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Impact of Readmissions

e |7.6% all Medicare admissions are
30 day re-hospitalizations

 Approximately $12 billion in 2007
» 75% potentially preventable

"Hospitals with high rates of readmission will be
paid less if patients are readmitted to the
hospital within the same 30-day period saving
$26 billion over 10 years"

Obama Administration Budget Document



Principles of Effective
Hospital Discharge

|) Initiation of discharge process upon
hospital admission

2) Patient education throughout
hospitalization


Presenter
Presentation Notes
#1 Waiting until d/c decision to begin process increases the risk for errors - Like cramming for an exam on the day of the test.   
start within 24 hours of the patient’s admission to the hospital and continues daily until discharge

2Important to meet with the patient every day to reinforce previous teaching, update them on new information and answer any questions that may have arisen. 
3



Principles of Effective
Hospital Discharge

3) Updated, complete pt.
discharge summary prior to
hospital discharge

4) Comprehensive written
discharge plan completed/
provided to pt. prior to discharge


Presenter
Presentation Notes
#5  Make appointments with input from the patient regarding the best time and date of the appointment. �-Coordinate appointments with physicians, testing, and other services. �-Discuss reason for and importance of physician appointments. �-Confirm that the patient knows where to go, has a plan about how to get to the appointment; review transportation options and other barriers to keeping these appointments.�
(1) “explicit delineation of roles and responsibilities in the discharge process”

If its not one person responsibility then its no ones responsibility
Be sure patient understands the importance of such services. 
Make appointments that the patient can keep. 
Discuss the details about how to receive each service.


Principles of Effective
Hospital Discharge

5) Patient access to their
discharge information in their
language and at their literacy level


Presenter
Presentation Notes
Engage patient to become an active participant in their health management

May require removal of language and literacy barriers by utilizing professional interpreters. 
May require contacting family members who will share in the care-giving responsibilities. 

Review and check for pt. understanding of health issues etc. occurring throughout hospital stay 

(11) "Before discharge, present a clear explanation that the patient understands that addresses postdischarge medications, how to take them and how and where prescription can be filled.  This information must also be communicated to the accepting physician.”

Discuss personalized discharge plan with pt. using teach back method

Include caregivers when appropriate
Utilize professional interpreters as needed



Principles of Effective
Hospital Discharge

6) Timely accurate information
flow among

PCP/healthcare entity = Hospital team
Between Hospital team members

Hospital team  PCP/healthcare entity


Presenter
Presentation Notes
Talk to the medical team soon after admission about follow up discharge needs

Make discharge a priority; finish discharge plan early to allow for adequate teaching 

Communicate with medical team each day about the discharge plan
Recommend actions that should be taken for each patient under a given diagnosis

Reconcile the patient’s home medication list upon admission to the hospital
Review each medication; make sure that the patient knows why they take it
Discuss new medications each day with medical team and with patient

Expedite transmission of the discharge summary to the PCP/healthcare entity within 24 hours after discharge
After Hospital Care Plan includes:
	1) Principal discharge diagnosis
	2) Discharge medication instructions
	3) Follow-up appointments with contact information
	4) Pending test results 
	5) Tests that require follow-up



Principles of Effective
Hospital Discharge

/) Reinforcement of discharge
plan for at risk patients after
discharge

8) Awvailability of case
management staff outside of
limited daytime hours


Presenter
Presentation Notes
The time from discharge to the first appointment with the accepting physician represents a period of high risk. Instruct on a specific plan of how to contact the PCP (or coverage) by providing contact numbers for evenings and weekends. 
Instruct on what constitutes an emergency and what to do in cases of emergency.

Patient knows to discuss tests/studies completed with PCP at follow-up appointment and where to find it 
Communicate with case manager and social worker about post-discharge services that they schedule
  Provide patient with contact information for these services (phone number, name of company, etc.)

Provide telephone reinforcement of the discharge plan after discharge
Call patient within 72 hours after discharge
Assess patient status
Review medication plan
Review follow-up appointments
Take appropriate actions to resolve problems



Barriers to Implementation:
Medical Team Related

* Busy medical team; discharge receives low priority
in the work schedule of inpatient clinicians

* Discharge is relegated to least experienced team
member

e Delayed test / consultations results in unfinished
plan and final medication list

* Discharge medication reconciliation is usually
started on the day of discharge



Barriers to Implementation

e Lack of resources and financial incentives
to sustain discharge programs

» Discharge papers are standardized and not
personalized

» Change is difficult

e Financial pressure to fill beds as soon as
they are empty



Barriers to Implementation

Patient
Patient Related

 Patient with no PCP
 Limited or no Insurance coverage
e |nability to pay for medication co-pays

» Long wait times calling health centers

 Late discharge; less effective teaching to patients
who are anxious to leave



Conclusions

» Hospital Discharge is low hanging fruit
for improvement

e Effective Discharge:

> Can be delivered using software or hardcopy
o Can decreased hospital use

30% overall reduction

Saves $412 per patient

e Eliminate barriers

-- Coordination and change are challenging
-- Providers must collaborate and work together


Presenter
Presentation Notes
STate Action on Avoidable Rehospitalizations (STAAR) Initiative

The Commonwealth Fund-supported initiative to reduce avoidable 30-day rehospitalizations, taking states as unit of
intervention.
Institute for Healthcare Improvement providing technical assistance and facilitating a learning system
Key Changes to Achieve an Ideal Transition
from Hospital to Home:
1. Perform an Enhanced Assessment of Post-
Hospital Needs
2. Provide Effective Teaching and Facilitate Learning
3. Provide Real-time Patient and Family-Centered
Handover Communications
4. Ensure Post-Hospital Care Follow-Up
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