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An Early Look At A Four-State
Initiative To Reduce Avoidable
Hospital Readmissions

ABSTRACT Launched in 2009, the State Action on Avoidable
Rehospitalizations initiative, known as STAAR, aims to reduce rates of
avoidable rehospitalization in Massachusetts, Michigan, Ohio, and
Washington by mobilizing state-level leadership to improve care
transitions. With the program two years into its four-year cycle, 148
hospitals are working in partnership with more than 500 cross-
continuum team partners. Although there are no publicly available data
on whether the project is achieving its primary goal of reducing
avoidable rehospitalizations, the effort has so far been successful in
aligning numerous complementary initiatives within a state, developing
statewide rehospitalization data reports, and mobilizing a sizable
number of hospitals to work on reducing rehospitalizations. More than
90 percent of participating hospitals have formed teams to routinely
review rehospitalizations with their community-based colleagues.

I
n recent years, policy makers have high-
lighted rehospitalizations as an oppor-
tunity to improve the quality of health
care and reduce costs. The 2007 and
2008 Medicare Payment Advisory Com-

mission reports to Congress pointed to rehospi-
talizations as a marker of poor quality and high
cost. The reports recommended measuring and
reporting disease-specific, risk-adjusted thirty-
day rehospitalization rates, first privately and
then publicly beginning in 2009.1,2

The recommendations also included a pay-
ment policy outline that eventually became part
of Section 3025 of the Affordable Care Act: to
assess a payment penalty on hospitals with
higher-than-expected rates of rehospitalization.
The penalty is to be applied initially to hospitals’
performance on three conditions (heart failure,
heart attack, and pneumonia) and will eventu-
ally include additional medical and surgical
conditions.
These policies signal a recognition that poor

coordination of care between settings is in part a
function of a payment environment that rewards

volume of services rather than the quality of care
over time.3 In the current economic climate es-
pecially, there is a high-priority need to deliver
effective care that optimizes quality, health, and
affordability.4

Fortunately, experience and published evi-
dence suggest that avoidable rehospitalizations
can be reduced,5 but the gap between evidence
and practice is wide.6 Although there are numer-
ous reports of small-scale successes,7 evidence of
sustainable change for organizations or popula-
tions is elusive.
To date, themajority of successful and durable

approaches to reducing rehospitalizations oc-
curred under conditions in which hospitals
had financial incentives to take the necessary
steps. These included cases in which investiga-
tors received direct grant funding, such as that
from the Agency for Healthcare Research and
Quality and the National Institutes of Health;8

financial gain-sharing arrangements, in which
hospitals, payers, andotherswhobenefited from
reduced readmissions split the savings;9 payer-
initiated programs, such as an Aetna pilot;10 and
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a Centers for Medicare and Medicaid Services
subnational demonstration in care transitions;11

or explicit organizational investment in a new
service model, such as hiring new staff to pro-
vide additional education, coordination, and
outreach.12

Unlike many quality improvement objectives,
improving transitions in care and reducing
avoidable rehospitalizations require engaging
providers across organizational and service-line
boundaries. In other words, clinicians in differ-
ent organizations need to collaborate to improve
care. Most quality improvement efforts to date
have been inwardly focused on improving care
within the fourwalls of an organization. Improv-
ing the transition of patient care responsibilities
from one organization and set of providers to
another and thus requires coordination among
providers and organizations that often lack fi-
nancial and information-sharing relationships.
Many of these relationships may be facilitated

by the creationof accountable careorganizations
and financial incentives that reward coordi-
nation.However, inmany instances thepayment
models of tomorrow are not yet a reality.
Anovel step towardcreating an improved envi-

ronment for community-level collaboration is
found in the recently announced Partnership
for Patients,13 and specifically the Community-
Based Care Transitions Program.14 The latter cre-
ates a payment mechanism to encourage hospi-
tals and community-based providers to form
relationships, understand their shared patient
population, explore the breakdowns in care in
their community, and implement complemen-
tary improvements in each setting of care. This
new program offers not only a new payment
mechanism, but also a specific platform to
encourage new partnerships to reduce rehospi-
talizations at the community level.
The model described here was implemented

twoyears ago in three states; a fourth state,Ohio,
joined the initiative one year ago. The goal of the
state-action component of the initiative was to
form community and regional relationships
among providers so that they could more effec-
tively share the care of patients over time and
across settings.

The STAAR Initiative
The State Action on Avoidable Rehospitaliza-
tions (STAAR) initiative is a project of the Insti-
tute forHealthcare Improvement, supportedbya
grant from the Commonwealth Fund. The re-
sources from the grant support the institute’s
activities in three states—Massachusetts, Mich-
igan, andWashington; Ohio joined the initiative
in 2010 as a self-funded participant.

The explicit aim of the initiative is to reduce
rehospitalizations by stimulating action state-
wide. The state, rather than an individual setting
of care, is the entity of interest. To achieve this
aim, the initiative focuses on two primary units
of intervention: hospital-based “cross-contin-
uum teams” (hospitals partnering with home
health agencies, nursing facilities, office practic-
es, community-based support services, and pa-
tients); andmultistakeholder state-level steering
committees comprising hospital associations,
government payers, private payers, state govern-
ments, provider organizations, employers, busi-
ness groups, and nonprofits (Exhibit 1). These
committees coordinate and align complemen-
tary programs across the state, identify and mit-
igate systemic barriers, and promote a common
framing of the issues through provider and
stakeholder networks.15

The initiative is two years into its four-year
cycle. This report is an interim description of
four states’ experience.

STAAR ‘Cross-Continuum Teams’
In the first two years of the program, the primary
focus of quality improvement technical assis-
tance was on hospitals. Hospitals participating
in the initiative are expected to form a cross-
continuum team.This teamconsists of a hospital
and those providers and community agencies
with which the hospital frequently shares pa-
tients. Each hospital is asked to partner the
“senders” (usually hospital providers), the
“receivers” (usually nursing facilities or commu-
nity-based care providers), and patient and fam-
ily representatives to collaborate in improving
communication and coordination at points of
transition from the hospital to the next setting
of care.
In addition, hospitals and cross-continuum

teams are asked to perform the following pre-
requisite analyses as the basis for commencing
their quality improvement efforts. First, they
must collect data for all-cause thirty-day readmis-
sion rates. Second, they must perform chart re-
views and interviews of five recently readmitted
patients to identify—from the perspectives of
patients, families, and other care providers—
opportunities to improve transitions.16

The STAAR methodology recommends that
hospitals and cross-continuum teams collabo-
rate to implement the following recommenda-
tions to improve the transition between care set-
tings: perform a comprehensive assessment of
patients; improve patient education and provide
clear and updated communication to patients
and their caregivers; communicate essential in-
formation to the receiving provider at the timeof
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discharge; and ensure timely follow-up.17

There is alignment among these four recom-
mendations andotherkey research and improve-
ment initiatives that aim to improve the dis-
charge process in hospitals.8,18,19 Of note, the
intent of the quality improvement technical as-
sistance provided by the initiative is to support
local adaptation of these broad recommenda-
tions to achieve improvements in a wide range
of settings.
Results of the quality improvement program

will be reported at the conclusion of the initiative
in 2013. During the first two years of the initia-
tive, 148 hospitals and more than 500 cross-
continuum team partners in four states were
participating in the quality improvement
program.

STAAR State-Level Steering
Committees
The second component of the initiative is to pro-
vide targeted technical assistance to state steer-
ing committees in Massachusetts, Michigan,
Washington, and Ohio. A small number of or-
ganizations assume voluntary leadership
responsibility for the initiative in each state.
Common characteristics of the state leaders

are that they recognize the need for change;
are willing to devote time to leading the effort
in their state; are able to identify and convene
state-level steering committees to support the
work of the initiative; and are able to help recruit

and support hospitals and other providers. In all
cases, a state’s hospital association is a state
leader. Exhibit 1 describes the composition of
steering committees in each state.
In the first year of the initiative, the primary

objectives of the steering committees were to
develop a shared understanding of the issues
around rehospitalizations, inventory local proj-
ects involved in improving care transitions, and
develop a strategic plan for the initiative in each
state. As withmany coalition-based efforts, lead-
ers learned that care was required to establish a
shared understanding of the issues, understand
partners’ motivations for participation, identify
resources offered by each partner, establish trust
and clear communication, and expand partner-
ships when needed to take advantage of each
region’s unique resources.
As the initiative evolved in the second year, the

state leaders expended additional effort to en-
sure the success of the quality improvement
project, capture and analyze the insights from
those teams, and sustain or expandparticipation
in the project.

Unique Features In Each State
Massachusetts Massachusetts has an active
grassroots, voluntary coalition of providers,
payers, associations, consumer advocates, and
others interested in improving transitions in
care across the state. The Massachusetts Care
Transitions Forum was established in 2008 and

Exhibit 1

STAAR Initiative Steering Committee Composition

Type of participant State

Hospital association MA, MI, WA, OH
Skilled nursing facility/nursing home/long-term care associations MA, MI, WA, OH
Large group practices/integrated system MA, MI, WA, OH

Department of Public Health, Health and Human Services, or governor’s office MA, MI, WA, OH
Academic medical center MA, MI, WA, OH
Elder services, Administration on Aging MA, MI, WA

Association of health plans/commercial payers MA, MI, WA
Medical or osteopathic association MA, MI, WA
Nonprofit quality, data, policy, or business coalitions on health MA, WA, OH

Quality improvement organization MI, WA
Visiting nurse/home health association MA, MI
Medicaid MI, WA

Health Care Quality and Cost Council MA, OH
Consumer advocacy organization MA
State auditor’s office MA

Hospice and palliative care association MI
Department of Insurance OH
Industry or pharmaceutical company OH

SOURCE Authors’ analysis. NOTES States involved are Massachusetts (MA), Michigan (MI), Washington (WA), and Ohio (OH). STAAR is
State Action on Avoidable Rehospitalizations.
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meets quarterly. The forum’s steering committee
is also the steering committee for the STAAR
initiative in Massachusetts, and the leadership
of the Care Transitions Forum reports on care
transitions programs in Massachusetts to the
Patient Safety Subcommittee of the Massachu-
setts Healthcare Quality and Cost Council.
State leaders of the initiative are volunteers

from theMassachusetts Coalition for the Preven-
tion of Medical Errors, the Massachusetts De-
partment of Public Health Bureau of Health Care
Safety and Quality, the Massachusetts Medical
Society, and the Massachusetts Hospital Associ-
ation. In addition, the senior health policy
adviser to the secretary of health served as an
ad hoc member of the leadership team.
A unique achievement of the initiative in Mas-

sachusetts is the close alignmentof allmajor care
transitions projects in the state. These include
the multipayer medical home demonstration for
office practices, the Interventions to Reduce
Acute Care Transfers (INTERACT) quality im-
provement program for nursing facilities,20 the
Medical Orders for Life-Sustaining Treatment
(MOLST) pilot project,21 and care transitions
coaching services and linkage to community
services provided by the state network of aging
service organizations.22

More than 300 organizations were engaged in
complementaryprograms inMassachusetts as of
January 2011 (Exhibit 2). Amap of the providers
involved in these efforts across Massachusetts

has been a valuable communications and stra-
tegic tool.23 For example, Massachusetts was re-
cently awarded a grant from the Office of the
National Coordinator for State Health Policy to
develop an electronic universal transfer form,
which is currently in a pilot-testing phase. The
national grant was awarded in part because of
the large numbers of providers in all settings
who are actively engaged in and working collab-
oratively on improving care transitions in the
state, as represented on this map.23,24

Michigan The Michigan initiative, called MI
STA*AR, is led by a partnership between the
Michigan Health and Hospital Association’s
Keystone Center for Patient Safety and Quality
and the Michigan Peer Review Organization,
Michigan’s quality improvement organization.
Each of these organizations has experience run-
ning large-scale quality improvement programs
and extensive relationships with hospitals and
community-based providers. The MI STA*AR
steering committee consists of executive leaders
of all major payers, including Medicaid, state
provider associations, area agencies on aging,
employers, health systems, and others, and it
meets at least semiannually.
STAAR efforts in Michigan have been particu-

larly notable for launching a series of innovative
efforts to mobilize providers and community
members to reduce barriers, improve care, and
improve communication in multiple care set-
tings. For example, cross-continuum teams in

Exhibit 2

Portfolio Of Efforts To Improve Care Transitions In Massachusetts

Participant Participation in care transitions Number

Cross-continuum partners Each hospital in STAAR partners with a self-determined number of
community-based providers

> 200

INTERACT Skilled nursing facility– and nursing home–focused quality improvement
project

> 100

MOLST Office practices, hospitals, emergency medical services agencies pilot to
clarify end-of-life care preferences

7

Community Care Linkages Program to better link community-based services and supports with health
care providers

27

Administration on Aging Community-based care transition coaches trained through grants from the
Administration on Aging

113

Multipayer medical home Multipayer-supported medical home transformation sites 46

Care Transitions Forum Coalition of providers; payers; purchasers; academics; and information
technology, professional, and public-sector leaders

> 125

Care Transitions Forum
Steering Committee

Coordinating body of public- and private-sector leaders across the state 35

Total number of
organizations engaged

>300

SOURCE Authors’ analysis. NOTES Numbers in far right column do not add to total given overlap between categories; total count is a
manual count of organizations, without duplication. STAAR is State Action on Avoidable Rehospitalizations. INTERACT is Interventions
to Reduce Acute Care Transfers. MOLST is Medical Orders for Life-Sustaining Treatment.
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Michigan determined that they needed to de-
velop a standardized information transition
form that would be useful for improving care
transitions between settings, and thus launched
the Ticket to Ride project to develop and test
such a form.
In addition, MI STA*AR leaders created the

Detroit Community Action to Reduce Rehospi-
talizations. Participants are a broad cross-sec-
tion of local and state leaders—including those
from hospitals, postacute care facilities, emer-
gency medical services, the City of Detroit, the
Greater Detroit Health Council, the Area Agency
on Aging, homeless shelters, faith-based organ-
izations, and large employers—all of whom seek
to identify and mitigate the clinical, social, and
economic barriers to breaking the cycle of re-
peated hospitalizations in a community with
high rates of poverty, homelessness, and un-
employment.
Washington The Washington State Hospital

Association’s Reducing Readmissions steering
committee comprises representatives from the
state hospital association, each of the major
payers, hospitals, skilled nursing facilities, am-
bulatory care settings, the quality improvement
organization, the Puget Sound Health Alliance,
the pharmacy association, the medical associa-
tion, and various other stakeholders.
The Washington steering committee has

implemented a standardized discharge commu-
nication tool in cooperation with the quality im-
provement organization, hospitals, and commu-
nity health care providers. Washington also
credits its participation in the STAAR initiative
with greatly expanding the use of the Physician
Orders for Life Sustaining Treatment (POLST)
form, a standard form used to ensure that a per-
son’s wishes regarding life-sustaining treat-
ments are known, communicated, and honored
across care settings. The form was developed
jointly by the Washington State Medical Associ-
ation and the Washington State Hospital Asso-
ciation.25

During the first two years of the initiative in
Washington, public-sector leadership launched
a multipayer medical home demonstration
project. STAAR worked to align and integrate
with the complementary priorities and goals of
that project by contributing to the care transi-
tion–related provisions in the project and by
presenting the initiative’s recommendations
for improving care transitions to all medical
home project participants.
Ohio In July 2010 Ohio joined the STAAR ini-

tiative with funds that were allocated through a
public-private partnership among theQuality In-
stitute of Ohio, the Ohio Health Care Coverage
and Quality Council, and the Ohio Hospital As-

sociation. In November 2010 the public-sector
leadership partners changed following the elec-
tion of a newgovernor. Although funding for the
initiative was preserved, the state leadership
team has been in transition. For this reason,
Ohio STAAR has focused primarily on optimiz-
ing participation in the quality improvement
work at the hospital and community levels.
Unlike hospitals in the other states where the

initiative is under way, participating Ohio hos-
pitals contribute to the state funding model but
are offered an opportunity to have a portion of
their contribution refunded contingent upon ad-
hering to the initiative’s core methodology. This
funding model has proved successful in encour-
aging the participation of hospitals; notably, we
have observed a 50 percent higher on-time re-
porting rate than in hospitals from the grant-
funded states. This arrangement may serve as
a useful template for leaders considering similar
efforts.

Common Issues Across All States
Address Systemic Barriers In addition to
identifying and coordinating complementary ef-
forts in a geographic area, the STAAR initiative
provided a resource base for mobilizing techni-
cal assistance to address common issues across
all states. In the first two years we focused on the
following needs:15 obtaining the best available
statewide data on rehospitalizations; under-
standing the financial impact of reducing re-
hospitalizations; and aligning incentives to im-
prove care transitions.
Obtain The Best Available Data In Massa-

chusetts, STAAR leaders participated in a steer-
ing committee of the Division of Health Care
Finance and Policy charged with assessing the
usefulness of a specific rehospitalization mea-
sure for the purpose of publicly reporting re-
hospitalization rates. In the course of participat-
ing on the committee, the STAAR initiative
mobilized additional technical assistance to per-
form a comparative analysis of three major re-
hospitalization measurement systems, includ-
ing their implications for clinical practice and
policy makers.
Following eighteen months of deliberation,

the committee determined that the limitations
of each measurement system were too great to
proceed with public reporting of rehospitaliza-
tion rates until the measures were improved.
The Division of Health Care Finance and Policy
has moved forward with providing state- and
hospital-specific rehospitalization reports to
hospitals on a confidential basis.
In Michigan, a voluntary partnership among

all governmental and several local payers to
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produce “best available” statewide rehospitaliza-
tion data represents a unique example of how
state-level leaders can create novel solutions
without mandates. The partnership, spear-
headed by the Michigan Peer Review Organiza-
tion, has established common measurement
specifications and has produced an aggregated,
statewide report that represents more than
90 percent of the covered lives in Michigan.
The reports were pilot-tested with a sample of

MI STA*AR hospitals before being distributed
widely. The unique benefit of these data is that
they include patients who were discharged from
one hospital and readmitted to a different hos-
pital. This is a major asset of payer-based, as
opposed to hospital, data sets.
As a result of STAAR technical assistance, the

Washington State Hospital Association, in col-
laboration with the Washington State Depart-
ment ofHealth, has developedandnowregularly
provides hospitals with statewide all-cause, all-
payer rehospitalization reports. The department
collects the deidentified data, and the hospital
association creates the reports. The reports are
available every six months and report data that
are approximately ten months old. The all-payer
rehospitalization performance data have stimu-
lated considerable engagement in the issue
among hospitals.
One important achievement of the effort to

obtain best-available statewide rehospitalization
data has been the adoption of a standard defini-
tion for rehospitalization in these states. The
population-based rehospitalization reports in
the three states enable hospitals and community
care settings to analyze utilization in a commu-
nity, in addition to that of an individual hospital.
These state reports thus provide important in-

formation germane to improving the care of pa-
tients across settings. Research shows that
25 percent of Medicare rehospitalizations are
to another hospital,26 and section 3025 of the
Affordable Care Act holds hospitals accountable
for all rehospitalizations within thirty days of
discharge, whether or not the rehospitalization
occurred at another hospital.

Understand The Financial Impact On Hos-
pitals Shortly after the initial enrollment of hos-
pitals in the quality improvement collaborative,
leaders of the STAAR initiative inquired of a
number of hospital finance officers what the an-
ticipated financial impact of success in the ini-
tiative—a 30 percent reduction in rehospitaliza-
tions—would be for their institutions. It was
quickly determined that the financial impact of
reducing rehospitalizations in the current pay-
ment environment remained largely unexam-
ined, even for hospitals committed to and ac-
tively working on reducing rehospitalizations.

A number of peer-reviewed publications re-
port cost savings for interventions to improve
care transitions and reduce rehospitalizations.
However, savings are calculated from a societal
or payer perspective, not a hospital perspective.
Althoughnumerous initiatives across theUnited
States have been locally successful in reducing
avoidable rehospitalizations,most have yet to be
sustained or spread. Many successful pilot or
grant-funded projects infuse resources into im-
proved service delivery to demonstrate efficacy
while reducing inpatient volume. Understand-
ing the investments required for hospitals to
routinely deliver improved care is essential to
achieve durable change.
STAAR partnered with sixteen financial offi-

cers to further explore the costs and revenues
associated with rehospitalizations in their insti-
tutions. From these case examples, STAAR de-
veloped an instrument to facilitate and encour-
age hospital finance officers to analyze this
information. Although more than 1,100 people
attended a STAAR webinar reporting the results
of this exercise,27 many hospitals in STAAR have
not routinely performed this financial analysis.
In a rapidly changing payment environment,
understanding the current financial profile of
rehospitalizations and evaluating the financial
impact of reducing rehospitalizations is essen-
tial to the sustainability of rehospitalization re-
duction initiatives.
Align Incentives To Improve Transitions

Following the first year of the STAAR initiative,
hospitals and cross-continuum teams were sur-
veyed regarding their perceptions of payment
policy or other financial barriers to improving
care transitions and reducing rehospitaliza-
tions. Providers reported the following as bar-
riers to their efforts to reduce rehospitalizations:
the cost of copayments for medications and fol-
low-up visits; lack of coverage for home health
services if patients did not meet Medicare’s
“home-bound” requirements; lack of reimburse-
ment for transitional care services, such as post-
discharge phone calls, coaches, and dedicated
clinicians; lack of standardization and co-
ordination among payer-based care manage-
ment services; and lack of data collected over
time, to document use across settings. These in-
sightswere presented to groups of payers in each
state to explore whether small pilot tests or pol-
icy changes might be warranted.
In Massachusetts, Blue Cross and Blue Shield

of Massachusetts created a voluntary pay-for-
participation quality program based on the rec-
ommendations in the STAAR model, to review
readmission data and form a cross-continuum
team to work on improving care transitions. In
addition, Health New England agreed to tempo-
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rarily waive copayments for follow-up office vis-
its to test whether this positively influenced fol-
low-up rates and averted hospitalizations for
people with financial needs.28 Baystate Medical
Center, in Springfield, Massachusetts, funded a
small pilot to provide a postdischarge home
health visit for its self-insuredpopulation at high
risk of readmission, even if patients did notmeet
the Medicare criteria for such a home health
visit.29

In Washington State, recent legislation re-
quired the development of a Medicaid quality
incentive program. As a result of Washington’s
participation in the STAAR initiative and the ad-
vocacy of the STAAR state leadership there, two
of the four proposed quality targets relate to
improving care transitions and reducing avoid-
able rehospitalizations: improving discharge
information and implementing “teach back,” a
clinician communication protocol that affirms
that the patient is able to articulate vital condi-
tion-specific information;30 and establishing a
plan to reduce avoidable emergency department
visits. Washington is the first state to have a
Medicaid quality incentive program for perfor-
mance relating to transitions in care and avoid-
able hospitalizations.

Discussion
The STAAR initiative aims to reduce rehospital-
ization rates in states by mobilizing state-level
leadership to improve transitions in care. This
effort has resulted in 148 hospitals working in
partnership with more than 500 community-
based organizations across four states.
Technical assistance provided by STAAR has

facilitated insights and solutions to common
challenges, including obtaining statewide re-
hospitalization data reports, understanding
the financial impact of rehospitalizations on
hospitals, and aligning incentives for change.
The STAAR initiative has specifically fostered

collaboration with related care transition pro-
gramswithin states. Exhibit 3 highlights specific
accomplishments of the steering committees’
efforts in each state to date.
Unexpected Results An unexpected positive

result of the initiative is theuniversal adoptionof
the recommendation to establish a cross-
continuum team. Prior to enrolling in STAAR,
none of the hospitals had established a mecha-
nism for routinely reviewing rehospitalization
events with their community-based colleagues.
Now, more than 90 percent of hospitals part-
icipating in STAAR have formed cross-con-
tinuum teams.
Some of these teams are composed of just four

organizations, althoughone teamhasmore than

eighty participants and holds its meetings at a
community meeting hall, as opposed to the hos-
pital. This level of adherence to a single recom-
mendation in a voluntary program is suggestive
of a strategy that is valuable and relevant across
many communities.
An additional unanticipated result of the

STAAR initiative has been the ability to closely
partner the project with other complementary
care transition efforts in a state and thereby cre-
ate greater visibility and greater momentum for
expanding not only STAAR, but the other proj-
ects as well. The interest in and expansion of
STAAR and INTERACT, the nursing home qual-
ity improvement effort in Massachusetts, is one
such example.
Nursing homes and skilled nursing facilities

on cross-continuum teams recognized that the
INTERACT protocol could be implemented in
their settings to contribute to the jointly shared
aim of reducing avoidable rehospitalizations.
One benefit of the emergence and adoption of
complementary quality improvement methods
such as STAAR and INTERACT is that different
settings of care have specific tools to apply to
improve processes within their own settings,
even as they work to improve communication
between settings. Leaders of statewide improve-
ment programs may increasingly need to con-
sider how to balance the benefits of strict adher-
ence to an attributable methodology with the
potential benefits of exercising agility in adapt-
ing to and participating in complementary, ad
hoc partnerships.
Finally, the results of the first two years of state

action in STAAR suggest that technical assis-
tance resources can be a great asset to states’
efforts to improve the health care delivery sys-
tem. Although specific solutions may differ by
state, common challenges exist, so technical as-
sistance can be a shared resource across states.
Limitations There are several limitations of

the approach in STAAR and our results to date.
First, in providing coordinated technical assis-
tance to a large number of provider and commu-
nity organizations across a state, there are nec-
essarily fewer resources available to support
activity in any individual care setting. This is
in contrast to other national models to reduce
rehospitalizations,whichprovide directmentor-
ship at the level of the individual institution.18

Second, although a great deal of attention was
devoted to developing statewide rehospitaliza-
tion data, the data are just now available and
not yet actively used to guide strategy or imple-
mentation in local communities. This has not
prevented teams from working across settings;
they have simply done so in the absence of
population-based data.
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Third, STAAR was designed to work with and
maximize the influences of policy signals and
concurrent complementary projects. It was not
designed to be evaluated in isolation from these
confounding factors.

Recommendations Based on our experience
of conducting this work in four states, we offer
the following recommendations for policy mak-
ers, providers, and leaders or funders of similar
efforts. First, efforts to reduce rehospitalizations
must go beyond the walls of the hospital.
Although hospitals will be solely accountable
for payment penalties for thirty-day rehospitali-
zation rates under the Affordable Care Act, they
will not be able to reduce these rates sustainably
without the explicit partnership of community-
based providers. Many payment and policy sig-
nals reinforce this concept.13,31–33

Second, state leaders who are setting health
care quality and cost improvement aims that
span multiple settings of care—such as reducing
rehospitalizations, reducing avoidable emer-

gency department visits, or improving medica-
tion reconciliation—should consider forming a
state-level, multistakeholder entity that can
ignite action, generatemomentum, and leverage
networks to increase interest in and visibility of a
common aim. The state as a unit of action is
increasingly a relevant focus, especially as
Medicaid agencies, state health exchanges,
and state governments seek to innovate in the
face of risinghealth care spending and shrinking
state budgets.
Finally, incentives and updated payment pol-

icies are needed to support the investment re-
quired to deliver coordinated care across set-
tings. The Community-Based Care Transitions
Program13 will be a very important payment
mechanism for facilitating these activities for
fee-for-service Medicare patients. Other payers
should consider developing similar programs to
support these improvements as the new stan-
dard of care. ▪
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