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Massachusetts Rehospitalization Rates 

 MA 30 and 15 day rehospitalization rates (and range) 

 30d Overall: 10.7%  15d overall: 7.5% (5.1-9.6%)  

 30d Surgical: 9.8%  15d surgical: 6.6% 

 30 d Medical: 11.6%  15d medical: 8.0% 

 

 Days due to potentially preventable rehospitalizations: 377,000 

 

 Cost due to potentially preventable rehospitalizations: $577M 

 

 Top service lines by rate 

 30d: nephrology, psychiatry, pulmonary 

 

 Top service line by volume  

 30d: general surgery ($106M) 

 

 



Bureau Initiatives Supporting 

Transitions of Care 

 Statewide Care Transitions Forum* 

 STAAR (State Action Against Re-Hospitalization - IHI)* 

 INTERACT (Intervention to Reduce Acute Transfers) 

 MOLST (Medical Orders for Life Sustaining Treatment) 

 IMPACT* (Intervention to Improve Acute Transfers) 
*BHCSQ Program Direction 



Background 

 NH patients/residents consist of two distinct 
populations 

 

 Post-acute, short-stay residents financed by 
Medicare 

 With a prequalifying hospitalization 

 100-day benefit 

 

 Chronically ill, long-stay residents, financed by 
Medicaid and out-of-pocket payments 



Hospitalizations of NH residents are 
common 

 1 in 5 Medicare fee-for-service patients admitted to an acute hospital are re-admitted 
within 30 days 

 
 Cost to Medicare of unplanned re-hospitalizations, 2004 was $17.4B 
 

NEJM 360:14 April 2, 2009 
 

 

 



 Of ~1.8 million SNF admissions 
in the U.S. in 2006, 23.5% 
were re-admitted to an 
acute hospital within 30 
days 

 

 Cost of these readmissions = 
$4.34 billion 
 ($10,352 per hospitalization) 
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Cost 



Short-stay SNF rehospitalizations are frequent and 

increasing over time… 

18.2% 

23.5% 

2000-2006: 29% increase in 30-day SNF rehospitalizations 



Hospitalizations of Longterm NH 
residents are also common 

 

 

 In any six month period, more than 
15% of  long stay residents are 
hospitalized 

• O,  Intrator, J. Zinn, and V. Mor, Nursing Home Characteristics and Potentially 
Preventable Hospitalizations  Journal of the American Geriatrics Society 52,  
no. 10(2004): 1730-1736 



 

 

 

 

 

Many Hospitalizations are Avoidable 
 

As many as 45% of admissions of nursing home residents to acute 
hospitals may be inappropriate 

Saliba et al, J Amer Geriatr Soc 

48:154-163, 2000 

 

In 2004 in NY, Medicare spent close to $200 million on hospitalization of 
long-stay NH residents for ambulatory care sensitive diagnoses  

Grabowski  et al, Health Affairs 

26: 1753-1761, 2007 

 



Ambulatory Care Sensitive Condiitons 

Pneumonia 40,580 $456.6 37% 

Kidney/UTI 21,476 $200.9 16% 

CHF 20,116 $210.8 17% 

Dehydration 10,650 $89.1 7% 

COPD 9,494 $98.3 8% 



Long-stay NH hospitalizations are frequent and 

increasing over time… 
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Long-Stay NH Hospitalizations are Costly… 
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1999-2004: 29% increase in total costs and 7% increase in ACS costs 



NH Hospitalizations are Often Associated with 

Negative Health Outcomes… 

 NH Hospitalizations increase:  

 Risk of delirium 

 Falls 

 Incontinence 

 Dehydration 

 Adverse drug events 

 Nosocomial infections 



Why this matters… 



Why this matters… 



Why do avoidable NH hospitalizations occur? 

Policy-Level 

 The silo  problem: Little coordination of payments, 
benefits or services across NHs and hospitals 
 Hospitals paid on prospective per discharge basis; NHs 

largely paid on prospective per diem basis 

 Hospitals have strong incentive to discharge patients sicker-
and-quicker, contributing to re-hospitalizations 

 NHs do not receive any financial punishment or reward in 
regards to hospitalizations 

 

 Ultimately, NHs and hospitals have minimal incentive to 
invest in the clinical services necessary to reduce the 
likelihood of hospitalization and re-hospitalization 



Payment Reform 

 Federal Healthcare Reform  

   Affordable Care Act 2010 

 e.g., Accountable Care Organizations 

 MA Payment Reform Legislation  

  e.g., Global Payments 

 Pay for Performance 

  e.g.,  BCBSMA for INTERACT utilization in SNF 

• Value Based Purchasing 

 

 

 

 



Pay-For-Performance 

 Medicare Nursing Home Value-Based Purchasing (NHVBP) 
demonstration began July 2009 in AZ, NY and WI 

 Reward facilities based on avoidable hospitalizations, 
staffing, deficiencies and quality indicators (QIs) 

 NHs in top 20% in terms of overall performance and 
improvement qualify for incentive payment 

 Savings from reduced Medicare hospitalizations will fund 
payments to NHs (budget neutrality!) 

 Grabowski, et al (in progress) 

 No budget savings means no payout 



Statewide Care Transitions Forum 

 Co-Chair with Mass Coalition for Prevention of Medical Errors & Mass Health 
Data Consortium, closely supported by Mass Senior Care 

 

 Statewide network of more than 50 provider organizations, policymakers, and 
payers to support innovations and improvement in care transitions 

 

 Mission is to improve the quality of patient care transitions from any one setting 
to another - including home.  

 

 Mandate from Health Care Cost and Quality Council 

 

 Bureau Engagement with Community-based Care Transitions Program  

 (ACA 3026) 

 

 Bureau Engagement with Center for Medicare and Medicaid Innovations Health 
Innovation Challenge 



Care Transitions: Strategic Planning 



 

 

 IHI operates program, DPH is a state lead 

 54 hospital participants in MA, broad network of post 
acute partners 

 Reduce rehospitalizations by working across 
organizational boundaries to engage payers, state 
and national stakeholders, patients, families, and 
caregivers at multiple care sites and clinical 
interfaces.  

 Works with four states: Massachuestts, Michigan, 
Ohio, and Washington.  

 
 An Early Look At A Four-State Initiative To Reduce Avoidable 

Hospital Readmissions, Health Aff July 2011 30:71272  

 



A: Improve transition out of the hospital and into the next setting of care 

B: Enhanced care by coaches, clinicians in the month(s) following hospitalization 

C: Proactive care to avoid ED/hospitalization (including “medical home”) 

D: Improve care in Skilled Nursing Facilities to avoid hospitalization 

 

 

Hospital 

Home 

Skilled 

Nursing 

A 

B 

C 

D 

A 

A 

STate Action on Avoidable 

Rehospitalizations (STAAR) 



A: Improve transition out of the hospital and into the next setting of care 

• Identify those at high-risk for readmission;  

• Teach-back; health literacy and patient engagement 

• Connect to Primary Care 

   

B: Enhanced care by community coaches, clinicians in the month(s) following hospitalization 

• Coleman coaching (specially-trained community based workers);  

• Naylor model (advanced practice nurses) 

   

C: Proactive care to avoid ED/hospitalization (including “medical home”) 

 

D: Improve care in Skilled Nursing Facilities to avoid hospitalization 

• Interact 

 

STate Action on Avoidable 

Rehospitalizations (STAAR) 



STAAR Hospitals 

N=48 



STAAR Cross Continuum Team Organizations 
Home Health Agencies, Office Practices, Nursing Homes, SNFs, etc  



INTERACT Nursing Homes/SNFs 
(INTerventions to Reduce Acute Care Transfers) 

N=100 



 
 
 
 

 
Strengthening Care Systems and 

Quality of Life 
 



The Opportunity 

Reducing potentially avoidable 

hospitalizations of NH residents 

represents an opportunity to: 

 Decrease emotional trauma to the 

resident and family 

 Decrease complications of 

hospitalization 

 Reduce overall health care costs and 

prepare for payment changes 

 

 



INTERACT Background 

 CMS Special Study awarded to Georgia 

Medical Foundation July 2006-Jan 2008 

 Looked at characteristics of NHs in Georgia 

with high and low hospitalization rates 

 Implemented toolkit in 3 NHs with high 

hospitalization rates 

 



CMS Special Study Results 

Of 200 hospitalizations, an expert clinician 

panel rated  
 2/3 as potentially avoidable  

Ouslander et al: J Amer Ger Soc, 2010  



CMS Special Study Results 
 

The overall frequency of hospitalizations 
was reduced by 50% 



Training and Documentation Tools 

Communication Tools 

Clinical Care Paths 

Advance Care Planning Tools 



 CNA-Nurse Communication 

 I knew she wasn t right  

 

 Nurse-MD/NP Communication 

 Just send him  

 

 Nursing Home-Hospital Communication 

 Doesn t that nursing home know what they are 
doing?  

How communication impacts  
Re-Hospitalizations 



 Early Warning Tool 

 SBAR and Progress Note 

 Transfer Checklist 

 Resident Transfer Form 

Communication Tools 



Purpose Of Toolkit 

 Aid in the early identification of a resident change of 
status  

 Guide staff through a comprehensive resident 
assessment when a change has been identified  

 Improve documentation around resident change in 
condition  

 Enhance communication with other health care 
providers about a resident change of status  



More to the communication story 
 
                         

Hospital Discharge Summary 

 
Patient is stable for transfer 

 

 

Nursing Home Nurses Note 

 
Patient arrived to facility in acute distress 

 
 
 
 
 
 



Interact 

 In a recent pre-post study of INTERACT in Florida, 
Massachusetts, and New York nursing homes, Drs. Ouslander, 
Grabowski and colleagues found that INTERACT decreased 
hospital transfers relative to a matched comparison group 
(Ouslander et al. 2011). 

    

 The group of 17 nursing homes rated as engaged in the 
initiative had a 24% reduction, compared with 6% in the group of 
eight NHs rated as not engaged and 3% in a comparison group 
of 11 NHs.  

 

 The average cost of the 6-month implementation was $7,700 
per nursing home.  

 

 The projected savings to Medicare in a 100-bed nursing home 
were approximately $125,000 per year.  

 





 Where to keep it 

 

 Who should use it 

 

 Different languages 

 

 Please fill this out so I 
am certain not to forget 
what you just told me  



 We use it for 
EVERYTHING  

 Staff are really learning, 
gathering tools necessary 
to communicate with the 
physician  

 Organize Your Thoughts 
Form  

 



•Fever 

•Mental 

Status 

Change 

•Dehydration 

•UTI 

•CHF 



 

 This isn t so different 
from what we usually do  

 Gets easier with 
practice  

 Take old forms off units  

 Progenitor of 
UNIVERSAL 
TRANSFER FORM 

 (IMPACT study)  





My initial determination was based on the fact that ….if the patient 

was admitted….I automatically felt is was unavoidable…..but I ve had 

a culture change with my thought process …  



Improving Massachusetts Post-

Acute Care Transfers (IMPACT) 
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Why Worcester County? 

 2 STAAR initiatives 

 11 INTERACT nursing facilities 

 7 MOLST sites 

 6 Patient Centered Medical Home sites 

 4 Universal Transfer Form pilot sites 

 Experience with HIEs (SAFEHealth, dbMotion, Medicity)  

 85% of healthcare stays within county 

 Pilot sites will study: 
 160K patient xfers/yr (50K unique patients) 

 80K Commercial patients with all claims data 

 20K Medicare Advantage pts with all claims 

49 



Massachusetts UTF 

50 



IMPACT Objectives 

 Build on existing learning collaboratives to help design, 
implement and disseminate tools 

 Finish development and testing of UTF 

 Extend tech capacity to include all UTF data elements 

 Develop application to view/edit/send CCD+ 

 Develop consumer-oriented translator of CCD+ 

 Pilot tools in Worcester County 

 Measure outcomes 

51 



I-LAND & SEE 

 EHR users complete all of the required clinical data 
fields from within their EHR 

 I-LAND (Internet-based “Local” Application for 
Network Distribution) receives CCD and requests 
from EHR missing data using IHE RFD profile or 
CCOW 

 Case (Discharge) Manager uses I-LAND’s portal to 
route CCD+ to next facility 

 Non-EHR users complete all of the data fields and 
routing from within their “Surrogate EHR 
Environment”  

   (SEE) 

52 



Learning Collaborative 

IMPACT Advisory Committee 

Massachusetts Care Transitions Forum 

Massachusetts QIO (MassPRO) 

Worcester Galaxy Worcester Galaxy 

Pilot Sites 

 

Core 

IMPACT 

Team 

Another Galaxy 

Pilot Sites 

 

Core 

Project

Team 

Another Galaxy 

Pilot Sites 

 

Core 

Project 

Team 

Another Galaxy 

Pilot Sites 

 

Core 

Project 

Team 

Another Galaxy 

Pilot Sites 

 

Core 

Project 

Team 

Another Galaxy 

Pilot Sites 

 

Core 

Project 

Team 
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IMPACT Pilot 
(Improving Massachusetts Post-Acute Care Transfers) 



Patient-Centered Medical Home Initiative 

N=46 



Aging Service Access Points 

1st ACA (3026)-CCTP Funded Programs 

N=111 care transition coaches 



MOLST Pilot 
(Medical Orders for Life Sustaining Treatment) 



Medical Orders for Life-Sustaining 

Treatment (MOLST) 
 Broad pilot in Worcester County 

 

 Beginning statewide implementation; complete by 2014. Using STAAR 
hospitals as a platform for dissemination 

 

 Supported by DPH and Executive Office of Elder Affairs, during Expert 
Panel on End of Life Care and during implementation 



Why It Matters 


