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HSAG HIIN
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• 274 hospitals in 5 states
• HSAG in partnership with HQI

• Disparities Impact/Action:
— Identify gaps in the collection of Race, Ethnicity, Age, and 

Language (REAL) data at the point of care.
— Provide coaching and technical assistance to hospitals to 

reduce gaps. 
— Measure and address disparities in care and readmission.



Disparities Webinar Series
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Date Topic

September 19, 2017

November 28, 2017

January 30, 2018

March 6, 2018

April 3, 2018

Introduction to Disparities

Strengthen Care Equity through Executive 
Engagement and Change Management

#1 Step in Addressing Disparities: Collecting 
Self-Reported REAL Data

Addressing Disparities in Readmission, Part 1

Addressing Disparities in Readmission, Part 2

May 1, 2018 Disparities Measurement & Reporting

June 5, 2018 Intervening to Eliminate Disparities in Health Care



Today’s Objectives

• Understand key issues and risk factors for 
readmissions among diverse populations.

• Identify strategies for preventing avoidable 
readmissions among diverse populations.

• Gain awareness of tools that organizations can 
use to address disparities in readmissions.
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California REAL Data: Gap Analysis and 
Recommendations for Improving Data Collection
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Hospital Readmission Reports 
Feature Rates by Race and Ethnicity
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30-Day Readmission Rates: 
Q3 2016–Q2 2017

Overall: 
18.27% 

Source: Medicare 
Fee-for-Service Part 
A and Part B claims.
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Introducing

Aswita Tan-McGrory
Deputy Director, The Disparities Solutions Center
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CMS Guide to Preventing 
Readmissions Among Racially 

and Ethnically Diverse 
Medicare Beneficiaries

Aswita Tan-McGrory, MBA, MSPH
Deputy Director 

The Disparities Solutions Center
Massachusetts General Hospital 
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Alignment with CMS Quality Strategy

• Make care safer by reducing harm caused 
in the delivery of care.Goal 1

• Strengthen persons & their families as 
partners in their care.Goal 2

• Promote effective communication & 
coordination of care.Goal 3

• Promote effective prevention & treatment 
of chronic disease.Goal 4

• Work with communities to promote best 
practices of healthy living.Goal 5

• Make care affordable.Goal 6
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Why this Guide was Developed
The Guide was developed as part of the CMS Equity Plan for Improving 
Quality in Medicare and positions CMS to support key stakeholders with 
strategies to address avoidable readmissions for diverse populations.

● Reduce Waste/Unnecessary Cost: Medicare spending on potentially preventable 
readmissions was estimated at $12 billion for patients readmitted within 30 days of 
discharge in 2005.1

● Address Diverse Populations: Racial and ethnic minority populations are more likely 
than their white counterparts to be readmitted within 30 days of discharge. 2

● Support Hospital Organizations: The Guide provides concise, actionable guidance for 
addressing avoidable readmissions for minority populations.

1. Report to Congress: Promoting greater efficiency in Medicare. Washington, DC: Medicare Payment Advisory 
Commission. http://www.medpac.gov/documents/reports/Jun07_EntireReport.pdf. Published 2007. Accessed 
December 21, 2015.

2. Joynt KE, Orav EJ, Jha AK. Thirty-day readmission rates for Medicare beneficiaries by race and site of care. 
JAMA. Feb 16 2011;305(7):675-681. 
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Contents
● Background on readmissions and 

racial and ethnic minorities

● Overview of key issues and 
strategies related to readmissions for 
diverse populations

● High level recommendations for 
addressing readmissions for diverse 
populations

● Case studies that illustrate how 
organizations are addressing 
avoidable readmissions for 
vulnerable populations in hospital 
and home-based settings
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Readmission Rates
• CHF 

• Higher readmission rates for African American patients 
• Among Medicare beneficiaries higher readmission rates for 

Hispanic patients
• Higher risk of readmission for foreign born patients w/LEP

• AMI
• Higher readmission rates for African American patients
• Among Medicare beneficiaries higher readmission rates for 

Hispanic patients
• Pneumonia

• Higher readmission rates for African American patients 
• COPD

• Among Medicare beneficiaries higher readmission rates for 
African American patients

• THA/TKA
• Among Medicare beneficiaries higher readmission rates for 

African American patients.
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Key Issues for Racially and Ethnically 
Diverse Patients 

Several factors contribute to disparities in readmission rates for racially and 
ethnically diverse Medicare beneficiaries including: 

• Discharge and care transitions: less likely to follow up with primary care or specialist 

• Low linkage to Primary Care/Usual Source of Care:  less likely to be linked 

● Language barriers and access to interpreter services: leads to lower rates of follow 
up and use of preventive services, med adherence and understanding instructions

● Low Health Literacy: leads to limited knowledge, non-adherence, poor management 
of meds

● Lack of culturally competent patient education: cultural beliefs influence health 
behaviors, perceptions of care and interpretation of med info/advice

● Social Determinants
● Mental Health: disproportionally impacts minority groups, impacts follow up and self 

care
● Co-Morbidities: minorities have multiple co-morbidities, need for treating full spectrum
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Recommendation  #1:
Create a strong radar that collects key patient 
demographic data including race, ethnicity, language, 
education, social determinants and disability. 

●This data can be collected at registration, updated routinely and 
used in predictive modeling for “hot spotting”.  The goal is to 
develop a better understanding of what underlies readmission rates. 

●In the absence of standardized data collection systems, information 
can be gathered in the short-term via chart review, focus groups, 
structured interviews, and through the use of multicultural 
advisory boards and/or patient/family councils.
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Recommendation  #2:
Identify the root causes by determining patients, 
populations, and characteristics that are linked to 
readmissions.  

– Once root causes are identified, a process can be initiated that 
focuses on addressing barriers and developing the systems to 
prevent them. 

– Performance measurement and monitoring makes the data 
meaningful and useful. 

– Systems innovations and improvement become the natural 
outgrowth of a strong radar that picks up clear root causes.
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Recommendation  #3:
Start from the start by developing preemptive efforts to 
prevent readmissions that span the duration of pre-
admission to post-discharge.

– Create systems that:
● Assess risk prior to admission
● Address these factors in a planned way at admission and 

throughout hospitalization

– These efforts are important for vulnerable minority populations 
where complexity may require more time for providers to 
effectively communicate and address patients’ needs. 
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Recommendation  #4:
Deploy a team that is multi-disciplinary and includes 
allied health professionals as well as “non-traditional”
team members such as health coaches, navigators, and 
community health workers.

– Either create a specific team or have teams that already 
charged with this work focus their efforts on assuring these 
approaches are incorporated into the transitions process.

– Investing in these resources, derived from the communities-at-
risk, will be essential.
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Recommendation  #5:
Create systems that are responsive to the needs of 
diverse populations and address the social 
determinants that put them at risk of bouncing back.

– Patients’ ability to engage in their care is influenced by their 
clinical, physical, and emotional status; the support system 
available to them; and their capacity to overcome the social 
obstacles present in their lives and environment.

– Assuring that patients have the social supports they need to 
manage their condition is critical and can be addressed by 
social workers and community health workers. 
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Recommendation  #6:
Develop culturally competent strategies for addressing 
communication-sensitive, high-risk scenarios such as 
medication reconciliation and discharge instructions.

– Communication in “high-risk scenarios” includes elements that 
are foundational to preventing readmissions. These scenarios 
rely on effective patient provider communication to avoid harm 
caused by communication problems or barriers. 

– Deploying the necessary set of resources to address these 
factors in a culturally, linguistically, and educationally 
appropriate way is a key element of strategy to prevent 
readmissions in minority populations. 
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Recommendation  #7:

Foster community partnerships to promote continuity 
of care.

– These partnerships will help facilitate the transition of 
patients back into the community by leveraging partners to 
ensure continuity of care for patients following hospitalization.

– Community partners are also sometimes equipped to 
address non-medical factors that could lead to readmissions 
such as behavioral, health literacy, and cultural issues. 
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Plan-Do-Study-Act
PDSAs associated with each recommendation 
in the Guide were developed to provide 
guidance on implementation.

1. Collect Critical Data
2. Identify the Root Causes
3. Start from the Start
4. Activate a Multidisciplinary Team
5. Systematically Respond to Social Determinants
6. Focus on Providing Culturally Competent Communication 

in High-Risk Scenarios
7. Foster External Partnerships and Community Linkages to 

Promote Continuity of Care
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Operationalizing Recommendations
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Operationalizing Recommendations
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Operationalizing Recommendations
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Operationalizing Recommendations
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Questions?
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To be continued … Part II on April 3
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Date Topic

September 19, 2017

November 28, 2017

January 30, 2018

March 6, 2018

April 3, 2018

Introduction to Disparities

Strengthen Care Equity through Executive 
Engagement and Change Management

#1 Step in Addressing Disparities: Collecting Self-
Reported REAL Data

Addressing Disparities in Readmission, Part 1

Addressing Disparities in Readmission, Part 2

May 1, 2018 Disparities Measurement & Reporting

June 5, 2018 Intervening to Eliminate Disparities in Health Care



Thank you!

Boris Kalanj, MSW
Director, Cultural Care and Experience, 
Hospital Quality Institute
PFE and Disparities Leader, HSAG HIIN 
bkalanj@hqinstitute.org
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Aswita Tan-McGrory, MBA, MSPH
Deputy Director, 
The Disparities Solutions Center
www.mghdisparitiessolutions.org
Massachusetts General Hospital 
atanmcgrory@partners.org

mailto:bkalanj@hqinstitute.org
mailto:atanmcgrory@partners.org


For continuing education credit (1), 
please complete the evaluation at:

https://goo.gl/oWC7a2
If you registered online for this event, 
you will also receive the link via email.

A recording of today’s session will be available at:
www.hsag.com/hiin/events

(Click on today’s event date to 
access the recording link)
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