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Key results

vizient.

Collaborative participants avoided 1,826 hospital readmissions and saved $26,289,503 in post-acute
discharge readmission costs overall*. Additionally, on average, readmissions coming from discharges to
skilled nursing facilities (SNFs) were reduced by 22% and the 30-day inpatient readmissions coming from
home health discharges achieved an average reduction of 9.8% from baseline to remeasure. These results
were accomplished through these change levers:

e Optimizing post-acute care network management

e Formalizing care team roles & responsibilities

e Enhancing patient and family engagement & experience

e Proactively planning for post-acute care

e Maximizing technology for communication and information transfer

Specifics on activating these change levers, a current state assessment, and action steps to maximize

impact are included in this document.

Case for change

Overview

In 2015, more than 40% of Medicare beneficiaries received post-acute care after a hospital discharge, which
cost Medicare more than $60 billion*. “In Medicare, most of the variation, the IOM committee said, was due
to spending in post-acute services such as nursing facilities, home health care and long-term-care hospitals.
The panel found that if variations among those providers were eliminated, the overall variation between
different parts of the country would drop by 73 percent™.

The Patient Transitions to Post-acute Care Collaborative enabled 27 participating hospitals and health care
organizations to collectively work on proactively mitigating the risk of readmissions, effectively educating
patients and leveraging technology for robust communication and coordination between care settings.

Figure 1. Patient Transition Statistics

$26 Billion spent on poor
transitions of acute are
Medicare patients per year?

Nearly 23% of SNF patients are
readmitted to the hospital
within 30 Days, on average®

210,

80% of serious medical errors
involve miscommunication during
hand-off between providers*
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Project method

Significant opportunity for improvement was demonstrated by activating the change levers and related
approaches that make up the collaborative framework for this project:

Collaborative Framework

Change Levers Approaches
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This checklist can be used to assess your current ability to use the change levers effectively.

Assessment

Collaborative Patient Transitions Change Levers

Change Levers Approaches
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Action steps
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Using the areas identified in the assessment above, these action steps and call to action questions can be
used to improve your effectiveness in successfully using the patient transitions change levers.

O Do we currently have a post-acute care strategy?

How frequently are we meeting with preferred providers and what performance results are being reviewed
. and tracked?

Have we developed a high-risk transitions of care assessment? Do we assess social determinant of health
O needs?

Are we currently utilizing a bi-directional communication platform to transfer information and medical
O records to and from PAC providers?
O What type of transitional care education program do we provide to our acute, PAC and partner staff?

Collaborative results

By using the Collaborative Framework as a guide for applying the change levers, the collaborative group
avoided 1,826 hospital readmissions and saved $26,289,503 in post-acute discharge readmission costs
overall*. Collaborative performance results Indicate, on average, readmissions coming from discharges to
skilled nursing facilities (SNFs) were reduced by 22% and the 30-day inpatient readmissions coming from
home health discharges achieved an average reduction of 9.8% from baseline to remeasure (Figure 1).
Overall, 88% of organizations saw improvement in one of the three post-acute care related readmission
outcome metrics. Organization-level improvement varied greatly between both participants and outcome
metrics due to the focus of the organization’s project and post-acute care partner(s) (Figure 2).

Figure 1
Collaborative performance results by 30-day readmissions outcome metric
Baseline (2/19-5/19) to Remeasure (2/21-5/21) comparison
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Source: Romstad-Hanser, Amber. Patient Transitions Collaborative Knowledge Transfer. October 14,2021. Link to online recording Accessed October 27,2021.

© 2022 Vizient, Inc. All rights reserved.

1/4122


https://vizientinc.zoom.us/rec/share/YJXHX3FLqXAF9ECaSA3lKtRZRwo8tK3vxuvLXDxlU3zruAgX2eNKdrry7zwreXeW.fYyBSUsV72kGbaFe

vizient.

Figure 2

Percent change by readmission outcome metric and participanting organization from baseline to remeasure
(% Improvement: Negative values indicate improvement)
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Source: Romstad-Hanser, Amber. Patient Transitions Collaborative Knowledge Transfer. October 14,2021. Link to online recording Accessed October 27,2021.

Additional resources

Network
. . Fee Based
Solution Membership :
Service

Resource

Topic project page v

Knowledge Transfer webinar recording and slides v

Archived topic-specific case study v

Related communities: Readmissions 4

Supportive materials used in collaborative link 4

Clinical Data Base (CDB) Users COPD report builders (included in CDB
access). CDB information is available here

Advisory Services (specific to topic) for personalized consulting v
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https://vizientinc.zoom.us/rec/share/YJXHX3FLqXAF9ECaSA3lKtRZRwo8tK3vxuvLXDxlU3zruAgX2eNKdrry7zwreXeW.fYyBSUsV72kGbaFe
https://www.vizientinc.com/my-dashboard/my-collaboratives/patient-transitions-to-post-acute-care-collaborative-2021
https://vizientinc.zoom.us/rec/share/UO2fP23-WGYj51i-KXqaVmFrsq0RIF8GU1Elfr9k4gJ92x8SwjZhvA7aHFothQkE.Cdt5U7HX5yuvwyGu
https://www.vizientinc.com/-/media/documents/sitecorepublishingdocuments/secured/collaboratives/patienttransitionscollab_ktwebinar.pdf
https://www.vizientinc.com/-/media/documents/sitecorepublishingdocuments/secured/collaboratives/highutilizermvpcollab_yale_casestudy.pdf
https://www.vizientinc.com/-/media/documents/sitecorepublishingdocuments/secured/collaboratives/patienttransitionreadinessassessment_checklistbaseline.pdf
https://www.vizientinc.com/our-solutions/clinical-solutions/clinical-data-base
https://www.vizientinc.com/our-solutions/advisory-solutions
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Operational Data Base (ODB) to support improvement initiatives v

Clinical Practice Solutions Center data solutions for medical practice health v

Clinical Team Insights to optimize the clinical workforce v

Procedural Analytics to connect procedural and supply data v

Accreditation consulting v
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