
Taking Aim at 
Reducing Hospital 
Readmission Rates

It has been three years since the Centers for Medicare & Medicaid Services (CMS) implemented progressive penalties 
to hospitals that have higher 30-day unplanned readmission rates for certain conditions. The Hospital Readmissions 
Reduction Program (HRRP), enacted under Section 3008(a) of the Affordable Care Act, was designed to urge hospitals to 
improve patient care and reduce costs.

Beginning in October 2012, hospitals that participated in Medicare’s Inpatient Prospective Payment System (IPPS) began 
to see a 1% reduction in reimbursement for what the CMS deemed to be excessive readmission rates for the most costly 
diagnoses: acute myocardial infarction, pneumonia, and congestive heart failure. Since that time, the CMS has expanded 
the program to include reimbursement reductions for readmissions related to additional diagnoses such as hip/knee 
replacements, Chronic Obstructive Pulmonary Disease (COPD) and, in 2017, plans to include readmission penalties for 
Coronary Artery Bypass Graft surgery. In addition, what began as a 1% reduction penalty in 2012 has climbed to 3% in 
2015 and researchers estimate that approximately 2600 hospitals nationwide will lose a combined $420 million dollars 
in penalties this year.1

Aside from the increased stress and dissatisfaction that a readmission poses 
for patients, Medicare estimates that it pays an average of $15,000 for 
each episode of care and that cost doubles to $33,000 for preventable 
readmissions. A 2009 analysis of Medicare claims data from 2003-2004 
revealed that just under 20% of Medicare discharges were readmitted within 30 
days and 50% of those individuals had not seen their private physician between 
the time they were discharged and their subsequent readmission.2

In recent years, a number of government and quasi-governmental groups 
have created programs designed to assist hospitals in meeting the challenge 
of reducing their preventable readmissions. While the CMS began by 
focusing on the Medicare population having conditions with the highest rates 
of readmission, several recent studies have shown that other factors such as 
hospital location, the availability of community resources, socioeconomic status, 
and improving communication across the continuum of care may have a greater 
impact upon preventable hospital readmission rates.3 4

Top ten states with the highest 
average hospital penalty for 
readmissions: 

Kentucky 1.19%  
Virginia 1.01% 
West Virginia 0.99% 
Arkansas 0.83% 
Washington DC 0.77% 
New York 0.75% 
New Jersey 0.73 % 
Illinois 0.72% 
Ohio 0.71% 
Missouri 0.71% reduction.1
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Hospitals have begun to see some progress by testing 
various strategies aimed at identifying patients at risk, 
strengthening the discharge process, scheduling follow-up 
appointments, improving communication with community 
providers, conducting nurse–directed follow-up calls, 
providing necessary medications, and enhancing patient 
education about their illness. But progress has been slow for 
some and there is wide variability in the readmission rates 
across the country, heavily influenced by the availability of 
local healthcare resources and the overall socioeconomic 
status of the community.5 6 7 8 9

In fact, a 2013 analysis of Medicare claims revealed a rather meager overall decline in hospital readmission rates from 
19% in 2007 to just 18.4% in 2012.10

Success for the highest performing hospitals seems to come from their ability to network with community resources 
and apply a multifaceted approach to ensuring patients are well educated prior to discharge and have the necessary 
resources post-discharge to comply with their treatment plan and follow-up care. Hospitals are either devoting the 
resources and staff to accomplish this or partnering with transitional care companies that can conduct follow-up calls, help 
patients get their medications, or even provide transportation to the doctor’s office if needed. A recent study revealed that 
when patients received transitional care following hospital discharge, they were 20% less likely to be readmitted within the 
first year than those who did not receive transitional care assistance.11

National Programs
From 2009 -2013, several national programs, both privately and publically-funded, were launched with the goal of 
helping hospitals to reduced preventable readmissions.12

The Re-Engineered Discharge (RED) program at Boston University offers a toolkit and extensive templates for improving 
the discharge process. A follow-up study showed that the use of RED interventions reduced the number of emergency 
department visits and readmissions within 30 days by 30 percent.13

The Society of Hospital Medicine offers training and technical expertise to hospitals through its Project BOOST (Better 
Outcomes for Older Adults through Safe Transitions). A recent study of the program’s success revealed a 2% reduction in 
the rate of readmissions after 12 months for the hospitals involved in the study.14

In 2011, The CMS launched the Partnership for Patients Safety Campaign (PfP) with the goals of improving care transitions 
and making care safer by targeting the reduction of preventable hospital acquired infections and hospital readmissions. 
Technical assistance and training for hospitals is available through your local Hospital Engagement Network.15

The CMS community-based Care Transitions Program specifically targets unplanned readmissions by providing funds to 
community-based organizations that partner with hospitals and other organizations to provide care assistance during the 
transition from hospital to home. The program promotes a coordinated and comprehensive approach to better managed 
care transitions between hospitals, nursing homes, primary care providers, home health and other providers within the 
healthcare community.16

Hospital leaders will find helpful resources and guidance for addressing the reduction of readmissions at the Agency 
for Healthcare Research & Quality’s website. Setting priorities for developing your program consists, in part, of 
analyzing your readmission patterns, identifying outliers, coordinating discharge care, and targeting follow-up to 
patients at risk of readmission.17 18
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Overall, studies have shown that hospitals participating in national 
initiatives to reduce readmission rates are better motivated to 
succeed and more likely to have better outcomes with reducing their 
readmissions.19 20

Local efforts
Reducing the overall percentage of national hospital readmission 
rates since the inception of the Hospital Readmission Reduction Act 
has been exceedingly slow and variable. From a patient safety 
standpoint, readmissions can expose patients to a host of potential 
safety hazards such as medication and diagnostic errors, falls, stress 
and confusion especially for the elderly.

However, locally, there have been a number of success stories from 
organizations that improved their discharge and follow-up processes. 
For example, in a 2012 study, the Wisconsin Department of Veterans 
Affairs implemented registered nurse pre-discharge meetings with 
the patient and family, written instructions outlining key conditions 
that should be monitored, and the dates and times of follow-up 
appointments. Post-discharge calls were placed 2-3 days after 
discharge and medication discrepancies were resolved in almost half 
of all follow-up calls placed. The 30-day readmission rate dropped 
by 11% for those patients involved in the study and the hospital has 
seen sustained decreases over an 18 month period as well as a cost 
savings of just under a million dollars.21

Other successful programs have targeted the management of specific 
diseases such as heart failure. For example, a large hospital in 
Atlanta, GA implemented several strategies to improve patient safety 
and reduce their readmission rates for patients under the age of 70 
years. Initiatives included strengthening the medication reconciliation 
process by a pharmacist, scheduling follow-up appointments prior 
to discharge, and conducting post discharge calls within 72 hours. 
Utilizing the technical expertise and tools developed by The Society 

Top Strategies for Reducing Unplanned 
Readmissions

• Identify high-risk diagnoses and 
populations

• Implement evidence-based guidelines 
& monitor quality of care

• Strengthen the discharge process to 
include patient capacity and resources 
to comply with treatment plan

• Provide patient/family education 
regarding medications

• Secure follow-up appointments and 
provide timely discharge summaries for 
primary providers prior to discharge 

• Conduct patient follow-up calls 
to assess patient well-being and 
compliance with treatment plan

• Improve communication between 
hospital and community resources 
through collaborative relationships 5,7, 9,22

A recent analysis by the Yale School of Public Health and The Commonwealth Fund of hospitals 
that participated in two national programs to reduce readmissions sought to identify which 
strategies were the most effective. The team concluded that the most effective strategy was 
ensuring patients had a follow-up appointment scheduled prior to discharge. In addition, the 
study noted hospitals that implemented three or more strategies had greater reductions in 
unplanned admissions.22
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of Hospital Medicine’s Project BOOST, the hospital reported a 
dramatic reduction in their heart failure readmission rates (less than 
70 years old) from 13.5% to 3.97% over a 12 month period.

Conclusion
There is much to be learned from the success of others with the 
caveat that each healthcare community is unique in its strengths 
and weaknesses. However, the prevailing approach appears to be 
the identification of your hospital’s population risk factors and the 

implementation of strategies to target the discharge process, improve communication between the patients and providers, 
and a more proactive approach to ensuring adequate follow-up post discharge.

Reducing your hospital’s readmission rates is a win-win for patient safety and satisfaction and the hospital’s reputation and 
financial bottom line. It is our hope that this publication will provide you with some of the proven tools and resources that 
are available to strengthen your ongoing efforts.

About the Author
Mary Danner, RN, MS, CPHRM

Mary Danner, Patient Safety Consultant for AIG Casualty Risk Consulting, has provided risk management consulting 
for over 20 years nationwide. Her clients have included free-standing ambulatory facilities and surgical centers, long 
term care facilities, single location and multi-hospital systems, and large medical groups. She has also developed and 
presented numerous physician and staff education programs.

Ms. Danner has extensive clinical and administrative experience in both the university and community hospital settings. 
Her clinical areas of expertise are emergency/trauma and critical care. She was a Certified Emergency Nurse and 
Trauma Nurse Specialist.

Ms. Danner received her nursing degree from Northern Illinois University in DeKalb, IL, and her Masters of Health Law 
and Administration from DePaul University in Chicago, IL. She is a Certified Professional Healthcare Risk Manager 
(CPHRM), and is a member of the American Society for Healthcare Risk Management as well as the American Society of 
Professionals in Patient Safety.

For questions or comments, please contact patientsafety@aig.com.



Taking Aim at Reducing Hospital Readmission Rates

5

References
1 Kaiser Health News and the U.S. Centers for Medicare & Medicaid Services.

2  Jencks, S., Williams, M., Coleman, E. Rehospitalizations Among Patients in the Medicare Fee-for-Service Program. N 
Engl J Med 2009; 360 (14):1418-1428.

3  Herrin, J., St. Andre, J., Kenward,K., et al., Community Factors and Hospital Readmission Rates, Health Services 
Research, published online April 9, 2014. Available at www.commonwealthfund.org.

4  Barnett, M., Hsu, J., McWilliams, M., Patient Characteristics and Differences in Hospital Readmission Rates. JAMA 
Intern. Med. Published online September 14, 2015.

5  Silow-Carroll,S., Edwards, J.N.,  Lashbrook, A. Reducing Hospital Readmissions: Lessons from Top-Performing 
Hospitals, The Commonwealth Fund, April 2011. Available at www.commonwealthfund.org.

6  Kripalani, S., LeFevre, F., et. al., Deficits in Communication and Information Transfer Between Hospital-Based and 
Primary Care Physicians: Implications for Patient Safety and Continuity of Care. JAMA. 2007;297(8):831-841.

7  Marks, C., Loehrer, S., McCarthy, D. Hospital Readmissions: Measuring for Improvement, Accountability, and 
Patients. Institute for Healthcare Improvement and The Commonwealth Fund, Sept. 2013 Issue Brief. Available at 
www.commonwealthfund.org.

8  Hernandez , A., Greiner, M., et.al. Relationship between early physician follow up and 30 day readmission among 
Medicare beneficiaries hospitalized for heart failure. Journal of the American Medical Association, Vol. 303, No. 17, 
May 5, 2010.

9  Lin, C., Barnato, A., Degenholtz, H. Physician follow up visits after acute care hospitalization for elderly Medicare 
beneficiaries discharged to noninstitutional settings. Am Geriatr Soc., 2011 Oct;59(10):1947-54. 

10 2007-2011 Medicare & Medicaid Research Review, 2013. Volume 3, Number 2.

11  Jackson, C., Trygstad, T., DeWalt, D., DuBard, C. Transitional Care Cut Hospital Readmissions For North Carolina 
Medicaid Patients With Complex Chronic Conditions. Health Aff August 2013 32:81407-1415.

12  Boutwell, A. Jencks, S. Nielsen, GA. Rutherford, P. STate Action on Avoidable Rehospitalizations (STAAR) Initiative: 
Applying early evidence and experience in front-line process improvements to develop a state-based strategy. 
Cambridge, MA: Institute for Healthcare Improvement; 2009. Available at www.ihi.org.

13  Jack B., Veerappa, K., Anthony D., et al. A reengineered hospital discharge program to decrease rehospitalization. 
Annals of Internal Medicine. 2009;150:178-187. Available at www.ahrq.gov.

14  Hansen, L., Greenwald, J., et.al. Project BOOST: Effectiveness of a multihospital effort to reduce rehospitalization, 
Journal of Hospital Medicine, Volume 8, Issue 8, pages 421–427, August 2013.

15 Additional information about the Partnership is available at www.cms.gov

16 Additional information about the Community-based Care Transitions Program is available at www.cms.gov.

17  Health Care Leader Action Guide to Reduce Avoidable Readmissions, Jan. 2010. MY Quality Improvement (MYQI) 
Guide, AHRQ. Accessed at www.ahrq.gov

continued on the next page



Taking Aim at Reducing Hospital Readmission Rates

6

continued from the previous page

18  See also Hospital Guide to Reducing Medicaid Readmissions Toolbox. Agency for Healthcare Research 
and Quality. Pub. No. 14-0050-1- EF. August 2014. Offers indepth information about the unique factors 
driving Medicaid readmissions and a step-by-step process for designing a locally relevant portfolio of 
strategies to reduce Medicaid readmissions. Available at www.ahrq.gov.

19 2007-2011 Medicare & Medicaid Research Review, 2013. Volume 3, Number 2.

20  National Campaigns to Reduce Readmissions: What Have We Learned? Elizabeth Bradley. The 
Commonwealth Fund Blog, posted on October 1, 2015. Available at  www.commonwealthfund.org

21  Kind, A., Jensen, L., Barczi, S., et. al. Low-Cost Transitional Care With Nurse Managers Making Mostly 
Phone Contact With Patients Cut Rehospitalization At A VA Hospital. Health Affairs, Vol. 31, No. 12 2659-
2668, December 2012.

22  National Campaigns to Reduce Readmissions: What Have We Learned? Elizabeth Bradley. The 
Commonwealth Fund Blog, posted on October 1, 2015. Available at  www.commonwealthfund.org



American International Group, Inc. (AIG) is a leading international insurance organization serving customers in more than 100 countries and jurisdictions. AIG companies serve commercial, institutional, and individual customers 
through one of the most extensive worldwide property-casualty networks of any insurer. In addition, AIG companies are leading providers of life insurance and retirement services in the United States. AIG common stock is listed 
on the New York Stock Exchange and the Tokyo Stock Exchange. 

Additional information about AIG can be found at www.aig.com | YouTube: www.youtube.com/aig | Twitter: @AIGinsurance | LinkedIn: www.linkedin.com/company/aig

AIG is the marketing name for the worldwide property-casualty, life and retirement, and general insurance operations of American International Group, Inc. For additional information, please visit our website at www.aig.com. 
All products and services are written or provided by subsidiaries or affiliates of American International Group, Inc. Products or services may not be available in all countries, and coverage is subject to actual policy language. 
Non-insurance products and services may be provided by independent third parties. Certain property-casualty coverages may be provided by a surplus lines insurer. Surplus lines insurers do not generally participate in state 
guaranty funds, and insureds are therefore not protected by such funds. 

© American International Group, Inc. All rights reserved. 2/16 1028D


