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Introductions

* Nurse with a public
health background

e Serve as a health
equity SME

* Experience in quality
Improvement and
measurement across
settings

Share your name,
title, organization,
and response to
what you’re looking
forward to in the

Spring.
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Objectives

* Understand the context around disparities in readmissions
* Learn about strategies that can help mitigate disparities

* Learn about resources that can be used in quality
Improvement activities

* Connect the dots in terms of how key strategies can advance
health equity and reduce readmissions
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Readmissions Overview

While not all readmissions are entirely
preventable, it is widely understood that a portion
of unplanned readmissions can be prevented by
addressing a series of barriers patients face prior
to, during, and after admission and discharge.

Annually, about $17 billion in Medicare program
spending is for readmissions that could be
classified as potentially avoidable.

Minorities and other vulnerable populations are
more likely to be readmitted.

This Photo by Unknown Author is licensed under CC BY
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Patient-Level Factors Predicting Hospital Readmission

Socioeconomic Race and Disability
Status Ethnicity Status

Limited
English
Proficiency

Low Health
Literacy
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Key Issues for Racially and Ethnically Diverse Patients

Several factors contribute to disparities and readmission rates for racially
and ethnically diverse patients, including:

* Low linkage to primary care/usual source of care

* Language barriers/access to interpreter services

* Lack of understanding

* Lack of culturally competent patient education

* Health-related social needs not addressed
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Social and Contextual Factors and Readmissions

Socioeconomic status (SES)
(Education, income, occupation)

Hospital care

/

Hospital: coordination,
communication
Discharge management...

/

ﬂNDMDUAL \
Knowledge and abilities

N\

+ Health-literacy
- Skills: Problem solving,
language...

4

\

SOCIAL SITUATION
resources

Living conditions:
» Social support, family

Health status/behaviors:

+ Physical & mental health,
level of comorbidity

+ Health behavior: physical

activity, smoking.... j

situation
+ Exposure to health

Ambulatory health care:

» Access and quality of (ho
care

Neighborhood & community\

risk/stress at work/home..

@

Home care / self-
management

/
P

/

Unplanned readmission >

+ Demography: Age
+  Chronic condition: type,
cognitive, functional status,

severity...
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Let’s Meet LT...

» 72-year-old male with Congestive Heart Failure (CHF) and history of
hypertension and diabetes

* Firstlanguage is Spanish; he can speak and read English

* He lives alone; his wife died this year, and she was his primary support
and cooked food to manage his CHF.

* Admitted with shortness of breath, fatigue, swollen legs; treated with
diuretics, ACE inhibitors, and beta-blockers; discharged after 7 days with a
follow-up appointment scheduled; discharged with education and self-
care strategies

* He used to measure his weight, but could not find his scale
* He was feeling nauseous and skipped a few doses of his medications
* He missed his follow-up appointment with his PCP

* Readmitted after 3 weeks with weight gain, shortness of breath, and
edema; chest X-ray confirms worsening CHF
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What Factors Contributed to LT’s Readmission?

Chime in via Chat!
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Let’s Focus In...

» 72-year-old male with Congestive Heart Failure (CHF) and history of
hypertension and diabetes

; he can speak and read English.

* He this year, and she was his
and

* Admitted with shortness of breath, fatigue, swollen legs; treated with
diuretics, ACE inhibitors, and beta-blockers; discharged after 7 days with a
follow-up appointment scheduled; discharged with education and self-
care strategies

* He used to measure his weight but
* He was and skipped a few doses of his medications
with his PCP.

* Readmitted after 3 weeks with weight gain, shortness of breath, and
edema; chest X-ray confirms worsening CHF
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Factors that Contributed to LT’s Readmission

Medication side-effects

Lack of social support

Dietary imbalance

Missed PCP foIIow—up
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Strategies to Close the Readmission Gap

1. Collect and Analyze Data

race/ethnicity
preferred language
social needs
disability status

DN N

2. ldentify Root Causes

* Use quality improvement strategies
and tools to understand barriers and
develop systems to address them

Need for education
Push for decrease material in native
length stay language
Mr. X's
readmission
to hospital
English is not
No consultation L — No le at h
HE scale al home
with HF specialty Age and multiple
comorbidities

* Pre-discharge Not a candidate
Failure 10 recognize education for Telehome
worsening status monitoring

pre-discharge

Lack social supports

——— -

Betancourt JR, Tan-McGrory A, Kenst KS. Guide to Preventing Readmissions among Racially and Ethnically Diverse Medicare

Beneficiaries. Prepared by the Disparities Solutions Center, Mongan Institute for Health Policy at Massachusetts General Hospital.

Baltimore, MD: Centers for Medicare & Medicaid Services Office of Minority Health; September 2015.
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Strategies to Close the Readmission Gap, Continued

Ineffective
communication for
discharge planning
Need for education
Push for decrease material in natve
' length stay language
months Example of a fishbone
diagram to identify the root
. Mr. Xe causes of a readmission
L —— : . readmission gi |
to hospital M edi et al., 2017).
English is not ( 0 a-y ’ )
s - No scale at h
scale al home
with HF specialty AQe 8nd multiple
comorbidities
Pre-discharge Not a candidate
Failure 10 recognize education for Telehome
worsening status monitoring
pre-discharge
Lack social suppons
Froviars oo
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10.1161/CIRCHEARTFAILURE.116.003722. PMID: 28490429. 13




Strategies to Close the Readmission Gap, Continued

3. Begin Early

* Use a series of preemptive efforts that span

the duration from pre-admission to post-
discharge

4. Deploy a Team

 Consider non-traditional partners like
community health workers, navigators,
and/or health coaches

5. Address Diverse Needs

* Respond to the needs of diverse
populations

Betancourt JR, Tan-McGrory A, Kenst KS. Guide to Preventing Readmissions among Racially and Ethnically Diverse Medicare

Beneficiaries. Prepared by the Disparities Solutions Center, Mongan Institute for Health Policy at Massachusetts General Hospital.

Baltimore, MD: Centers for Medicare & Medicaid Services Office of Minority Health; September 2015.
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Strategies to Close the Readmission Gap, Continued

6. Focus on Culturally Competent

Communication Patient Centered
Care / Health Literacy

* Ensure patients’ ability to
understand their diagnosis, the care

they received, and their discharge ‘
instructions Under-

served
Needs

Cultural
Targeting

7. Foster Community Partnerships to
Promote Continuity of Care

 Create a system to follow-up and
promote continuity of care to the next

setting
Health " QIN-QIO Netwg% of Quality Improvement and
Betancourt JR, Tan-McGrory A, Kenst KS. Guide to Preventing Readmissions among Racially and Ethnically Diverse Medicare EqUIty IPRO Innovation Contractors
Beneficiaries. Prepared by the Disparities Solutions Center, Mongan Institute for Health Policy at Massachusetts General Hospital. = HQIC CENTERS FOR MEDICARE & MEDICAID SERVICES
Baltimore, MD: Centers for Medicare & Medicaid Services Office of Minority Health; September 2015. TQUALITY IMPROVEMENT & INNOVATION GROUP




LT’s New Discharge Plan

Medication

adherence Social support Diet Follow-up
- Review of - Connect to local - Discuss current - Schedule PCP
medications and CHF support meals and visit, request a
adjust to program identify options reminder, and
address nausea - Discuss family based on food call back to
- Provide and support nearby preferences follow-up
review and coping - Refer to - Provide home
educational skills given his registered health visit for
materials in wife’s recent dietician to adherence
preferred death review food follow-up
language, with options support
teach back
- Provide a scale
to help with
weight
monitoring
Health QIN-QIO mwg% t|)f|QCu;ity Improvement and

Equity
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LT’s Tools to Manage his CHF

v vt Plan de autochequeo X

Association. para el control de la insuficiencia cardiaca

iExcelente! ;{Siga asi, muy bien!

S D B @

[]No presentc\ falta  [] Sunivelde [[] No tiene nueva ] Control del [[] No hay
de aire al respirar actividad fisica hlnchazon sus peso estable sefales de
© empeoramiento es normal pies y piernas se Peso: doloren
de la misma ven normales el pecho

mmm Tomando sus 0
{ESTUPENDO! i medenes @ trades @ Crasde
CONTINUE: supeso E e, B . g s

IPreste atencion! j;Tenga cuidado!

@ D B ® Y

[] Tos seca [[] Sufalta de "1 Mayor [[] Aumento sdbito  [] Malestar o [ Dificultad
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empeora con la sus piernas, de2-31b el abdomen
actividad fisica pies y tobillos o iﬁ;%‘?ﬂs&?z:‘e

una semana)

La necesidad de mmm La necesidad de
iREV'SE' Sus sintom @ ponerse en contacto con + E un cambio en sus

pueden indicar: su médico o proveedor medicamentos

Alerta médica. jEsté atento!

00.@@@@

[JTossecay []Dificultad [JAumentode  [] Aumento [CJAparicién [ Pévrdida ] Aumento de
frecuente para las molestias stbito de de sintomas de apetito _ dificultad
respirar o hinchazén peso de mas de mareo, para dormir;
en reposo en la parte de2-3lb confusién, no puede
en«ae en aproximadamente 0 descansar
inferior undia(oSlibrasen  Uistezao en posicion
del cuerpo una semana) depresion horizontal

(4

10 maneras de mejorar tu salud
cardiaca

O

Equilibra las
[ calorias que Buscauna g(ﬁ ‘
. comescon variedad de ‘é’
actividad fisica. frutasy verdurcls

i & Sl Y
: &5
Incluye fuentes de proteinas

4 Elige productos &r 1 saludables, principalmente plantas
@ | integrales. y mariscos.

FROZEN W‘
4 Usa aceites liquidos 9
que noseande * ’ ‘L

plantas tropicales.

Elige alimentos mmlmcmente
procesados.

i‘y Evita productos con azucares
anadidos.

10

iHaz todo esto

Llame a su médico

* de forma inmediato. A °911

DVERTENCIA! Necesita ser evaluado

h © Derechos de autor 2022 American Heart Association, Inc., una organizacién sin animo de lucro
eart org / HF 501(c)(3). Todos los derechos reservados. Se prohibe el uso no autorizado. DS18809 2/22

Limita el consumo
de ulcohcl

dondequiera

——

Quleres informarte mas" Go towww. heart.orgleatsmart

e

AHA, Heart Failure Tools and Resources, https://www.heart.org/en/health-topics/heart-failure/heart-failure-tools-resources

jue comas!
9 A

Estilo de vida + Reduccion de riesgos

CAMBIOS EN EL ESTILO DE VIDA

La aplicacion HF
Helper™ ayuda alos
pacientes en casa

Desde la American Heart Association, nos SEGUIMIENTO
complace lanzar HF Helper, una aplicacién DESUS
de autogestion que permite a los pacientes con SINTOMAS
insuficiencia cardiaca controlar y convivir mejor
con su enfermedad.

HAGAUN

La nueva aplicacién HF Helper permite a los

usuarios:

+ Realizar un seguimiento de los sintomas, los
medicamentos y otras métricas de salud.

+ Compartir informacion de salud con su médico
en tiempo real.

+ Conectarse con otras personas que tienen
insuficiencia cardiaca.

Con estas funciones, HF Helper es una

herramienta destinada a que los pacientes

gocen de una mejor calidad de vida.

HAGA UN
SEGUIMIENTO
DE SU NIVEL DE

ENERGIA

HF Helper

Disponible para descargar
a partir de febrero del 2022.

Visite heart.org/HF.

@& App Store INVITE AL
EQUIPODE

ATENCION

"
ogle Play Sl

Puede consultar otras hojas i o ayudarén a tomar decisiones el fin de reducir los riesgos,
ratar la enfermedad o cuidar a un ser querdo. Viste heart t para obtener i6n adicional.

.
w DSiE0 12721
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https://www.heart.org/en/health-topics/heart-failure/heart-failure-tools-resources

The Project RED Toolkit

oJEC

:RED

Funded by the Ag en%fm Healthcare Research and Quality, National Heart, Lung and Blood Institute,
Re-Engineered Discharge the Blue Cross Blue Shield Foundation, and the Patient-Centered Outcomes Research Institute

A Research Group at %ﬁgﬁ -

Boston University Medical Center Boston University School of Medicine

The Re-Engineered Discharge consists of 12 mutually reinforcing actions

that the hospital takes during and after the hospital stay to ensure a
smooth and effective transition at discharge.

Tool 4 in the toolkit includes specific guidance on culturally and
linguistically appropriate delivery of the RED to diverse populations.

Re-Engineered Discharge (RED) Toolkit. U.S Department of Health and Human Services Agency for

Healthcare Research and Quality. https://www.ahrg.gov/patient- y E‘ESII%h IPRO " QiN-Qi0
safety/settings/hospital/red/toolkit/index.html. oy = HQIC
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https://www.ahrq.gov/patient-safety/settings/hospital/red/toolkit/redtool4.html
https://www.ahrq.gov/patient-safety/settings/hospital/red/toolkit/index.html
https://www.ahrq.gov/patient-safety/settings/hospital/red/toolkit/index.html

Components of the Re-Engineered Discharge Process

Ascertain need for an obtain language assistance.

Make appointment for follow-up care (e.g., medical appointments, post-discharge tests or labs).
Plan for the follow-up of results from tests or labs that are pending at discharge.

Organize post-discharge outpatient services and medical equipment.

Identify the correct medicines and a plan for the patient to obtain them.

Reconcile the discharge plan with national guidelines.

Teach a written discharge plan the patient can understand.

Educate the patient about his or her diabﬂ{FEiS and medicines.

Review with the patient what to do if a problem arises.

10. Assess the degree of the patient’s understanding of the discharge plan.

11. Expedite transmission of the discharge summary to clinicians accepting care of the patient.
12. Provide telephone reinforcement of the discharge plan.

'-.I'.'Im'-dﬂ"lf.l'l-l:-LHMI—"

*As listed in the AHRQ Re-Engineered Discharge (RED) Toolkit. http://www_ahrg.gov/professionals/systems/hospital/red/toolkit/
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Key Features of the Re-Engineered Discharge Process

* Dedicated transition care personnel (Nurse Discharge Advocates) work
directly with the patient and their caregivers to ensure a smooth
transition for patients.

* Patient-centered discharge instructions (After Hospital Care Plan) is
provided to the patient and their PCP on the day of discharge.

 Adischarge advocate may be used to explain the discharge instructions,
answer patient and caregiver questions, and test understanding of key
information.

* Patients receive a follow-up call from a clinical pharmacist 2-4 days
following discharge to reinforce the plan, review all medications, and
address any problems.
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Looking at the Full Picture

/ 7/ / / / 7/ 7/
/ / 7/ 7/ / / /
7/ / / / /7 / 7/

, +* Health Problems & Risks ,*

Relationships Understanding Partnering

BetterJHealth

Developed by the Health Literacy in Communities Prototype Faculty:
Connie Davis, Kelly McQuillen, Irv Rootman, Leona Gadsby, Lori
Walker, Marina Niks, Cheryl Rivard, Shirley Sze, and Angela Hovis
with Joanne Protheroe, July 2009. IMPACT BC.
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Connecting the Pieces

Provide
Culturally and
Linguistically
Appropriate
Services (CLAS)

Listen to patients

and families and

engaging them in
their care

Health Equity:
everyone has a
fair and just

Collect Race,
Ethnicity and
Language
Preference (REAL),

and Sexual
Orientation and
Gender Identity

(SOGI) data

opportunity to
be as healthy as
possible

Conduct social
drivers of health
screening,
connecting
patients with
resources, and
closing the referral Hea|th ’ = QIN-QIO

loop Equity [IEHY

NQIIC

Network of Quality Improvement and
Innovation Contractors

CENTERS FOR MEDICARE & MEDICAID SERVICES
iQUALITY IMPROVEMENT & INNOVATION GROUP

22



Concepts in Action

v' Collect standardized data and use it to understand the root
causes leading to disparities in readmissions

v Plan for preemptive efforts spanning from pre-admission through

v Identify patient-specific needs and preferences and tailor patient
education

v’ Leverage non-traditional partners, resources, and technology

v' Connect with community-based organizations and provide
continuity with outpatient providers
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Resources

IPRO

* Improving Care Transitions: A Guide to Tools &
Resources for Providers and Patients

* Preadmissions Planning Checklist (English)

* Preadmissions Planning Checklist (Spanish)
* |HI STAAR Root Cause Analysis Tool

AHRQ

* Project RED (Re-Engineered Discharge)

CMS

* Guide to Reducing Disparities in Readmissions

AHA

* Equity of Care: A Toolkit for Eliminating Health

Care Disparities

Journal Articles

* Factors Associated with Disparities in Hospital

Readmission Rates Among US Adults Dually

Eligible for Medicare and Medicaid

* A Machine Learning Model for Predicting,

Diagnhosing, and Mitigating Health Disparities in

Hospital Readmission

¥

Health
Equity
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https://drive.google.com/file/d/1JAnwhIlWPa3KAKO_edWdXsi367IIKdv0/view
https://drive.google.com/file/d/1JAnwhIlWPa3KAKO_edWdXsi367IIKdv0/view
https://drive.google.com/file/d/1BDKgtZNqiNcOebTw17QBBvAh6DbtpG_5/view
https://drive.google.com/file/d/11nQ2VHrmfr7GO0aWBsiG1XD2LTw7WR4u/view
https://qi-library.ipro.org/wp-content/uploads/2019/11/ReadmissionsDiagnosticTool_STAAR-1.pdf
https://www.bu.edu/fammed/projectred/
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/OMH_Readmissions_Guide.pdf
http://www.hpoe.org/Reports-HPOE/equity-of-care-toolkit.pdf
http://www.hpoe.org/Reports-HPOE/equity-of-care-toolkit.pdf
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2788515
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2788515
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2788515
https://www.sciencedirect.com/science/article/pii/S2772442522000430
https://www.sciencedirect.com/science/article/pii/S2772442522000430
https://www.sciencedirect.com/science/article/pii/S2772442522000430

Contact Information

N Pooja Kothari

QSource
PKothari@X4health.com
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Thank you!
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