
Background
The problem of hospital readmissions has become the corner-
stone of discussion in seemingly any forum addressing health-
care improvement or reform. Reformers are targeting hospital re-
admissions as a quality problem, a safety problem and the most
immediately-actionable driver of excessive costs.

The Centers for Medicare & Medicaid Services (CMS) is an
early investor in the push towards understanding and modifying
current care patterns that appear unduely dependent on hospital
services. And rightfully so – although there is notable regional
variation in readmission rates, nationally nearly one in five dis-
charges paid for through Fee for Service Medicare is followed
by another admission to a hospital within 30 days. Additionally,
CMS is ideally positioned to lead change towards reducing re-
admissions both through being the largest payer of hospital serv-
ices, and through having the nationally coordinated resources
to understand the impact of substantial geographic variation.

What Is The Care Transitions Theme?
The Care Transitions Theme is a CMS-funded initiative for Medi-
care Quality Improvement Organizations (QIOs) to measurably
improve the quality of care for Medicare Beneficiaries who tran-
sition among care settings through a comprehensive community
effort. Fourteen QIOs began working with target communities
within their respective States on August 1st, 2008, and the project
will be completed by August 2011.

Each QIO selected a specific geographic area and a Medi-
care beneficiary population (as defined by beneficiary zip code
of residence) where they are now working with the medical serv-
ices providers, other community health support agencies, unpaid
caregivers and patients to identify drivers of poor transitional
care and to reduce their influence on patient outcomes. In other
words, this work seeks to improve care quality by promoting
seamless transitions among care settings, and thereby reduce
readmissions to hospitals within 30 days of discharge.

The Care Transitions project does not stipulate what specif-
ic intervention strategies QIOs and their communities should or
should not use, but allows each team to work within the exist-
ing community structure. This flexibility allows each QIO and
Community to develop local solutions and strategies for the
unique set of circumstances each community faces. This com-
munity-wide approach also seeks to yield sustainable and rep-
licable strategies that achieve high-value health care for Medi-
care beneficiaries.

Why Target Communities?
The premise for targeting communities as the best unit for in-
tervention, instead of isolating efforts to hospitals, is based in
two observations:

• Many evidence-based protocols demonstrated to reduce
readmissions depend on coordinated actions of more than one
provider, and on effective incorporation of patients, families,
and community healthcare stakeholders.

• Local areas vary substantially in healthcare utilization and
the infrastructure available to reduce reliance on hospital servic-
es, necessitating a customized approach to improving process-
es of care.

Supporting Evidence
Given the new and developmental nature of the work, the multi-
stakeholder orientation, and the desire to retain optimal flexi-
bility for teams, a comprehensive guide to the evidence base for
interventions is a priority for project success. Without such guid-
ance, fledgling efforts risk false starts, wasted resources and un-
necessary challenges to team cohesiveness. CMS leadership be-
gan aggregating a compendium of interventions in framing the
Theme, and local project experience is contributing to its further
development. As the work progresses we are gaining a more nu-
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Care Transitions/continued

Table 1a. Formal Multidimensional Programs to Improve Care Transitions

Abbreviations: AMI (acute myocardial infarction), CHF (congestive heart failure), HHA (home health agency),
ICU (intensive care unit), PCP (primary care physician or similar provider); PNE (pneumonia); RCT (randomized controlled trial);
QOL (quality of life), SNF (skilled nursing facility)
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Table 1a. Formal Multidimensional Programs to Improve Care Transitions (continued)

Table 1b. Intervention Strategies to Improve Care Transitions

Program/Toolkit Supporting Evidence
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Care Transitions/continued

Table 1b. Intervention Strategies to Improve Care Transitions (continued)

Intervention Strategy Supporting Evidence
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Table 1b. Intervention Strategies to Improve Care Transitions (continued)

Intervention Strategy Supporting Evidence



anced understanding of typcial drivers of poor quality transi-
tional care which result in readmissions, and attractive leverage
points for creating meaningful change. With many similar na-
tional, regional and individual provider rehospitalization reduc-
tion efforts emerging, our early table of interventions might serve
as a starting point to help guide other wide scale implementation
strategies. It is offered as a work in progress in the hope of en-
gaging others in refining and defining this field.

We have separated what began as a single table into 2 sep-
arate tables: one for Multi-Dimensional Programs which are
formal multiple component intervention protocols that have been
developed and have demonstrated efficiacy in reducing hos-
pitalization or rehospitalization (Table 1A, pages 26-27), and
one for promising intervention strategies based on their proba-
ble effect on a known driver of poor transitional care (Table 1B,
pages 27-30). This distinction reflects the complex nature of a
quality improvement initiative aimed at an entire community, as
some providers are engaged by the desire to implement a known
best practice (Table 1A), and some through targeting specific de-
fective elements based on root cause analysis (Table 1B). All 14
projects include examination of readmissions, and the aggre-
gated knowledge of the QIO projects is leading to generalizable
understanding of common drivers for readmission, and over the
next 2 years the aggregated results will link those drivers to the

most promising intervention strategies.
Although the primary aim of the Theme is to improve tran-

sitional care, the most common goal of transitional care improve-
ment is reduction in readmissions, therefore ‘evidence’ as listed
in Table 1B means evidence of intervention impact on that out-
come. Many of the strategies listed have demonstrated effective-
ness in remediating problems known to be associated with re-
admissions, but have not been formally studied with the specific
outcome of reduced hospital readmissions. For example, there
is robust evidence typing lack of proper information availability
among medical services providers to unnecessary medical uti-
lization that includes hospital readmission. Electronic medical
records and exchangeable electronic healthcare information have
been demonstrated to improve information availability. However
there is no existing study demonstating that healthcare informa-
tion technology reduces hospital readmission rates. We have in-
cluded electronic health information in our table of intervention
strategies based on the strength of evidence tying it to remedi-
ation of a known barrier that results in readmissions.

Again, our tables are a work in progress, and are offered as
such. They have changed significantly even in the first year of
this work. We hope that these tables will not only help guide the
efforts of similar initiatives, but benefit our project through pro-
viding a framework to which others could contribute. RR
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Care Transitions/continued

Table 1b. Intervention Strategies to Improve Care Transitions (continued)

Intervention Strategy Supporting Evidence




