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H ospital readmission rate reduction is increas-
ingly used both as a quality measure and a re-
imbursement determinant in CMS’ Value-Based 

Purchasing program. Despite the increasing financial incen-
tives to reduce readmissions, however, the overall hospi-
tal discharge process remains surprisingly unstandardized. 
Increased readmission rates are associated with poor com-
munication and information transfer to both patients1 and 
primary care physicians.2 Kripalani and colleagues (2007) 
noted that in 54% to 77% of discharges, discharge summa-
ries were not available from the hospital 4 weeks after a 
patient was discharged from the hospital. We report here 
on 6 effective components of care coordination that have 
produced lower readmission rates compared with local hos-
pital and national rates.

Southern Illinois University (SIU) Family Medicine Resi-
dency in Decatur, Illinois, cares for a population with a 31% 
Medicaid payer mix. The residency functions as a patient-
centered medical home (PCMH), and care coordination is a 
key component of its mission. In 2011, the SIU Family Medi-
cine Residency partnered with our admitting hospital, Deca-
tur Memorial Hospital, in an initiative called Project RED, 
based on an Agency for Healthcare Research and Quality 
(AHRQ) template called Re-engineering Discharge (see Table 
1). Responsibilities for each of the template’s 11 steps of the 
discharge process were assigned and coordinated between the 
hospital (5 steps) and the residency service (6 steps). We report 
on our improved discharge process and 30-day readmission 
rates.

METHODS
SIU Family and Community Medicine Residency in De-

catur, Illinois, sought to improve readmission rates at its 
partner hospital by implementing 2 overarching processes 
of care coordination and transition of care: 1) implementa-
tion of the electronic medical record (EMR) of SIU Fam-
ily Medicine (which is different from the hospital EMR) 
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ABSTRACT

The processes of care coordination of patient transition from hos-
pital to outpatient settings are an integral part of the Patient-Cen-
tered Medical Home. We report a cooperative initiative between 
our admission hospital and family medicine residency to analyze 
the discharge process using the Agency for Healthcare Research 
and Quality’s Re-engineering Discharge initiative, focusing on 
efficient information transfer and communication with discharged 
patients to insure rapid follow-up in the clinic. Our project yielded 
markedly reduced readmission rates compared with both local 
hospital and national rates. 
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in the hospital at the point of care 
to complete discharge summaries at 
the time of patient discharge; and 2) 
development of a care coordination 
team that tracks all discharges with 
telephone calls and verifies that a 
discharge summary will be ready in 
time for the patient’s post discharge 
visit. All of the 6 components of 
our discharge checklist are contingent on these 
2 overarching processes.

Our target measure was that all patients dis-
charged from the hospital receive a telephone call 
the next business day from a member of our care 
coordination staff, and are seen in clinic within 
7 days post discharge. We analyzed readmissions 
at our primary admission hospital, Decatur Me-
morial Hospital, using the Illinois Hospital As-
sociation Comp-Data report from October 2011 
to September 2012 for the top 5 admission diag-
nosis-related group diagnoses: chronic obstruc-
tive pulmonary disease, congestive heart failure, 
pneumonia, urinary tract infection, and skin 
infections. We measured readmission data from 
DMH, excluding our practice, and SIU FCM-on-
ly readmissions. Our study received an Institu-
tional Review Board exemption for this analysis 
of the discharge process and readmission rates.

The AHRQ has created a best practice recom-
mendation on the standardization of discharge processes. 
Called the Re-engineering Discharge (RED) checklist, it 
focuses on a mutually reinforcing checklist of 11 steps, 
as seen in Table 1 and has been adopted by the National 
Quality Forum as one of the 30 Safe Practices.3,4 Compo-
nents 3, 4, 5, 6, 10, and 11 were most appropriate for our 
practice to focus on; Decatur Memorial focused on incor-
porating 1, 2, 7, 8, and 9 into its discharge process.

The discharge process, as practiced by our residency 
service, was analyzed by our Quality Improvement com-
mittee, with resident input, and retooled with the RED 
processes put into place as a part of the admission hos-
pital’s goal to reduce unnecessary readmissions. It also 
fulfilled the Family Medicine residency training compo-
nent in Patient Safety and Quality Improvement, which 
is a Graduate Medical Education-required component of 
Family Medicine. Table 1 describes the discharge processes 
on the recommended National Quality Forum checklist, 
and the respective assignments of responsibility shared 
between the admitting hospital and the SIU Family Medi-
cine residency service.

RESULTS

The 30-day readmission rates of our practice were not-
ed and compared with local hospital and national rates 
(described in Table 2). 

Our reduced readmission rates are, we believe, due to 
the RED-inspired measures previously taken. Our prac-
tice underwent a quality improvement audit, focusing on 
July 1 to September 30, 2013, and we found that our tar-
get time to clinic appointment within 7 days was met 90% 
of the time; our mean time from discharge to appoint-
ment was 4.5 days; and our discharge summary docu-
mentation was completed, ready for the post discharge 
appointment, 100% of the time. These measures were all 
implemented before the analysis of our readmission rates 
that was done as part of our Care Coordination Team 
Quality Improvement study. The Care Coordination 
Team is responsible for tracking the discharged patients, 
telephoning them the next business day, scheduling their 
appointment, and tracking their attendance of the clinic 
appointment.

Take-Away Points  
CMS' Value-Based Purchasing places increasing responsibility upon healthcare providers 
to reduce hospital readmissions. This article describes the success of a family medicine 
residency with a 31% Medicaid patient population, achieved through:

n	 	 Effective information flow between hospital and clinic.

n	 	 Care coordination tracking and communication. 

n	 	 Division of tasks between hospital and outpatient practices. 

n Table 1. Project RED, Based on the AHRQ Template

National Quality Forum Discharge Checklist 
Safe Practices

Care Coordination  
Focus

1. Medication reconciliation DMH

2. Reconcile discharge plan with national 
guidelines

DMH

3. Follow-up appointments SIU FCM

4. Outstanding testing SIU FCM

5. Post discharge services SIU FCM

6. Written discharge plan SIU FCM

7. What to do if a medical problem arises DMH

8. Patient education DMH

9. Assess patient understanding DMH

10. Discharge summary to PCP or follow-up 
provider

SIU FCM

11. Telephone reinforcement SIU FCM

DMH indicates Decatur Memorial Hospital; PCP, primary care physician; SIU FCM, 
Southern Illinois University Family and Community Medicine.
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DISCUSSION

We believe that of the 11 recommended discharge 
“Safe Practices” checklist items, the elements that expe-
dite information flow and coordinate the transition of 
care from hospital to clinic are essential to the primary 
care coordination process and will most effectively reduce 
readmissions of discharged hospital patients. A point-of-
care electronic health record that flows immediately to the 
outpatient setting is crucial. Additionally, training physi-
cians to effectively coordinate patient transition of care 
through efficient information flow and communication 
will positively affect the quality of healthcare in the cur-
rent environment of reducing unnecessary expenditures, 
and will truly “add value” to both patients and payers.
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n Table 2. Comparative 30-Day Readmission Rates (Illinois Hospital Association Comp-Data report from Octo-
ber 2011 through September 2012)5

 
Condition

 
SIU FCM

 
DMHa

 
Nationalb

Hospital At-Risk  
Admissionsc

COPD 14.9% 15.5% 21.8% 267

CHF 8.2% 19% 24.8% 220

Pneumonia 8% 10.7% 18.3% 256

UTI 0% 9.3% 14% 172

Skin infections 2% 7.9% 12.5% 294

CHF indicates congestive heart failure; COPD, chronic obstructive pulmonary disease; DMH, Decatur Memorial Hospital; SIU FCM, Southern Illinois 
University Family and Community Medicine; UTI, urinary tract infection. 
aExcluding SIU FCM.
bOctober 2011 through September 2012 (1 year).
cPatients defined as “at risk” based on risk adjustment factors including age, race, comorbidities, and social history.
Project RED discharge process and SIU FCM implemented in August 2011. Audit of implementation processes effectiveness completed September 
2013.


