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Objectives
• Describe the benefits of collaborating and 

 utilizing home health services to reduce 
 readmissions

• State HHQI’s purpose and how to access 
 materials

• Explore key best practice home health 
 interventions to reduce readmissions



Readmissions



Healthcare Reform

• Increasing access
 

to care

• Paying for quality
 

(ACOs and OCMHs

• Controlling cost
 

(CT, safety, patient 
 experience)

• Increasing health disparities 



Patient-Centered Care
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Value of Home Health



Medicare Home Health Criteria
1.

 
Physician orders
– Plan of Care
– Face‐to‐Face Encounter

2.
 

Skilled Care
– Intermittent skilled nursing 

 care

– Physical therapy
• Occupational therapy 

 cannot initiate

 

care, but 

 can continue care

– Speech‐language 
 pathology services

3.
 

Medicare‐certified 
 Home Health Agency

4.
 

Homebound
– See next slide for new 

 rules effective 11/19/13

http://www.medicare.gov/pubs/pdf/10969.pdf

http://www.medicare.gov/pubs/pdf/10969.pdf
http://www.medicare.gov/pubs/pdf/10969.pdf


Medicare Home Health Criteria
Criteria‐One
• Because of illness or injury, need 

 
the aid of supportive devices such 

 
as crutches, canes, wheelchairs, 

 
and walkers; the use of special 

 
transportation; or the assistance of 

 
another person in order to leave 

 
their place of residence;

OR
• Have a condition such that leaving 

 
his or her home is medically 

 
contraindicated.

• If the patient meets one of the 

 
Criteria‐One conditions, then the 

 
patient must ALSO meet two 

 
additional requirements defined in 

 
Criteria‐Two .

Criteria‐Two
• There must exist a normal inability 

 
to leave home;

AND
• Leaving home must require a 

 
considerable and taxing effort.

New changes as of 11/19/13



Home Health Compare (HHC)
• How often HH patients had to be admitted 

 to the hospital
– National: 17%*

• Urgent, unplanned ED Visits:  
– National:  12%*

• HHC data is based upon 
 ending of an episode – not 

 30 days
* Based on claims data for Jan. – Dec. 2012



www.HomeHealthQuality.org
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HHQI
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Topic Focus
• Acute Care Hospitalization 
• Oral Medication Management

• Influenza & Pneumococcal Immunization

• Underserved Populations
• And now…Cardiovascular Prevention



HHQI is Touching Millions of Lives

• From August 2012 to July 2013: 
– 3,595,657

 
patients received care from HHQI‐

 participating home health agencies

– This is 81% of all patients cared for by home 
 health agencies



What We Offer

• Home health and cross‐setting free resources

• Four categories:
– Education
– Data
– Networking 
– Assistance



Campaign Website

www.HomeHealthQuality.org



BPIP:  Leadership



BPIP:  Discipline Tracks
• Nursing
• Therapy
• Social Worker

• Aide 



Underserved Populations (UP) 
Network



Essential Best Practice Interventions 
to Reduce Readmissions

• Hospitalization Risk Assessment

• Emergency Care Planning
– Easy access to a nurse (24/7 call)

• Medication Management

• Frontloading based on risk assessment

• Phone Monitoring and/or Telehealth

• Patient Self‐Management 

• Disease Management Programs

• Care Transitions 



Hospital Risk Assessment



Hospital Risk Assessment



My Emergency Plan



Medication Management



Medication Management



Medication Management



Medication Management



Patient Self-Management



Patient Self-Management



Personal Health Record



Disease Management



Disease Management



Care Transitions
Cross‐Settings I BPIP 
•Different care transition’s models

– The Care Transitions Program®
– Transitional Care Model©

 

(TCM)
– Better Outcomes for Older adults through Safe Transitions 

 (BOOST)
– Project Re‐Engineered Discharge (Project RED)
– IHI’s

 
Transitional Home

– State Action on Avoidable 
 Rehospitalizations(STARR)Initiative

•Care Transitions and Coaching is focus of this package





Discharge/Transfer Form



Discharge/Transfer Form



Resource Handout

• Additional handout ‐
 

PDF document of key 
 resources your organization may want to use 

 or modify
– Many more tools and resources 

 available ‐
 

free



Cardiovascular Health 
Improvement Initiative

• Cardiovascular Health Educational Resources
– Part 1:  Aspirin as appropriate & Blood pressure 

 control
– Part 2:  Cholesterol management & Smoking 

 cessation

• Home Health Cardiac Council 
• Cardiovascular Risk Report
• Cardiovascular Data Registry



Additional HHQI Resources

Q A



Questions?
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Thank You!

mkevech@wvmi.org

www.HomeHealthQuality.org

This material was prepared by the West Virginia Medical Institute, the Quality Improvement Organization supporting 

 
the Home Health Quality Improvement National Campaign, under contract with the Centers for Medicare & Medicaid 

 
Services 
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not 

 
necessarily reflect CMS policy. Publication Number: 10SOW‐WV‐HH‐MD‐103013 
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