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Acute Care Readmits over Age 64 within 30 Days

Acute Care Readmits over age 64 within 30 days Goal

Reduction in 
Readmissions

Patient Interviews

Holistic Approach

ED Case Management

LCMC used the Plan-Do-Study-Act cycle methodology to guide process improvement. Through multiple meetings, we planned what we would change in our processes.  Some components of the improvement 
process included creation of a review tool by Case Management to assist in capturing reasons for the readmissions, and implementation of home visits by EMS post discharge. A patient questionnaire was developed 
as a guide to obtain perspectives from patients and families as to reasons for the readmissions.  Leadership analyzed the results and aided with the adjustments to our plan. We also scheduled monthly meetings with 
case management, quality and nursing administration to further analyze readmissions. 

In the latter part of 2018, we became aware of and joined an HRET HIIN multi-patient visit (MVP) cohort to reduce readmissions for patients with more than 4 inpatient visits in 12 months.  While this cohort was not 
focusing specifically on  30-day readmissions or patients over age 64, we found we could apply some of the same principles to this group.  As a result of our participation in the cohort, we began to use a more 
holistic approach in identifying reasons for readmissions, which included much more focus on psychosocial issues.  By using this holistic approach, we were better able to determine specific interventions for individual 
patients at discharge.  We also began to utilize case management services in the emergency department to assess patient needs and help arrange services for patients while in the ED to prevent need for 
readmissions, i.e.; home health services, outpatient counseling, etc.  

We identified a need to reduce readmission rates through review of regulatory and health improvement organization literature on readmissions, our 2018 strategic goals, 2017 readmission data, and risk stratification. 
We recognized that reducing readmission rates meets the Institute for Healthcare Improvement’s Triple Aims of improving population health, improving patient experience and reducing costs.  This further aligns with 
The Centers for Medicare and Medicaid Services’ (CMS) goal to improve the quality of care and reduce costs for Americans.  Readmissions are considered a measure of the quality of care received. CMS created the 
Hospital Readmissions Reduction Program (HRRP*) that rewards hospitals for low readmission rates and reduces payments for those with high readmission rates.  The Agency for Healthcare Research and Quality 
(AHRQ) promotes reduction of preventable readmissions to lower costs and improve healthcare.

We reviewed the Presbyterian Healthcare Services’ purpose of  improving the health of  patients, members and communities that we serve and the expectation to  deliver on this through the Presbyterian Promise, 
which is a component of our Strategy to ensure our patients have an exceptional experience.  Our readmission rate for patients age 65 and older was 6.5% at year-end 2017, and while that was much lower than the 
2017 national average for readmissions of 14.8% (per United Health Foundation **), we did not meet our goal of 5.2% or less, and we believed we had opportunity to reduce our readmission rate even further. The 
LCMC Executive Quality Committee addressed the need to improve this measure of quality based on this information, and the LCMC Board of Trustees concurred.  We designated reduction of readmissions as an 
improvement project for 2018 and included it in our Quality Plan .

* Centers for Medicare and Medicaid Services (CMS). https://www.cms.gov/medicare/medicare-fee-for-service-payment/acuteinpatientpps/readmissions-reduction-program.html

**America's Health Rankings analysis of The Dartmouth Atlas of Health Care, United Health Foundation, AmericasHealthRankings.org, Accessed 2019 
https://www.americashealthrankings.org/explore/senior/measure/hospital_readmissions_sr/state/ALL.

One of the lessons we learned is that by working as a multidisciplinary team we could better determine the most beneficial plans for patients at discharge to prevent their readmissions.  Addressing the readmission 
issues raised by patients and families helped us to focus on the most effective interventions.  We also learned to provide extra attention to those patients who are readmitted. Psychosocial issues including lack of 
family support and isolation are significant problems for this age group and require outside resources which are in short supply in our rural area.  Additionally, many of these patients have chronic medical conditions 
with little reserve to fight off infections or other complications that tend to result in readmissions.   

We continue to use patient interviews to learn more about our patients and are currently working on increasing our usage of EMS home visits to help support these patients and to sustain the gains we have made. 
Leadership is kept informed through regular reports at monthly quality meetings where cases are discussed and analyzed. 

The sustainability plan includes discussion of readmitted patients in daily staff huddles and real time impromptu meetings upon patient arrival to review drivers of utilization and barriers to care.
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The Chief Nurse Executive (CNE) and Case Manager of Lincoln County Medical Center (LCMC) attended a readmission summit in 2017 that identified best practices to help reduce readmissions in rural hospitals.  This 
provided impetus to review our readmission data and begin planning for improvement.  The plan for this initiative consisted of bringing concerns of high readmission rate to the Executive Quality Committee in 
February 2018.  The planning team included the Medical Director, Hospital Chief Executive, Hospitalist, CNE, Case Management, Quality and Emergency Medical  Services (EMS).

Leadership recognized the alignment with our strategic plan and determined that this was a priority for our facility.  They designated use of resources such as manpower and finances to implement the plan. 
Leadership attended the Executive Quality Committee meetings and provided guidance and “hands on” assistance.  The CNE was integral to achieving success by participating in all aspects of the planning and 
implementation processes and ensuring that improvements were celebrated.

The results of the interventions implemented  lead to a significant 
reduction in readmissions.   In November 2018 we started at 0.2 
discharges of MVP patients per day with a goal of 0.17 discharges 
per day.  To date, we are at 0.12 discharges of MVP patients per day.  

Results: Our 30-day readmission rate for patients age 65 and older 
decreased to 1.6% at year-end 2018, with an average of 2.3% for 
2019 to date.
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