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Welcome 



Presentation Objectives 

This program should provide you with the opportunity to:  
 

ÁNetwork and share knowledge 

ÁUnderstand the definition of Care Transitions and the issues 
surrounding 30-Day readmissions 

ÁFamiliarize yourself with the Integrating Care for Populations 
and Communities (ICPC) Aim, and the Special Innovation 
Project   

ÁPosition yourself and your organization for next steps in cross-
setting collaboration, community coalition building and 
engagement 
 



West Virginia Medical Institute 

Á {ŜǊǾŜǎ ŀǎ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ vǳŀƭƛǘȅ LƳǇǊƻǾŜƳŜƴǘ hǊƎŀƴƛȊŀǘƛƻƴ όvLhύ  
Á Work began August 1, 2011 and concludes on July 31, 2014 
Á Our mission is improving health and health care for all Medicare 

beneficiaries 
Á We are currently collaborating with providers across the state to achieve 
ǘƘŜ vLh ǇǊƻƎǊŀƳΩǎ ǘǊƛǇƭŜ ŀƛƳΥ 
ς improving care for individuals  
ς improving care for populations   
ς reducing health care costs 

Á QIO efforts support goals of the U.S. Department of Health and Human 
Services' National Quality Strategy 

Á Invited to participate in a Special Innovation Project October 2012 
 

 



West Virginia Medical Institute 

ÁSpecific QIO activities include: 
 

Á Integrating Care for Populations and Communities (ICPC) - Supporting 
select communities in  improving care transitions, reducing  preventable 
hospital readmissions  and assisting community efforts to obtain 3026 
funding 

Á Improving Individual Patient Care - Reducing hospital infection rates, 
reducing healthcare-acquired conditions in skilled nursing facilities, 
including rates of pressure ulcers and restraint and addressing adverse drug 
events. We are also helping facilities report health care data for 
improvement 

Á Improving Health for Populations and Communities - Helping primary care 
physicians improve immunization and cancer screening rates, and 
cardiovascular health. We are also assisting physicians with electronic 
health records to report in the Physician Quality Reporting System (PQRS) 

 



30 Day Readmissions:   

The Problem   

ÁNationally, 17.6% of Medicare beneficiaries discharged from 
the hospital are readmitted within 30 days 

ÁMore than 85% of these re-hospitalizations are unplanned 

Á20-40% of re-hospitalizations are possibly preventable 

Á64% of Medicare beneficiaries who are readmitted within 30 
days do not receive any post-discharge care before 
readmission 
 



The Problemé continued 
Á 9 million Americans enrolled in both Medicare and Medicaid (Dual Eligible) 

Á Two thirds are low income elderly, one third under age of 65 with 
disabilities 

Á Medicare/Medicaid enrollees are among the most chronically-ill and 
complex enrollees in both programs 

Á Dual Eligible enrollees represent the highest cost individuals within 
programs 

Á Total annual spending exceeds $300 billion across both programs 

Á In the Medicaid program, Medicare/Medicaid enrollees represent 15% of 
enrollees but 39% of all Medicaid expenditures 

Á In Medicare they represent 21% of  enrollees and 36% program 

      expenditures 
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Where did we begin? 



Insights/Lessons Learned from 

Previous Work 

ÁThree basic system gaps/drivers identified: 
ςLack of engagement or activation of patients and 

families 
ςLack of standard processes among providers for 

transferring patients 
ςIneffective or unreliable sharing of relevant clinical 

information 

 



Insights from Previous Work 

ÁThree key strategies for 30-day readmission 
reduction  

ςPatient activation 

ςMulti-provider process improvement   

ςCommunity organization 

 



Success During Previous 3 Years: 

Outcomes 

ÁCommunity Development 

ÁTransparency 

ÁLeadership Commitment 

ÁStrong Partnership 

ÁSustainability 

 



Going Forward: A New Beginning 



Everybody Has a Storyé 

http://www.google.com/imgres?q=elderly+people&hl=en&gbv=2&biw=1600&bih=748&tbm=isch&tbnid=UaIog8iFp8wXaM:&imgrefurl=http://www.physicians-health.net/tag/care-of-elderly/&docid=VitMogkYydLbQM&imgurl=http://www.physicians-health.net/files/2011/05/Healthy-Eating-Tips-For-Older-People.jpg&w=500&h=376&ei=2aNCT9zDCoXq0gHQzJnlBw&zoom=1
http://www.google.com/imgres?q=elderly+people+no+copyright&hl=en&gbv=2&biw=1600&bih=748&tbm=isch&tbnid=n7AMcHTmXCy6CM:&imgrefurl=http://eileenserapio.hubpages.com/hub/Old-Age-Depression-and-Home-Care&docid=2KWWpU7OwJfBWM&imgurl=http://s4.hubimg.com/u/5191503_f520.jpg&w=520&h=335&ei=6KJCT5fcL5PG0AGe_K3ZBw&zoom=1
http://www.google.com/imgres?q=elderly+people+no+copyright&hl=en&gbv=2&biw=1600&bih=748&tbm=isch&tbnid=GZb4JDU3I5T2EM:&imgrefurl=http://www.squidoo.com/caregiving-the-pros-cons&docid=sFL4MAESugTydM&imgurl=http://4.bp.blogspot.com/_xBqyD9Os82w/TQ_cHLRbKsI/AAAAAAAABB0/A3N8Lb2ZHpM/s1600/people_caregiver.jpg&w=1348&h=1094&ei=6KJCT5fcL5PG0AGe_K3ZBw&zoom=1
http://www.google.com/imgres?q=elderly+people+no+copyright&hl=en&gbv=2&biw=1600&bih=748&tbm=isch&tbnid=DateMvdnRvzjAM:&imgrefurl=http://www.myspace.com/entertainment/2012/1/11/betty-whites-off-their-rockers-old-people-like-youve-never-seen-them-before&docid=9JZP4ZDY9jbcmM&imgurl=http://a.abcnews.com/images/Health/gty_betty_white_mw_110523_wg.jpg&w=640&h=360&ei=6KJCT5fcL5PG0AGe_K3ZBw&zoom=1&iact=hc&vpx=165&vpy=467&dur=45&hovh=168&hovw=300&tx=144&ty=218&sig=102626503433545020313&page=9&tbnh=165&tbnw=194&start=221&ndsp=28&ved=0CLoIEK0DMPIB


Why are we here? 

ÁTo promote 
safe/effective 
transitions of care as 
patients navigate from 
one provider setting to 
another ς or one 
caregiver to another 

 


