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ospitals began paying financial penalties for high-risk—adjusted 30-day readmission
rates for certain diagnoses in October 2012. Physician leaders seeking to reduce re-
admission rates will find that proven interventions often require substantial up-
front financial and organizational investment. To reduce readmissions while mini-
mizing the investment, leaders need to develop new and creative strategies guided by the evidence.
This article describes 5 proposed strategies or “best practices” derived from critical evaluation of
prior interventions and experience in the field. These practices include matching the intensity of
the intervention to the patient’s risk of readmission, avoiding commonly used but unproven in-
terventions, using interventions with a durable effect, creating an effective team before selecting

an intervention, and focusing on previously unrecognized high-risk patient groups.
JAMA Intern Med. 2013;173(8):695-698.

Hospitals were assessed the first round of
financial penalties for high-risk—-adjusted
30-day readmission rates for congestive
heart failure (CHF), chronic obstructive
pulmonary disease (COPD), and pneumo-
nia in October 2012.! Preliminary esti-
mates indicate that, on average, hospitals
will be penalized $125 000 in this first year,
an amount projected to triple by 2014.>
Although significant penalties imply
that readmission reduction is achievable,
physician leaders may struggle to iden-
tify interventions that are reliably effec-
tive. A systematic review of interventions
to decrease readmissions concluded that
no intervention “reliably reduced rehos-
pitalization.” Given this finding, experts
advocate using successful strategies de-
scribed in single-institution randomized
trials, few of which have been validated ex-
ternally.*> A key unifying theme among
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successful interventions is their “high-

touch” nature.® These high-touch inter-

ventions require substantial up-front in-

vestment in personnel, training, and
of care.

See Invited Commentary
on page 629

Physicians seeking resources from their
hospital partners may find that many hos-
pitals do not consider themselves able to
make this investment, particularly if dis-
cretionary resources are consumed paying
readmission penalties. Even with suffi-
cient financial resources, physicians may
find implementing multicomponent inter-
ventions with high fidelity (ie, reproduc-
ing complex interventions in exactly the
same way as the original) challenging given
competing priorities and time pressures. For
example, hospitals participating in the Hos-
pital to Home initiative of the American Col-
lege of Cardiology and Institute for Health-
care Improvement used on average only 5
of the 10 practices promoted by the initia-
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tive, with less than 3% of partici-
pants using all 10.” This finding sug-
gests that even with direct guidance,
physicians and committees charged
with implementing complex inter-
ventions may struggle.

Given these financial and orga-
nizational challenges, more cost-
effective and less complex readmis-
sion reduction efforts are needed.
We suggest, based on critical ap-
praisal of the relevant literature and
our experience in the field, that 5
“best practice” principles can be ap-
plied to minimize the up-front fi-
nancial investment and help over-
come organizational barriers,
increasing the likelihood of suc-
cess in reducing readmissions. Those
principles are as follows:

1. Match the intensity of the re-
admission reduction intervention to
the patient’s risk of readmission.

2. Avoid commonly used inter-
ventions that have not been shown
to be effective.

3. Use interventions with a last-
ing effect.

4. Create an effective team be-
fore implementation of any inter-
vention.

5. Broaden the intervention to
target high-risk groups for readmis-
sion who have not been the focus of
previous readmission reduction
efforts.

BEST PRACTICE PRINCIPLES
FOR COST-EFFECTIVE
INTERVENTIONS

First, physicians should stratify pa-
tients being discharged by risk and
match the intensity of an evidence-
based intervention to the indi-
vidual patient’s likelihood of read-
mission. Physicians need not
intervene for every patient dis-
charged from the hospital and
should not apply a uniform inter-
vention to all patients. High-risk pa-
tients appear to require a higher-
intensity intervention,® and a
readmission reduction in low-risk
patients is difficult to demon-
strate.” Applying a high-intensity in-
tervention to all patients is also un-
likely to be cost-effective. A risk
stratification scheme is needed.
Models predicting readmission
risk have limited ability to discrimi-

nate between patients at high and
low risk of readmission'® and are
generally not designed to identify
those patients with modifiable risk.
However, the predictive abilities of
experienced primary care physi-
cians who have insights gathered
from a longitudinal relationship with
the patient have not been exam-
ined. These risk factors include, for
example, the availability of reliable
transportation, level of family care-
giver support, degree of health lit-
eracy, and accurate assessment of
baseline cognitive and functional im-
pairment.

Coupling these risk factors with
known predictors of readmission de-
rived from utilization data (eg, length
of stay, number and severity of co-
morbidities, and number of prior
hospital admissions and emer-
gency department visits)'® could im-
prove risk stratification. We envi-
sion a 2-stage risk assessment.
Known risk factors for readmission
obtained from utilization or admin-
istrative data are used to screen pa-
tients being discharged. This risk
analysis then is refined using a se-
lect number of data elements from
longitudinal data sources or from
bedside evaluation that address im-
portant nonmedical risk factors for
hospital readmissions. Such an as-
sessment then could be used to help
hospitals match resource expendi-
tures on readmission reduction ef-
forts with individualized risk of re-
admission.

Second, physicians are advised to
avoid commonly promoted inter-
ventions to reduce hospital readmis-
sions that have shown mixed or
largely negative results despite their
intuitive appeal, especially as sole in-
terventions. These interventions in-
clude routine postdischarge tele-
phone calls,! inpatient clinical
pathways,'* telemonitoring,'*'* and
care management, unless intensive
and locally deployed.?”

Third, physicians can select in-
terventions with a lasting effect. An
emphasis on 30-day readmissions is
currently appropriate given the lim-
ited role a hospital-based discharge
intervention may have on longer-
term outcomes. However, extrapo-
lating from existing initiatives sup-
ported by the Centers for Medicare
& Medicaid Service that emphasize

60- or 90-day episodes of care, this
metric may be subject to change. Ini-
tiatives such as the Care Transi-
tions Intervention have demon-
strated sustained reductions in use
of hospital services during a 6-month
period.* Interventions that reduce re-
admissions at 30 days after dis-
charge but not at more distant
points'® could just delay rather than
reduce readmissions.

Fourth, physicians may attend to
the appropriate composition of the
team that will lead the effective
implementation of an intervention
because the same intervention can
have very different outcomes de-
pending on the team involved. For
example, in a promising prelimi-
nary study to reduce readmissions
among patients with CHF, readmis-
sions were reduced 44%, more than
recouping the cost of the interven-
tion. When the same methods were
applied in a larger trial and failed,"
the authors identified a singularly ef-
fective nurse who affected out-
comes in the smaller study. In an-
other intervention, when case
managers were more geographi-
cally distant from the populations
they served, the intervention led to
significantly increased costs and re-
admissions. After changing the in-
tervention to involve local person-
nel who understood the patients,
services, and physicians better, the
intervention became cost-effective in
reducing readmissions.'” Teams de-
ploying an intervention with high fi-
delity have better results,"” and train-
ing is crucial to this success.” When
local expertise is lacking, mentor-
ship from previously successful
groups may be available.*!®

Fifth, physicians should broaden
their focus to include patient groups
at high risk for readmission who
have not been the typical focus of
previous interventions. Four high-
risk groups may have barriers to
ideal transitions of care that are sim-
ply or inexpensively addressed, of-
fering substantial return on invest-
ment in terms of reduced health care
expenditures and improved health.

The first group consists of pa-
tients discharged with pneumonia,
psychiatric disease, metabolic dis-
turbances (including gastrointesti-
nal tract and endocrine disease), and
renal impairment. These condi-
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tions are the most common rea-
sons for hospital admission after
CHF and COPD in the Medicare
population,’ but we are unaware of
any specific interventions to re-
duce the high number of readmis-
sions for these patients. More than
40 publications describe interven-
tions to reduce readmissions for pa-
tients with CHF,*® but compara-
tively few have been published for
COPD.?'* Given the prevalence of
CHF, an extensive evaluation seems
appropriate but may be to the det-
riment of other significant, costly pa-
tient populations, such as patients
undergoing dialysis. The dearth of
tailored interventions is particu-
larly notable for COPD and pneu-
monia, for which penalties for high
readmission rates are already being
assessed.

The second group includes CHF
patients with significant comorbid
disease. A striking but underrecog-
nized finding is that CHF is not the
principal diagnosis in nearly half the
readmissions in this population. As
aresult, interventions that reduce re-
admissions for CHF often do not re-
duce all-cause readmissions.* De-
veloping and reviewing a physician
checklist at discharge of all the pa-
tient’s known comorbidities and at-
tending to those that are not the pri-
mary reason for admission may be
necessary to reduce all-cause read-
missions in CHF patients.

The third group includes pa-
tients who are discharged from acute
care to skilled nursing or rehabili-
tation facilities. Readmissions from
skilled nursing facilities represent a
substantial number of overall read-
missions,**** reflecting the fre-
quency of complex care transitions
after discharge® that are not ad-
dressed by current efforts. As the
population ages, knowledge of how
to achieve optimal transitions in care
between the hospital and post-
acute care facilities and between
these facilities and home becomes in-
creasingly important. Models that
enhance relationships between dis-
charging physicians and nursing
homes show promise for reducing
readmissions®® but remain largely
unexplored.

The last group includes patients
discharged into the hands of family
caregivers. This group may have

unique opportunities for physician
engagement in reducing readmis-
sions. Family caregivers (inclusive
of relatives, friends, and neigh-
bors) provide substantial amounts of
support to older patients with func-
tional deficits and multiple medi-
cal comorbidities, who are at high-
est risk of readmission and poor
outcomes.”"* However, helping fam-
ily caregivers become more effec-
tive in this role has received little
emphasis. For example, family care-
givers are not included routinely
when discharge instructions are pro-
vided.?* The roles a family care-
giver may play currently or in the fu-
ture in regard to the health care of
their loved one are not assessed rou-
tinely at admission or discharge, and
electronic medical records generally
do not have fields for recording this
information. Assessment tools for this
purpose have been created and are
available in the public domain.*® Al-
though patients without family care-
givers may also be a group at high risk
for readmission, the involvement of
a family caregiver may represent a
unique opportunity for reducing re-
admissions.

CONCLUSIONS

To maximize the odds of success,
physician-led efforts to reduce hos-
pital readmission rates should in-
clude improving risk stratification,
avoiding ineffective interventions,
using interventions with a durable
or sustained effect, and giving
thoughtful consideration to the com-
position of the team charged with
implementing the intervention.
Broadening the target population to
include patients with high-risk dis-
ease processes other than CHF, pa-
tients with CHF and significant ad-
ditional comorbidities, those with
family caregiver support, and those
discharged to locations other than
home may further enhance pro-
gram effectiveness.
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