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Importance of readmission
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Importance of readmission

Readmissions represent:

-high costs

-new hospital complications
-lost work days

-burden for the patients
-low quality of care
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Vorführender
Präsentationsnotizen
Quality of care indicator
Cost of unplanned readmission in the US: $18 billion/year
Burden for patients and relatives



Classification of the Quality Indicators

Prevention

Getting better

Chronic care

End of life

Mapping selon 'OCDE
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OECD health care quality indicators expert group, Int J Qual Health Care, 2015



Importance of readmission

Classification of readmissions

Related to Initial Unrelated to Initial
Admission Admission
A planned readmission A planned readmission
Planned for which the reason for for which the reason for
. . readmission is related readmission is not
Readmission to the reason for the related to the reason for
initial admission. the initial admission.

An unplanned An unplanned
readmission for readmission for
Unplanned which the reason for which the reason for
Readmission readmission Is related readmission Is not
to the reason for the related to the reason
initial admission. for the initial admission.

American Hospital Association.


Vorführender
Präsentationsnotizen
Exemples: 
FA -> ablation FA
AIT - > chimiotx
Pneumonie - > récidive
Décomp diabétique -> insuff cardiaque.



Unplanned readmissions related to the initial stay likely offer
the best opportunity for savings and care improvements


Importance of readmission

Systematic review of 34 articles:

»2/3 of the readmissions may be entirely preventable or
ameliorable,

»20-30% of readmissions being considered as truly
preventable.

van Walraven, CMAJ 2011


Vorführender
Präsentationsnotizen

As everyone knows, the resources we can allocate to improve transitions of care are limited, and need therefore to be targeted to the patients who are most likely to benefit. But studies have shown that clinical providers are not able to accurately identify which patients are at high risk for readmission. So we previously derived a prediction model that identifies the medical patients at high risk for 30-day potentially avoidable readmission.

As in the U.S., recent laws implemented in Switzerland are very likely to deeply modify the transition of care.6 7 On one hand, with the new financing of hospital care through a Swiss Diagnosis Related Groups-based performance payment system (SwissDRG), hospitals are now facing the challenge of adapting their cost accounting systems and try to reduce the length of stay. On the other hand, hospitals are also now responsible to prescribe the necessary acute and transitional care for the first 2 weeks after discharge. It becomes therefore essential for hospitals to enhance the quality of care transitions as patients are discharged from the hospital.
The 2012 Swiss-DRG rules: regroups readmissions occurring within 18 days after discharge within the initial hospital stay
“3.3.1 Réadmission dans la même MDC6 
Si un cas est réadmis dans le même hôpital et la même Catégorie majeure de diagnostic dans les 18 jours qui suivent la sortie, les deux cas sont regroupés.”



Financial incentives

 Resources for transitional care services are limited

* Inthe USA:

» Financial penalties among Medicare patients for specific diseases.

» Effect: Reduction of readmission rate 21.5%-> 18.5%

* |In CH, the 2012 Swiss-DRG rules:

> Pressure to avoid readmission:

readmissions occurring within 18 days after discharge within the initial
hospital stay are regrouped.

» Pressure on hospital length of stay.

» ANQ monitoring o



EXERCICE 1 — RISK FACTORS




CAUSES AND RISK FACTORS
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TABLE 2. Factors Associated With Readmission Within
30 Days

Covariate

Unadjusted OR (95% CI)

Adjusted OR (95% CI)

Payer
Medicare
Medicaid /medi-cal
Private
Other
Disposition
To home
SNF
Other

High-risk medications
lCDrtimstemids l
Narcotics

Anticholinergics
Comorbidities

Neurological disorders
Renal failure
Metastatic cancer

Deficiency anemia
ngght loss

fLongestive heart failure ™\

Solid tumor w/o metastasis

J

1.00 (0.99-1.00)

Referent

1.67 (1.47-1.91)
0.99 (0.86-1.14)
0.89 (0.76-1.06)

Referent

1.37 (1.21-1.55)
0.83 (0.73-0.95)
0.21 (0.14-0.30)

Referent
1.02 (0.85-1.21)
0.58 (0.48-0.70)

1.31 (1.16-1.48)
1.49 (1.34-1.65)
0.64 (0.47-0.87}

1.39 (1.19-1.63)
0.69 (0.56-0.86}
1.35 (1.19-1.55)
1.52 (1.26-1.83)
1.81 (1.43-2.29)
1.41 (1.26-1.58)
1.30 (1.08-1.57)

1.00 (0.99-1.00)

Referent

1.43 (1.24-1.65)
0.95 (0.82-1.11)
0.84 (0.67-1.06)

Referent

1.15 (0.97-1.36)
0.78 (0.65-0.95)
0.23 (0.11-0.45)

Referent
0.98 (0.82-1.18)
0.53 (0.43-0.66)

1.24 (1.09-1.42)
133 (1.16-1.53)
0.66 (0.48-0.90)

1.30 (1.09-1.56)
0.70 (0.57-0.87)
1.19 (1.05-1.36)
161 (1.33-1.95)
1.95 (1.54-2.47)
127 (1.13-1.44)
1.26 (1.09-1.47)

Allaudeen JGIM 2011



Table 4. /arlables Considered by Studles In Evaluating the Risk of Hospital Readmission

Mo. of Studies

I .
Included in

Final Model

Evaluated, but
Mot Included

Not
Considered®

Specific medical diagnoses
or comorbidity indes

3_4 3262731, 3450 |:|

(o]
]
B
]

Mental health comorbidities

I,:. B-18.20,21, 2652737 ANAz42808

1 1 219,22 23 3032, 34, 30.38.30

Alcohol or substance use |

11 521 2305-28 5-1§-I'.l 33T

B 222, 30.30 36,55,35,00

lress severtty

EPE'.'ET. : ir-da Y 1."-'" 1-51' 1g 310,21, 20 54 28 3032 34,3637 20
Laboratory findings 48030 e {51317, 15,21.22.24 28,330
Cther® 4zam AB 03T { {11521, 24 38 31, 22.3.38.50

Pror use of medical seraces
Hospitalizatons

1_4 213,173 263 3620

{=

-I.:| 4-1E,18,19.22-24.37 34

TNy OeraTTET AT 323,05 PE: {7 1R 16 18102120 38, 30,81 3630
sits
Cliric visits or missed =ma 0 {012 1G22 B 0 303 38

clinic visits

Indes hospetal length

of stay

A 253608 E_ 030,35

Chverall health and function
Functional status,
ADL dependence,

o034

E'Gi: -2

1_4 214-16 18192124 26.28.31.00

Seff-rated health, quality
of life

020,38 .30 3 4
o &

1?’ 216181021 -4 26,08, 0.3 3637

Cognitive impairment

T1a-1518. 31,34 37 5:-"5-I'.6:!i~3€i

Ch12, 19,22 23 28 28, 30,32 36

Vizual or heanng

-ISEi

-Iﬁi

"_.1 2 14-16 1819 21 -24 26,08, 3032, 3430

imparment

ic factors

-I-g 220 24, 205, 3T 20,24 37 30 T 630,30 36 36 38

12

15 218 2007, 1420 00 ] 021,323, 3052 36,36, 08

1=

Race/sthnicity

Jrip e n b b bk ] Bf'ﬁ'.l:li!i'édi-l':'.ﬁ:!‘:l

B 4-1E,%8,19,22.31 36

Social determinants of health
SES, income, and
employment status

o4 28,04, 36-33

-I.:| A6 181922 23,31 .35

Insurance status® . G 10.52.M4, 262038 1 50,223,397 30
‘ I:I A3 353500 1?’ 21416181021 - 24 26,28, N30 34 36 3T

[ Educaton

Mantal status and Mo, of
people im home

El 021343530

11 2,14-16,18.20- 24 28 20, 32

Caregiver avalahility,
other social support

19 214161819 21 24 28,28, 3032, 3437

Access to care or mited
access (eg, rural ares)

14 4-1E, 18,232 26,78 3032 34, 36,37 30

Discharge location
(home, nursing home)

24-16 18 22,55, 28 20 30,34 30
g

Abbrendations: ADL, activities of daily IMng; SES, socioeconomic status.

Kansagara JAMA, October 19, 2011—Vol 306




BM) Open Performance-based functional
impairment and readmission and death:

a prospective study

Carole E Aubert,* Antoine Folly,” Marco Mancinetti,” Daniel Hayoz,”
Jacques D Donzé'3#

Functional impairment was associated with higher risk of death (OR 2.44,
95% CIl 1.15t0 5.18),
but not with unplanned readmission (OR 1.34, 95% CI1 0.84 to 2.15).

No significant association between functional impairment and the total
number of unplanned readmissions (adjusted OR 1.59, 95% CI 0.95 to 2.67).
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Causes and patterns of readmissions

Table 2. Highest Rates of Rehospitalization and Most Frequent Reasons for Rehospitalization, According to Condition at Index Discharge.*

Condition at Index
Discharge

Medical
All

Heart failure

Pneumaonia

CoPD

Psychoses

Gl problems

Surgical
All

Cardiac stent placement
Major hip or knee surgery

Other vascular surgery

Major bowel surgery

Other hip or femur surgery

30-Day
Rehospitalization Rate

21.0

269

20.1

246

19.2

17.9

Proportion of All
Rehospitalizations

percent

77.6

76

6.3

4.0

35

31

224

1.6

1.5

1.4

1.0

0.3

Most Frequent

Heart failure (8.6)

Heart failure (37.0)

Pneumonia (29.1)

COPD (36.2)

Psychoses (67.3)

Gl problems (21.1)

Heart failure (6.0)

Cardiac stent (19.7)
Aftercare (10.3)

Other vascular sur-
gery (14.8)

Gl problems (15.9)

Pneumonia (9.7)

2nd Most Frequent

Pneumonia (7.3)

Pneumonia (5.1)

Heart failure (7.4)

Pneumonia (11.4)

Drug toxicity (1.9)

Nutrition-related
or metabolic
issues (4.9)

Pneumania (4.5)

Circulatory diagno-
ses (3.5)

Major hip or knee
problems (6.0)

Amputation (5.8)

Postoperative in-
fection (6.4)

Heart failure (4.8)

3rd Most Frequent

Reason for Rehospitalization

4th Most Frequent

5th to 10th Most Frequent

percent of all rehospitalizations within 30 days after index discharge

Psychoses (4.3)

Renal failure (3.9)

COPD (6.1)

Heart failure (5.7)

Drug or alcohol
misuse (1.6)

Pneurnonia (4.3)

Gl problems (3.3)

Chest pain (6.1)
Pneumonia (4.2)

Heart failure (5.0)

Nutrition-related
or metabolic
issues (5.6)

Septicemia (4.7)

COPD (3.9)

Nutrition-related
or metabaolic
issues (3.1)

Septicemia (3.6)

Pulmonary edema
(3.9)

Prneumonia (1.6)

Heart failure (4.2)

Septicemnia (2.9)

Heart failure (5.7)

Postoperative in-
fection (3.1)

Other circulatory
problems (4.4)

Gl Obstruction
(4.3)

Gl bleeding (4.0)

Gl problems, nutrition-related or metabolic issues, septicemia,
Gl bleeding, renal failure, urinary tract infection (17.0)

Acute myocardial infarction, COPD, arrhythmias, circulatory
disorders, Gl bleeding, G| problems (14.0)

Nutrition-related or metabolic issues, G| problems, respira-
tory or ventilation problems, pulmonary edema, Gl bleed-
ing, urinary tract infection (14.9)

Respiratory or ventilation problems, GI problems, nutrition-
related or metabolic issues, arrhythmias, Gl bleeding,
acute myocardial infarction (12.5)

Chest pain, nutrition-related or metabolic issues, depression,
Gl problems, COPD, organic mental conditions (7.0)

Major bowel surgery, urinary tract infection, septicemia, Gl
bleeding, COPD, chest pain (13.4)

Nutrition-related or metabolic issues, postoperative infec-
tion, placement of cardiac stent, Gl bleeding, operation
for infection (14.6)

Atherosclerosis, acute myocardial infarction, G| bleeding,
Gl problems, arrhythmias, other vascular surgery (19.4)

Gl problems, Gl bleeding, heart failure, operation for infection,
rehabilitation, nutrition-related or metabolic issues (15.8)

Postoperative infection, other circulatory procedures, opera-
tion for infection, peripheral vascular disorders, pneumo-
nia, septicemia (19.0)

Pneumnonia, major bowel surgery, renal failure, septicemia,
operation for infection, Gl bleeding (15.4)

Urinary tract infection, fracture of hip or pelvis, other hip or
femur surgery, aftercare, nutrition-related or metabolic is-
sues, major hip or knee problems (20.7)

Less Frequent

All other (58.9)

All other (36.9)

All other (38.9)

All other (30.3)

All other (20.6)

All other (52.1)

All other (68.7)

All other (40.6)
All other (60.6)

All other (51.0)

All other (52.4)

All other (56.1)
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Causes and patterns of readmissions

Table 2. Highest Rates of Rehospitalization and Most Frequent Reasons for Rehospitalization, According to Condition at Index Discharge.*

Condition at Index
Discharge

Medical
All

Heart failure

Pneumonia

COPD

Psychoses

Gl problems

30-Day
Rehospitalization Rate

21.0

26.9

20.1

22.6

24.6

15.2

Proportion of All
Rehospitalizations

percent

176

7.6

6.3

4.0

3.5

31

Most Frequent

Heart failure (8.6)

Heart failure (37.0)

Prneumonia (29.1)

COPD (36.2)

Psychoses (67.3)

Gl problems (21.1)

15

2nd Most Frequent

Prneumaonia (7.3)

Pneumonia (5.1)

Heart failure (7.4)

Pneumonia (11.4)

Drug toxicity (1.9)

Mutrition-related
or metabolic
isznes (4 QY

3rd Most Frequent

Reason for Rehospitalization

4th Most Frequent

percent of all rehospitalizations within 30 days after

Psychoses (4.3) COPD (3.9) Gl prablen
Gl blee

Renal failure (3.9)  Nutrition-related Acute myc

or metabolic disords
issues (3.1)

COPD (6.1) Septicemia (3.6) Mutrition-r
tory or
ing, ur

Heart failure (5.7) Pulmonary edema Respirator

(3.9) related
acute r

Drug or alcohol Pneumonia (1.6)  Chest pair

misuse (1.6) Gl prol

Pneumonia (4.3)  Heart failure {4.2) Major bow
bleedir

Jencks, N Engl J Med 2009;360:1418-28



Causes of readmission [percentage]
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Causes and patterns of readmissions

Top 5 causes of potentially avoidable 30-day readmission by comorbid chronic condition
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HEART

FAILURE
20.7%
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11.6%
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DISEASE

NEOPLASM ALL

COPD: chronic obstructive pulmonary disease; Dis: disorder; Gl: gastrointestinal; IHD: ischemic heart disease; VTE: venous thromboembolism
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Classification of the causes

Main reason for readmission Overall Sometimes Overall not
avoidable avoidables avoidable

Surgical complications X
Complications Adverse drug event X

Other copmlications X

Inadequate diagnosis

Inadequate therapy
Transition of care

Premature discharge

Other discharge-related issue

First primary care visit too late

Late communication

Inadequate ambulatory

Post-discharge / ambulatory care care/treatment

X X X X ]IX X X X

Inadequate home support

Inadequate patient behavior X

Natural evolution of the disease X

Readmission not justifable by medical reason X

17

Eggli Y. Réadmissions potentiellement évitables. SQLape s.a.r.l., 2012


Vorführender
Präsentationsnotizen
Les résultats diffèrent d'une revue de cas à l'autre, mais elles n'ont pas été rendues publiques à ma connaissance.
De mémoire, en gros : ~20% de A, ~20% de B, ~30% de C, 25% de D et 2% de E



EX 1PART B — AVOIDABILITY ASSESSMENT
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EX 2 — RISK EVALUATION
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HOW TO PREDICT
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How to identify which patients are at highest
risk of readmission?

Basically 3 options:

— Ask the patient
— Ask the clinical providers
— Use clinical prediction rules



Ask the patient

Little evidence.

Prospective cohort study in 7 general internal medicine wards in
Canada.

Patient-reported discharge readiness was measured with an 11-
point Likert response scale, with scores < 7 indicating subjective
unreadiness.

The primary outcome was readmission or death within 30 days.

Patients who reported being unready at the time of discharge did
not experience any higher risk of readmission or death in the first
30 days post-discharge, compared with patients who felt ready for
discharge.

Data presented at the SGIM annual meeting, Toronto, 2015


Vorführender
Präsentationsnotizen
Prospective cohort study of adult patients discharged home from 7 general internal medicine wards in Canada. 
Patient-reported discharge readiness was measured with an 11-point Likert response scale, with scores < 7 indicating subjective unreadiness. 
The primary outcome was readmission or death within 30 days.
Although nearly one quarter of hospitalized medical patients reported being unready at the time of discharge, they did not experience any higher risk of readmission or death in the first 30 days post-discharge, compared with patients who felt ready for discharge.



Ask the clinical providers

Patients aged =265 discharged from
the general medical service at
University of California.

Of 159 patients, 52 patients (32.7%)
were readmitted.

Prediction of the chance of
readmission with a 0—100% scale.

The ability to discriminate between
readmissions and non-readmissions
was poor for all provider groups

Allaudeen, J Gen Intern Med 2011 (26)7:771-6
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Overview of existing score for readmissions

Systematic review for Readmission scores:

» 26 scores identified before 2010.
* Most existing score performed poorly.

* Heterogeneity of the population: disease-specific (heart
failure only) versus broad-scale patients (surgical and
medical).

 Qutcome include unavoidable readmssions.

Kansagara, JAMA. 2011;306(15):1688-1698



Focus on a few scores

Focus on scores that are known, performant, or used.:
 LACE score

« HOSPITAL score



LACE score

Attribute Value Points*
Length of stay, d (“L") <1 0
1 1
2
3
4-6 4
7-13 5
>14 7
Acute (emergent) Yes 3

admission ("A")

Comorbidity (Charlson 0 0

comorbidity index scoret)
(HCH)

IV

o B W N =
=T ¥ 5 IR 6 IR NS IR

Visits to emergency
department during
previous 6 mo (“E")

B WN =
A W N

Carl van Walraven, CMAJ 2010, 551


Vorführender
Präsentationsnotizen
Derived from 4,812 patients discharged in Ontario, externally validated in a random sample of 1,000,000 patients in Ontario .  


LACE score

Attribute Value Points*

Length of stay, d (“L") <1 0

Table 1. Charlson Comorbidity Index Scoring System

Score Condition

1 Myocardial infarction (history, not ECG changes only)
Congestive heart failure
Peripheral vascular disease (includes aortic aneurysm =6 cm)
Cerebrovascular disease: CVA with mild or no residua or TIA
Dementia
Chronic pulmonary disease
Connective tissue disease
Peptic ulcer disease
Mild liver disease (without portal hypertension, includes chronic hepatitis)
Diabetes without end-organ damage (excludes diet-controlled alone)
2 Hemiplegia
Moderate or severe renal disease
Diabetes with end-organ damage (retinopathy, neuropathy, nephropathy, or brittle diabetes)
Tumor without metastases (exclude if >5 y from diagnosis)
Leukemia (acute or chronic)

Lymphoma
3 Moderate or severe liver disease
6 Metastatic solid tumor

AIDS (not just HIV positive)

NOTE. For each decade > 40 years of age, a score of 1 is added to the above score.
Abbreviations: ECG, electrocardiogram; CVA, cerebrovascular accident; TIA, transient ischemic attack; AIDS, acquired
immunodeficiency syndrome; HIV, human immunodeficiency virus.

>4 g



Vorführender
Präsentationsnotizen
.  


LACE score validation studies

Design and setting C-stat
Derivation study in Canada 0.68
Medical department, tertiary care 0.70
hospital in Singapore
127,550 patients
Older UK medical patients, mean 0.57
age 85 years, N=507

?

Heart failure patients in the US,
N=253

No significant difference
between ORs for
readmission in high risk
and low risk




LACE score

 Need to calculate the
Charlson score.

« Difficult to calculated
before discharge of the
patient.

* No threshold determined
between low risk and high
risk.

* No prospective validation

* Derived in a large
population in Canada,
large validation in
Canada.

 All type of patients.

29


Vorführender
Präsentationsnotizen
8:00
------
The strengths of the HOSPITAL score are the following:
-the score is easy to use and can be calculated before discharge of the patient, in time for interventions to be started in the hospital.
-we differentiated the potentially avoidable from the clearly non avoidable readmissions.
-we included all medical patients regardless of their cause of admission.
-It showed good performance and generalizability in this international validation study in 4 countries.

The limitations are the retrospective design of the validation study, and the possibility that not all readmissions have been captured at each site. Also potentially avoidable readmissions as determined in this study does not necessarily prove the ability for the readmission to be affected by interventions.  



The “HOSPITAL” Score

Attribute
Low Hemoglobin level at discharge (< 12 g/dL)

Discharge from an Oncology division

Low Sodium level at discharge ( < 135 mmol/L)

Procedure during hospital stay (any ICD-9 coded
procedure)

Index admission Type: non-elective

Number of hospital Admission(s) during the previous
year

<1

2-5

>5

ength of stay > 5 days

Donzé JAMA Intern Med 2013


Vorführender
Präsentationsnotizen
Modifiable et non-modifiable RF ! Ex doigts jaunes du fumeur.


ROC Curve for Model
Area Under the Curve = 0.7177

C-statistic 0.72 | £ ...

0.00 —

T T T T T
0.00 0.25 0.50 0.75 1.00

Observed
Patients in proportion of  Estimated risk of
each PAR in the PAR in the
category, n validation study, validation study,
Points Risk category (%) % %
0-4 Low 77,896 (63%) 5.8 5.8
5-6 Intermediate 29,239 (23%) 11.8 11.8
> 7 High 17,077 (14%) 22.4 22.4
31

Donzé JAMA Intern Med 2013



The simplified “HOSPITAL” Score

Attribute

Low Hemoglobin level at discharge (< 12 g/dL)
Discharge from an Oncology division OR active cancer
Low Sodium level at discharge ( < 135 mmol/L)

) I uringd ol E od
procedure;

Index admission Type: non-elective

Number of hospital Admission(s) during the previous
year

<1

2-5

>5

Length of stay > 5 days (8 days for Switzerland)



Vorführender
Präsentationsnotizen
1:20
-------
This score includes the 7 following predictors: H is for a low Hemoglobin level before discharge, O for a discharge from an Oncology division, S for a low Sodium level before discharge, P for any Procedure during the index admission, IT for a non-elective Index admission Type, A for the number of hospital Admissions during the last 12 months, and L for the Length of stay.  The score ranges from 0 to a maximum of 13 points.



Points
0-4

25

C-statistic 0.69

Sensitivity

.25

0.00 4

T T T T
0.00 0.25 0.50 0.75 1.00

Observed
Patients in proportion of  Estimated risk of
each PAR in the PAR in the
category, n validation study, validation study,
Risk category (%) % %
Unlikely 82,383 (70%) 6.4 6.4
Likely 34,682 (30%) 17.3 17.3
33

Aubert CE, et al. BMJ Qual Saf 2017



Validation Studies - Summary

Design Setting Performance
Derivation study Academic hospital in Boston, MA 0.71
Internal validation study N=10,701 medical patients
International external validation study 9 medical centers, 4 countries, 0.72

Geographical and time transportability

N=124,212 medical patients

External validation in CH 0.67
Restrospective design

External validatj 0.70

N=436
External va ISeases 6 US medical centers 0.68
N= 9,181

External validation in Denmark N= 19,277 medical patients 0.66
External validation in a US moderate sized N= 931 0.77
university hospital

External validation in primary care patients, N=26,278 0.68

admitted to any department



Vorführender
Präsentationsnotizen
>235,000 patients, 16 hospitals, 5 countries, and 3 continents
0.66-0.77



HOSPITAL score

* Easy to use score
 Assessment before

* |t remains to be shown
what interventions

d|scharge. reduce the readmission’s
» Does not include non- risk by these high-risk
avoidable readmissions patients

 All medical patients
regardless of their main
cause of admission

* International validation
with good performance
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Vorführender
Präsentationsnotizen
8:00
------
The strengths of the HOSPITAL score are the following:
-the score is easy to use and can be calculated before discharge of the patient, in time for interventions to be started in the hospital.
-we differentiated the potentially avoidable from the clearly non avoidable readmissions.
-we included all medical patients regardless of their cause of admission.
-It showed good performance and generalizability in this international validation study in 4 countries.

The limitations are the retrospective design of the validation study, and the possibility that not all readmissions have been captured at each site. Also potentially avoidable readmissions as determined in this study does not necessarily prove the ability for the readmission to be affected by interventions.  



INTERVENTIONS TO REDUCE READMISSIONS
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Preventing 30-day readmission

Table 1. Activity-Based Coding Framework for Discharge Interventions

Label Activity Observed

Discharge Simply thinking about and formalizing an approach to

planning prepare for discharge when this did not oCcur in any way in
the control arm

Case Logistical coordination of care and/for resources not

management specifically focusad on self-management and either not
occurming in control arm or occurring to lesser degree

Telephone LUz of a telephone or videophone for provider-initiated

follow-up communication after discharge that does not ocour in the
control arm

Telemonitoring  Use of remote technology designed for the patient to
transmit objective measures of health status with or
without connectad subjective assassment

Patient Patient-directed education related to diagnosis or

education treatment rationale but not focused on encouraging self-
management and not oCCurring in control arm

Self-management Patient-directed education or coaching directly focused on
improving patient’s ability to self-manage care needs that
does not happen in control arm

Medication Medication reconciliation or special education aimed at
intarvention improving medication understanding or adharence; often
conducted by a pharmacist but need not be
Home visits Physical visitation by intervention provider to patient's
place of residence when this does not happen in control arm
Follow-up SCheduling of a follow-up visit prior to discharge when this
sCheduled is not done in the control arm or is done less reliably
37
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Preventing 30-day readmission

Patient-centered  Some difference in the format or usability of discharge

discharge materials to make them maore accessible or relevant
instructions compared with control

Clinician Increased provider presence on both sides of the hospital-
Continuity to-home transition compared with control; may include

involvement of PCP in inpatient care or strategic follow-up
with inpatient clinician after discharge or "bridging”
clinician

Timely follow-up  Postdischarge follow-up visit or communication with
patient when this either does not occur or ocours at a later
date in the control arm

Timely PCP Engagement with PCP in communication about patient

communication  status when this either does not occur or oCcurs at a later
date in the control arm

Patient hotline Presence of an open line for patient-initiated
communication when this either does not exist in the
control arm or is more restricted in availability or

usefulness
Rehabilitation Patient-diracted rehabilitation efforts that are not entirely
intervention diagnosis specific but aimed at improving functional status
and do not exist in the control arm
Streamlining A general streamlining of services provided, often with

dedicated assignment of responsibility, when this does not
ocCur in the control arm

Making requisite  Increasing the use or quality of services currently available
but underutilized compared with the situation in the
control arm

Other Special situations unigue to the intervention (eg, caregiver
education, peer mentoring)

Abbreviation: PCP. primary care provider.
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Project BOOST

« Different concept: package with risk assesment and
iIntervention.

« BOOST Iintervention to reduce 30-day readmissions
among hospitalized patients.

» Tailored recommendations to local contexts.
« Key Elements:

— A Comprehensive Intervention developed by a panel of nationally recognized
experts based on the best available evidence.

— A Comprehensive Implementation Guide provides step-by-step instructions.
— Longitudinal Technical Assistance provides face-to-face training.

Hansen, Journal of Hospital Medicine 2013;8:421-427
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BOOST

Hysies Farirer

d Y il el hide Tr

Tool for Addressing Risk:

A Geriatric Evaluation for Transitions

Fask Assessment:

5P Secreening Tool
{Chack all that apmpby)

Risk Specific Intervention

Problem medications
(mticoagzuiamts, inswin
aspirin & clopsdaers] dual
therapy, diigoain, narcotcs)

Medication specific education using Teach Back provided to patient and caregiver
Momtormg plan developed and conmumicatad to pattent and aftercare providers, where
relevant (2 g warfann digreon and insubn}

Specific shatemes for managing adverse dmig events reviewsd with patient/caregiver
Follow-up phone call at 72 hours to assess adherence and comphcations

sycholozical
(depression scresn posidve or
h'o depression diagnosis)

Assessment of need for peyeluatnie aftercare 1f not 1n place
Comrmmication with aftercare providers, highhghhing this 1=sue if new
Imvolvenwent/awarenes: of support network insured

Pnncipal diagnosis

Fewview of national discharge smdelines, where available

canrer, stroke, T Dhseaze specific educaton using Teach Back wath patent/caresiver
PL, bear fathure) Action plan reviewed with patient/careprvers regarding what to do and who to confact 1In
the event of worsemng or new symptonrs
Dhscuss goals of care and chrome 1llness model discussed with patient/caregrver
Polypharmacy Elimmmation of unnecessary medications

(=5 more poutine meds)

Sinphfication of medication scheduling to mprove adherence
Follow-up phone call at 72 howrs to assess adherence and conmpheations

Poor bealth Diteracy
(inahiity to do Teach Back)

Comumtted caregmver imvolved m planning‘admimistration of all general and nisk specific
Inferventions

Aftercare plan education nsing Teach Back provided to patient and carepiver

Limk to commmmity resoumrces for additional patient/carepiver support

Follow-up phone call at 72 hours fo assess adherence and conphications

Patient support

(absence of caregiver fo assist
mﬂ:-:lu-;ha:sea.nd boe care)

Follow-up phone call at 72 hours fo assess condition, adherence and conpheations
Follow-up appomtment with aftercare medical provader within 7 dayws

Imolvement of home care providers of seraces with clear commmmications of discharge
plan fo those provders

Prior hosprtahzation
[non-glactive in last & months)

Fenew reasons for re-hospitalization mn context of prior hospatalizafion
Follow-up phone call at 72 hours fo assess condition, adherence and conpheations
Followr-up appomtment with aftercare medical prosnder within 7 daws

Palliative care

(Would you be aurprised if this
patent died in the newt vear?
Diozs thiz patient have an
advanced Or progTessive senous
illmes=T) Yes o either:

Assess nead for palliatrie care sermaces

Idemtify goals of care and therapeutic options

Comrmmnicate prognosts with patient fanmby'caregiver

Assess and address bothersome symptoms

Identify services or benefits available to patients based on advanced dizease status
Discuss wath patent farmly/caregver role of palliahve care services and benefits and
services avalable



Vorführender
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Only for odler patients, was created based on expert opinion, no strict validation, the whole process associated with interventions showed no risk reduction. 
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Tool for Addressing Risk:
A Geriatric Evaluation for Transitions

Bisk Assessment:

SP Screeming Tool
(Chieck all that applhy.)

Rizk Specific Intervention

Problem medications
(amticoagulamts, insulin
aspirin & clopidogrel dial
therapry, disoxin, narcobos)

Meadication specific education using Teach Back provided to patient and caregiver
Momitormg plan developed and commmmicated to patient and aftercare providers, where
relevant (e gz warfann, digoeon and mmsulm)

specific shatemes for manamng adverse dmig events reviewsd with patient'caregpver
Follow-up phone call at 72 howurs to assess adherence and comphcatons

Psycholozical
[depression screen positdve o
h'e depression diasnesis)

Assessment of need for psychiatne aftercare 1f not 1n place
Commmicahon with aftercare provaders, lnghhgbhng thes 155ue 1f new
Imvrolvement awareness of support network mmsured

Pnncipal diaznosis
cancer, stroke, DM
P, beart fathire)

Feview of national discharge smdehnes, where avalable

Dhsease specific education using Teach Back wath pabent/'caresiver

Acton plan reviewed with pahent/caregrvers regarding what to do and who to contact 1n
the event of worsening or pew synptons

Dhscuss goals of care and chromic 1llness model discussed wath patent’caresrver



Vorführender
Präsentationsnotizen
Only for odler patients, was created based on expert opinion, no strict validation, the whole process associated with interventions showed no risk reduction. 


Study Result

* Implementation in 11 units, comparison to 19 “control”
units.

* The average rate of 30-day rehospitalization in BOOST
units was 14.7% prior to implementation and 12.7% 12
months later (P=0.01), reflecting an absolute reduction of
2%.

« Many study limitations.



* Interventions linked with
the risk assessment

* No validation of the risk
assessment tool itself.

* Validation study of the
package has many
limitations.
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8:00
------
The strengths of the HOSPITAL score are the following:
-the score is easy to use and can be calculated before discharge of the patient, in time for interventions to be started in the hospital.
-we differentiated the potentially avoidable from the clearly non avoidable readmissions.
-we included all medical patients regardless of their cause of admission.
-It showed good performance and generalizability in this international validation study in 4 countries.

The limitations are the retrospective design of the validation study, and the possibility that not all readmissions have been captured at each site. Also potentially avoidable readmissions as determined in this study does not necessarily prove the ability for the readmission to be affected by interventions.  



Interventions to reduce 30-day readmission

Predischarge Intervention Postdischarge Intervention
Patient education Timely follow-up
Discharge planning Timely PCP communication
Medication reconciliation Follow-up telephone call
Appointment scheduled before discharge Patient hotline
Home visit

Intervention Bridging the Transition

Transition coach
Patient-centered discharge instructions

Provider continuity
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Intervention study: Target-Read Study
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Vorführender
Präsentationsnotizen
For the randomized controlled trial, or phase II, we will calculate before discharge the risk of readmission of the patients using the HOSPITAL score. All patients with 5 points or more will be invited to participate to the study. The patients who agree, will be centrally randomized to the control group or the intervention group. The control group will receive the usual care and a general information sheet before discharge. The intervention group will receive the 3-component intervention, with a pre-discharge component, and 2 follow-up phone calls. This intervention will be performed at each site by a trained nurse. One centrally located and blinded study nurse will collect the outcomes at 30 days after discharge by phone interview. 





Merci pour votre participation !

Pour toute question: jacques.donze@insel.ch
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