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Interventions to Reduce Readmissions: Interdisciplinary Care Transitions

BACKGROUND
Yale New Haven Hospital is 
• A 1,541-bed hospital located in New Haven, Connecticut
• The second-largest hospital in the United States 
• The primary teaching hospital for the Yale School of Medicine and the Yale School of Nursing 
• A Magnet hospital, accredited by the Joint Commission, and a Level I Trauma Center for adult and pediatric patients
Despite previous efforts to reduce readmissions from skilled nursing facilities (SNFs), Yale New Haven Health System’s (YNHHS) two largest 
hospitals – Yale New Haven Hospital and Bridgeport Hospital – continued to experience high readmission rates. Based on Medicare Fee for 
Service (FFS) 30-day readmissions, rates for patients discharged to SNFs from Yale New Haven and Bridgeport Hospitals were above benchmark 
when compared with similar hospitals. A review of the Q2 2022 IPRO QIN-QIO Care Transitions Data Reports showed that Yale New Haven 
patients discharged to nursing homes had a higher rate of readmissions (25.5%) than the state rate (21.6%).
An analysis of the data revealed that 80% of the SNF 30-day readmissions came from medium- to large-volume SNFs with readmission 
rates of 20% or higher. The hospital team and the IPRO QIN-QIO collaborated to strengthen a data driven, evidence-based approach to care 
coordination with a goal to reduce 30-day readmissions for Yale New Haven and Bridgeport Hospitals’ Medicare FFS patients discharged to 
14 SNFs between January 2024 – June 2024 by 20 cases (5%) in six months and by 40 cases in 12 months.

APPROACH
Representatives of key departments of YNHHS and the IPRO QIN-QIO convened a focus group of SNF administrative and clinical leaders to evaluate readmission causal 
factors from the perspectives of both the SNFs and the hospital. The group ranked the top causes of readmissions.

YNHHS partnered with IPRO QIN-QIO to facilitate a cross-continuum Mind the Gaps exercise (see table below). Participants identified and prioritized gaps and goals 
and developed interventions for both the hospitals and the SNFs to remediate causal factors. 

RESULTS
The performance period for this initiative is January 2024 – June 2024. Final 
data will be evaluated in July and August 2024 through analysis of Medicare 
FFS 30-day readmission data for patients discharged to the focus group of 
SNFs and the overall YNHHS Medicare 30-day readmission performance for 
discharges to SNFs.

ACKNOWLEDGEMENTS  
Core Project Team Members:
• YNHHS – Kemi Akande, Ellen Macone, Rachel Hotkowski, and Erin Mullane.
• Healthcentric Advisors – Neila Odom and Kristin-Rae DelSesto.
The team thanks SNF leaders and YNHHS stakeholder group leaders – Jeanette 
Bogdan, Corey Champeau, Maribeth Cabie, and Polly VanderWoude for their 
teams’ support, and Katie O’Leary.

REFERENCES  
1. McHugh JP, Shield RR, Gadbois EA, Winblad U, Mor V, Tyler DA. Readmission 

Reduction Strategies for Patients Discharged to Skilled Nursing Facilities: A 
Case Study From 2 Hospital Systems in 1 City. J Nurs Care Qual. 2021 Jan-Mar 
01;36(1):91-98. doi: 10.1097/NCQ.0000000000000459. PMID: 31834200; 
PMCID: PMC7266704.

2. Dunn AN, Lu EP. Things We Do for No Reason™: Discharge before noon. 
Journal of Hospital Medicine. 2024. https://shmpublications.onlinelibrary.
wiley.com/doi/10.1002/jhm.13367

This material was prepared by IPRO QIN-QIO, a Quality Innovation Network-Quality Improvement Organization, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. Views expressed in this 
material do not necessarily reflect the official views or policy of CMS or HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS. Publication 12SOW-IPRO-NY-T1-AA-24-1505 [5/30/24] - CP


