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Abstract 
Guidelines to enhance communication during patient care transitions between healthcare settings have the potential to 

improve patient outcomes and satisfaction, as well as to decrease overall costs. In 2009, Healthcentric Advisors, the 

Medicare Quality Improvement Organization (QIO) for New England, collaborated with Rhode Island providers and 

stakeholders to develop communitywide standards for hospitals, the Safe Transitions Best Practice Measures for Hospitals 

and then implemented a hospital quality improvement intervention. As part of this intervention, 10 of the state’s 11 

acute-care hospitals collected quarterly data and Healthcentric Advisors provided audit and feedback reports showing  

each facility’s progress and the state’s average performance. Using hospital-reported data on four best practice measures 

and Medicare claims data for Q2 2011-Q1 2013, we performed descriptive analyses of (1) inpatient-to-outpatient commu- 

nication for all patients at the 10 participating hospitals, as measured by four best practice measures, and (2) state-wide 

all-cause, 30-day readmission rates per 1,000 fee-for-service (FFS) beneficiaries. Aggregate performance for the four best 

practice process measures increased by 5.5% to 217.6% for all patients who met eligibility criteria (p ≤ .001 for each 

measure) and the readmission rate decreased by 18.4% from 14.12 to 11.52 per 1,000 eligible FFS Medicare beneficiaries 

(p ≤ .001). These findings suggest that communitywide standards, such as the Safe Transitions Best Practice Measures for 

Hospitals, and audit and feedback interventions can successfully improve hospitals’ communication during patient care 

transitions between healthcare settings.  
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1 Introduction 
National organizations and consensus statements recognize the importance of cross-setting communication and cite it  
as a top priority for improvement [1-3]. Guidelines to enhance communication during patient care transitions between 
healthcare settings have the potential to improve health outcomes and patient satisfaction, as well as to decrease overall 
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healthcare costs [4-6]. During care transitions, patients’ clinicians, including hospital-based clinicians and community- 
based primary care providers (PCPs), are responsible for sharing clinical information across settings and communicating 
directly, if necessary, to address time-sensitive questions and to transfer accountability for patients’ care [1, 2, 7]. 

Despite the importance of cross-setting communication, the complex, fragmented nature of the U.S. healthcare system 

leads to significant variability in the frequency, quality and effectiveness of cross-setting communication [8-10]. It is 

increasingly rare for PCPs to follow their patients in the hospital, so hospital physicians must transfer responsibility for 

patient care to PCPs at hospital discharge [11]. Multiple barriers impede timely, complete communication during inpatient- 

to-outpatient transitions and contribute to readmission or other adverse events [11]; barriers include lack of uniform 

standards for information transfer [3]. Although patients and caregivers can communicate information among providers and 

between care settings, their variable understanding of the care episode and discharge instructions may prevent them from 

completely filling the communication gap [12]. 

In 2008, Healthcentric Advisors, the Medicare Quality Improvement Organization (QIO) for New England, received a 

competitively-awarded Centers for Medicare & Medicaid Services (CMS) contract to reduce hospital readmission rates  

in Rhode Island and began working with providers in multiple settings, including hospitals, to form multi-disciplinary 

teams to improve care transitions. At that time, we identified opportunities to improve the form, content and timing of 

information transfer from the hospital to the community physician office, prompting us to collaborate with providers and 

stakeholders to develop communitywide standards for multiple settings [13, 14], including hospitals [15], in 2009 and 2010. 

The Safe Transitions Best Practice Measures for Hospitals [16] establish measurable expectations for hospital-to-PCP 

communication and have served as the basis for an audit and feedback intervention since 2011. The Rhode Island Office of 

the Health Insurance Commissioner began requiring commercial health plans to include these measures in hospital 

contracts in 2012 [17]. 

2 Methods 

2.1 Intervention 
After developing the Safe Transitions Best Practice Measures for Hospitals, we implemented an audit and feedback 

intervention with Rhode Island’s 11 acute-care hospitals. Beginning in 2011, three years after launching our statewide 

Safe Transitions project, we asked hospitals’ care transitions teams to volunteer to collect quarterly data for the nine best 

practice measures and to submit these data to us quarterly via email. We provided reports back to each hospital’s care 

transitions team, showing their facility’s progress and the state’s average performance. Our hospital program coordinator, 

a nurse, then collaborated with each hospital’s care transitions team, providing targeted technical assistance to help staff 

implement quality improvement methods designed to improve their performance. The 10 participating hospitals were 

allowed to freely choose when to begin reporting data for each best practice and encouraged to begin collecting data from 

a single unit or floor and then expand data collection hospital-wide over time. 

2.2 Data sources 
We used (1) self-reported hospital process measure data all patients and (2) fee-for-service (FFS) Medicare claims data 

provided quarterly to Healthcentric Advisors by CMS. Both data sources reflected the time period from Q2 (April-June) 

2011 through Q2 (April-June) 2013. 

2.3 Measures 
We analyzed four process measures and one outcome measure (see the table for detailed descriptions of the measures, 
including eligibility criteria and operational definitions of the process measures). The process measures are the four Safe 
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Transitions Best Practice Measures that center on inpatient-to-outpatient communication (five additional measures focus 
on patient activation and medication reconciliation). The measures are the percent of all patients with: 

 Notification of hospitalization sent to PCPs at beginning of hospital visit; 

 Hospital clinicians’ contact information provided to receiving clinicians upon discharge; 

 Follow-up appointment scheduled within one business day of discharge; and 

 Hospital summary clinical information sent to PCPs at discharge. 

The outcome measure was all-cause, 30-day hospital readmission rates per 1,000 eligible FFS Medicare beneficiaries. The 
use of a population-based measure allows us to account for longitudinal decreases in both admissions and readmissions. 

Table. Rhode Island Hospitals’ performance on safe transitions best practices measures and 30-day, all-cause readmission 
rates, Q2 2011-Q2 2013 

Measures Description 
Aggregate Hospital Performance 

p-value
Q2 2011, n (%) Q2 2013, n (%) 

Process Measures (Intervention, N = 10 Hospitals)      

Notification of 

hospitalization sent to 
PCPs at beginning of 
hospital visit 

Among all discharged patients, the percent with 

documented notification to the PCP office within 
24 hours of the initial order for outpatient 
observation or inpatient admission 

6,089 (82.3%) 40,735 (86.8%) < .001 

Hospital clinicians’ 
contact information 
provided to receiving 

clinicians upon discharge 

Among patients whose Rhode Island inter-agency 
transfer form was audited, the percent whose form 
includes contact information for the clinician who 

cared for the patient or has access to the patient’s 
medical record 

806 (66.3%) 10,198 (97.4%) < .001 

Follow-up appointment 

scheduled within one 
business day of discharge 

Among all discharged patients, the percent with 
documentation that (1) an outpatient PCP or 

specialist appointment was scheduled within 14 
days, and (2) information was provided to the 
patient or caregiver  

1,182 (55.0%) 16,501 (90.2%) < .001 

Hospital summary 
clinical information sent 

to PCPs at discharge 

Among all discharged patients, the percent with 
documentation that a Rhode Island inter-agency 
transfer form or draft Discharge Summary was 

sent to the PCP office within 24 hours of 
discharge 

643 (29.5%) 14,127 (93.7%) < .001 

Outcome Measure (Statewide, N = 11 Hospitals) 

30-day all-cause hospital 
readmission 

All-cause hospital readmissions within 30 days 
of hospital discharge per 1,000 eligible FFS 
Medicare Beneficiaries  

1,705 (14.12) 1,454 (11.52) < .001 

2.4 Data analysis 
We calculated the percent of patients in the acute-care hospitals who met criteria for each of the four best practice process 

measures. Ten of Rhode Island’s 11 acute-care hospitals provided best practice process measure data; the 11th hospital 

elected not to participate in this component of the statewide Safe Transitions project. We conducted all best practice 

analyses in aggregate (for all 10 hospitals, not individual facilities), since we were not powered to evaluate change 

between baseline and re-measurement at the hospital level. We conducted a test for proportions to determine if there was a 

significant difference between best practice performance at baseline and re-measurement. 
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We calculated quarterly 30-day all-cause readmissions per 1,000 FFS Medicare beneficiaries, by dividing the number of 

hospital readmissions by the total number of eligible Medicare beneficiaries and multiplying the resulting figure by 1,000. 

These analyses were statewide and therefore included all 11 acute-care hospitals in Rhode Island, including the one 

hospital that elected not to participate in the intervention. We conducted a test for proportions to determine if there was a 

significant difference between readmission rates at baseline and re-measurement.  

We conducted the best practice analyses using Microsoft Excel (Redmond, WA) and the claims analyses using SAS v.9.2 

(Cary, NC). We hypothesized that we would see increased inpatient-to-outpatient communication (as measured by the best 

practice process measures) and decreased hospital readmission per 1,000 beneficiaries. 

3 Results 
Ten of Rhode Island’s 11 acute-care hospitals (90.9%) provided best practice data, received audit and feedback reports and 

implemented targeted interventions to improve best practice performance. The 10 participating hospitals were allowed to 

freely choose when to begin reporting data for each best practice and encouraged to begin collecting data from a single unit 

or floor and then expand data collection hospital-wide over time. As a result, the number of measures that each hospital 

employed varied between Q2 2011 and Q2 2013, as did the number of patients reflected in those measures.  

From Q2 2011 to Q2 2013, hospitals’ aggregate performance for each of the four best practice process measures increased 

by 5.5% to 217.6% (p ≤ .001 for each measure) (see the table and figure). The increase was greatest for “hospital summary 

clinical information sent to primary care providers at discharge”, which increased 217.6% from 29.5% to 93.7% (p ≤ .001) 

and least for “notification of hospitalization sent to PCPs at beginning of hospital visit”, which increased 5.5% from 82.3% 

to 86.8% (p ≤ .001). “Follow-up appointment scheduled prior to discharge” increased 64.0% from 55.0% to 90.2% (p 

≤ .001) and “hospital clinicians’ contact information provided to receiving clinicians upon discharge” increased 46.9% 

from 66.3% to 97.4% (p ≤ .001). 

 
Figure. Rhode Island Hospitals’ performance on safe transitions best practices measures and 30-day, all-cause 
readmission rates, Q2 2011-Q2 2013 
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From Q2 2011 to Q2 2013, Rhode Island’s statewide all-cause, 30-day hospital readmission decreased by 18.4% from 
14.12 per 1,000 FFS Medicare beneficiaries to 11.52 per 1,000 FFS Medicare beneficiaries (p ≤ .001) (see the table and 
figure). 

4 Discussion 
Our findings suggest that a quality improvement intervention using audit and feedback can successfully increase hospitals’ 
adherence to standards for communication during patient care transitions between healthcare settings. The results show 
that, overall, 10 Rhode Island hospitals’ communication with PCPs improved from baseline to re-measurement of the  
audit and feedback intervention. At the same time, Rhode Island’s statewide 30-day, all-cause readmission rate for FFS 
Medicare patients decreased.  

Although the process measure data are self-reported, our findings are supported by the results of a recent survey 
administered by the Rhode Island Executive Office of Health and Human Services. Among a convenience sample of 63 
PCPs surveyed electronically in November 2013, nearly eight in 10 (79.3%) agreed that written communication from 
hospitals had improved in the past three years, while fewer than half (43.9%) agreed that oral communication had 
improved in that timeframe (unpublished data). Because the best practices focus on hospitals’ written (vs. oral) communi- 
cation, the fact that PCPs agreed more strongly that written communication had improved appears to support our belief 
that the increase in adherence to the process measures reflects true improvement in communication.  

While the best practice concepts may seem intuitive and may, in fact, be supported by Joint Commission or other 
requirements, we developed the measures based on community feedback that these processes are not being consistently 
used by every clinician, in every hospital. When developing the best practices, we drew on consensus statements, the 
medical literature, and hospital-based interventions [15]. Several hospital interventions addressing patient- and systems- 
level factors have improved patient transitions and readmissions. For example, Project RED (Re-Engineered Discharge) 
decreased 30-day emergency department visits and readmissions by about 30% among patients randomized to receive an 
intervention involving 12 discrete, mutually reinforcing components [6]. The Care Transitions Intervention (CTI) also 
decreased 30-day hospital readmission by about 30% among patients who were randomized to receive health coaching  
for 30 days following hospital discharge [4] and in another quality improvement intervention [18]. The CTI focuses on 
empowering high-risk patients to better manage their illnesses through a home visit and telephone calls by trained 
transitions coaches [4]. 

Our findings should be interpreted in the context of other local initiatives and should not be attributed wholly to our 
intervention. For example, the Rhode Island Office of the Health Insurance Commissioner began requiring commercial 
health plans to include the best practices in hospital contracting in 2012 [17], during the time period reflected in this analysis. 
Although hospitals’ contracts are confidential, are renegotiated at different time periods, and may vary from hospital to 
hospital, we believe that all 10 participating acute-care hospitals now have contracts that specifically require them to 
measure the best practice processes. There are incentives or payment penalties associated with performance on some of 
these measures. The inclusion of the best practices in contracting supports our team’s ongoing efforts to align payment and 
policies with these community-endorsed processes. These efforts complicate attribution, but support our overall goal: to 
change the culture of care transitions care delivery and to catalyze sustainable systems change throughout Rhode Island. 

Our findings have several additional limitations, largely due to the fact that this is a quality improvement intervention 

implemented with volunteer hospitals and in real-world conditions. First, the analysis is descriptive and cannot link 

improved hospital communication with a reduced hospital readmission rate. Second, the 10 participating hospitals were 

allowed to freely choose when to begin reporting data for each best practice and encouraged to begin collecting data for  

a single unit or floor and then expand data collection. As a result, the number of measures that each hospital employed 

varied throughout the two-year period, as did the number of patients reflected in the measures data. This impacts our 
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interpretation of the comparison between baseline and re-measurement performance, although our findings are supported 

by the Rhode Island Executive Office of Health and Human Services survey. Third, this analysis focuses on inpatient- 

to-outpatient communication and does not evaluate progress toward improving any of the other locally identified root  

causes of poor transitions or high readmission rates, either in hospitals or other healthcare settings. Additional research is 

necessary to link best practice process measure performance (individually or as a bundle) with improvements in outpatient 

PCPs’ perceptions of hospital communication and to examine the association between the improvement in the best 

practices and reduced 30-day, all-cause hospital readmission rates.  

These findings suggest that implementation of the audit and feedback intervention is associated with an increase in Rhode 

Island acute-care hospitals’ adherence to the best practice process measures. Communitywide standards, such as the Safe 

Transitions Best Practice Measures for Hospitals, have potential to guide and direct providers’ communication practices. 

They provide a framework for hospital leaders to expand their collaboration with community partners in the context of 

emerging payment models, such as Accountable Care Organizations and bundled payments. They also propose a standard 

that can catalyze introspection and debate about our culture of care, as well as about how to improve communication and 

accountability across the care continuum.  

Disclaimer 
This material was prepared by Healthcentric Advisors, the Medicare Quality Improvement Organization for New England, 

under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health 

and Human Services. The analyses on which this report is based were performed under Contracts HHSM-500-2008-RI 

and HHSM-500-2011-RI11SOC, entitled “Utilization and Quality Control Peer Review for the State of Rhode Island”. 

The contents presented do not necessarily reflect CMS policy.  
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