Comments on PPR Clinical Issues
From the MHA PPR Clinical Workgroup

4/19/10

3M Responses as of 5/1/10
Item 1: Planned versus Unplanned Readmissions

The workgroup recognizes that certain APR DRGs are not considered clinically related due to the potential that they are planned readmissions, such as a knee replacement followed by another knee replacement, but this does not take into account all scenarios of planned readmissions. It is recommended that 3M and HSCRC use the “Nature of Admission” field value of “Scheduled” as an exclusion for a readmission. 
Item 1: 3M Response

The PPR methodology uses data elements contained on standard administrative data uniformly collected and consistently applied in order to reduce the potential for introducing a lot of variability into the method.  Since there are standard data elements consistently applied to identify planned readmissions, 3M HIS has worked with panels of clinicians for identifying planned readmission and have incorporated logic into PPR v27.  For example, the knee replacement followed by knee replacement as well as the following combinations of initial admissions followed by a readmission will be designated as a planned readmission and NOT considered a potentially preventable readmission (PPR).
	IA 
	IA Description
	RA
	RA Description

	190
	Acute myocardial infarct
	165
	Coronary bypass w cath/percut

	191
	Card cathet exc ischemia
	165
	Coronary bypass w cath/percut

	198
	Angina pect & coronary ath
	166
	Coronary bypass wo cath/percut

	191
	Card cathet exc ischemia
	175
	Percut cardiovasc wo AMI

	190
	Acute myocardial infarct
	191
	Card cathet exc ischemia

	241
	Peptic ulcer & gastritis
	220
	Maj stom, esoph, duod proc

	247
	Intestinal obstruction
	220
	Maj stom, esoph, duod proc

	251
	Abdominal pain
	262
	Cholecystectomy exc lap

	284
	Dis gallbladder & biliary trct
	262
	Cholecystectomy exc lap

	340
	Fracture of femur
	301
	Hip joint replacement

	347
	Back & neck dis, fract & inj
	310
	Intervertebral disc excision


Additional specific recognition for planned readmissions will be introduced in version 28 (Oct 2010) as an exclusion reason code output variable.
Item 2: Chronic Conditions as Readmissions

‘Ambulatory care sensitive conditions as designated by the AHRQ’ and ‘All other readmissions for a chronic problem that may be related to care either during or after the initial admission’ are considered to be clinically-related categories. As an example, if a patient is admitted for a hip replacement and is readmitted for asthma, heart failure or diabetes, that is considered a clinically-related readmission.  Even if a hospital prescribes an appropriate outpatient regimen at discharge, the hospital cannot control the patient’s behavior related to these chronic conditions. In a policy program that is geared towards hospitals targeting specific improvement processes, it will be very difficult for a hospital to develop process improvements around preventing readmissions for chronic conditions. The workgroup is also requesting clinical evidence to support that these types of readmissions are in fact preventable.  It is recommended that the clinically-related categories of 2A and 2B are removed.
Item 2: 3M Response

While it is true that patient behavior is very often beyond the discharging hospital’s control, there are a number of other factors that influence readmissions for deterioration of a chronic condition that should be considered the obligations of the hospital, including communication with the patient about medications and treatments at the time of discharge, ensuring that the patient’s medications are updated and appropriate, arranging prompt and appropriate follow-up by the primary care team, communication with the primary care team, and communication with the patient’s family and caregivers. 
It is also important to remember that a hospital is not penalized simply because a patient was readmitted for a chronic condition that was unrelated to the reason for the initial admission (readmissions for chronic conditions are inevitable); the hospital is scrutinized or penalized only if its risk-adjusted rates of readmissions for chronic conditions are statistically significantly higher than those of comparable hospitals.
Item 3: Mental Health and Substance Abuse Conditions as Initial Admissions or Readmissions

The clinically-related categories of 6A, 6B and 6C all relate to mental health and substance abuse conditions as the initial admission, readmission or both the initial admission and readmission.  These types of patients are unique in both their access to inpatient and outpatient care and their treatment course. The mental health and substance abuse APR DRGs are considered clinically-related readmissions to all but 6 APR DRG initial admissions. It does not seem clinically logical that an admission for a knee replacement Is clinically related to a readmission for cocaine abuse, eating disorders, or alcoholic liver disease.  This logic would require screening of nearly every patient admitted for mental health or substance abuse potential. The workgroup would also like to request the clinical evidence to support that these types of readmissions are in fact preventable.
Since access to care in both the inpatient and outpatient settings for these types of patients appears to be an ongoing issue, an unintended consequence of this policy may be for hospitals to want to transfer patients with these conditions to another hospital to avoid a potentially preventable readmission in this category.  It is recommended that the clinically-related categories of 6A, 6B and 6C be removed.

Item 3: 3M Response

We created a separate category for mental health and substance abuse readmissions precisely because there is uncertainty and disagreement about the preventability of these types of readmissions. In circumstances where there is inadequate funding for MH and SA care, there could considerable variability in readmission rates across hospitals. This variability may be beyond the control of poorly performing hospitals, and more dependent on the socio-economic status of their patients. On the other hand, if the systems of care for MH and SA are adequately funded and resources are equitably distributed, it would be more appropriate to use readmission rates for a rewards-based performance measure. 

Analyses have demonstrated that the probability of a readmission is related to the reason for admission, severity of illness, the presence of comorbid mental health or substance abuse problems, and the patient’s age at the time of the initial admission. Risk adjustment for each of these factors is therefore necessary in order to create fair evaluations of readmission rates. The HSCRC proposed MHPR policy currently includes PPR rates to be risk adjusted by the reason for admission and patient severity of illness at the time of the initial admission.  The proposed MHPR policy further recommends risk adjusting for the presence of comorbid mental health or substance abuse problems and the patient age. 

Ultimately, the decision about whether to have these types of readmissions affect payment is a policy decision for the state of Maryland. 
Item 4: Interval for Readmission
While the clinical workgroup realizes that the time interval used for analysis is a policy decision, it is an issue for clinical vetting as well. From a clinical and quality standpoint, many hospitals focus on 15-day readmissions for process improvement. Readmissions greater than 15 days often represent non-preventable scenarios, patient compliance and access to ambulatory care issues that are not within the hospital’s immediate control at the time of discharge. The clinical workgroup requests the clinical evidence to support the choice of 30 days as the readmission interval. It is recommended that the readmission interval be set at 15 days.

Item 4: 3M Response 

The PPR method allows the user to determine the readmission time interval; this is a state-level policy decision.  (We,3M, have advocated a 15-day interval as a first step, with expansion to 30 days when one starts to get into bundled payment retrospectively applied to the primary care setting/outpatient setting as a later possibility).
