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PAPER IN JAMA SHOWS MARKED DECREASE IN  

REHOSPITALIZATIONS ASSOCIATED WITH EFFORTS OF MEDICARE QUALITY 

IMPROVEMENT ORGANIZATIONS   
 

Work in 14 Communities Reduced Rehospitalization Rates by 6 Percent,  

Double that of Comparison Communities 
 

Washington, D.C. — Hospitalizations and rehospitalizations among Medicare patients declined nearly 

twice as much in communities where Quality Improvement Organizations (QIOs) coordinated 

interventions that engaged whole communities to improve care than in comparison communities, 

according to a study in the January 23
rd

 issue of the Journal of the American Medical Association. The 

results show that interventions aimed at improving care transitions—when patients move from one care 

setting to another, such as from a hospital to their home—reduced rehospitalizations for Medicare 

patients by almost six percent in 14 select communities nationwide.  

 

Readmitting Medicare patients to the hospital within a month of discharge is a frequent—and costly—

occurrence. Almost 25 percent of heart failure patients on Medicare, for example, are readmitted to the 

hospital within 30 days of discharge. The federal government says avoidable hospital readmissions cost 

the Medicare program billions of dollars a year.  

 

The study shows how state-based QIOs, funded by the Medicare program, systematically coordinated 

community-based efforts with hospitals and other providers to improve the quality of care transitions 

and avoid rehospitalizations. The 14 communities in the study averaged a 5.7 percent reduction in 

rehospitalizations. A less expected result was that Medicare beneficiaries in the communities also 

experienced a 5.74 percent reduction in hospitalizations over the two-year period. Communities of 

comparable size, demographics and hospital utilization—but where there were no concerted efforts to 

improve care transitions—averaged considerably more modest reductions, just a 2.05 percent drop in 

rehospitalizations and a 3.17 percent decline in hospitalizations.  

 

Hospitals throughout the nation are doubling down on efforts to improve care transitions and avoid 

rehospitalizations, due to both the growing awareness of the burdens placed on patients and families 
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through poor transitional care and the new penalties assessed by the federal government on hospitals 

with high rates of rehospitalization for Medicare patients. The community-based approach coordinated 

by QIOs in the study was markedly different from commonly used hospital-based approaches to 

improve care transitions, which have often focused on interventions among patients with a specific 

disease or in a specific hospital unit. The QIOs’ efforts to drive care transitions improvements through 

community-based interventions involved tailoring activities to address specific circumstances unique to 

each community—and this approach is being applied today in every state through the work of QIOs.  

 

“Millions of older patients across the nation know what happens when their health care is not well 

coordinated—they end up back in the hospital,” said Mary Ellen Dalton, PhD, MBA, RN, president of 

the American Health Quality Association (AHQA), the national association representing QIOs working 

to improve the quality of health care in communities. “Hospital readmissions are not just a hospital 

problem, or a patient problem. They are a community problem, and ensuring that all sectors of a 

community work together to make care transitions effective is vitally important.” 

 

The 14 communities involved in the project were in Tuscaloosa, AL; Denver, CO; Miami, FL; Atlanta, 

GA; Evansville, IN; Baton Rouge, LA; Lansing, MI; Omaha, NE; Camden, NJ; Albany, NY; Pittsburgh, 

PA; Providence, RI; Harlingen, TX; and Whatcom County, WA.   

  

Within the 14 communities, researchers found that quality improvement interventions were associated 

with about 6,800 hospitalizations and 1,800 rehospitalizations averted per year. In an average 

community of 50,000 fee-for-service Medicare beneficiaries, the project would have saved Medicare 

more than $4 million per year in hospitalization costs, while costing less than $1 million per community 

per year to implement. 

   

“While many communities are working to reduce rehospitalization rates, the communities supported by 

QIO efforts experienced double the rate of reduction as others,” said Jane Brock, MD, MSPH, lead study 

author and chief medical officer, Colorado Foundation for Medical Care. “This study shows that a 

coordinated approach involving diverse stakeholders in a community—organized and spearheaded by a 

quality improvement expert—is a promising strategy.” 

 

In this initiative, the QIOs facilitated community-wide quality improvement activities designed to ensure 

that patients who left the hospital were able to care for their condition. The QIOs continually reviewed 

progress and tailored activities to implement interventions that were effective and met the needs of each 

community. Successful strategies adopted by the QIOs in the 14 communities generally fell into one of 

the following categories aimed at improving the quality, effectiveness, efficiency and economy of 

services delivered: 

 

 Developing effective community coalitions—Developing effective community coalitions 

involving hospitals, nursing facilities, home care, hospice agencies, physicians and local 

agencies to help meet social service needs that may prevent patients from getting or staying well; 
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 Standardizing transition processes—Generating and implementing standard transition 

processes across all local health care settings; 

 Efficiently transferring clinical information—Transferring patient clinical information 

between providers in a timely and effective way; and  

 Actively engaging patients—Helping patients and their family members become actively 

engaged in their transitions by keeping a personal record, knowing the ‘red flags’ for trouble, 

ensuring they receive the right medications, and follow-through on appropriate follow-up care.  

 

The U.S. Department of Health and Human Services has established a goal of 20 percent reduction in 

avoidable rehospitalizations, and CMS is now funding all QIOs nationally to continue community-based 

readmission reduction initiatives through July 2014.  

 

“The considerable progress QIOs have made in improving care for older patients is more relevant than 

ever because the Affordable Care Act strongly encourages these kinds of improvements,” said Patrick 

Conway, MD, MSc, chief medical officer for CMS and director of the agency’s Center for Clinical 

Standards and Quality. “The next step is identifying how to transfer these lessons and provide other 

communities with the tools they need to replicate these successes. The potential to significantly improve 

patient care, while also saving money for Medicare, is considerable.” 

 

About AHQA  

The American Health Quality Association represents Quality Improvement Organizations (QIOs) and professionals working 

to improve the quality of health care in communities across America. QIOs share information about best practices with 

physicians, hospitals, nursing homes, home health agencies, and others. Working together with health care providers, QIOs 

identify opportunities and provide assistance for improvement. Learn more about AHQA at www.ahqa.org. 
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