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Background
• Texas 1115 Medicaid Waiver (approved in 2011)
– Goal:
1.
2.

Provide Texas with the ability to expand Medicaid Managed Care
Preserve hospital funding, particularly for hospitals that serve
large numbers of uninsured patients

– Five-year program (2011- 2016) creating 2 funding streams:
1.

Uncompensated Care Pool

2.

Delivery System Reform Incentive Payment (DSRIP) Pool

– Reimburses hospitals for the cost of care for Medicaid and uninsured
patients for which the hospital does not receive payment
– Provides funding earned in the form of incentives to hospitals for
achieving certain goals that are intended to improve quality and lower
cost of care

Background (continued)
DSRIP Model
Cat 1.
Infrastructure
Development

• Investments in
technology, tools
and human
resources

Cat 2.
Innovation &
Redesign

• Includes piloting,
testing, and
replicating of
innovative care
models

Hospitals receive reports
from HHSC using 3M
methodology with a brief
overview on whether the
rates are higher or lower
than expected

Cat 3. Quality
Improvements
• Reporting
outcomes and
improvements in
care

Cat 4.
Population
Focused
Improvements
• Reporting
measures that
demonstrate the
impact of the
reform

Category 4 has five reporting domains:
• Potentially Preventable Readmissions (PPR)
• Potentially Preventable Admissions (PPA)
• Potentially Preventable Complications (PPC)
• Patient Satisfaction & Medication Management
• Emergency Department

Problem & Importance
• The reports sent from the State do not provide enough
information on who these patients are
– Difficult to develop initiatives that address potentially
preventable events

• Hospitals lose funding if they don’t reduce their
potentially preventable events

– DSRIP’s 2016 PPR financial impact for UHS was $2.5 million
– Another HHSC program also penalizes hospitals with up to a 2%
reduction of their Medicaid reimbursement adjustment for
higher than expected PPR rates

AIM
• Determine the differences between PPR
and non-PPR readmissions using data
from initial admission

Data and Methods
• Population of Interest:

– Initial visits/admissions that had a subsequent readmission at
University Hospital between 2014 and mid-2016 (excludes:
patients under 18 years of age and prisoners)
– N=5,566

• Data source:

– 3M data identifying Potentially Preventable Readmissions from
UHS
– UHS inpatient data for initial admission (1/1/2014 to 6/30/2016)
– UHS outpatient data (from 1/1/2013 to 7/31/2016)

• Methods:

– Using R 3.3.1:

• Bivariate descriptive statistics
• Logit Regression Models using Zelig package

Variables
• Dependent: PPR (0,1)
• Independent:

– Patient Characteristics
•
•
•
•
•

Age (continuous)
Sex
Marital Status
Language
Payer

– Illness related

• Type of visit (medical vs
surgical)
• Main diagnosis is related
to (E.g. respiratory
system)

– Illness related (cont.):

• Number of diagnoses
(continuous)
• Number of diagnoses that
were not present on
admission (POA)
(continuous)

– Admission and Discharge
Info:
•
•
•
•

LOS (continuous)
Admission Source
Admit Status
Discharged to

Descriptives
• Out of 5,566 initial visits leading
to readmissions, 43% were PPRs
• Mean age: 49 years
• 52% males
• 83% spoke English or English and
Spanish
CareLink, 11%

Other, 14%

Commercial/VA
, 17%

• Mean number of diagnoses per
patient = 17
• Mean number of diagnoses not
present on admission = 3

• 45% were single

Payer

• 32% of visits were surgical

Medicare,
29%

Medicaid/CHIP,
29%

• Mean LOS = 7 days
• 73% were emergency admissions
• Admit Source:
– Non-healthcare point of
origin =70%
– Physician Referral =21%
– Transfer from outside clinic
=5%

Descriptives (continued)
Main diagnosis(es) is related to

%

Digestive/Endocrine/Hepatobiliary Systems & Kidneys

32.0%

Other

21.1%

Blood/Circulatory System

12.1%

HIV/Other Infectious Diseases

7.6%

Pregnancy, Childbirth & The Puerperium

6.1%

Respiratory System

5.3%

Alcohol/Drug Use/Mental Diseases (*Reference)

3.8%

Neoplasms

3.3%

Trauma/Burns/Injury/Poisoning/Drug Effects

2.8%

Factors Influencing Health Status

2.7%

Reproductive System

2.4%

Ear, Nose, Mouth, & Throat

0.8%

Results
• All diagnoses had significantly lower odds of experiencing a PPR, in
comparison to illnesses relating to Alcohol, Drug Use and Mental
Diseases
• For each additional diagnosis that wasn’t POA the risk of being a
PPR increased by 2%
• Patients admitted either directly from the outside or as an outside
transfer had higher odds of experiencing a PPR in comparison to
those that were admitted as internal transfers, or were hospital
deliveries
• Emergency visits had 25% lower odds of being a PPR than
Elective/Urgent visits

Results for patients seen at least once by our own
Primary Care Physicians within the prior year
• Surgical admissions were three times (p<0.001) more likely to be a
PPR in comparison to Medicine admissions
• Several diagnoses had lower odds of experiencing a PPR, in
comparison to illnesses relating to Alcohol, Drug Use and Mental
Diseases including
•
•
•
•
•

Digestive/Endocrine/Hepatobiliary Systems & Kidneys
Factors influencing Health Status
HIV/Other Infectious Diseases
Pregnancy, childbirth and the puerperium
Reproductive System

• Neither number of diagnoses, nor admission status were statistically
significant to the model

Conclusion & Recommendations
• For all patients:

– Case workers, transitions of care programs should focus on cases
related to alcohol, drug use or mental illness

• Partnering with local organizations that also focus on these diagnoses and
issues could help the hospital establish a more comprehensive approach to
serving this vulnerable population

– Transition of care initiatives should also focus on

• following up patients who were admitted as elective/urgent visits
• patients that had a significant number of diagnoses that were not present
on admission

• For patients seen at our clinics:

– Attention should be placed on patients that will have surgical
procedures as well as patients whose main diagnoses are related to
either alcohol, drug use or a mental illness

Next steps
• Further stratify by main diagnoses of
interest
• Explore whether PPRs are associated with
specific units or specialties
• Evaluate the role of “hospital practice” on
PPRs

– Determine if the time between discharge and
follow-up appointments is associated with
PPRs
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