 
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BIG piece of the $3.5 Trillion 
Government Pie - 2010 

NationÕs Health Care Dollar 2010 

n! CMS - 48 cents of every dollar received by hospitals 
n! 28 cents of every dollar spent on physicians services 



!"#$"$$%

'%



!"#$"$$%

!%

June 2007 MedPAC Report 

n! Medicare pays for ALL admissions regardless 
n! Initial stay or readmission for same condition 

n! 17.6% of admissions result in  
re-admissions within 30 days (6% in 7 days) 

n! = $15 billion in spending 

n! Future 
n! Public Disclosure of readmission rates 
n! Lower case payments for readmissions 

HospitalCompare.hhs.gov  

www.hospitalcompare.hhs.gov 
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•!1 in 5 Medicare patients rehospitalized in 30 days 
•!Half never saw outpatient doc 

•!70% of surgical readmissionsÐchronic medical 
conditions 

•!Costs $17.4 billion 

Jencks S, Williams MV, Coleman EA.  N Engl  J Med 2009;360:1418-1428 

Rates of Rehospitalization  within 30 Days 
after Hospital Discharge 



!"#$"$$%

)%

Health Affairs 2010; 29:57-64 

n! Observational study of 6,955,461 Medicare FFS 
hospitalizations for HF; 1993 and 2006, with 30-day f/u . 
n! Mean age = 80 
n! 52% Htn, 38% DM, 37% COPD 

n! LOS 8.8 days down to 6.3 

n! Discharges to SNF increased from 13% to 20% 
n! Discharge to home decreased from 74% to 67% 

n! 30 day readmission increased from 17.2% to 20.1% 
n! Post-discharge mortality increased from 4.3% to 6.4% 

n! In-hospital mortality declined from 8.5% to 4.3% 

n! 30-day mortality declined from 12.8% to 10.7% 

Harlan M. Krumholz , MD, SM research group 
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A Problem for a long time 

n!Rosenthal, J. M. and D. B. Miller 
 "Providers have failed to work for 
continuity." Hospitals 53(10): 79-83.  

n! Continuity of patient care between different 
health care settings has been advocated for 
nearly 20 years, but little has been done to 
affect it. The study described here emphasizes 
the current lack of effort by health care 
providers in hospitals and nursing homes to 
find a workable solution. 

1979 

Eric Coleman, MD, MPH 

n!Director, Care Transitions Program 
University of Colorado Denver 

n!Reducing readmissions Òjumps off the 
page as an area where we could see 
enormous savings in national health 
expenditures.Ó 

n!ÒWeÕre pretty good at identifying whoÕs 
at risk of readmission, but itÕs harder to 
say whoÕs at modifiable risk.Ó 
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Reform Ð ItÕs here! 

n!H.R. 3590, the Patient Protection and 
Affordable Care Act 
n! H.R. 4872 the Health Care and 

Education Reconciliation Act  

n!Paying for quality instead of quantity 

n!Demonstration projects 

Donald Berwick, MD, MPP 
Administrator for CMS 

n!ÒHigh quality health care does not 
necessarily mean the most expensive 
health care.Ó   

n!CMS aims to become a leader in health 
care improvement and reward delivery of 
value  in health care.  



!"#$"$$%

$,%

Quality ver$us Quantity 

ÒAs Congress debates health care, some policy 
experts say no meaningful improvement can be 
made without changing the payment system so 
medical centers have more financial incentive to help 
people stay out of the hospital.Ó 
 

Reducing Readmissions 
 = Reducing Revenue? 

n! Asthma Prevention Program at 
 ChildrenÕs Hospital of Boston 
n!62% reduction in ER visits 
n!82% reduction in hospitalizations 
n!$1300 cost savings per child over 2 years 
n!ROI of 1.46 

n! Savings to society and insurers 

n! Hospital ÒlosesÓ revenue and pays for program 
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¥! Beginning in FY 2011 
¥! Community - Based Care Transitions 

Program  
¤3026 

¥!For Period FY 2011-2014 
¥!AHRQ funding for projects related to QI 

research and technical assistance.  Topics 
identified include reducing readmission s. 

¤3501 
¥!March 2012 
¥!Program for eligible hospitals to improve their 

readmission rates through Patient Safety 
Organizations 

¤399KK  
¥!Beginning in FY 2013 
¥!Hospitals with higher than expected 

readmissions rates will experience decreased 
payments for Medicare discharges 

¤3025 

Affordable Care Act and 
 Reducing Readmissions 

n! Hospital Readmissions Reduction Program 
Financial penalties on hospitals for 
 “excess” readmissions vs. “expected” 

n! All  DRG payment amounts in hospitals with 
excess readmission are reduced by a factor 
determined by the level of Òexcess, 
preventable readmissionsÓ 
n!HF, AMI, Pneumonia; Effective FY2013 
n!Excess = ratio of actual to expected (risk- adj ) 
n!Reduction of up to 1%, 2%, 3% first 3 years  
n!$7.1 billion in savings over 10 years 

 

Section 3025 of ACA 
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Hospital Discharge 
 - currently 

�lRandom events connected to highly 
variable actions with only a remote 
possibility of meeting implied 
expectations.�z 

Roger Resar, MD 
Agent of Tremendous Change 
 and Global Innovation Seeker 
Luther Midelfort – Mayo Health System 
Senior Fellow, IHI 
 

Dangers of Discharge  

•!19% of patients had a post discharge AE 
- 1/3 preventable and 1/3 ameliorable 

Ann Intern Med  2003; 

 Vol. 138 

•!23% of patients had a post discharge AE 
- 28% preventable and 22% ameliorable 

CMAJ 2004;170(3) 
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n! 1095 of 2644 (41%) inpatients discharged with test 
result pending  
n!  - 191 (9.4%) potentially required action  
n!  - Survey of MDs involved: almost 2/3 unaware of results  
n!  - Of these: 37% actionable and 13% urgent 

Dangers of Discharge 

Ann Intern Med  
2005;143(2):121-8 

Dangers of Discharge 

n!¼ of discharged patients require additional 
outpatient work-ups 

n! > 1/3 not completed 

n! Increased time to post-discharge f/u 
associated with lack of work-up completion 

n! Availability of discharge summary increased 
likelihood of work-up being done 

Arch Intern Med. 2007;167:1305-1311 
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Medication Reconciliation 

n! 21 minute Pharmacist interviews – 36% order errors 
n! ½ required increased monitoring or intervention 
n! 10% harmful 

n! 49% omission error, 30% wrong dose; 11% frequency 

n! Elderly and larger # of meds increased risk 

n! Medication List protective to avoid errors 

JGIM 2010 

Hospitalist to PCP 

n! Info transfer and communication deficits 
at hospital discharge are common  
n!Direct communication 3-20% 
n!Discharge summary availability at 1st post-

discharge appt 12-34%; 51-77% at 4 weeks 
n!Discharge summaries often lack info 

n!Dx test results (33-63%), hospital course (7-22%), 
discharge meds (2-40%), pending test results (65%) 

n!Follow-up plans (2-43%), Counseling (90-92%) 
Kripalani S, LeFevre F, Phillips CO, Williams MV, Basaviah P, Baker DW  
JAMA 2007;297:831-41. 
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Discharge Summary 

J Gen Intern Med 2009;24:1002-6 

�lDischarge summaries are grossly inadequate 
 at documenting both tests with pending results 
 and appropriate f/u providers.�z 

l!Accountability 
l!Responsibility 
l!Coordination of 

Care 
l!Family Involvement 
l!Communication 
l!Timeliness 
l!National standards 

and metrics 

Principles 
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Post discharge   
 - follow-up by RN or MD 

l!Naylor et al: RN visit post d/c for  
geriatric medical patients  
*decreased rehospitalizations* 
Ø!10% vs. 23% (p =  0.04) @ 6 wks 
Ø!N/S by 12 weeks 

l!Anderson et al: MD visit post d/c for 
stroke decreased rehospitalizations 
Ø!26% vs. 44% @ 6 months 

Ann Intern Med 1994;120(12):999-1006. 

Stroke 2000;31:1038-48. 

Who would pay for this? 

l!Randomized 363 patients age > 65 
l!“Comprehensive discharge planning” and home 

follow-up with APNs 
l!~70% completion rate 
l!Readmissions at 24 weeks 20% vs 37% 

Ø! Reduced multiple readmissions 6.2% vs 14.5% 
Ø! Prolonged time to first readmission 
Ø! Medicare reimbursements cut in half  
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l!Elderly patients transitioning to SNF/home 
l!Randomized: Intervention group paired with  

“Transition Coach” vs. standard care 
l!Empowerment and education: 4 pillars 

Ø! Facilitate self management/adherence 
Ø! Maintain a personal health record 
Ø! Timely follow-up 
Ø! Knowledge and management of complications 

l!Education during hospitalization  
Ø! including meds and med reconciliation 

l!Phone calls and personal visits by TC post discharge 
l!N=750 

Arch Intern Med 2006;166:1822-1828 

Results 
Rehospitalization  Interv  Cont     P(adj)   OR (95%CI) 
   Within 30d     8.3  11.9    0.048    0.59 (0.35-1.00)   
   Within 90d*   16.7   22.5      0.04      0.64 (0.42-0.99) 
   Within 180d*   25.6   30.7      0.28      0.80 (0.54-1.19) 
 
 

Costs($)   Interv  Cont    Unadj    Log Transformed  
   At 30d    784   918     0.048     0.06 
   At 90d   1519  2016     0.02       0.02 
   At 180d   2058  2546     0.04       0.049 

Arch Intern Med 2006;166:1822-1828 

*Also significantly improved for 
ÒRehospitalization for same diagnosis as index admission.Ó  
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Pharmacists Work! 

l!Swedish ward-based pharmacists 
l! 16% reduction in hospital visits 
l! 47% reduction in ER visits 
l! Drug-related readmissions reduced 80% 
l! Intervention group cost < control 

Arch Intern Med. 2009;169(9):894-900 
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Project RED  
l!RCT of 749 hospitalized adults 
l!Intervention 

Ø!Nurse Discharge Advocate 
l!F/U appt, Medication Reconciliation 
l!Patient education  

Ø!Individualized instruction booklet 
Ø!Pharmacist call 2-4 days post-discharge 

l!Review medications 

l!Limitations 
Ø!Urban, academic, safety net hospital 

Project RED Outcomes  

Intervention 
(n = 370) 

Control 
(n = 368) 

ER Visits* 16.5% 24.5% 
Rehospitalization** 15% 21% 
PCP f/u in 30 days* 62% 44% 
Prepared for Discharge* 65% 55% 

*p < 0.05 
 
**p = 0.09 

Mean age = 50 
Mean LOS = 2.6 to 2.8 days 
Exclusions:  Admitted from SNF 

   Discharged to SNF 
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Low-cost Intervention 

l!�luser-friendly�z Patient Discharge Form 
l!Telephone outreach from a nurse post-

discharge 
l!Improved outpatient follow-up 
l!Reduced ER visits and rehospitalizations 

from historical controls 

JGIM 2008 

1.! Med Rec by PharmD 
2.! RN Care Coordinator D/C Planning 
3.! Phone Follow-up 
4.! PHR, Supplemental Discharge Form 
l! Reduced ER visits, Reduced Readmission 
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Project BOOST   
Improving Hospital Care Transitions  

 
Mark V. Williams, MD, FACP, FHM  
Professor & Chief, Division of Hospital Medicine 

Northwestern University Feinberg School of Medicine 
Principal Investigator, Project BOOST 

 
Tina Budnitz , MPH 

Project Director, Project BOOST  

June 1, 2011 
 

www.hospitalmedicine.org/BOOST 

Project BOOST 

California HealthCare Foundation 
The John A. Hartford Foundation 

www.hospitalmedicine.org/BOOSTCA 
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Advisory Board 

•! Social work 
•! Case management 
•! Clinical pharmacy 
•! Geriatric medicine 
•! Geriatric nursing 
•! Health IT 
•! Blue Cross/Blue Shield 
•! United Health 

•! Health systems 
•! NQF 
•! AHRQ 
•! TJC 
•! CMS 
•! National Consumer’s 

League 
•! Other content experts 

Chair: Eric Coleman, MD, MPH 
Co-Chair & PI: Mark Williams, MD 
with organizational representatives from: 

www.hospitalmedicine.org/BOOST 
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Key Components 

•! BOOST Tools & Intervention  
•! Available for free at: www.hospitalmedicine.org/BOOST 
•! Project Management tools 
•! Clinical Tools:  

–! Comprehensive risk assessment on admission– 8Ps 
–! Risk specific interventions during stay & at discharge 
–! Patient centered discharge process 

–! Teachback,  
–! F/U appt scheduled prior to discharge 

–! Standardized PCP communication 
–! 72 hour follow-up call for high risk patients 

 
•! Mentored Implementation  

–! Longitudinal coaching throughout planning and implementation 
–! Ongoing educational opportunities 
–! BOOST Community/Collaborative 

TARGET Assessment Tool - The 8Ps 
Tool for Addressing Risk: a Geriatric 

Evaluation for Transitions  

TARGET Assessment Tool - The 8Ps 
Tool for Addressing Risk: a Geriatric Evaluation for Transitions  

•! Prior hospitalization 
•! Problem medications 
•! Psychological 
•! Principal diagnosis 
•! Polypharmacy 
•! Poor health literacy 
•! Patient support 
•! Palliative care 

 
–!Risk Specific Checklist 
–!GAP: General Assessment of Preparedness 
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The General Assessment of 
Preparedness: The GAP 

•! Caregivers and 
social support 
circle for patient 

•! Functional status 
evaluation 
completed 

•! Cognitive status 
assessed 

•! Abuse/neglect  
•! Substance abuse 
•! Advanced care 

planning 
addressed and 
documented 

•! Functional status  
•! Cognitive status  
•! Access to  meds 
•! Responsible party 

for ensuring med 
adherence prepared  

•! Home preparation 
for patient’s arrival 

•! Financial resources 
for care needs 

•! Transportation 
home 

•! Access (e.g. keys) 
to home 

l! Understanding of 
dx, treatment, 
prognosis, follow-
up and post-
discharge warning 
S/S (using Teach 
Back) 

l! Transportation to 
initial follow-up 

On Admission 

Nearing Discharge 

At Discharge 
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DPET 

•! Discharge Patient Education Tool 
•! DIAGNOSIS 

–! I had to stay in the hospital because: ________ 
–!The medical word for this condition is: _______ 
–! I also have these medical conditions:________ 

TREATMENT 
 
While I was in the hospital I was treated with: 

 
The purpose of this treatment was: 
 
 

 

TESTS 
 
While I was in the hospital I had these 
tests: 

 
which showed: 

 
 
 

FOLLOW-UP APPOINTMENTS  

______After leaving the hospital, I will follow up with my doctors.  

(initials) 

Primary Care Doctor:  ________________________     Phone Number: 
______________________ 

DATE: ______________, ___ ___, 200__  TIME: ____:____    __m 
 
 

Specialist Doctor:  ________________________         Phone Number: ______________________ 

DATE: ______________, ___ ___, 200__  TIME: ____:____    __m 
 
 
 

FOLLOW-UP TESTS  

______After leaving the hospital, I will show up for my tests.  

(initials) 
 
TESTS 

LOCATION  DATE TIME  

___________, ___ ___, 200__ ____:____  __m 

Call your Primary Care Doctor for the following:  
 
Warning signs 
1) 4) 

LIFE STYLE CHANGES  

______After leaving the hospital, I will make these changes in my activity and diet.  

(initials) 

Activity:________________________________________, because ________________________________  

Diet:  __________________________________________, because ________________________________  
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Schillinger D et al. Closing the loop: physician 
communication... Arch Intern Med. 2003;163:83-90. 

Teach 
Back 

P
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g Analyze 
processes 
 

Institutional 
Support 
 

Assemble 
Team 
 

Baseline 
Data 

2 
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g Intervention 

Toolkit 
 

Teach-back 
Training 
 

 

Peer-learning 
 

Project 
Planning 
 
Mentor 
reviewed 
action plan 

Im
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n Redesign 
care 
processes 
 

Staff 
education 
 

Tailor tools 
 

Develop 
policies, 
procedures, 
order sets 
 

Evaluation 
Plan 

In
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S
ur
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Implement 
intervention 
 
Keep 
stakeholders 
informed 
 
Monitor core 
elements 

Analyze data 
 
Adjust 
intervention 
components 
 
Report to 
stakeholders 
 
Spread gains 

Life-Cycle Project BOOST 

Training & Preparation Individualized Mentoring 

Training       6-9 months                  9-12 months 
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Mentored Implementation 

•! Secret Sauce for Project BOOST 
•! Target hospitalists at sites 

–!QI effector arm 
•! Mentor conference calls 

 with hospital QI team 
–!Email follow-up 

•! Mentor 
–!experienced physician with QI expertise 

Beyond BOOST 

•! Some patients need more attention and 
support beyond the foundation provided 
by Project BOOST 
 

•! Frail elderly patients with 
 multiple medical problems, 
 multiple medications and 
 potentially multiple social issues 
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