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Public and private payers view reducing avoidable hospital readmissions as a way to
improve quality and reduce unnecessary costs. While policy makers have targeted read-
missions stemming from poor quality of care during an initial hospital stay, readmissions
also can occur when patients don't receive appropriate follow-up care or ongoing outpa-
tient management of other conditions. One in three adult patients—aged 21 and older—
discharged from a hospital to the community does not see a physician within 30 days of
discharge, according to a new national study by the Center for Studying Health System
Change (HSC). Many people who do not see a physician are at high risk of readmission
because of chronic conditions or physical activity limitations. The study findings indicate
that gaps in care after discharge are common for adults covered by all types of insurance.
The lack of a usual source of care does not appear to be a barrier to receiving follow-up
care, but many patients discharged from a hospital to home face challenges accessing
their usual source of care. The implication is that reforms specific to one payer and focus-
ing only on care processes within hospitals may fall short unless efforts to coordinate with
community providers—and to encourage patients’ access to these providers—receive at
least as much attention. Strategies that could address gaps in care after discharge include
bundled payments and patient-centered medical home efforts, which have potential to
encourage hospitals and community-based clinicians to work together to lower rates of
avoidable readmissions or rehospitalizations for other conditions. Moreover, investments
in well-designed health information technology could help physician practices identify
and monitor care for high-risk patients and foster information sharing between hospitals
and community-based physicians.
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Readmissions, Not Just a
Medicare Problem

Policy makers have focused significant
attention on reducing avoidable hospital
readmissions as a way to improve the
quality of care and help control health
care costs. Readmissions in the first 30
days after a hospital discharge are rela-
tively common and often unscheduled,
affecting up to one-fifth of Medicare
fee-for-service patients, for example.' Yet,
programs effective in reducing readmis-
sions and reducing costs remain elusive.
Discharge planning and discharge support
interventions,” use of care coordinators,’
and disease management programs’ in
most cases have not led to fewer readmis-
sions or lower costs.

Two new hospital payment reform
strategies specifically target avoidable
hospital readmissions. Beginning in fiscal
year 2013, Medicare will financially penal-
ize hospitals with excess risk-adjusted
rates of readmission for heart attack,
heart failure and pneumonia.’ In addition,
Medicare and private-sector bundled pay-
ment pilots, which might include both
inpatient and post-acute care in a single
payment, aim to motivate hospitals to
work with post-acute-care providers to
reduce costs.’ In both approaches, the
hospital is the primary focus, although
both provide an incentive for hospitals to
work with community-based physicians
to reduce readmissions.

Understanding what care patients
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receive after discharge is critical to design-
ing effective polices that support provider
efforts to reduce avoidable readmissions.
This study used 2000-08 data from

the nationally representative Medical
Expenditure Panel Survey (MEPS) to esti-
mate the prevalence of hospital readmis-
sions for all causes—other than obstetrical
care’—for adults aged 21 and older. The
study also examined patients’ use of out-
patient services, including physician visits,
within 30 days of initial hospital discharge
(see Data Source and technical appendix
for more about the methodology).

The findings indicate that gaps in care
after discharge are common for people
covered by all types of insurance and espe-
cially for those at high-risk of readmission
or hospitalization for other conditions.
Many patients discharged from a hospital
to the community face challenges accessing
their usual source of care, or the place that
they regularly go for care. The implication

is that reforms specific to one payer and
focusing only on care processes within hos-
pitals may fall short unless efforts to coor-
dinate with community providers—and to
encourage patients’ access to these provid-
ers—receive at least as much attention.

Who's at Risk?

About one in 12 adults (8.2%) aged 21
and older discharged from a hospital to
the community was readmitted within 30
days, and one in three adults (32.9%) was
rehospitalized within one year of discharge
(see Table 1). The implication is that many
patients discharged from hospitals contin-
ue to be at risk for readmission or rehospi-
talization well beyond the 30-day window
that is usually the focus of post-discharge
interventions.

Thirty-day readmission rates are much
higher for people who are sicker, rang-
ing from 5 percent for adults in excellent
or very good health to about double that
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Data Source

The study uses data from the 2000-08 Medical Expenditure Panel Survey Household
Component (MEPS-HC), a nationally representative sample of the civilian, non-
institutionalized population. The survey includes five rounds of interviews covering
two calendar years for each person and household. Data include each respondent’s
monthly health insurance status, disability and health status, health care utilization,
and expenditures during each round. A new panel is started each year, resulting in
a total of nine, two-year panels between 2000-08. The sample includes 5,805 adults
aged 21 and older who had at least one overnight hospital stay that began and
ended during the first year of each two-year panel (see Supplementary Table 1). The
sample excludes obstetric hospital stays. Because this study focuses on care received
in community-based outpatient settings after discharge, hospital stays that ended in
death or discharge or transfer to an institutional facility also were excluded. For the
purposes of this analysis, an admission o one hospital on the date of discharge from
another hospital is not considered a readmission, but the two stays are combined
into a single hospital stay. Subsequent inpatient stays were observed for two periods
following the initial discharge: 30 days and 365 days. More detail about the MEPS-
HC and study methodology are provided in the technical appendix.

for people in fair to poor health. People
reporting a limitation of their daily activi-
ties, such as bathing or dressing, and peo-
ple with two or more chronic conditions’
also had higher readmission rates com-
pared to people without these problems.
Among adults aged 21 to 64, read-
mission rates were highest for people
with public coverage, mainly Medicare
or Medicaid (see Table 2). These higher
rates, in part, reflect the relatively poor
health of people under age 65 who qualify
for Medicare or Medicaid based on dis-
ability.

Unrelated Readmissions

More than a quarter (26.1%) of all read-
missions in the 30 days after discharge
were for conditions unrelated to any con-
ditions identified in the initial or index
admission. At one year post-discharge,
more than a third (37.4%) of all readmis-
sions or rehospitalizations was unrelated
to the initial admission (findings not
shown). Reasons for the unrelated rehos-
pitalizations included such conditions

as hypertension, congestive heart failure
and stroke, which frequently present as
comorbidities. For example, a patient
with both diabetes and congestive heart
failure might be hospitalized for an acute
diabetic episode, treated and released,
then rehospitalized three months later for
congestive heart failure.

This is consistent with research on
preventable hospital admissions, in which
the preventable condition accounted for
as little as one-quarter of all readmissions
six months after the initial discharge.’
This finding is likely explained by the
high frequency with which people with
multiple chronic conditions receive treat-
ment for one condition and not others, a
treatment gap highlighted in the Institute
of Medicine’s 2001 Crossing the Quality
Chasm report. The implication is that
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post-discharge follow up that is disease-
specific may miss opportunities to identify
and treat other conditions that pose a risk
for rehospitalization.

Seeing a Physician

After Discharge

Follow-up care from a physician or other
medical provider after a hospital discharge
is important to monitor the condition that
led to the hospitalization and for prevent-
ing readmissions. One-third of adults
discharged from a hospital did not see a
physician, nurse practitioner (NP) or physi-
cian assistant (PA) in the 30 days following
discharge, excluding physicians seen in
emergency departments (see Table 3). Even
90 days after discharge, 17.6 percent still
had not seen a physician, NP or PA (find-
ings not shown)."”

It is possible that people who did not
visit a physician, NP or PA see other pro-
viders for care after discharge, such as
physical and occupational therapists, social
workers, and psychologists. Yet, this group
did not appear to be substituting other
types of outpatient care for physician visits.
Compared to people who saw a physician
after discharge, those who did not see a
doctor within 30 days of discharge were less
likely to see other providers in an outpatient
setting (20.5% vs. 9.2%). In addition, there
was no difference in the percentage with
an emergency department visit (both about
7%) within 30 days of discharge, while just
less than 15 percent of both groups received
home health visits near the time of dis-
charge.

On average, people who did not see a
doctor were healthier and younger than
people who did see a doctor. A higher share
of people who did not see a doctor within
30 days of discharge had no serious chronic
condition (53.9%) compared to people who
did see a doctor (42.7%), and fewer had an
activity limitation (27.1% vs. 32.0%). On the
other hand, there were no differences in the

Table 1
All-Cause Readmission Rates for People with Selected Characteristics,

Adults Aged 21 and Older with an Index Hospital Admission

READMISSION RATE

PERSONAL CHARACTERISTICS : 30-DAY 365-DAY

All Adults with a Hospital (Index) Admission 8.2% 32.9%

Age (at Index Admission)

21-44 (R) 5.0 222

45-64 9.5% 31.7%
65 and older 8.9* 39.8*
Family Income Relative to Federal Poverty
Level (FPL)' : ;
Less than 100% FPL (R) 10.9 40.5
100-199% FPL 9.5 38.4
200-399% FPL 6.8* 31.8*
400% FPL 73 26.0%
Physical Health Status'
Excellent, Very Good (R) 5.0 20.4
Good 7.8 29.2%
Fair or Poor 10.6* 44.8*
Mental Health Status'
Excellent, Very Good (R) 6.8 28.7
Good 8.7 36.5*
Fair or Poor 11.3* 40.8*
Any Activity Limitation'
No (R) 7.0 259
Yes 10.1* 46.6*

Number of Chronic Conditions’

None (R) 5.5 238
One 10.1* 36.7%
Two or More 10.9% 47.3*

* Difference from the reference group, as signified by (R), in readmission rate for same time period is significant at p<.05.
! Income is reported for Year 1 of panel. Health and activity limitations are reported in Round 1.

* As of date of discharge from index admission. Conditions include cancer, chronic pulmonary disease, diabetes, heart disease, rheu-
matoid arthritis, stroke, and mental disease and disorders.

Source: Medical Expenditure Panel Survey Household Panels 5-12, 2000-08
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Table 2

Hospital Readmission Rates for Adults Aged 21 and Older with an Index
Hospital Admission, by Full-Year Insurance Status

30-DAy 365-DAy
All Adults : 8.2% 32.9%
Adults Aged 21-64 7.7 27.9
Insured All Year, Any Private (R) 7.3 24.7
Insured All Year, Public Only : 9.6* 41.9*
Insured Part Year 6.8 25.6
Uninsured All Year 8.1 26.8
Adults Aged 65 and Older 8.9 39.9
Medicare All Year, Any Private (R) 8.3 38.7
Medicare All Year, Any Public 9.6 43.2
Medicare Only, Insured All Year 9.6 40.4

Note: Insurance coverage is based on Year 1 of panel.
* Difference from the reference group, as signified by (R), is significant at p<.05.

Source: Medical Expenditure Panel Survey Household Panels 5-12, 2000-08

Table 3

Adults Aged 21 and Older Who Did and Did Not See a Doctor Within 30
Days of Initial Hospital Discharge, by Selected Service Use and Health
Measures

: ALLADULTS :SAW A DocTOR: DIp NOT SEE A
*WITH AN INDEX : Docror
ADMISSION
Saw a Doctor in 30 Days' 66.9% 100.0% 0.0%
Other Utilization
Had an Emergency Department
(ED) Visit in 30 Days 72 72 71
Saw Other Providers in Outpatient “
Setting (not ED) in 30 Days 167 205 92
Home Health Visit in Calendar
Month of Index Admission or Next 14.2 14.8 13.0
Month’
Health Status
Had at 'Lea3$t One Chronic 536 573 46.1%
Condition
Any Activity Limitation 30.5 32.0 27.1
Fair or Poor Physical Health 38.3 39.0 36.2
Fair or Poor Mental Health 14.1 13.5 15.0

Note: Sample excludes persons who were institutionalized or who died within 365 days of discharge from the index admission.
! Includes a small number of persons who saw a nurse practitioner or physician assistant.
2 Home health visits are documented as taking place in a calendar month. No dates are recorded.

3 As of date of discharge from index admission. Conditions include cancer, chronic pulmonary disease, diabetes, heart disease, rheu-
matoid arthritis, stroke, and mental disease and disorders.

* Difference with people who saw a doctor is statistically significant at p<.05 level.

Source: Medical Expenditure Panel Survey Household Panels 5-12, 2000-08

proportion of people who did and did not
see a doctor reporting fair or poor physical
and mental health.

Source of Coverage and
Care After Discharge

Despite the fact that people with public
coverage have higher rates of chronic
conditions compared to privately insured
people (findings not shown), nonelderly
adults with public coverage were no more
likely to see a doctor within 30 days of dis-
charge than the privately insured (65.9% vs.
69.9%) (see Table 4). Similarly, among the
elderly, people dually eligible for Medicare
and Medicaid were not significantly more
likely to see a doctor within 30 days of dis-
charge (65.0%) than were Medicare benefi-
ciaries with supplemental private insurance
coverage (71.4%), despite the fact that dual
eligibles have poorer health.

The low rate of care after discharge
relative to need may be one reason why
publicly insured people have higher read-
mission rates compared to privately insured
people. A recent study directly examined
this question and supports the claim that
more use of primary care after hospital
discharge reduces the rate of readmissions
among Medicaid patients with disabilities."
Lack of follow-up care for people with pub-
lic coverage—especially Medicaid—may, in
part, reflect lack of access to community-
based physicians willing to treat Medicaid
patients because of low payment rates and
other factors."”

Access to a Usual
Source of Care

The vast majority of people admitted to
a hospital reported having a usual source
of care (90.3%). However, people with no
post-discharge physician visit within 30
days were somewhat less likely to have a
usual source of care compared to those
with a physicians visit (see Table 5).
Having a usual source of care does
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not guarantee easy access to a provider.
Only about a third of people with a usual
source of care reported that after-hours
care—nights and weekends—was avail-
able, and about one-fifth said it was dif-
ficult to contact their usual source of care
by phone about a health problem. One

in 10 reported difficulty getting to their
usual source of care, which may reflect
long travel times or lack of transportation.
These barriers may contribute to some
patients not receiving care after discharge,
although the prevalence of these barriers
was similar for people who received or
did not receive care after discharge.

High Cost of Readmissions
and Rehospitalizations

On an annual basis, expenditures were
$16.3 billion for hospital readmissions up
to 30 days after discharge, and $97.2 bil-
lion for readmissions up to one year after
discharge (findings not shown). While
much of the policy focus has been on
changing payment incentives in Medicare
to decrease readmissions, private insur-
ance pays for a greater share of 30-day
readmissions (about 47%) than does
Medicare (about 40%).

For rehospitalizations that occurred
up to one year after initial discharge,
Medicare pays for a higher share of
spending—about half—compared to 37
percent for private insurance. Costs per
rehospitalization varied widely, but those
within the first 30 days after initial dis-
charge averaged $14,500 in 2008 inflation-
adjusted dollars.

Policy Implications

The finding that up to one-third of adults
discharged from a hospital did not see a
physician within 30 days of discharge sug-
gests substantial gaps in coordination of
care after discharge. The deficits in post-
discharge processes are well documented.
Even when patients arrive in the doctor’s

Table 4

Adults Aged 21 and Older with an Initial Admission Who Saw a Doctor
Within 30 Days of Hospital Discharge

SAaw A DocTOoR' WITHIN 30 DAYS

All Adults 66.9%

Adults Aged 21-64 65.8
Insured All Year, Any Private (R) 69.9
Insured All Year, Public Only 65.9
Insured Part Year 55.0*
Uninsured All Year 49.7*

Adults Aged 65 and Older 68.5
Medicare All Year, Any Private (R) 714
Medicare All Year, Any Public 65.0
Medicare Only, Insured All Year 65.0

Notes: Sample excludes persons who were institutionalized or who died within 365 of discharge from the index admission. Insurance

coverage is based on Year 1 of panel.

! Includes a small number of persons who saw a nurse practitioner or physician assistant.

* Difference from reference group, as signified by (R), is significant at p<.05.

Source: Medical Expenditure Panel Survey Household Panels 5-12, 2000-08

Table 5

Adults Aged 21 and Older Who Did and Did Not See a Doctor Within 30

Days of Hospital Discharge, by Usual Source of Care Measures

SELECTED HEALTH AND SERVICE USE : ALL ADULTS :SAW A DocToR: D1p NoOT SEE A
MEASURES :WITH AN INDEX : Docror
ADMISSION
Has a Usual Source of Medical Care o o o/ %
(Not an Emergency Department) Uz L )
Usual Source of Care Measures
Very/Somewhat Difficult to Contact
by Phone About a Health Problem 211 222 189
Has Office Hours Nights/Weekends 31.8 31.1 33.6
Very/ Somevllhat Difficult to Contact 34.0 33.1 35.8
After Hours
Very/ Somel:what Difficult to Get to 104 10.0 113
This Place

Note: Sample excludes persons who were institutionalized or who died within 365 of discharge from the index admission. Usual

source of care is reported in Round 3.

! These measures were available in Panels 7-10 only.

* Difference with people who saw a doctor is statistically significant at p<.05 level.

Source: Medical Expenditure Panel Survey Household Panels 5-12, 2000-08
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office for their first visit after discharge, less
than one-third of physicians reported hav-
ing access to a hospital discharge summary,
including changes in medication and other
important information.” When summaries
do arrive at the physician’s office in time,
they often are incomplete." Moreover, hos-
pital test results often are not forwarded to
community-based physicians, potentially
leaving physicians and patients unaware of
unresolved medical issues.”

Multiple spheres of policy and practice
need attention to further reduce readmis-
sions and improve coordination across
care settings. Payment policies can moti-
vate hospitals to both improve the quality
of inpatient care and to extend efforts to
improve care beyond hospital walls. The

offering after-hours care. However, most
PCMH initiatives focus on making struc-
tural changes within physician practices
designed to improve care coordination
rather than explicitly improving outcomes
for high-risk, high-cost patients. A logical
next step would be to reward practices that
tailor interventions for high-risk patients
and produce measurable improvements in
patient outcomes, including fewer avoidable
readmissions.

Moreover, many community-based
physicians lack the infrastructure and data
to track high-cost and high-risk patients.”
They also often lack quick and secure ways
to communicate with hospitals to share
information about discharged patients."
Along with providing physician practices

Multiple spheres of policy and practice need attention to

further reduce readmissions and improve coordination across

care settings.

2010 Patient Protection and Affordable
Care Act includes pilot programs for
bundled-payment approaches in Medicare
beginning in 2012. For these programs,
outpatient physician and other post-acute
care are defined as “applicable services,’
which suggest that these initiatives may be
broader in scope than previous bundled-
payment initiatives.” Such programs could
be expanded to include any readmissions,
ensuring that attention is given to efficient
transitions to community-based care after
discharge.

Additionally, the framework of patient-
centered medical home (PCMH) efforts
could be used to increase access to and use
of care in the community after discharge.
Some payers compensate primary care
providers certified as a PCMH to reduce
barriers to follow-up care—for example, by

with health information technology (HIT)
that can help practices identify and moni-
tor care for high-risk patients, the sizable
federal investment in HIT can help ensure
a strong focus on sharing information
between hospitals and community-based
physicians to improve care for high-risk
patients.

Lastly, effective interventions to care
for people with multiple chronic condi-
tions, who account for most hospital read-
missions, are only just emerging.” More
research about how to intervene effectively
to improve care for high-risk patients, par-
ticularly those with multiple serious condi-
tions,” can potentially improve the quality
of care and reduce health care costs by
avoiding costly hospitalizations and avoid-
able readmissions.
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PHYSICIAN VISITS AFTER HOSPITAL DISCHARGE: IMPLICATIONS FOR REDUCING READMISSIONS

SUPPLEMENTARY TABLE

Supplementary Table 1: © Sample Characteristics of Adults Aged 21 and

Older with an Index Hospital Admission

Personal Characteristics

Persons with an Index Admission
(Year 1 of Panel)

Persons with a Readmission
(within 365 days of discharge)

Number in Sample 5,805 1,942
Age (at Index Admission)
21-44 23.8% 16.2%
45-64 35.6 34.6
65-79 272 31.9
80 and over 135 173
Family Income Relafive to Federal Poverty Level (FPL)'
Less than 100% FPL 14.8 18.5
100-199% FPL 239 2.1
200-399% FpL 29.6 285
400% FPL 317 253
Physical Health Status'
Excellent, Very Good 314 19.3
Good 292 26.1
Fair or Poor 39.2 542
Mental Health Status'
Excellent, Very Good 57.0 498
Good 28.2 313
Fair or Poor 14.6 18.5
Any Activity Limitations'
Yes 32.0 457
No 67.9 53.9
Chronic Conditions at Index Discharge’
None 3.2 0.9
One 12.0 6.9
Two 15.9 10.9
Three or More 68.9 81.3

" Income is reported for Year 1 of panel. Health and activity limitations are reported in Round 1.

? As of date of discharge from index admission. Condifions include cancer, chronic pulmonary disease, diabetes, heart disease, rheumatoid arthritis, stroke, and

mental disease and disorders.

Source: Medical Expenditure Panel Survey Household Panels 5-12, 2000-08
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PHYSICIAN VISITS AFTER HOSPITAL DISCHARGE: IMPLICATIONS FOR REDUCING READMISSIONS

This study combines nine years of data from
the 2000 to 2008 Medical Expenditure Panel
Survey Household Component (MEPS-HC), a
nationally representative survey of individuals
and households conducted by the Agency for
Healthcare Research and Quality (AHRQ). The
MEDPS is the most detailed source of health care
spending and utilization information available
for national and regional estimates of the non-
institutionalized, civilian population.

The MEPS-HC is based on an overlapping
panel design, in which data for each panel are
collected for two calendar years. A new panel
of sample households is selected each year.
Each two-year panel consists of five rounds of
interviews for each person and household, con-
ducted at roughly four- to six-month intervals
to improve respondent recall of medical events.
In-person interviews, medical records and bills,
and other memory aids also are used to improve
the accuracy of reporting medical events.

Data are collected on respondent’s demo-
graphic and socioeconomic characteristics,
monthly health insurance status, disability
and health status at each round, access to care,
health care utilization, and payments. Dates of
service, expenditures and sources of payment
for each medical encounter or visit are obtained.
Also, up to three health conditions are reported
for each medical encounter or visit. Each health
condition is assigned a three-digit International
Classification of Disease, Ninth Revision,
(ICD-9) code based on respondents’ verbatim
descriptions. All expenditures are presented
as inflation-adjusted 2008 dollars using the
Personal Health Care Expenditures overall price
index based on MEPS guidelines for pooling
expenditures, available at http://www.meps.ahrq.
gov/mepsweb/about_meps/Price_Index.shtml.
More information on the MEPS data are avail-
able at http://www.meps.ahrq.gov.

Sample

A total of 24,670 hospital inpatient stays were
identified for all persons in the panels for 2000 to
2008. The analysis excluded 3,280 stays for per-
sons aged 20 and younger on Dec. 31 of Year 1 of
each panel. Another 4,213 stays were excluded for
the following reasons: delivery of a baby (3,404),
stay began prior to the first day of Year 1 (n=75),
not an overnight stay (n=1,605), and stays with

a missing admission or discharge date (n=129).
Stays in which the discharge date was the same

as or overlapped with another stay’s admission
date (n=813) were treated as a single stay—for
example, persons discharged from a hospital to

a rehabilitation facility. These exclusion criteria
resulted in a total of 16,364 hospital stays includ-
ed in the analysis. Of these, 6,044 that occurred in

TECHNICAL APPENDIX

Year 1 of each panel were identified as a person’s
first observed or index admission. The analysis
excluded cases that resulted in death during the
index stay or transfer to a facility other than an
acute care hospital (health care or non-health
care) upon discharge (n=223).

Definition of an Unrelated
Readmission

To classify readmissions as “unrelated” to an
index admission, each hospitalization was first
assigned to one or more Major Diagnostic
Categories (MDC) based on the three-digit
ICD-9 codes linked to the stay (up to three
conditions were identified). A readmission was
classified as unrelated to the index admission if
no MDC assigned to the readmission matched
an MDC assigned to the index admission. For
example, if the index admission was assigned
only one MDC of “digestive system” and the
readmission was assigned only to “respiratory
system,” the readmission would be counted as
“unrelated”” Eye, circulatory and kidney MDCs
were counted as related to endocrine to account
for secondary clinical effects of diabetes. This
method provides a conservative estimate of the
number of readmissions that are “unrelated”

Other Published Studies

Estimates of hospital readmissions in this study
are the first to be based on survey data from a
nationally representative sample of the civilian
non-institutionalized population. Both the fre-
quency and duration of hospital stays are based
on individuals’ self-reports, compared to other
studies that are based on Medicare claims or
hospital discharge data.

The advantage of the MEPS is that readmis-
sion rates are representative of the entire U.S.
non-institutionalized population and are not lim-
ited to a single payer. This advantage is important
because persons who change insurance status
between hospitalizations are the most difficult to
capture and track in claims data, and they may
exhibit very different readmission patterns. For
example, the findings in this analysis show that
adults aged 21 to 64 who were insured for only
part of the year reported a 365-day readmission
rate that was about 40 percent lower than persons
insured all year through public sources.

A potential disadvantage of the MEPS com-
pared to claims and medical encounter data
is the reliance on patient recall for both the
frequency and duration of hospital stays, which
could result in errors in readmission estimates.
Reporting error in the MEPS is minimized by
the use of relatively short recall periods (four to
six months per round), in-person interviews,
and the use of medical bills and other memory

aids during the survey interview.

Also, estimates of readmissions in this study
are comparable to other studies based on hos-
pital discharge data that used similarly defined
samples. For example, 30-day readmission rates
for nonelderly Medicaid enrollees were 10.7 per-
cent in a study’' based on hospital discharge data
from the Healthcare Cost and Utilization Project
compared to 11 percent reported in this study.
Readmission rates for nonelderly persons with
private insurance also were similar between the
two studies—about 6-7 percent.

Estimates of 30-day readmission rates for
the Medicare population in this study (8-10%)
are considerably lower than two frequently cited
studies.” Using Medicare claims data, these prior
studies estimated 30-day readmission rates to
be 17.6 percent for Medicare beneficiaries of
all ages, and 19.6 percent for beneficiaries 65
years and older in the fee-for-service system.
The more recent study also estimated a 365-day
readmission rate of 56.1 percent, compared to
39.6 percent based on the MEPS sample.

However, the lower readmission rates in this
study likely reflect in part differences in how the
samples are defined. First, the institutionalized
population is included in the two prior studies
but, by definition, is excluded from the MEPS
sampling frame used for this study. It is likely
that readmission rates for the institutionalized
population—who have more health prob-
lems—are higher than the non-institutionalized
population. Second, the analysis for this study
includes Medicare beneficiaries in managed care
plans, while the two prior studies were restricted
to fee-for-service beneficiaries. Some differences
between the studies in defining index admis-
sions also may account for some of the differ-
ences in readmission rates for the Medicare
population.
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