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30 day Readmissions 



3 day Readmissions 



Discharge Disposition 



Discharge Disposition Trends 

SNF 

Home Health 

Home-Self 



SNF Payment Adjustments Tied to Quality 
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Skilled Nursing Facilities (VBP) Value Based Purchasing  

• Adjustments made based on performance: penalties/incentives 

• Public reporting of readmissions October 1st 2017 (FY 2018)  

• CMS will withhold 2% payment (give back 50-80% based on reporting) 

• Penalties or incentives applied October 1st 2018 (FY 2019) for 
performance scores from October 1st 2017. (Previous Year Data) 

 



HHA Payment Adjustments Tied to Quality 
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Home Health Value-Based Purchasing Program  (HHVBP) 

• Nine (9) state pilot with payment adjustments tied to performance 

• Tennessee included 

• Impacts Medicare-certified HHA (Home Health Agencies) 

• Incentive to provide higher quality and more efficient care 

 

 

• 6 process measures 
• 8 outcome measures (Readmissions and ER visits) 
• 5 HHCAHPS measures 
• 3 New measures (Advanced Care Planning) 



C Diff (Clostridium difficile) 



What is C Diff?  

C Diff contagious infections are caused by a bacteria carried in the 

intestine 

C Diff Infection often activated by antibiotics taken to treat other 

illness 

Often the hand picks up C  Diff from a surface that has minute 

amounts of fecal waste. The bacteria can then find it’s way into the 

mouth via touch, food etc 

 

Transmission does take place in hospitals and care facilities 

• The spores from an active illness enter the environment following diarrhea 

 

Many people arrive at the hospital as carriers of the infection 

 

 



 

What can Health Care facilities do  

to prevent C Diff? 

 
Support better testing practices, tracking, and reporting of infections and 

prevention efforts (hospitals, nursing homes, skilled nursing facilities, chronic care facilities, 

and assisted living and residential care facilities). NOTE* NH CoP require Infection Prevention and 

Control in QAPI Plan 2018 and Infection Preventionist on staff by 2019. 

Ensure policies for rapid detection and isolation of patients with C. difficile 

are in place and followed. 

Assess hospital cleaning to be sure it is performed thoroughly, and augment 

this as needed using an Environmental Protection Agency-approved, spore-

killing disinfectant in rooms where C. difficile patients are treated. 

Notify other healthcare facilities about infectious diseases when patients 

transfer, especially between hospitals and nursing homes. 

Participate in a regional C. difficile prevention effort. 

https://www.cdc.gov/hai/organisms/cdiff/cdiff_settings.html 



NH Areas for Improvement 
TN NH Collaborative (250 NHs) Top 3 Areas for Improvement or missed opportunities in 

13 quality indicators as part of a composite score (≤ 6% desired goal).  

Highlighted in RED may impact sepsis. 

 

Incontinence 

Antipsychotic Medications 

ADL Decline (Activities of Daily Living) 

Weight Loss 

Seasonal Flu Vaccine 

Pneumococcal Vaccine 

UTI 

High-Risk Pressure Ulcers 

Moderate to Severe Pain 

Falls with Injury 

Depression 

Indwelling Catheter 

Physical Restraints 

 

 

 

 

 

(2017Q1 for Long Stay Quality Measures) 



Opportunities 

Practices  

Discharge disposition (HHA, SNF, Home-Self, Hospice) 

Medication safety and errors (anticoagulants, diabetes meds, opioid) 

PCP post hospital discharge (follow up practices, TCM – Transitional Care 

Management)  

 

Post-Acute Care facility outreach and engagement 

Skilled Nursing Facilities (working on sepsis related contributors, readmits) 

Home Health Agencies (Timely Initiation of Care within 48 hours) 

Pharmacy (med rec, prescribing patterns) 

Caregivers (Home-Self) 

 



 

 

Thank You for your 

contribution and 

commitment to the 

mission! 

 
Presented January 25th, 2018 

 

 


