Hospital Industry Comments and HSCRC Responses to Clinical Assignment and Exclusion Logic of the Maryland Hospital Preventable Readmissions / 3M Potentially Preventable Readmissions (PPRs)
As of September 16, 2010

This document provides an overview of the comments received by HSCRC to date as well as general and specific responses to the issues raised as of September 16th, 2010.
COMMENTS AND RESPONSE

1. Adequate Risk Adjustment and Impact of Chronic Conditions

Comment from Hopkins 8/31/2010 : “Provided a few articles, but the one of real interest is by Friedman.  We discovered in our analysis, that JHBMC had 20% more chronic conditions in their index population than JHH who had a higher SOI.  (The chronic conditions were measured using the AHRQ co-morbidity software).  One problem with the PPRs (other than the questionable relationships), is that many are not preventable and without a risk method, the measure cannot be standardized.  In the case of using SOI…..this is a utilization indicator and does not reflect the numbers of chronic conditions in the severity levels.  Higher SOIs are more reflective of major organ dysfunction.  I would be happy to have a more in-depth discussion if you are interested.  (This is the reason that STaar is using an all cause readmission rate with some exclusionary criteria).”
Response : 

A. Number of chronic conditions as a predictor of the risk of readmission 

There is no evidence that the number of chronic conditions is the best predictor of short-term readmissions, and the Friedman paper presents no such evidence.  The Friedman paper certainly demonstrates that a greater number of chronic conditions is associated with an increasing probability of readmissions over an average follow-up period of 6 months. It should be emphasized that PPRs examine 15 and 30-day readmissions rates, which the Friedman paper does not address as it focuses on readmissions over a year’s period of time.

Furthermore, the Friedman paper found that APR DRG SOI levels of 3 and 4 were strongly associated with readmissions and total costs. This is hardly evidence of the superiority of a simple count of chronic conditions for risk adjustment. 

B. Adequacy of the PPR risk-adjustment methodology 
The PPR risk-adjustment methodology, using APR DRG SOI classes, actually addresses the presence of chronic conditions substantially.  
First of all, chronic conditions are embedded throughout the SOI logic, and the interaction of chronic conditions with acute illness drives the SOI class assignment. The SOI logic makes explicit provision for the fact that not all chronic conditions are the same, and that the impact of chronic conditions may differ depending on the reason for admission.
Second, certain chronic conditions, particularly major and metastatic malignancies, cause the patient to be excluded from the PPR logic. 

Third, the proposed Maryland readmissions policy includes further adjustments for age over 65, the presence of a major mental health condition, and the percentage of Medicaid patients. One of the advantages of a clinical categorical model is that these types of adjustments can be applied independently and transparently, instead of being buried in a regression model. 

Fourth, there is considerable data on the effectiveness of SOI for risk-adjusting readmission rates that allows fair comparison of PPR rates across hospitals. At a minimum, the monotonic increases in readmission rates with increasing SOI class in nearly all DRGs provides powerful evidence of predictive power.  

The use of a PPR rate specific to each APR DRG / SOI combination has been shown in Maryland and other states to “explain” a great deal of variation in readmission rates across hospitals.  The HSCRC have calculated an R-Sq value of .75 when matching hospital specific readmission rates to the expected rate of readmission generated through indirect rate standardization.

The inclusion of independent patient specific factors, allowed by the clinical categorical model, permits users to enhance the risk-adjustment model without reducing the underlying power and transparency.  In both Maryland and Florida data it should be noted that the inclusion of age, mental health and payer adjustments explains only fractional amounts of across hospital variation (at most 3%) indicating that the reason for index admission is the driving factor in predicting short-tem readmission.
C. Many of the PPRs are not preventable

One of the strengths of the PPR logic is that it recognizes that many individual readmissions are not necessarily preventable (or that it is difficult to get consensus on the preventability of individual cases).  The near impossibility of obtaining consensus about which individual readmissions should be considered preventable is the reason that the PPR methodology focuses on types of “potentially” preventable readmissions in order to compare risk-adjusted rates across hospitals. Further, the PPR logic includes the concept of chains, so that patients who are admitted repeatedly for a chronic illness such as sickle cell disease will not cause a hospital to have an unduly high readmission rate. 
A secondary concern is the policy issue of whether readmissions for deterioration of chronic conditions soon after discharge should be considered in the appraisal of hospital quality of care. The developers of PPR believe that readmissions that could be related to inadequate post-discharge care should as a general rule be considered markers of hospital performance.

2. Kidney Transplantation
Comment from MHA PPR Clinical Workgroup 9/15/2010 : Currently, Kidney Transplant (APR DRG 440) as an initial admission has 107 clinically related readmission APR DRGs associated with it. By contrast, Liver/Intestine Transplant (APR DRG 001), Heart/Lung Transplant (APR DRG 002), Bone Marrow Transplant (APR DRG 003), and Pancreas Transplant (APR DRG 006) have between 5 and 8 associated clinically related readmission APR DRGs which are specific to direct complications of the transplant. Under the current methodology, clinically related readmissions for the initial admission of kidney transplant include APR DRGs such as: Asthma, Eating Disorders, Chronic Obstructive Pulmonary Disease (COPD), Migraine, and Cardiomyopathy. It is inappropriate that the associated list of readmissions for the initial admission of kidney transplant is so much more inclusive than the list of clinically related readmissions for the other organ transplants. The reasons why patients with transplants having a higher risk of readmission – major surgery, major illness preceding surgery, and most importantly, long-term immunosuppression – are present for all organ transplants. In a study of kidney-pancreas transplants, the most common causes of readmission were bleeding, thrombosis and infections.
  Given the complexity of the transplantation and the subsequent immunosuppression, it is inappropriate to consider these readmissions preventable. We recommend that the list of clinically related readmissions for the initial admission of kidney transplant should reflect only those APR DRGs that are clearly related to a complication of the transplant:

· 004
ECMO or trach with MV with extensive procedure

· 005
Trach with MV without extensive procedure

· 440 
Kidney transplant

· 791
O.R. procedure -  other complications of treatment

· 813 
Other complications of treatment

Response : Kidney transplants are established operations and are performed in many institutions.  Many patients with kidney transplants have diabetes as the causative factor. In one study,, diabetes-related readmissions within one year post-transplant were 7% for patients in the case management, as compared to a 93% diabetes-related readmission rate for patients not enrolled. Another study documented significant differences in 30 day readmission rates across hospitals using Medicare data and proposed a collaborative to address the challenge.  Since the discharge APR DRG and SOI is used for risk adjustment (not the admission SOI that is used for PPCs), the methodology takes into account the vast majority of secondary diagnoses that indicate, for example, immune compromise. 
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3. Ventilator Dependence 





Comment from MHA PPR Clinical Workgroup 9/15/2010 : In review of hospital cases, patients dependent on a ventilator are often readmitted for conditions that are out of the control of the discharging hospital. Appropriate ventilator care and prophylaxis are dependent on the facility to which the patient is discharged. Ventilator dependent patients with a tracheostomy may require regular changing of the tracheostomy cannula, which is a planned readmission to the hospital. We recommend that patients with the ICD-9 code V46.11 be excluded from the PPR methodology.





Response : Tracheostomy cannulas have to be changed about every 3 months, but it doesn't require inpatient admission, and can be done in the outpatient setting. The only time inpatient admission would be required is if the patient has an extra long tracheostomy cannula, which is necessary in maybe 5% of patients. 





4. End-Stage Chronic Conditions 





Comment from MHA PPR Clinical Workgroup 9/15/2010 : Patients with End Stage Renal Disease (ICD-9 code 585.6) have been found to have higher than average readmissions.  Readmissions related to cardiac, renal and volume issues in these patients are not preventable due to the nature of the disease and the necessity of dialysis. We recommend that patients with the ICD-9 code of 585.6 be excluded from the following readmission APR DRGs:


194 Heart failure


197 Peripheral & other vascular disorders


199 Hypertension


200 Card structure& valve disorders


204 Syncope & collapse 


205 Cardiomyopathy 


207 Other circulatory system disorder 


422 Hypovolemia/related electrolyte disorders 


424 Other endocrine disorders 


425 Electrolyte disorders except hypovolemia


447 Other kidney/urinary tract & related procedures


460 Renal failure 


462 Nephritis & nephrosis 


463 Kidney/urinary tract infect 


465 Urinary stones & acquired upper urinary tract obstruction 


466 Malfunction/reaction/complication of GU device/procedure 


468 Other kidney/urinary tract diagnosis


Response : End stage chronic kidney disease patients do have a high readmission rate; the actual to expected SOI using APR-DRGs discharge SOI takes this into account.  The table below shows the expected PPR rate for APR DRG 460 Renal Failure from the statewide Florida 2007 dataset. The SOI levels help ensure fair comparisons among hospitals; therefore a higher readmission rate may indicate a problem with quality of care of end stage renal disease patients.





AprDrg v27.0�
AprSoi v27.0�
Initial Discharge with PPR �(Numerator)�
At Risk for PPR�(Denominator)�
PPR Rate�
�
460�
1�
31�
299�
0.1037�
�
460�
2�
199�
1,583�
0.1257�
�
460�
3�
804�
5,995�
0.1341�
�
460�
4�
100�
473�
0.2114�
�






5. Planned Readmissions 





Comment from MHA PPR Clinical Workgroup 9/15/2010 : During hospital case review, the following APR DRG pairs were found to be planned readmissions for subsequent surgical intervention. We recommend that these readmission APR DRGs be removed as ‘clinically related’ from the initial admission APR DRGs.








Initial Admission APR DRG�
Description�
Readmission APR DRG�
Description�
Reason�
�
301�
Hip joint replacement�
301�
Hip joint replacement�
Planned hip replacement on contralateral hip�
�
022�
Ventricular Shunt Procedures�
022�
Ventricular Shunt Procedures�
Planned shunt revisions/adjustments�
�



Comment from LifeBridge Health 9/16/2010 :  Are planned re-admissions for different sides for hip and knee replacement excluded in the expected calculation rate?  For hospitals with acute rehab units, is the rehab patient factored in the hospital's expected calculation rate for the specific APR-DRG?  The severity of illness index does not necessarily address this scenario.  In Maryland, acute rehab units in an acute hospital do not have a different hospital identifier.  


Example:  Patient is posted for both a right and left hip replacement 10 days apart. The patient is admitted for left hip replacement and discharged from the acute medical hospital. The patient is admitted to our acute rehab unit (1st readmission) for 4-5 days.  The patient is electively readmitted to the acute medical hospital for right hip replacement (2nd readmission) is discharged from acute medical hospital. The same patient is readmitted to acute rehab (3rd readmission) for rehab of right hip and continuation of left hip.  �


Response : A knee replacement (APR DRG 302) followed by an other knee replacement (APR DRG 302) is considered a planned readmission, thus will not impact the PPR rate.   We have re-examined the data for hip replacements on the contralateral side and in the next version hip replacements on the contralateral side will be a planned readmission. 


Admissions to rehab units are not considered PPRs in the way that the current proposed Maryland HSCRC policy.  If the first admission for the hip replacement has coded the patient discharge status of 62 “discharge to rehab unit/facility”, then the subsequent discharge (if the admission date is within a day of the prior hospitalization discharge date) will be considered a non-event and be ignored by the PPR methodology.  For more information on this methodology, see the PPR definition manual, PPR overview guide, and PPR training material provided to the HSCRC.  


With respect to ventricular shunt procedures, we have discussed this issue with neurosurgeons for the adult population and pediatricians have done chart reviews and planned ventricular shunt procedures are less than 10% of the readmission population. 





    


6. Sickle Cell Anemia 





Comment from MHA PPR Clinical Workgroup 9/15/2010 – Patients with Sickle Cell Anemia have a lifelong condition requiring frequent medical attention. Similar to HIV/AIDS, Sickle Cell Anemia is very difficult to manage in the ambulatory setting and often requires regular readmission to the hospital to prevent further morbidity or mortality. Sickle cell crises and other complications are not necessarily preventable through ambulatory care interventions and during a crisis, patients require hospitalization.� We recommend that the APR DRG for Sickle Cell Anemia Crisis (662) be excluded as both an initial admission and a clinically related readmission. Admissions in APR DRG 662 are not equally distributed throughout the state. Six hospitals treat almost 50% of the sickle cell admissions in the state (see table below). While in the proposed methodology, these hospitals will have an increased expected value due to having cases in these DRG cells, the expectation for reduction of these readmissions is very low. 





Comment from LifeBridge Health 9/16/2010 : APR-DRG 662-Sickle Cell Anemia Crisis Patients with Sickle Cell need frequent hospitalization or Emergency care.  


Who can predict how much time should pass between admission with a painful sickle cell crisis?  


Unintended consequences of unrelieved pain-Quality of life & Symptom burden


The harmful effects of unrelieved pain are many & involve multiple symptoms and all body systems


Access to care for adequate pain management-not all Maryland hospitals provide this service 


Supportive care requires hospitalization to prevent morbidity & mortality, such as fluid & electrolytes management, oxygen therapy and titration of pain








Response : With respect to sickle cell crises and readmissions pertaining to pain: The National Association of Children's Hospitals (NACHRI) and the Centers for Medicare and Medicaid Services (CMS) recently introduced 30-day hospital readmission rate as a quality care indicator in children with sickle cell disease (SCD). A recently published study, among many, documented that a multi-modal intervention was successful in decreasing 30-day hospital readmission rate for children with SCD and pain. Provider education was the most important component of the multi-modal intervention.  Again, the PPR logic includes the concept of chains, so that patients who are admitted repeatedly for a chronic illness such as sickle cell disease will not cause a hospital to have an unduly high readmission rate. Also, hospitals admitting sickle cell patients will be compared with other hospitals admitting sickle cell patients.
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7. Multiple Sclerosis/Other Demyelin D 





Comment from LifeBridge Health 9/16/2010 :  The implications of prolonged and yet necessary corticosteroid treatment, placing patient at high risk for readmission, complication and or mortality.





Response : Multiple Sclerosis is treated no differently from any other chronic illness in the PPR logic. The clinical course of illness of this disease waxes and wanes and coordinated care can result in decreased readmissions.  The PPR logic includes the concept of chains, so patients who are admitted repeatedly will not cause a hospital to have an unduly high readmission rate. 








8. Admission Source 





Comment from MHA PPR Clinical Workgroup 9/15/2010 : Patients being admitted (or readmitted) to the hospital directly from a long term care facility, such as a skilled nursing facility, chronic hospital, or long term acute care facility are generally being admitted or transferred for an admission/readmission for a complication or disease exacerbation that occurred in the long term care facility. The complication or exacerbation of disease that necessitated the unplanned readmission to the hospital is likely a direct result of care provided at the long term care facility, not as a result of discharge planning or care management from the hospital. The care of the patient in the long term facility is not under the control of the hospital, nor under control of the patient. We recommend that patients with admission sources of 5 (Transfer from Skilled Nursing Facility) and 6 (Transfer from Another Healthcare Institution) be excluded as readmissions. 





Response : There is excellent data to support the hypothesis that increased coordination between acute care hospitals and long term care facilities can result in decreased readmissions.  According to SNF interviewees in one study that in fact occurred, in part, in Maryland, the most successful communities create higher levels of interaction between SNFs and hospitals, such as the Suburban Health System of Maryland’s hospital-SNF transition of care task force; however, many institutions have integrated smaller intra-facility policy changes to facilitate safer transitions. As this same document pointed out it is important to “Incentivize SNF transition colleagues in community to attend length of stay meetings. In the conclusion of this document, “For their part, hospitals can do better in finding ways to increase communication with SNFs—perhaps through more on-site engagement— as a way to give SNFs a clearer picture of patient status and need in the post acute period. For SNFs and hospitals, one of the great challenges moving forward could be in working locally with physicians and staff members to ensure smooth transitions between shifts and greater scrutiny of patients preadmission.”
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9. Type of Admission





Comment from LifeBridge Health 9/16/2010 : How will the type of admission such as Urgent, Elective, or Emergent be integrated into the PPR methodology?


APR-DRG 361-Skin graft-skin & subcu dx-patients undergo these procedures as elective, staged procedures 


APR-DRG 380-Skin Ulcers-Patient with a resurfaced pressure ulcer in the hospital is discharged to skilled or nursing home and returns for now opened pressure ulcer-should be excluded from the PPR? 


APR-DRG 510-Pelvic Evisceration, Radical Hysterectomy & Other Radical Gyn Procs: Patient is referred to a hospital that can provide this complex service and returns to the same hospital, not all hospitals in Maryland offer this service-should be excluded from the PPR?


Medical Oncology patient admitted for Chemotherapy-would this be counted as a PPR regardless of the type of admission?





Response :


APR DRG 361 - Skin graft-skin & subcu dx-patients : We are in the process of re-examining this data and will respond more fully as soon as this re-examination is completed. 


APR DRG 380 - Skin Ulcers- Skin and subcutaneous procedures: If a patient is hospitalized for a skin ulcer and then hospitalized for a skin procedure that procedure does not count as a readmission. 


APR DRG 510- Evisceration, Radical Hysterectomy & Other Radical Gyn Procs - This should not be an excluded category. As is true for any APR-DRG, and in this case, for major surgeries, there are four levels of severity of illness. We would not want to exclude common causes for readmissions such as wound infections.  The table below shows the expected PPR rate for APR DRG 510 from the statewide Florida 2007 dataset.  











AprDrg v27.0�
AprSoi v27.0�
Initial Discharge with PPR �Numerator�
At Risk for PPR�Denominator�
PPR Rate�
�
510�
1�
20�
348�
0.0575�
�
510�
2�
25�
273�
0.0916�
�
510�
3�
7�
62�
0.1129�
�
510�
4�
9�
22�
0.4091�
�



APR DRG 693 - Patients admitted for Chemotherapy are globally excluded from the PPR methodology 








10. Major Mental Health Secondary Conditions





Comment from MHA PPR Clinical Workgroup 9/15/2010 : We recommend that the 3M list of major mental health diagnoses be expanded because many hospitalized patients do not require or appropriately do not receive a consultation  by a member of the psychiatric team, and thus may not have specific psychiatric diagnoses listed in their medical record.  For example, the medical attending may document "schizophrenia" rather than the more specific "schizophrenia, paranoid type, chronic"; "depression" rather than "major depression, recurrent, mild" or "dysthymia"; or "anxiety" rather than "panic disorder without agoraphobia" or "generalized anxiety disorder."  These conditions do reflect an increased risk of psychiatric morbidity, including readmission, even if the full formal diagnosis is not documented in the record.  This expanded list of mental health diagnoses is needed to adequately capture the intent of having such a list in the first place.





Response : There is a whole variety of codes in the list provided by the MHA of which many are quite minor in nature; thus it is important that institutions code the truly severe mental health conditions for institutions to obtain the maximum adjustment





With respect to major mental health and substance abuse disorders: We would like to emphasize the following several points:


Readmissions for mental health conditions are treated no differently, from a preventability point of view than any other chronic condition such as diabetes. 


That is, all patients who have diabetes and are readmitted for virtually any medical condition (e.g. CHF) is considered to have had a preventable readmission


See iv below. The actual to expected calculation is different for Mental Health/ Substance Abuse Services


The Actual to expected calculation is adjusted for the presence/absence


                           of principal and/or secondary diagnoses of MH/SA /SA. 


ii.      The reason is that at the historically higher rates for readmissions for patient with mental health conditions in either the initial admission and/or readmission


Those institutions that take on additional MH/SA will have greater protection as the separate A/E computation takes into account the higher rates of readmission for patients with significant MH/SA diseases 


The concept of “chains” of patients is important as it protects the institution who disproportionately have patients who are frequently readmitted. 


There is significant research data to indicate that improvement in readmission rates are possible. In addition to an evidence based summary that we are preparing with a nationally known group of psychiatrists / substance abuse specialists that will be submitted for publication in the peer reviewed literature we would make the following points:


With respect to substance abuse services, Mark et al in 2006 in the Journal of Substance Abuse Treatment documented that Engaging patients in treatment following detoxification may reduce readmission rates and time to readmission


A variety of different therapeutic approaches including those pioneered by Lehman (Assertive community treatment), Drake (Shared decision making), and, among others, case management services has documented decreased initial and readmission hospitalizations 


Recently, Garnick et al in the Journal of Substance Abuse Treatment in their summary of recently implemented/ recommended process and outcomes measures for substance abuse services: ”Finally, examining costs in relation to the Washington Circle measures will reveal the business case for using these measures. If reporting initiation and engagement results leads to targeted quality improvement efforts and to subsequent improvements in client outcomes, then there is the potential for savings not only in the cost of reduced readmission to substance abuse treatment but also reduced criminal justice, unemployment or other related costs.”


In a recent paper published in the Journal of Rural Health from the Mayo Clinic, a multifaceted inpatient psychiatry approach compared to usual care resulted in a lower readmission rate. 








References: 





Drake RE, Deegan PE, Rapp C The promise of shared decision making in mental health. Psychiatr Rehabil J. 2010 Summer;34(1):7-13.





Lang TP, Rohrer JE, Rioux PA. � HYPERLINK "http://www.ncbi.nlm.nih.gov/pubmed/19566618" �Multifaceted inpatient psychiatry approach to reducing readmissions: a pilot study.� J Rural Health. 2009 Summer;25(3):309-13.





Lehman AF, Postrado LT, Roth D, McNary SW, Goldman, HH: An evaluation of continuity of care, case management, and client outcomes in the Robert Wood Johnson Program on Chronic Mental Illness, The Milbank Quarterly, 1994, 72:105-122.





Mark TL, Vandivort-Warren R, Montejano LB. � HYPERLINK "http://www.ncbi.nlm.nih.gov/pubmed/17084799" �Factors affecting detoxification readmission: analysis of public sector data from three states.� J Subst Abuse Treat. 2006 Dec;31(4):439-45.


 





1

