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EDITORIAL COMMENT
What’s Harder: Seeing a Doctor
or Reducing Readmissions?*

Adrian F. Hernandez, MD, MHS,yz Adam D. DeVore, MDyz
A s our nation increasingly emphasizes value-
based health care, reducing hospital readmis-
sions has become a central target for policy

makers and health care systems. In 2008 and 2009,
analyses of Medicare claims data highlighted the
scope of the problem: nearly 1 in 5 Medicare benefi-
ciaries were readmitted within 30 days of hospital
discharge. Among those rehospitalized, the most
common reason cited for the index hospitalization
was heart failure (HF) (1,2). On the basis of what
was paid to Medicare in 2005, the total estimated
annual spending on preventable HF readmissions
was nearly $1 billion (1).

In hope of addressing this readmission problem, a
number of federal policy changes ensued. In 2009,
the Centers for Medicare and Medicaid Services
(CMS) began public reporting of hospital readmission
rates. In 2010, the Affordable Care Act was passed,
which contained provisions aimed at improving the
quality and value of health care in the United States.
This Act included the Hospital Readmission Reduc-
tion Program, which contained provisions for cuts
that CMS began imposing in 2012 on total Medicare
reimbursements for higher-than-predicted read-
mission rates. Currently, CMS is testing new models
of transitional care (3) and of reimbursement for
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hospital-based care, such as bundled payments and
accountable care organizations (4,5).

As public attention has surged toward preventing
readmissions, there have been modest improvements
in readmission rates. For example, unplanned risk-
adjusted 30-day readmissions for Medicare benefi-
ciaries with HF declined from 23.4% (25th to 75th
percentile: 18.7 to 30.2) in 2010 to 21.9% (25th to 75th
percentile: 17.0 to 28.2) in 2013 (6).

Despite these small victories, many questions
remain. For example, which interventions work and
which do not? Are there any truly scalable, equitable,
efficient, and economical interventions? When trying
to prevent readmissions, is it possible that there are
unintended consequences for safe and effective care,
such as “gaming the system” by placing barriers for
readmission? Because it is often difficult to focus on
the highest-risk patients, what patients should we
focus on? Even with highly predictive tools that target
patients at highest risk for readmission, it is chal-
lenging to integrate these tools into the flow of health
care delivery, not to mention the institutional cul-
ture. Regrettably, there is no silver bullet capable of
preventing rehospitalizations for the highest-risk
patients (7,8).
SEE PAGE 765
In this issue of JACC: Heart Failure, Baker et al. (9)
make a unique contribution to the field of transi-
tional care, highlighting how “off-target” effects may
be the most critical for reducing readmissions. Baker
et al. (9) evaluated outcomes of Medicare patients
discharged from hospitals participating in the South-
east Michigan “See You in 7” Collaborative. This
Collaborative included 11 previously unaffiliated hos-
pitals that volunteered to participate in a quality
improvement program organized around strategies to
encourage patient follow-up with a provider within
7 days of discharge, with the ultimate goal of reducing
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HF readmissions. This initiative was based on a pre-
vious observational study of hospitalized HF patients
that demonstrated how hospitals with high rates of
early follow-up (i.e., outpatient follow-up within
#7 days) were associated with lower rates of 30-day
readmission than hospitals with more inconsistent
early follow-up (10). Current guidelines now recom-
mend scheduling provider follow-up examinations
early after discharge (11), and recent quality im-
provement interventions have found an association
between early follow-up for HF patients and reduced
readmission rates (8,12). Hospitals participating in the
See You in 7 Collaborative were given an American
College of Cardiology See You in 7 toolkit to evaluate
and improve early follow-up. This toolkit included
process metrics (e.g., identifying patients with HF
before discharge), a self-assessment tool, and re-
sources like risk-assessment tools and tip sheets.
Quality improvement champions at each site met
regularly for learning sessions designed to share best
practices.

The current investigators should be congratulated
for a well-designed intervention that was multifac-
eted, allowing hospitals to experiment locally with
the innovations that proved most useful to the indi-
vidual health care environment. Unfortunately, hos-
pitals in the collaborative were unable to significantly
increase 7-day follow-up over the course of 1 year;
7-day follow-up only rose from 31% to 34% compared
with 32% to 34% in matched hospitals in Michigan.
Even 14-day follow-up was #50% for various hospital
groups in the study. These rates are consistent with
other national data (10) and are an important reflec-
tion of the current state of health care in the United
States, yet it remains unclear why it is so difficult to
move that needle. Possibly, our legacy fee-for-service
system incentives full clinic schedules, thereby
creating limited access for patients to make follow-up
appointments. Furthermore, not all health care sys-
tems have fully integrated outpatient care networks,
making transitional care challenging. In addition,
considerations before hospital discharge, such as
arranging transportation for follow-up visits or
assessing a patient’s ability to afford clinic copay-
ments, are uncommon for many hospitals. Finally,
little is known about best practices for comprehensive
follow-up. Regardless of the discharge-related timing,
what we do know is that no patient benefits from
fragmented or negligent care. When all these factors
are taken into consideration, the passive recommen-
dation to “follow-up in 1 week” does not seem so
straightforward.

Despite the lack of improvement in early follow-up,
all-cause 30-day risk-standardized readmission rates
decreased more in Collaborative hospitals (from 31.5%
to 28.5%) than in other hospitals in Michigan (from
26.7% to 26.1%) during the 1-year study, including a
cohort of hospitals matched for size, region, and de-
mographics. Nevertheless, it is unclear which tools in
the toolkit led to this improvement. Due to other
changes noted in the environment, these results were
possibly due to overall cultural or environmental
attention toward readmission among more motivated
hospitals. To address this important source of bias,
future studies should consider randomization schemes
of different interventions, such as cluster-randomized
trials or embedded randomization. A rigorous evi-
dence base will be necessary going forward, as more
attention is directed toward population health and
accountable care. Although some may think meticu-
lous studies of this nature are nearly impossible, there
are many demonstrations of successful pragmatic tri-
als emerging within health care delivery systems, such
as the National Institutes of Health Collaboratory (13).
There will undoubtedly be more opportunities to
establish a better evidence base by leveraging national,
reusable research infrastructure such as the National
Patient-Centered Clinical Research Network (PCOR-
net), which can serve as a platform for testing new
health system delivery models (14).
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