Infrastructure Development Considerations
1 – Appropriate and helpful to the PPR initiative for the HSCRC to assist in the development of a MHPR Improvement Infrastructure to assist hospitals in their attempt to improve upon the processes of transitioning patients out of the hospital after an admission and otherwise decreasing the rates of readmission within the targeted Readmission Window (currently recommended to be 30 days post initial discharge).  

2 – Staff intends to recommend an approach that would at first be funded by means of a small assessment on hospital rates (0.01% is anticipated – generating approximately $1 -1.2 million per year for at least the first two years).  

3 – These funds would be used as the basis for funding an infrastructure and on-going resource support mechanism to be administrated by an outside entity (or entities).  

4 – It is contemplated that HSCRC staff will develop criteria and administrator requirements and request proposals from qualified organizations for the establishment of such an Improvement Infrastructure and Resource Entity for the State.  

5 – The HSCRC would (in conjunction with other payer and hospital industry representatives) then select an administrator or team of entities to administer the infrastructure based on an evaluation of proposals and based on pre-established review criteria.
 6 – It is anticipated that the Improvement Infrastructure and Resource Entity would at a minimum provide:

· Ongoing, regular  feedback data/reports to hospitals- e.g.,  their readmission rates and trends over time, patient populations driving their readmission rates higher, etc.
· Develop an action plan of strategies using expert panel advisors or models in use in the field and a literature search of evidence  based practices  for which ongoing resources/supports in the form of co are provided  to improve readmission rates- e.g.: 

During hospitalization, for example: 

· Risk screen patients and tailor care 

· Establish communication with PCP, family, and home care 

· Use ―teach-back‖ to educate patient about diagnosis and care 

· Use interdisciplinary/multidisciplinary clinical team 

· Coordinate patient care across multidisciplinary care team 

· Discuss end-of-life treatment wishes 

At discharge, for example: 

· Implement comprehensive discharge planning 

· Educate patient/caregiver using ―teach-back 

· Schedule and prepare for follow-up appointment 

· Help patient manage medications 

· Facilitate discharge to nursing homes with detailed discharge instructions and partnerships with nursing home practitioners 

Post discharge, for example: 

· Promote patient self management 

· Conduct patient home visit 

· Follow up with patients via telephone 

· Use personal health records to manage patient information 

· Establish community networks 

· Use tele-health in patient care 

7 – Given the focus on reducing unnecessary admissions at a federal level, it is important that the State attempt to leverage its own commitment to this leverage by linking back to funding soon to be available through the Centers for Medicare and Medicaid Services (CMS).  During this two year period of State-support the HSCRC would seek matching and/or replacement funding from Federal or outside foundation sources.  

8 – Given the fact  that health  care truly is local in many ways, it will be important to engage entities or partners of lead entities with a local presence and experience in order to build an infrastructure that is able to focus on/address the issues of most import and patterns of care influencing readmissions that are specific to MD.  
