Readmission Rates and Costs

A 2009 study by the New England Journal of Medicine*found that 19.6%
of patients over the age of 65 who were discharged from the hospital with
a medical condition were readmitted within 30 days, 34% of patients
were readmitted within 80 days.

50% of the patients that were readmitted within 30 days had not seen a
physician between the time of discharge and readmission.

The cost of unplanned hospital readmissions in 2004 was $17 .4 billion.

The most frequent conditions to be readmitted were heart failure and
COPD.

The Bayada Way

Bayada Home Health Care is a home health care
agency with over 35 years of experience helping
people have a safe home life with comfort,
independence and dignity.

Our clients come first and we care for them with
excellence, compassion and reliability.

Our goal is to reduce unnecessary acute care
readmissions and have clients remain safe and
independent in the comfort of their own homes.

Skilled home care interventions can reduce
readmissions within 30 days of discharge

Working with Bayada Home Health Care as a transition partner
can address the three National Quality Initiative areas:

Is the client familiar and comp with their ication? Do they
have access to their medications?

Does the client have a follow-up physician visit scheduled within a
week of discharge? Are they able to get there?

Does the client fully comprehend the signs and symptoms that
require medical attention? Do they know who to contact if they
occur?




Bayada Home Health Care Acute Care f Bayada Home Health Care Risk Assessment Tool
Readmission Reduction Program provides: i
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Identification of an acute care readmission risk
Personalized client emergency plan

Evidence based fall risk assessment and a personalized fall
prevention plans

Medication management and reconciliation education
Environmental and social assessments -
Identified high risk client visit protocols ey e
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National Quality Initiative #1: . The Bayada Zone Tool: “What’s your zone today?”

= Does the client fully comprehend the signs and : & o
symptoms of dise;yse ex:cerbation thaig require medical Green Zone
attention, and who to contact if they occur? “Yell z .
Bayada Home Heath Care provides: o OW v =
Validated Risk Assessment v » Possible early symptoms of an exacerbation
Individualized zone plan 5 = Bayada would be called into action to prevent a readmission
Education and confirmation that the client/caregiver can identify
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early s‘;%rll:g <;f iliness exacerbation through a teach-back Red Zone -
High touch visit protocol = Direct intervention by Bayada and Physician
Teletriage calls * Acute care readmission is possible
Fall risk assessment and interventions




National Qualify Initiative #3:

Does the client have a follow-up physician visit
scheduled within a week of discharge and are they able
to get there?

Bayada Home Health Care provides

> Cor ion that a physician’s visit is scheduled upon home

care admission
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= Confirmation of ability to get to the physician
« Client/caregiver education on need for physician follow-up
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National Quality Initiative #2: b EuliGidie Communication

Is the client familiar and competent with their Bayada Home Health Care communicates our findings with
medication and do they have access to medications? ] the physician and co-develops a personalized plan of care.

Bayada Home Health Care provides " Bayada reinforces the importance of scheduling and

Medication reconciliation in the home

keeping a follow up physicians visit.

Resources to get medication (MSW) i Result: Reduced unnecessary acute care readmissions
In home visit or phone calls to foster medication adherence within 30 days of discharge.

in home client/caregiver medication education

Follow up to monitor the effectiveness of medication




