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JANUARY 2016  ENHANCING QUALITY OF CARE THROUGH CARE COORDINATION
Trajectories is a bimonthly publication highlighting Missouri hospital
initiatives to improve the health of
their communities, as well as the
experience and effectiveness of the
care provided to their patients.

Delivery of high quality,
coordinated care will be the
health care system’s new
normal. Payment for care is
increasingly aligning with the
quality of care delivered —
whether within the hospital
walls or post-discharge.
Hospitals not prepared to
address this paradigm shift
with appropriate strategies,
delivered at the proper time
and with adequate resources,
will fall further behind. Chris
Trimble, faculty member of
Dartmouth’s Tuck School of
Business in Hanover, N.H.,
compares the shift from feefor-service to tearing down
the Berlin Wall. Health care
systems — which are taking
on significant financial risk
for care coordination — must
deliver care differently to
remain viable.

Amidst the current fog is the vision of
the Triple Aim — better health, better
care and lower costs.i,ii The challenges
associated with the shift from volume
to value to achieve the Triple Aim are
real.
■■ Strategy — there is no complete
playbook, especially for rural
communities and small health care
systems.
■■ Timing — the wisdom to know the
approach and pace of innovation
and change varies, based on the
community and market.
■■ Resources — people and capital are
scarce but critical for innovation,
implementation and evaluation of
different approaches to delivering
care.
Frequently, population health is cited
as the best recommended approach
to make the shift, yet connotes varied
interpretations from community
health improvement to risk-based
contracting. Both are narrow interpretations of a broader concept.
Population health can be defined and
applied as health outcomes for a group
of individuals who share at least one
characteristic that influences their
individual and collective health.
Providing excellent care that is
coordinated among various providers and community settings is

“

It is essential that health
care providers think about
population health as a strategy
to improve care both within
and beyond the four walls of
the hospital. Regardless of
size, every hospital should be
adopting population health
as a strategy to achieve
two critical outcomes:
clinical excellence and care
coordination.
the tenet of population health and
value-based care. New regulations by
the Centers for Medicare & Medicaid
Services, such as the Comprehensive
Care for Joint Replacement model and
proposed regulations for discharge
planning requirements for hospitals
and certain post-acute providers,
assume responsibility and financial
risk for care coordination. In Missouri,
providers are using information and
analytics to improve care coordination
and reduce preventable hospitalizations
and readmissions.

Comprehensive Care for
Joint Replacement Model
Effective April 1, 2016, CMS created a rule that would mandate the
participation of hospitals in several
metropolitan statistical areas in a new

”

Population Health: The health outcomes of a group
of individuals, including the distribution of such
outcomes within the group.iii
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bundled payment model. The model
is designed to test whether bundled
payments to acute care hospitals for
lower-extremity joint-replacement
episodes of care will reduce Medicare
expenditures, while preserving or
enhancing the quality of care for
beneficiaries. CMS will test the model
for five performance years and expects
to save approximately $343 million
during that timeframe. The following
two procedures are currently paid by
the Inpatient Prospective Payment
System’s Medicare Severity-Diagnosis
Related Groups.
■■ MS-DRG 469 — major joint
replacement of lower extremity with major complications or
comorbidities
■■ MS-DRG 470 — major joint replacement or reattachment of lower
extremity without major complications or comorbidities

To promote coordinated care, CMS
plans to hold the participant hospital
financially responsible for the 90-day
episode of care. It is encouraged that
hospitals coordinate and collaborate with other entities to more fully
manage the patient. In addition to
the pricing aspect, hospitals will be
evaluated using a composite quality
score made up of three measure sets.
Hospitals that provide high quality
care will have the opportunity to
receive quality incentive payments.
There will be four quality categories:
below acceptable, acceptable, good
and excellent. Three metropolitan
statistical areas in Missouri will be
mandated to follow the CJR model
— Cape Girardeau, Kansas City and
St. Louis. The CJR rule, along with
many other current efforts underway
at the national level, is a good indicator that CMS will continue to make
coordination of care among providers
along the patient’s continuum of care
a priority.iv

Figure 1: Heart Failure Preventable Readmission Ratesvi
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Discharge Planning
Proposed Rule for
Hospitals and Certain
Post-Acute Providers
CMS issued a proposed rule on
Nov. 3, 2015, that would require
revised discharge planning requirements for hospitals, including critical
access hospitals and home health
agencies. The rule also affects longterm care hospitals, inpatient rehabilitation facilities and psychiatric
hospitals. The purpose of the rule is
to standardize discharge planning
and transition of care processes for
providers to better promote positive
patient outcomes. The proposal works
to incorporate best practices, stresses
the importance of focusing on the
needs of psychiatric patients and emphasizes patient and family engagement throughout the entire discharge
planning process.
In the proposed rule, CMS will
require hospitals and critical access
hospitals to create written discharge
plans for all inpatients, as well as some
outpatient and emergency department
visits. The defined process would
have to address the goals, needs and
preferences of the patients, as well as
prepare them to be actively engaged
in their care after discharge. Another
primary goal, as set by CMS, is the
focus on transitions of care and reducing factors that lead to preventable
readmissions through follow-up care
from community-based providers. In
addition to the focus on psychiatric
patients, CMS specifically mentions
that providers must take steps to
provide meaningful engagement in
the discharge planning process for
non-English speaking patients or
patients who have physical, mental,
cognitive or intellectual disabilities.

Source: Source:
HospitalInpatient
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from the Hospital
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withResearch
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Healthcare
and Quality’s
WinQI
software, version 5.0.
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To further promote coordination of
care, the required written discharge
plans must be developed with input
from clinicians, leaders and other
relevant entities, with approval by the
governing body. To better prepare the
patient for discharge, CMS proposes that providers begin to identify
discharge needs within 24 hours of
admission or registration. Throughout
the process, patients and family members should be informed of the plans
and post-acute providers notified
of all final decisions and treatment
plans.v

Preventable
Hospitalizations
Preventable hospitalizations are admissions that may have been avoided
with more effective coordination with
primary care and community-based
resources. Trends indicate that three
conditions drive 63 percent of preventable hospitalizations: pneumonia,
heart failure and chronic obstructive
pulmonary disease.

Three conditions drive 63%
of preventable hospitalizations.

All Other
Conditions

Pneumonia
Heart Failure
COPD

patient and primary care providers.
These data reflect whether a patient’s
care is received in the most appropriate setting. Coordination of care is a
priority because good planning and
communication can prevent a patient
from being unnecessarily admitted
to the hospital. These measures also
are good indicators of the quality of
health services within the community.

Readmissions
Managing chronic diseases is a difficult task when numerous providers
in various locations are involved in a
patient’s care. In addition to preventing unnecessary hospital visits, keeping patients out of the hospital when
it is not required also is important
to the patient and family members,
as well as hospital leaders. Chronic
disease measures, such as the heart
failure preventable readmission rates
in Figure 1 and COPD or asthma in
older adults in Figure 2, may be used
to assess the coordination between the

An analysis of Missouri readmissions
from 2012 to 2015 shows a correlation between the number of days a
patient has been out of the hospital
and the probability of a readmission
(Figure 3). Total hip arthroplasty/
total knee arthroplasty and acute
myocardial infarction prove to be
the conditions with the highest
percentage of readmissions within
one to five days post-discharge, with
more than 30 percent of those patient
populations returning immediately
to the hospital. A statewide analysis

Figure 2: Readmission Rates for COPD or Asthma in Older Adultsvi
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demonstrates that hospitals likely are not meeting the patient and family’s immediate post-acute care needs. To reduce
abrupt readmissions, providers should perform an analysis on their discharge planning and coordination of care process
for each clinical condition. If there is evidence of systems of care that fail to meet a patient’s needs, the structures should be
evaluated.
To support hospitals’ efforts to coordinate care and reduce readmissions, MHA is piloting a 10-month Reducing Hospital
Readmissions and Improving Care Transitions Immersion Project. The project is separated into phases that include quarterly webinars to discuss quality outcomes, provide best practices and resources, promote shared learning, and walk participants through structured quarterly interventions. Strategies like the immersion project, which promote a controlled analysis
of data with strategies that align communication and information-sharing among internal and external stakeholders, will
prove the most successful in care coordination and readmission reduction.

Figure 3: Percent of Patients Readmitted by Number of Days From 2012 to 2015vi
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The Missouri Hospital Association’s Reducing Hospital Readmissions and Improving Care Transitions Immersion
Project is a statewide pilot project aimed at encouraging efforts to reduce readmissions. “Historically, health care
processes and strategies have been approached from the perspective of those providing the care, not those receiving it.
Providers can design processes and systems of care, but if they don’t work with the patient’s lifestyle and needs, then
they are of no value. A four-pronged strategy is recommended.”vii
■■ coordination of care inside the four walls of the organization
■■ coordination of care outside the four walls of the organization
■■ developing data infrastructure and using analytics for real-time solutions
■■ developing community and regional coalitions/partnerships to develop community resources and resiliency
The goal of the readmission and care-transition immersion project is to reduce all-cause readmissions by 10 percent
by November 2016. The project is structured similar to the Institute for Healthcare Improvement’s Breakthrough
Series Model.
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