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Objectives

• Identify the causes for admission and readmission of the multiple-
admission patient.

• Identify strategies for identifying multiple-admission patients by 
using a standardized risk assessment tool.

• Determine the reason for admission or readmission from the 
patient and care partner’s perspective

• Engage MAP program team members to mitigate risks.



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

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






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



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



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



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? 



Step 3: Assess readmission risk

• Evaluate readmission risk using a standard assessment tool 

• Gather information from patient and care partner

• Regularly review risk data to identify and mitigate risk trends

• Identify and address any health equity and social determinants of 
health concerns for the patient 



Evaluate readmission risk using a standard 
assessment tool

• Review and modify existing readmission risk tool to ensure 
targets align with the MAP program.

• Adapt or adopt the EQIC High-risk Factors for Readmission 
Tracking Tool.

• Include the patient and care partner when completing risk 
assessment. 

• Consider tools and plan for emergency department upon MAP 
patient presentation.

https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/mitigating_risk_factors_for_readmission.pdf

https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/mitigating_risk_factors_for_readmission.pdf
https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/mitigating_risk_factors_for_readmission.pdf


https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/mitigating_risk_factors_for_readmission.pdf

EQIC High-risk 
Factors for 
Readmission 
Tracking Tool 

https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/mitigating_risk_factors_for_readmission.pdf


Gather information from patient and care 
partner 

• Interview patient and care partner as part of readmission risk 
assessment at each admission.

• Build into the routine workflow a discussion focused on patient 
and care partner reasons for each hospital admission.

• Evaluate, adapt or adopt the EQIC Patient and Care Partner 
Interview Tool.

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


https://qualityimprovementcollaborative.org/focu
s_areas/readmissions/docs/2022-06-
13_patient_and_care_partner_interview_tool.docx

EQIC Patient and Care Partner 
Interview Tool

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


Regularly review risk data to identify and 
mitigate risk trends

• Collect, stratify and review available data from both the 
readmission risk assessment and patient and care partner 
interviews.

• Identify trends and/or high-leverage opportunities revealed in the 
data. 

• Utilize the EQIC Readmission Discovery Tool.

https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/readmissions_discovery_tool.xlsm


https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/readmissions_discovery_tool.xlsm

EQIC 
Readmissions 
Discovery Tool 

https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/readmissions_discovery_tool.xlsm


Identify and address any health equity and 
social determinants of health concerns for 
the patient
• Use readmission risk assessment tool findings and additional 

screening tools to identify health equity and social determinants 
of health opportunities. 

• Address these opportunities in coordination with CBOs that 
support these needs. 



Identify risk… now which CBO should I 
consider?

• Coordinate MAP program team interventions and transition plan 

• Identify which CBO would be “key” to assist in addressing each risk

• Examples of how MAP program team may address identified risks:
o Food insecurity risk: Meals on Wheels, Nutritional support and education
o Behavioral Health risk: CBO provider ;behavioral health treatment/support-telehealth
o Financial risk: Social services
o Medication risk: Pharmacist consult/PCP/specialist/payer –Home health nurse
o Functional limitations: PT/OT/Speech therapy
o Medical equipment risks: Educational needs-home DME vendor/inpatient enhanced 

education
o Language barriers: translation services, refugee/ethnic-focused centers



Health equity tools and resources

• EQIC Health Equity tools and resources

• AHC Health-Related Social Needs Screening Tool and PRAPARE

• Hospital Guide to Reducing Medicaid Readmissions | AHRQ (See 
Tool 10, pg. 24 Whole-Person Assessment)

• Community Partnerships: Strategies to Accelerate Health Equity | 
IFDHE

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

https://qualityimprovementcollaborative.org/focus_areas/health_equity/tools_resources/
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://prapare.org/
https://www.ahrq.gov/sites/default/files/publications/files/medread-tools.pdf
https://ifdhe.aha.org/health-equity-resources
https://qualityimprovementcollaborative.org/focus_areas/health_equity/tools_resources/


Emergency department 

• Include the emergency department in the MAP program

• Adopt similar or same tools used by MAP program for patient and 
care partner assessment of risks and reasons for admission

• Consider AHRQ ED Care Plan

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/medicaidreadmitguide/mcaidread_tool13_ed_care_plan.docx


Questions



Next steps 

• Assess MAP patients risk for readmission
• Utilize a standardize risk assessment screening tool 

• Engage the patient and care partner in the risk assessment
• Include the patient and care partner in the risk assessment 

• Evaluate EQIC tools and resources - adapt or adopt

• Review risk data to identify trends

• Identify health equity and social determinants of health concerns



MAP program curriculum

Upcoming webinars 

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 



Complete the survey



Thank you.

Brenda Chapman
bchapman@hanys.org

Maria Sacco
msacco@hanys.org
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