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During the 2014 Annual Conference of the Association for Community Health Improvement, a workshop was held by Ron Bialek and Jack Moran of the Public Health Foundation titled, “Demonstrating a Framework for Effective Collaboration: Antibiotic Stewardship Partnership between Health Care and Public Health.”  In small groups, workshop participants addressed the issue of hospital readmissions by articulating goals related to reducing hospital readmissions, and exploring primary and secondary drivers that can help reduce readmissions.  The following summarizes input received from workshop participants.    
Goals:
· Prevent/reduce financial penalty charges
· Treat patients more appropriately outside of the hospital
· Community resource availability for  hospital patients
· Improve coordination of community resources
· Reduce/decrease costs
· Keep patients healthy – increase quality of life
· Manage quality of life for patients, families, and providers
· Increase linkages to chronic care case management
· Increase disease specific patient education
·    
· 
Drivers:
	Primary Drivers
	Secondary Drivers

	1. Address health disparities and socio-economic conditions of patients
· Address social determinants of health
	· Understand particular disparities in population
· Understand prevalence
· Map risk areas and deliver education
· Language – communication vs education

	2. Patient education/awareness on the value of their engagement
	· Ongoing follow-up/check-in
· Involve family
· Parish nursing/community leads

	3. Provider education
	· Leverage community resources

	4. Financial implications
	· Develop appropriate metrics for tracking

	5. Compliance with care plan post discharge
	· Patient understands care plan
· Health literacy
· Post discharge contact with care team
· Shared decision making including the patient and family
· Cultural competency

	6. Effective evidence-based treatment
	· Existence and use of consistent care protocols/algorithms
· Education and buy-in of provider staff

	7. No medical errors
	· Quality monitoring
· Appropriatenss/amount of services
· Medication and allergy record reconciliation

	8. Optimal transitions/handoffs
	· Effective communication between providers
· Consensus on treatment approaches

	9. Plan to connect primary care provider and community resources when first visit setup 
	· Fill prescriptions
· Reconcile prescriptions
· Service navigators to empower patients and for patients to take care of their health
· Safe home to be discharged to
· In-home visits

	10. Lack of adequate education
	· Consider health care literacy 
· Having education and services on site
· Incorporating support system (family) into patient care

	
	

	
	




For additional information about population health driver diagrams, please contact Micaela Kirshy, mkirshy@phf.org, 202-218-4410.
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