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All Cause 30-Day Readmissions

Scope

Increasing information suggests hospital readmissions can be reflective of quality of care received in the ambulatory and hospital
care settings during the immediate period (30 days) after discharge.

Guidance .

Readmissions <30 days
The PCIN Quality Committee and its designees reviewed the available information in post-discharge in the ambulatory
the medical literature and societal guidelines, as well as information derived from and hospital care setting

their clinical practice, and results from the PCIN analytics team on readmissions, to
devise the recommendations in this guideline.

Readmissions >30 days

Inpatient Recommendations:

v" Multidisciplinary care team approach should be provided to all patients from admission through discharge.

v'Inpatient providers should follow-up on all tests and procedures for treatment and management decisions prior to patient
discharge. An electronic handoff by the inpatient provider to the patients designated primary care provider will be done
upon discharge to transition the care to the outpatient setting. If deemed appropriate, a verbal handoff will be completed
by the inpatient provider to the patients designated primary care provider. All results and communications will be
coordinated to the outpatient primary care provider.

v" Medication reconciliation should be completed upon admission and updated and completed for transition to ambulatory
environment prior to patient discharge.

v" Providers and care team members should actively participate in the discharge planning process beginning at admission and
continuing through discharge, providing patient-centered discharge instructions to patient and caregiver upon discharge.

v" Providers should facilitate and actively participate in patient education encompassing but not limited to disease state,
medications, medication adherence, disease warning signs, disease self-management, and proper technique and use of
supportive devices.

v" Providers should communicate with ambulatory care team upon admission and throughout hospital course to augment
transitions of care and to establish an individualized plan of care.

v' Providers involved in the inpatient care process should directly communicate the patient’s transition of care with the
ambulatory provider prior to or upon discharge from the acute care setting, as well as, complete a discharge summary at
the time of discharge to enhance and coordinate care decisions made by the ambulatory team.




Ambulatory Recommendations:

v' Ambulatory care team should contact the patient within 48 hours from discharge to support the patient and ensure a
smooth transition from the hospital.

v'  Patients discharged from the hospital should be seen by a member of the ambulatory care team within 7 calendar days
from discharge.

v A member of the ambulatory care team should conduct a thorough and comprehensive baseline health assessment prior to
inpatient admissions, if possible, and updates the assessment after discharge from the acute care facility.

v" The ambulatory care team should work with patients and their caregivers to establish, document, and keep up-to-date on
patient goals and care decisions, promotes disease self-management, and informs the patient and all members of the
patient’s support team of community resources available for financial, emotional, and educational support.

v' The ambulatory care team should communicate with the patient, caregiver, his/her pharmacy, and other care team
members to promote safe medication use and medication adherence.

v" The ambulatory care team should coordinate and synchronizes care within all disciplines of the care team to enhance
patient’s overall well-being.

Rationale

Inpatient Recommendations

A multidisciplinary team approach should be implemented and sustained throughout hospitalization [1]. Patients cared for by a
multidisciplinary team had a 2.9% decrease in readmissions compared to those cared for by a single expert [2]. Reconciliation of
medication should be completed on admission and prior to patient discharge or transfer [1, 3-4]. Comprehensive discharge planning
is attributed to significantly lowering readmission rates [3, 5-7]. High-quality and individualized discharge instructions should be
given to the patient and caregiver upon transfer [1]. Patient-centered discharge instructions were effective in lowering readmission
rates [8-9]. Patients that had a marginal health literacy level had a readmission rate of 28% [10]. Discharge interventions that
included patient and caregiver education observed lower occurrences of rehospitalizations [3-4, 11]. Communication between
inpatient and ambulatory providers needs to occur upon discharge. Ineffective handovers that lead to patient readmissions are
caused by poor information exchange, poor coordination of care, and poor communication between hospital and primary care
providers [9]. Discharge summaries should be sent to the ambulatory care team within 48 hours of discharge. Studies indicate
discharge summaries were available for only 15% of visits usually due to not being generated in time or not being sent to ambulatory
care physicians entirely [12]. Ideally, discharge summaries should be completed on the day of discharge. A spokesman with Johns
Hopkins University states unnecessary readmissions could be avoided if discharge summaries were completed the same day. With
the adoption of the electronic medical record system, healthcare providers have earlier access to discharge summaries [21].

Ambulatory Recommendations

Three days post discharge was found to be the most critical time for a phone call [13] with 26% of unplanned readmission occurring
by day 3 [14]. Interventions that included a follow up call within 48 hours along with a provider appointment within 7 or 10 days of
transition decreased hospital readmission rates [5, 4]. 45% of all unplanned readmission occurred between days 0-7 post discharge
[14]. Interventions that included early follow-up appointments with ambulatory care providers were associated with decreased
hospital readmissions and emergency department use [4, 15-17]. Discharge from hospitals in which a greater proportion of patients
received early follow-up, within 7 days, was independently associated with lower rates of all cause 30-day readmissions [18]. The
ambulatory care team should conduct a thorough and comprehensive baseline health assessment prior to inpatient admissions if
possible and update the assessment after discharge from the acute care facility [19]. The ambulatory care team should establish a
set of care goals that attend to the patient’s needs, values, strengths, risks, and available resources [19]. Supporting the patient
capacity for self-care was most effective in preventing early readmissions [20].

Physician Clinical Integration

Network, LLC




References

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Foust, L. F., & Van Cleave, J. (2012). Transitional care. In evidence-based geriatric nursing protocols for best practice.
Retrieved from https://www.guideline.gov/content.aspx?id=43940&search=hospital+readmission

Sochalski, J., Jaarsma, T., Krumholz, H. M., Laramee, A., McMurray, J. V., Naylor, M. D., & Stewart, S. (2009). What works in
chronic care management: The case of heart failure. Health Affairs, 28(1), 179-189. doi:10.1377/hlthaff.28.1.179

Hamar, B., Rula, E. Y., Wells, A. R., Coberley, C., Pope, J. E., & Varga, D. (2016). Impact of a scalable care transitions program
for readmission avoidance. American Journal of Managed Care, 22(1), 28-34

Huntington, M. K., Guzman, A. |., Roemen, A. R., Fieldsend, J., & Saloum, H. (2013). Hospital-to-home: A hospital readmission
reduction program for congestive heart failure. South Dakota medicine, 371 -373

Amarasingham, Patel, Toto, Nelson, Swanson, Halm. (2014). Allocating scarce resources in real-time to reduce heart failure
readmissions: A prospective, controlled study. BMJ Quality & Safety, 22, 998-1005. doi: 10.1136/bmjgs-2013-002407

Jack, B. W., Chetty, V. K., Anthony, D., Greenwald, J. L., Sanchez, G. M., Johnson, A. E., & Culpepper, L. (2009). A reengineered
hospital discharge program to decrease rehospitalization. Annals of Internal Medicine, 150(3), 178-187

Phillips, C. O., Wright, S. M., Kern, D, E., Singa, R, M., Shepperd, S., & Rubin, H. R. (2004). Comprehensive discharge planning
with postdischarge support for older patients with congestive heart failure. JAMA,291, 1358-1367

Hansen, L. 0., Young, R. S., Hinami, K., Leung, A., & Williams, M. V. (2011). Interventions to reduce 30-day rehospitalizations:
A systematic review. Annanals of Internal Medicine, 155, 520-528

Hesselink, G., Zegers, M., Vernooij-Dassen, M., Barach, P., Kalkman, C., Flink, M., ... Wollersheim, H. (2014). Improving
patient discharge and reducing hospital readmissions by using intervention mapping. BMC Health Services Research, 14, doi:
10.1186/1472-6963-14-389

Dennison, C. R., McEntee, M. L., Samuel, L., Johnson, B. J.,, Rotman, S., Kielty, A., & Russell, S. D. (2011). Adequate health
literacy is associated with higher heart failure knowledge and self-care confidence in hospitalized patients. Journal of
Cardiovascular Nursing, 26(5), 359-367. doi: 10.1097/JCN.0b013e3181f16f88

Peter, D., Robinson, P., Jordan, M., Lawrence, S., Casey, K., & Salas-Lopez, D. (2015). Reducing readmissions using teach-
back: Enhancing patient and family education. Journal of Nursing Administration, 41, 35- 42. doi:
10.1097/NNA.0000000000000155

Van Walraven, C., Seth, R., & Laupacis, A. (2002). Dissemination of discharge summaries: Not reaching follow-up physicians.
Canadian Family Physician, 48, 737-742

Hand, K. E., & Cunningham, R. S. (2013). Telephone calls postdishcarge from hospital to home: A literature review. Clinical
Journal of Oncology Nursing, 18, 45-52 . doi: 10.1188/14.CJON.18-01AP

Miller, D. A., Schaper, A. M. (2014). Implementation of a follow-up telephone call process for patients at high risk for
readmission. Journal of Nursing Care & Quality, 30, 63-70. doi: 10.1097/NCQ.0000000000000069

Kuhn, D., & Brown, C. (2015). Exploration of factors associated with hospital readmissions in patients with chronic heart
failure: A pilot study. Professional Case Management, 20(2), 106-109. doi: 10.1097/NCM.0000000000000086

Leschke, J., Panepinto, J. A., Nimmer, M., Hoffmann, R. G., Yan, K., & Brousseau, D. C. (2012). Outpatient follow-up and
rehospitalizations for sickle cell disease patients. Pediatric Blood &Cancer, 58, 406-409. doi: 10.1002/pbc.23140

Sharma, G., Kuo, Y., Freeman, J., Zhang, D., & Goodwin, J. (2010). Outpatient follow-up visit and 30-day emergency
department visit and readmission in patients hospitalized for chronic obstructive pulmonary disease. Archives of Internal
Medicine, 170(18), 1664-1670. doi:10.1001/archinternmed.2010.345

Hernandez, A., Greiner, M., Fonarow, G., Hammill, B., Heidenreich, P., Yancy, C., & ... Curtis, L. (2010). Relationship between
early physician follow-up and 30-day readmission among Medicare beneficiaries hospitalized for heart failure. JAMA: Journal
of the American Medical Association, 303(17), 1716-1722. doi:10.1001/jama.2010.533

Sokol, PE & Wynia, MK. Writing for the AMA expert panel on care transitions. (2013). There and Home Again, Safely. Five
responsibilities of Ambulatory Practices in High Quality Care Transitions. American Medical Association, Chicago, lllinois

Leppin, A. L., Gionfriddo, M. R., Kessler, M., Brito, J. P., Mair, F. S., Gallacher, K., Montori, V. M. (2014). Preventing 30-day
hospital readmissions: A systematic review and meta-analysis of randomized trials. JAMA Internal Medicine, 174, 1095-1107.
doi: 10.1001/jamainternmed.2014.1608

Physician Clinical Integration
Network, LLC



https://www.guideline.gov/content.aspx?id=43940&search=hospital+readmission

21. Van Dyke, M.Want to Prevent Readmissions? Speed Up Discharge Summaries.Today’s Hospitalist.2016 Nov. Retrieved from:
https://www.todayshospitalist.com/want-prevent-readmissions-speed-discharge-summaries/

Approved: 2/7/2020

Physician Clinical Integration
Network, LLC



https://www.todayshospitalist.com/want-prevent-readmissions-speed-discharge-summaries/

