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Geriatrics (MDA) 

Readmission 

Reduction Project

Maureen Dale, Project Lead

•Core Team:  Faculty Laura Hanson | Co-Lead Ben Blomberg | Project Manager Sabrina Vereen | 

•Fellows Adam Moskowitz, Sheri Mouw, Joy Norris, Bianca Yoo

•Clinical Team and Advisors: Jan Busby-Whitehead (Sponsor), Ronald Davis, John Downs, Margaret Drickamer, 

•John Gotelli, Marvin McBride, Fabienne McClellan, Shana Ratner (IHQI Faculty Advisor), Stephanie Stout, 
Mark Toles



Risk Factors for Readmission =Multifactorial 



Therefore Multimodal Approaches Work Best
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Project Alignment with UNCMC FY18 Org Goal

Aim Statement:  Reduce 30-day readmissions of vulnerable elders 

from the MDA service by 5%1 using evidence-based strategies that 

address key components of transitions in care delivery by 6/30/18

Project Baseline

30-Day Readmissions for MDA = 19.67% 
Source:  August 2017 transitions dashboard, all Transitions patients (low, mod, high)

Publisher: Performance Improvement and Patient Safety (PIPS)

Target patient population – Our target patient population is patients ≥65 years old discharged from MDA with 

particular focus on a high risk subset of patients who are either a) discharged to a skilled nursing facility (SNFs) or

b) identified as a Transitions patient. 

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwiFuqu-26ndAhXHtVkKHT6TCN4QjRx6BAgBEAU&url=https://www.healthwatchessex.org.uk/what-we-do/&psig=AOvVaw1aaclCU-DZNsnof_dHKF7a&ust=1536437893999597


Reducing Patient Harm:
Deleterious Effects of Hospitalizations on Older Adult Patients



Source: www.americangeriatrics.org

Train Next Cohort of Geriatric Fellows
Leadership Development in Patient Safety, Quality Improvement, and Care 

Innovations



Developing QI Interventions

1. How do we reduce readmissions in medically 

complex older adults?

2. What were the primary reasons patients were 

being readmitted?

3. What were the contributing factors?



Want a closer look?  Please refer to your handout

PDSAs on Root-Cause Analysis



Building On Last Year’s Progress



By the Numbers
Intervention Quality Assurance,  Training, and Stakeholder Feedback

Documentation Quality | Oct 17 – Apr 18 

309 chart audits

Readmissions Case Reviews| Nov 17 – Mar 18

45 RCA reviews

Readmissions RCA Team 

Avg of 7-person team –
geriatrics attendings, 
fellows, and QI project 
manager

Readmissions Monthly RCA Review Sessions

Avg Session Time = 
60 – 90 min

PCP Interviews| Jan 18 – Apr 18

10+ PCP Interviews

Documentation Training Sessions| Nov 17 – Apr 18

Over 30+ MDA Housestaff
Trained Monthly



Geriatric Comprehensive Assessment

Want a closer look?  Please refer to your handout





Pre-Discharge Medication Reconciliation by 
Pharmacist



D/C Summary:  Geriatric Comprehensive 
Assessment

Want a closer look?  Please refer to your handout





Lesson #1: Sustainability 
Build a Program of Continuous QI Curriculum



Lesson #2: Identify Impactable Readmissions
Most frequent = Unavoidable Decompensations
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MDA Average Geriatric Discharge Summary (GDS) Quality Composite 
Score* and Readmissions Rate (%), by month

Monthly Avg Readmission Rate Linear (Monthly Avg) Linear (Readmission Rate)

INTERVENTIONS 
STARTED:
Launch of new 
GDS template 
and housestaff 
trainings, 
11/1/17

Launch of 
revised 

template, 
2/1/18

*WARS

*Average Geriatric Discharge Summary (GDS) quality composite score max = 12 points
Assessed documentation for presence and level of completion of cognitive and function assessments, functional checklist, CAM, code, ACP.

But we still were able to show improvement!



KEY TAKEAWAYS + NEXT STEPS
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Key Takeaways +Next Steps

1. Continue to develop a multi-year CQI curriculum

2. Feedback is important!

3. Root Cause Analysis = greater insight regarding patient 

experience and care processes, which led to more targeted 

improvement efforts
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Thank You!

Core Team:  ISP Scholar | Maureen Dale  Faculty Laura Hanson | Co-Lead Ben Blomberg | 

Project Manager |Sabrina Vereen  

Fellows | Adam Moskowitz, Sheri Mouw, Joy Norris, Bianca Yoo

Clinical Team and Advisors | Jan Busby-Whitehead (Executive Sponsor)

Ronald Davis, John Downs, Margaret Drickamer, John Gotelli, Marvin McBride, Fabienne McClellan, 
Shana Ratner (IHQI Faculty Advisor), Stephanie Stout, Mark Toles

Partners | MDA/Hillsborough Care Teams | PIPS & IHQI Teams  | PCPs and Post-Acute  Partners| 

& 

All of our patients & their families!


