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Presenter Notes
Presentation Notes
Welcome to the today’s Readmission Initiative Care Partner Transforming into a Care Partner Hospital this will be the firs of a series of… Care Partner Program Sprint. 
EQIC has been give the goal by CMS to support your hospitals efforts to reduce avoidable/preventable readmissions by improving communication, care coordination, care transitions, and engaging the patient and care partner during discharge planning. EQIC will assist hospitals in identifying interventions and strategies to identify patients at high risk for readmission. We have worked in this area for a long time. Evicence suggests EQIC will provide educational opportunities in multiple focus areas such as SNF and home care readmission, multi-visit patient, advanced discharge planning, diagnostic or delivery of care readmissions, and empowering the patient and care giver through a care partner program. 
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Objectives

• Identify what the EQIC multiple-admission patient program aims 
are and why implementing a strategy to address this problem will 
benefit your facility.

• Identify principles and methodology to develop a multiple-
admission patient program.

• Identify tools and resources for evaluation.

Presenter Notes
Presentation Notes
Formally engage the patient and their care partner (caregiver, family,  friend, etc.) to facilitate a smooth and successful transition home
Optimize the care partner model to strengthen and empower post hospital self-care management
Enhance patient-centered care approaches and principles using the fundamental care partner model 
Enhance the patient and care partner perception and satisfaction with the care
Utilize the patient and care partner model to enhance communication, problem-solving and all prevention activity during the hospitalization



EQIC goal

Reduce hospital 
readmission by 5%

Presenter Notes
Presentation Notes
The EQIC goal is to reduce hospital readmissions by 5%. 



Evidence for a MAP program 

Patients who are frequently admitted to US 
academic medical centers are likely to have 
multiple complex chronic conditions and may 
have behavioral comorbidities that mediate their 
health behaviors, resulting in acute episodes 
requiring hospitalization. 

This information can be used to identify solutions 
for preventing repeat hospitalization for this small 
group of patients who consume a highly 
disproportionate share of healthcare resources.

Huang, M., van der Borght, C., Leithaus, M. et al. Patients’ perceptions of frequent 
hospital admissions: a qualitative interview study with older people above 65 years 
of age. BMC Geriatr 20, 332 (2020). https://doi.org/10.1186/s12877-020-01748-9

Szekendi, M. K., Williams, M. V., Carrier, D., Hensley, L., Thomas, S., & Cerese, J. (2015). The 
characteristics of patients frequently admitted to academic medical centers in the United 
States. Journal of Hospital Medicine, 10(9), 563-568. https://doi.org/10.1002/jhm.2375

Patients who are frequently admitted to hospitals are 
likely to have multiple complex chronic conditions. 

They also may have behavioral comorbidities that 
mediate their health behaviors, all of which results in 
acute episodes requiring hospitalization. 

Complex interactions between patients’ physical and 
mental condition, attitude, values, social situation and 
issues with care provision for both primary and 
secondary care are all causes of multiple hospital 
admissions. 

Frequently admitted patients may have some 
distinguishing characteristics that require novel 
solutions.

https://doi.org/10.1186/s12877-020-01748-9
https://doi.org/10.1002/jhm.2375


EQIC MAP data

The framework of this report was modeled after The Agency for Healthcare Research and Quality 
Medicaid Readmissions tool. It has been modified and pre-populated with hospital-specific data for 
informational purposes.

Presenter Notes
Presentation Notes
Opportunity to drill down 



What is a multiple-admission patient? 

EQIC defines a MAP as an individual who has four or more 
admissions in a 12-month period.  

Designing and Delivering Whole-Person Transitional Care. Content last reviewed June 2017. Agency for 
Healthcare Research and Quality, Rockville, MD. https://www.ahrq.gov/patient-
safety/settings/hospital/resource/guide/index.html

Braet, A., Weltens, C., Sermeus, W. and Vleugels, A. (2015), Risk factors for hospital re-admissions. J 
Eval Clin Pract, 21: 560-566. https://doi.org/10.1111/jep.12320

Presenter Notes
Presentation Notes
Discussion about use of technology to be “present”, or get daily updates if not able to be present. 

https://www.ahrq.gov/patient-safety/settings/hospital/resource/guide/index.html
https://doi.org/10.1111/jep.12320




MAP Program 
Implementation Guide



EQIC MAP Program tools and resources

• MAP Program Syllabus
• MAP Program Framework
• EQIC MAP Data reports
• Map Implementation Guide
• Patient and Care Partner Interview Tool
• Circle Back Interview Tool
• Transitional Care Community Resource List
• High-risk Factors For Readmission Patient Tracking Tool
• AHRQ Data Analysis Tool

https://qualityimprovementcollaborative.org/focus_areas/readmissions/tools_resources/

https://qualityimprovementcollaborative.org/focus_areas/readmissions/tools_resources/


Step 1: Design your program

• Create an internal multidisciplinary team 

• Identify and invite community-based organizations to 
collaborate with your team 

• Define program goals and measures 

• Evaluate and adopt MAP program tools and resources 

• Develop staff education for the MAP program



EQIC MAP program design resources 

https://qualityimprovementcollaborative.or
g/focus_areas/ubs/docs/NYSPFP_Patient
Safety_Toolkit.pdf

https://qualityimprovementcollaborative.org/focus_areas/readmissions/
docs/2022-06-13_transitional_care_community_resource_list.docx

Presenter Notes
Presentation Notes
The Unit based Patient safety and quality improvement toolkit has sections on designing a quality improvement project and developing a team. Review your hospital specific reports to assist you with identifying community based organizations, or organizations that your data suggests you may need to identify to address risk factors or reasons for admission/readmission. 


https://qualityimprovementcollaborative.org/focus_areas/ubs/docs/NYSPFP_PatientSafety_Toolkit.pdf
https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/2022-06-13_transitional_care_community_resource_list.docx


Define program goals and measures

Measures for consideration

Outcome

• reduce readmission rate by X %; or

• reduce MAP admissions by X %

Process

• HCAHPS questions 16, 20, 21 and 22



HCAHPS 

• During this hospital stay, did doctors, nurses or other hospital staff talk 
with you about whether you would have the help you needed when 
you left the hospital?

• During this hospital stay, staff took my preferences and those of my 
family or caregiver into account in deciding what my health care needs 
would be when I left.

• When I left the hospital, I had a good understanding of the things I was 
responsible for in managing my health.

• When I left the hospital, I clearly understood the purpose for taking 
each of my medications.

https://hcahpsonline.org/globalassets/hcahps/quality-
assurance/2022_survey-instruments_english_mail.pdf

https://hcahpsonline.org/globalassets/hcahps/quality-assurance/2022_survey-instruments_english_mail.pdf


Polling question:

What are your hospital or hospital system’s top readmission dx? 

1. Pneumonia

2. COPD 

3. CHF

4. MI

5. Other

6. Unsure: need to run reports 



Step 2: Identify patients who meet MAP 
criteria

• Develop data sources for reports

• Review and determine eligible patients

• Develop EMR notifications

• Create a plan for healthcare team communication 



Do you know your data?

• EQIC hospital-specific reports  

• AHRQ data analysis tool 

• Use this tool to pull your data and patient-specific information



Data report review 

• Melissa Bauer, DataGen



Report information



Readmission rate table



Days between discharge and readmission



Top discharge DRG leading to the highest 
# of readmissions



Data by behavioral health 
conditions/comorbidities



Data by discharge disposition



High-utilizer population: Who are they?



Days between discharge and readmission



Discharge disposition



Target populations to consider



MAP data report analysis

Consider additional measures using your own data and the AHRQ Data 
tool

• Readmission/admission rates by payer
• Consider dual eligible patients
• Payer may be good addition to your MAP team depending on 

supportive services available through payer

• Run by discharge to facility: SNF, rehab, home health, etc. 



Develop EHR notification/flag

• Work with IT to develop EHR notification or flag for MAP program 
patients

• Design communication among healthcare team for identification 
and presentation of MAPs

• ED team - who do they call/notify? 
• Admitting clinical team - how do they notify the MAP team a patient has 

been admitted? 



Next steps: Design and identify

• Identify multidisciplinary team
• Identify and invite community-based organizations 

• Develop reports and analyze your hospital specific data
• Identify MAPs
• Evaluate to identify trends and additional CBO support 

• Evaluate EQIC tools and resources - adapt or adopt
• Design patient-specific MAP team support and communication 

mechanism
• Educate the healthcare team



MAP program curriculum

Upcoming webinars

August  18: Assess patients at risk for multiple admissions and readmission

September 15: The impact of health disparities and social determinants of 
health on readmission

October 20: Interventions for the MAP program

November 17: Role of the emergency department - 15 years of ED case 
management: Lessons learned and benefits realized

December 15: Capstone 



Thank you.

Brenda Chapman             Maria Sacco
bchapman@hanys.org msacco@hanys.org

mailto:bchapman@hanys.org
mailto:msacco@hanys.org
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