On May 1, 2009, the Institute for Healthcare Immnonent (IHI) launched th8TateAction on
AvoidableRehospitalizations (STAAR) initiative. This is a gtdunded initiative supported by
The Commonwealth Fund to provide technical assistam state-level coalitions committed to
reducingavoidablerehospitalizations. No grant funding is being pdad to the Michigan
STAAR initiative to offset costs that may be in@dry the lead organizations, participating
Michigan hospitals or providers across the heatie continuum. Through supporting the
strategy and leadership of state-level steeringneiti®es in Michigan, Massachusetts and
Washington, the IHI aims to help states reducewstde 30-day rehospitalization rates by 30
percent and to increase patient and family satisfaevith transitions and coordination of care.

In Michigan, the Michigan Health & Hospital Assoiboa (MHA) Keystone Center for Patient
Safety & Quality has joined MPRO, Michigan’s Quglimprovement Organization, to convene
a steering committee of health care providers aditos state to coordinate activities.
Specifically, this multistakeholder coalition wilevelop and shepherd state-specific strategies
for reducing avoidable rehospitalizations and dille results in the project.

MHA Keystone Center and MPRO will identify threefour individuals as key project leaders,
who will be trained and serve as hospital (and maly office practices and skilled nursing
facilities) improvement advisors (lAs) for the foggars of the project. The IA training and
coaching is provided by IHI.

In addition, the MHA Keystone Center and MPRO wiltially identify and recruit 15 hospitals
to be enrolled in the process improvement work.

Q: What are rehospitalizations, and why are theymportant to avoid?

A: Rehospitalizations are instances in which anviddal who has been a hospital inpatient
is released and readmitted within 30 days of tintial release. Rehospitalizations are
costly events to both the patient and health cereigers, both financially and in
resources and time. It is essential that patiesitsgodischarged from hospitals receive
proper instruction and transitional care plansvimiéirehospitalization and the
unnecessary and costly recurrence of illnesses

Q: Are all rehospitalizations avoidable?

e

No, they are not.Before pursuing solutions, it is essential to dis@voidable
rehospitalizations frommnavoidablerehospitalizations.

The focus of the effort will be to addressplanned, related rehospitalizations- as
opposed to “planned, related” or “planned, unrelate “unplanned, unrelated”
rehospitalizations. This classification systemudlined below, and examples of each
type of rehospitalization are provided.
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An example of glanned, relatedehospitalization is when a woman is admitted to a
hospital with pre-term labor. The hospital prevehtslabor and discharges the woman,
who is then readmitted the following week to delitaer baby. The rehospitalization was
expected/scheduled and clinically related to higiairadmission. Other examples include
a series of chemotherapy treatments, reconstrustikgery following trauma or removal
of a body part, and rehabilitation following ortlemfic surgery or stroke, as well as other
rehospitalizations that are part of the naturadakée/treatment progression.

An example of lanned, unrelatedehospitalization is when a man is admitted for
treatment of a heart attack, and during his adioisss discovered to have a tumor in his
lung. When his heart function is stabilized, hdischarged and then later readmitted
when he is strong enough to withstand the surgicadedure to remove the tumor. The
rehospitalization was expected/scheduled, but linatally related to the reason for the
initial admission. Other examples include certailigtive care and substance abuse
rehospitalizations.

An example of aminplanned, unrelatedehospitalization is when a man is admitted for
an appendectomy. The hospital performs the proeeaiul the man is discharged, but
then is readmitted the following week with a compadracture from a car accident. The
rehospitalization was not expected/scheduled, laadrracture is not clinically related to
the appendectomy the man had during his initialiaslion.

An example of amnplanned, relatedehospitalization is when a woman is admitted for
an emergency appendectomy, discharged, and thémitéed the following week for a
surgical site infection. Another example is whema@anan is admitted for treatment of a
bleeding ulcer, and it is discovered that the uiseelated to an eating disorder for which
further treatment is recommended. In denial, thenao leaves the hospital against
medical advice and is readmitted a week later fitther exacerbations of the eating
disorder. Another example is an unknown or ungpditeid adverse reaction to a
medication.These rehospitalizations were not expected/schedd|ebut their reason

was clinically related to the initial admission.

For the majority of planned rehospitalizationsréhare no actions hospitals can, or
should, take to reduce their occurrence. Thesespatadizations are beneficial for the
patient and may be beneficial for the health cgstesn as a whole, as in the example
where a premature birth was prevented. Likewisgrgtlare no actions hospitals can take
to reduce unplanned, unrelated rehospitalizati@ealbse they are not predictable or
preventable.

However, in the case of some types of unplannéakteckrehospitalizations, there may be
actions that hospitals can take to reduce the oexwce of rehospitalizations. Even within
the category of unplanned, related rehospitalinatithere are many factors that make it
inappropriate to hold hospitals accountable foretllospitalizations, including health
care delivery system flaws that are well beyondcibretrol of the hospital, yet lead to
hospital rehospitalizations. Thus, policies to ltehospitalizations must take into
account the reasons particular patients are retgitioi the hospitallTherefore, efforts to
reduce rehospitalizations should focus exclusivelyn certain types of unplanned,
related rehospitalizations that areavoidablerehospitalizations.

What will STAAR do to prevent avoidable rehospializations?

STAAR will provide hospitals with technical amghality guidance from IHI leaders and
expert faculty, which includes coaching to enhainggrovement capacity of project
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leaders at the state level; facilitation of a gyaiprovement initiative to improve
transitions of care after patients leave the hagmnd facilitation of work groups to
develop strategies to address systemic barrieegiacing avoidable rehospitalizations.

In addition, the roles and expectations for pgstiting states include convening a
multistakeholder coalition to develop a writtergtstspecific, strategic plan for reducing
avoidable rehospitalizations and to drive resultde project; designation of staff
resources to lead the project (includes partiayoaitn expert training in quality
improvement methods and provision of coaching araduating the progress of
improvement teams); and selection of 15 hospitashave the “will” and “capability”

to make process improvements to enhance transitiocere.

What does “transitional care” mean?

Transitional care refers to the movement pasienake between health care practitioners
and settings as their condition and care needsgehduring the course of a chronic or
acute illness.

What does “coordination of care” mean?

Coordination of care refers to time spent byealth care provider arranging for follow-
up treatment, care, consultations and other sexvioetypically arranged by the provider
making these preparations.

The Centers for Medicare & Medicaid Services (#MS) is involved in a
rehospitalization prevention effort called Care Transitions in the Greater Lansing
area. Are STAAR and Care Transitions the same effd?

No. Though they both focus on reducing prevelagtabhospitalizations, the STAAR and
Care Transitions initiatives are separate and ated!

How are STAAR and Care Transitions similar, andhow are they different?

Both the IHI and the CMS have launched effootétiprove the process of patient care
transition and ultimately reduce preventable argtlg@ehospitalizations.

STAAR will occur in 15 hospitals across each of theestaif Michigan, Washington and
Massachusetts. Michigan hospitals have been sdogfarticipate in these initiatives as a
result of the experience and large-scale succetbedflHA Keystone: ICUproject and

the other initiatives conducted by the MHA Keyst@enter for Patient Safety &

Quiality. These efforts will help Michigan hospitatgintain a leadership role in
providing high-quality, safe patient care. The STRAffort will work to:

reduce statewide 30-day rehospitalization rate3(bgercent and increase patient and
family satisfaction with transitions and coordimatiof care

coordinate and leverage existing state and natictalities to reduce
rehospitalizations

provide examples for the nation where providersattings across the continuum of
care have dramatically improved transitions andiced rehospitalizations

identify and develop approaches to remove systéanigers to reducing
rehospitalizations

UnderCare Transitions, MPRO and other state quality improvement orgdiuna
(QlOs) are working with health care providers atfteo organizations to implement
communitywide interventions, including those thaget specific diseases or conditions
and reasons for admission. Each of the 14 Caresifi@ms communities (including
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Lansing) is led by a state QIO. Each QIO in thggutis required to work with partners
to implement the following:

hospital and community systemwide interventions
interventions that target specific diseases or itmms
interventions that target specific reasons for agdion

The CMS will monitor the success of this projectimtching the rates at which patients
in these communities return to the hospital. TheeQaansitions project will continue in
all 14 communities through summer 2011.

Will STAAR and Care Transitions interact?

Yes. There will be some exchange of informatient pertains to best practices to foster
peer-to-peer learning. The Care Transitions prdjastbeen in existence longer than the
STAAR initiative and Care Transitions will be be&le to share lessons learned.

What Michigan hospitals are eligible for involvement in the STAAR initiative?
There will be 15 Michigan hospitals initially gecipating in the STAAR initiative and
they will be selected based upon the followingecrat:
regional representation
representation by rural/urban, teaching/nonteagchurtical access hospitals
ethnic diversity in hospital service area
representation by independent and system hospitals
willingness to recruit post-acute care partnersgiterm care, home health, etc.)
willingness and capacity to collect data

Are Michigan, Massachusetts and Washington opating identical programs?

Yes, all three states will be operating progsdmased on STAAR’s broad plan for
success.

When will the 15 Michigan hospitals be chosenral announced?

The steering committee’s selection proces$eflt5 Michigan hospitals participating in
the STAAR initiative began in May 2009 and will bempleted in June 2009. A public
announcement will be made after those hospitalse baen chosen and confirmed as
participants.

What resources (people, time, and money) musiagticipating hospitals commit?

While hospitals should not need to hire addiibstaff for this initiative, depending upon
the size of the participating hospital, the IHlisttes the equivalent of 1.5 to 2.0 FTEs
(portions of FTEs from participating leaders arahfrline staff) will be needed to
support the improvement work. Additionally, a snaathount of financial support will be
needed for staff to attend the two-day launch megedbr the Transitions Home
Collaborative seminar to be held August 4 and Bansing, which will help medical and
surgical teams focus on improving the transitiohafithe hospital for all patients.

Although the process improvement work is anchoned blinical hospital-based team,
the IHI strongly encourages participating hospitalseach out to representatives from
skilled nursing facilities, home health agencies] ambulatory practices, as well as
patients and family caregivers, to form a crosgiconm team.
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Are there any other financial considerations ofwhich participating hospitals should
be aware?

Under current reimbursement models, hospitadsganerally rewarded for increased
volume; as a result, the short-term impact of redubospital readmissions may actually
be a reduction in revenue. However, emerging nsodeincluding the “bundled
payment” concept — will increasingly incentivizeetbffective management of
preventable readmissions by hospitals. Throughqggaation in this initiative, Michigan
hospitals have an opportunity to be ahead of tineecand better prepared to deal with
these new reimbursement models.

What is the overall timeline for this initiative?

The STAAR Initiative is slated to run through12) During this time, the initiative will
focus on a state-specific strategy for reducingdatae rehospitalizations through a
multistakeholder coalition, as well as improve #idions of patient care in 15
participating hospitals.

In late 2010, the steering committees will evalubteachievements of participating
hospitals and potentially expand the initiativaestade and regionally.

How will the progress of the initiative be evalated?
The steering committee will continually asst#ss progress of the participating hospitals.
Who is on the STAAR steering committee?

The steering committee includes health car@ideys from across Michigan who lend
significant knowledge and experience to this itike Represented on this steering
committee are:

MHA Keystone Center for Patient Safety & Qualipyoject lead)
MPRO, Michigan’s Quality Improvement Organizatigmmoject lead)
Aging Services of Michigan

Blue Cross Blue Shield of Michigan

Health Care Association of Michigan

Institute for Healthcare Improvement

Medicaid Program Operations and Quality Assurance
Michigan Association of Health Plans

Michigan Critical Access Hospital Quality Network

Michigan Department of Community Health

Michigan Home Health Association

Michigan Osteopathic Association

Michigan Hospice and Palliative Care Organization

Michigan State Medical Society

University of Michigan Health System

For more information regarding the statewide STA#RBject, contact Sam Watson, senior vice
president, Patient Safety and Quality, at (517)3283 orswatson@mha.orgt the MHA or
Nancy Vecchioni, RN, vice president, Medicare Opers, at (248) 465-7454 or
nvecchio@mpro.orgt MPRO.




