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Texas Healthcare Transformation and Delivery System Reform Incentive
Quality Improvement Program Payment (DSRIP) Pool

» Medicaid 1115 Waiver valued at $29 billion over a five year period » New incentive program to support coordinated care and
quality improvements through 20 Regional Healthcare

— Set to expire September 30, 2016 N
Partnerships

» Statewide Medicaid Managed care expansion
— Hospitals, Physician Groups, Mental Health Centers, Public Health
» Hospital financing component

» Goals: transform delivery systems to improve care for
individuals, improve health for the population, and lower
costs through efficiencies and improvements

— Preserved funding stream known historically as Upper Payment
Limit (UPL)

— Created two incentive pools . - . .
» Targets Medicaid recipients and low income uninsured

* Uncompensated Care (UC) individuals

« Delivery System Reform Incentive Payment (DSRIP)

RHP 6 Community Needs Addressed
through DSRIP Projects and Collaboration

=
et

Quality of care in High rates of Poor access to
Texas is below chronic medical and integrated
the national conditions dental care behavioral health
average require improved services
management
and prevention 52 projects
52 projects 45 projects

59 projects

16

. Performance Improvement
Texas DSRIP Projects Measurement Continuum

Major Project Focus

Payment for
reporting
(hospitals only)

» 1,458 active DSRIP projects
> 298 providers

* Hospitals

Payment for full completion only

« Physician groups Outcome
Improvement
Targets

Category 3 Category 4

Reporting
Domains

Process Improvement

+ Community mental health (WHES Milestones

centers

Local health departments

» Over $4.5 billion earned
through January 2015

Categories 1& 2 Categories 1& 2

M Behavioral health Develop implementation

Increase utilization
" 30 Day
M Primary care plans for Crisis of CIU issic ission Rate:
® Chronic care management & patient navigation Intervention Unit (CIU) # i 2 Health‘
M Specialty care patients (targeb€d (Medicaid
® Health promotion / disease prevention population) enrollees)
B Other

HHSC Moy 7, 2015



Transformationis...
Collaboration among providers and stakeholders

.Common Aim
. Address project

challenges
."Actionable"
Project List Bexar County Mental
Health Consortium
.Networking
Opportunities
| |
Dec 2013 & March 2104 ‘ June 2014 ‘ Fall 2014 +

Change Packages

Top Ten Evidence-Based Strategies

» Send discharge summary and after-hospital
care plan to primary care provider (PCP)
within 24 to 48 hours of discharge

» Collaborate with post-acute care and [ |
community based providers

» Before discharge, schedule follow-up medical
appointments and post-discharge tests / labs.

» Conduct post-discharge follow-up calls within
48 hours of discharge

Partially Implemented

http: i i IDocs/1/Read---Top-Ten-Check:List.pdf
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RHP 6 Readmissions
Learning Collaborative

» Follows Institute for Healthcare Improvement Breakthrough
Series model

» Teams set goals to reduce readmissions 5% by end of DY4.
— Pre-work Summer 2014

— Completed two Learning Sessions (November 2014 and
February 2015)

» Learning Collaborative Summit — July 20, 2015

— Register at www.TexasRHP6.com

20

Top Ten Evidence-Based Strategies

» Enhanced admission assessment of discharge

needs and begin discharge planning upon
admission
» Formal assessment of risk of readmission [ |

» Accurate medication reconciliation at admission, s
at any change in level of care and at discharge

» Patient education I s

» Identify primary caregiver, if not the patient and
include with education and discharge planning  E__ g

» Use teach-back to validate patient and
caregiver’s understanding [ "

Partially Implemented

For more information on DSRIP

» RHP 6: www.TexasRHP6.com
— Tip! Look for the interactive tool under “RHP Plan”
» Texas Health and Human Services Commission
— http://www.hhsc.state.tx.us/1115-waiver.shtml

» Centers for Medicare & Medicaid Services

— http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-

Topics/Waivers/1115/Section-1115-Demonstrations.html

Carol A. Huber, MBA
Director, RHP 6
University Health System
Carol.Huber@uhs-sa.com

24 (210) 358-8792
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Objectives

* Familiarize with key interventions that have
shown to reduce readmission rates

¢ Understand elements of project BOOST and its
implementation using Health IT

* Examine early lessons learned on readmission
project under DSRIP 1115 waiver in Region 2

of state of Texas

HOSPITAL READMISSIONS IN THE MEDICARE POPULATION
Geraro F. Anperson, Pu.D,, ano Earw P. Stenveero, MD,, M.P.R.
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311:1349-63.)
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POLL QUESTION

Interventions to reduce 30-day-Rehospitalization

Predischarge Intervention

e Patient education
e Discharge Planning
¢ Medication Reconciliation

¢ Appointment scheduled
before discharge

¢ Timely follow-up

e Timely PCP
communication

* Follow-up telephone call

e Patient hotline

* Home visit

Intervention Bridging the transition

Transition Coach
Patient centered discharge instruction
Provider continuity

Hansen et al. Ann Intern Med. 2011
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Post Discharge Intervention



Comprehensive Discharge Planning and Home
Follow-up of Hospitalized Elders: A RCT

Readmission after index hospitalization

Randomized 363 patients age > 65
“Comprehensive discharge planning”
and home follow-up with Advance
Practice Nurses
— ~70% completion rate
Readmissions at 26 weeks 28% vs.
56%
— Reduced multiple readmissions
6.2% vs. 14.5%
— Prolonged time to first
readmission
— Medicare reimbursements cut in
half ($1.2M vs. $0.6M)

70%

60%

50%

40%

30%

20%

10%

6wk 26wk 52wk
=TCM Control

Naylor et al. JAMA.1999;281(7):613-620

A Reengineered Hospital Discharge Program to
Decrease Rehospitalization

RCT with N = 749 pts
Single Center

Outcomes:
— ED +30d Readmit
— Assessed at 30d

* Phone call to pt

* EMR review

Mentored implementation
(Ql not “Research”)

— QI/TOC experts
Toolkit/Web resources

— Risk identification with
targeted interventions

— Patient-centered
communications

— Team development
— Data tracking

— BOOST Community
Our published data

* Intervention
— RN Discharge Advocate
— Clinical Pharmacist
— Follow-up phone call

Jack et al. Ann Intern Med 2009

www.hospitalmedicine.org/BOOST
BOOST@hospitalmedicine.org
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The Care Transitions Intervention

Elderly patients transitioning to SNF/home
Randomized: Intervention group paired with “Transition Coach”
vs. standard care. N=750
Empowerment and education: 4 pillars
— Facilitate self management/adherence

— Maintain a personal health record

— Timely follow-up

— Knowledge and management of complications
* Education during hospitalization
* Phone calls and personal visits by TC post D/C

* Reduced 30d readmission rate (8.3% vs. 11.9%): OR 0.59.
Savings at 90d = $497/case

.

Coleman et al. Arch Intern Med 2006;166:1822-1828

Primary Outcome:

Hospital Utilization within 30d after Discharge

Usual Care Intervention P-value
(n=368) (n=370)
Hospital Utilizations *
Total # of visits 166 116
Rate (visits/patient/month) 0.451 0.314 0.009
ER Visits
Total # of visits 90 61
Rate (visits/patient/month) 0.245 0.165 0.014
Readmissions
Total # of visits 76 55
Rate (visits/patient/month) 0.207 0.149 0.090

* Hospital utilization: ER visits+ readmissions

See: www.ahrg.gov/qual/projectred



BOOST Tools

8P’s risk scale (identify, mitigate, communicate)
General Assessment Preparedness (GAP)

Patient Preparation to Address Situations
Successfully-PASS (after Discharge)

Teach back
Interprofessional Rounds
Medication Reconciliation
Follow-up phone calls
Follow-up appointment

Hosptal | pers

H
£
&

Preventing readmission: Role of
Cumulative complexity model

Year 2002 or before

Leppin et al. JAMA Int Med. 2014;174(7):1095-1107
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Pre-Implementation 1y Post-Implementation

20%

@
B

Readmission Rate

3
B

Differences Range: -0.7% to 8.1%
5%

Project BOOST units in Pilot Cohort
(11 of 30 hospitals reporting)

Balance of patient workload and capacity

Workload Capacity
* Understanding of plan of * Social and financial
care resources

* Making clinic apts. and self * Literacy
care

Cognitive function



Effects of Comprehensive Support in
Metaregression analysis

No. of Readmission, Relative Risk
studies | (95%Cl)

Comprehensive Support Category

1 (0 points) 15 1 (reference)

2 (1 or 2 points) 20 0.82 (0.66-1.02) 0.07
3 (3 or 4 points) 7 0.63 (0.43-0.91) 0.02
Publication in 2002 or after 33 1.47 (1.10-1.96) 0.01

1 point each for interventions that

a) were related to increase patient capacity,
b) had > 5 unique intervention activities

c) had >5 meaningful patient interactions and
d) had =2 individuals involved in its delivery

Leppin et al. JAMA Int Med. 2014;174(7):1095-1107

POLL QUESTION

Multidisciplinary Team

Alison Glendenning-
Napoli

¢ Linsday Sonstein
* Leah Low

« Carlos Clark * Craig Kovacevich
e Saleh Elsaid

e Jennifer Zirkle

* Fernando Lopez
¢ LaDonna Strait

« Jennifer Nelson ¢ Susan Seidensticker

¢ Chelita Thomas
* Rick Trevino

* Leon McGrew
* Martha Livanec

« Steven Maxwell Tammie Collins

« Stacy Avina * Josette Armendariz
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/(9 Summary )

For mixed patient population
multicomponent care transition
interventions that reduced patient
workload and increases capacity
has shown to reduce early
readmission when studied by
highly motivated investigators
supported by skilled staff (case
manager, RN’s, clinical pharmacist

G etc.)

10/22
BOOST mig.
Chicago

Kick-Off
12/2/2013

==

Preliminary work by
Readmission
Committee

|

8/5/2013
Current status Smart Goals
of readmission Timelines
Pilot Floor
0/2015 "
PREPARE (Partnership for Reliable Efforts to STAR Mission

] o ) s ida admissio
Prevent Avoidable Readmissions Experiences) (Stop The Avoidable Readmissions)

Slogan:
PURSUE (Preventing Unnecessary Readmissions 5100t o7 the STARS with Project BOOST
through Safe transitions and Utilization of

Education for patients & staff)

Theme: Space., Galaxy

co“'ro“ing nauti forUTVB. Project or Team) OCTOPUS:
Avoidable e
Readmissions s
Eifectively Lo

o Sptem

Working together......
<o Jor safer discharge

"Give Qur Patients a BOOST"
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Teach back

*>600 nursing staff, care
managers, social workers,
Patient care facilitators
*IM house staff

*Family Medicine House
staff

General Assessment Preparedness (GAP)
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8P’s
Problem medications
Polypharmacy
Principal diagnosis
Patient Support
Psychological
Poor health literacy
Prior hospitalization
Palliative care

10



SPs

Assessment

SPs
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Interventions

Problem Medications

Is the patient on anticoagulants, insulin, digoxin, narcotics,
lor aspirin & clopidogrel dual therapy?

Psychological

Depression screen positive or h/o depression diagnosis?

Principal Diagnosis

ICancer, stroke, diabetes, COPD, heart failure, or liver failure?

Polypharmacy

5 or more routine meds

Poor Health Literacy

Inability to do Teach Back?

Patient Support

|Absence of caregiver to assist with discharge and home
care?

Prior Hospitalization

Non-elective within the last 6 months?

Palliative Care

Does this patient have an advanced or progressive serious
illness?

R R

. Elimination of unnecessary medications

. Simplification of medication scheduling to improve adherence

. Follow-up phone call at 72 hours to assess adherence and compliance
. Follow-up appointment with aftercare medical provider within 7 days
. Teach Back

. Discuss goals of care and chronic illness model discussed

. Action plan reviewed with patient caregivers regarding what to do and who to

contact in the event of worsening or new symptoms
8. Link to community resources for additional patient/caregiver support

9. Involvement of home care providers of services with clear communications of

discharge plan to those providers
10. Assess need for palliative care services

Preliminary Chart Review Tool

Where was the patient admitted from

Pt Name, UH Numer, Age
Payer

Admission Date
Admission Diagnosis
Discharge Diagnosis
Readmission Date
Readmission Diagnosis

1. WHY? -

2. WHY? -
3.WHY? -
4. WHY? -

5. WHY? -

Medication related issue?
Was teachback documented?

Follow-up phone call 48-72 hours p/discharge?

Was clear discharge plan documented?

Did social conditions contribute to discharge?

Is patient non-adherent with discharge plan?

Did patient have Home Health/DME?

Did HH see pt. prior to readmission?

Did they receive the ordered DME post discharge?

Consider Palliative Care Referral?

Is the patient a potential referral (4 or greater

riaflmjgsyi?nsi to Community Outreach? 63

nancial Class
Medicare

Managed Medicare
Managed Medicaid
Medicaid
Medicare/Medicaid
Self Pay

Medicaid Pending
Commercial

VA

County Hospital District
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Financial class

46 49%
B]

15 24%
5

12 16%
4

9 9%
1 1%
1 1%

6/10/2015

26 (30%) are hospital dependent patients (6 or

Review of 100 readmissions

13

more admissions in last 1 year)

* Of the 61 remaining
— 26 (43%) were medication related

* Eg. Pt took 60U of insulin instead of 40U and admitted

with BS32

— 19 (31%) Psychosocial
—19 (31%) Non adherent

M Related
Unrelated

11



CARE Team Readmission Case

Reviews
# of Total #

C: i Cases |of Cases|%
Unrelated
Readm 20 155 13
Related Readm 135 155 87
Readm w/in 7
days 41 155 26
Readm 8-15
days 56 155| 36.5
Readm >15
days 58 155| 37.5

Comparison of 30-day.

Non-Preventable Readmissions
Hospital
Dependent (6
or more Adms) 44 135 33
Psych/Social
2 issues 34 91 37
2 |Medication
L [Related Issues 32 91| 35
-2 |Non adherent
& |to D/C plan 32 91 35
Community
| Outreach
2 Z|Referral 20 o1 22
S 8|palliative care
g = |Referral 9 91 10

LOS, mortality and number of

by month 2013-2014

6/10/2015

Total

30-day read| Mortality index
2013 2014 2013
1823%  1500% 077 067
1578%  1597% 076 061
14.42%  16.48% 0s 099
1504%  1691% 095 106
1528%  1452% 122 052
1a56%  1105% 109 083
1697%  1281% 082 099
1599%  13.99% 124 079
1378%  1429% 108 092
1468%  14.01% 077 o081
1221%  1453% 128 083
1378%  1268% 09 09
1506%  14.35% 095 083
.71 012

2013
36
37
32
34
38
39

a1
38
38
38
38

Los

2014
367
355
329
321
343
32
327
317
361
329
33
296

Admissions
2013 2014
2087 2014
1653 2011
209 2158
2136 2223
2084 2236
2069 2230
229 2019
2152 2408
2177 2465
2320 2521
2159 2136
2248 2388
18 2267

149

12
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Impact of HRRP on RSRR Balancing measures
RSRR Length of
20% stay
" = .~

18%

17%

Readmission

16% T T T T T |
2007 2008 2009 2010 2011 2013

http://innovation.cme.gov/files/reports/patient-safety-results.pdf. Accessed Jun2014

summary When it comes to

* 20% of readmissions are potentially readmission there is
preventable no ---------------------------

* Interventions required to reduce readmissions
are multidisciplinary and multicomponent and
span across care sites

* 360° view of patients care should include
balancing measures

Wrestling Readmissions to the Mat:

Evidence and Efforts Closing Remarks

Part 1: Controlling Avoidable Readmissions - ISRN Mission
Effectively (Project C.A.R.E.) " foundaon orquay

improvement, safety,
and efficiency through
transdisciplinary
research addressing
healthcare delivery,
patient-centeredness,
and integration of
evidence into practice.

Join Us!
—  For information on the
ISRN or to become a
member please visit our
website: www.ISRN.net

Carol A. Huber, MBA Gulshan Sharma, MD, MPH
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