
 

 
 

This material was prepared by Comagine Health for the American Indian Alaska Native Health Care Quality 
Initiative 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 does 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. NQIIC-AIHQI-164-12/08/2021 

 

Finding a PATH for Reducing Readmissions 

Education, data and planning are key steppingstones in driving health care improvement 

efforts. That is what one Indian Health Service facility is embracing, as, with support from PATH, 

it looks to reduce unnecessary readmissions and explore strategies to best impact readmissions 

rates. 

Leveraging a newly developed baseline for January through June of 2020 (co-created by 

facility’s quality lead and PATH Quality Improvement Advisor Carrie Howard), an 

interdisciplinary team and utilization review huddles, the facility created action plans and 

improvement processes for individuals at high-risk for readmission. Howard provided technical 

assistance, coaching the facility’s quality manager on how to review and analyze data, 

specifically focusing on readmission numbers. The facility’s quality manager supported the 

team in using a database and run chart to monitor progress and measure impact of 

implemented changes related to readmission prevention. 

“This was a new undertaking for the facility,” says Howard. “They hadn’t been regularly 

monitoring 30-day readmission rates, so organizing and reviewing the data was very 

informative and helpful in prompting process and care improvement ideas. The facility’s 

resources were spread thin, and it is difficult to focus on quality improvement projects in the 

middle of a pandemic, but this facility’s staff are dedicated to achieving their goal to reduce 

readmissions.” 

The facility is still working towards that goal, but the team has a better understanding of 

readmission improvement processes and prevention planning, knowledge that can be applied 

to future improvement activities. The team has also started to include readmission risk and 

prevention efforts in their daily huddles, allowing the care team to address key issues that will 

help patients be more prepared for a patient’s discharge and address any concerns that may 

affect the patient’s health at home post-discharge. 


