
UCLA Health is a leader in quality and 
safety among U.S. health systems. 
Review of our performance revealed 
an opportunity for UCLA Health to 
reduce unplanned readmissions by 
improving core discharge planning 
and post-acute care transition. The 
Readmissions Reduction Committee — 
a multidisciplinary team chaired by  
Dr. Michelle Bholat and Mary Noli-
Pilkington, RN — was commissioned 
to study UCLA Health readmissions 
data and craft a strategy to effectively 
reduce their incidence. Tactics 
employed by the team have improved 
transitions and care coordination at 
the interfaces between care settings, 
education, and support for patient self-
management. These standards of care 
and practice parameters are being 
used to gauge how well UCLA Health 
provides quality care to its patients. 
The lessons learned have broadened 
our understanding of factors that 
contribute to readmissions and the 
steps we can take to ensure that our 
patients successfully transition home.
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Lesson 1: Align efforts throughout the care continuum — In 2017, the 
Readmissions Reduction Steering Committee (RRSC) reassembled to include 
leaders from across the care continuum. They oversee three focus groups: Outpatient 
Optimization, Patient Readiness for Discharge and Transition of Care. Members of 
these groups are working collaboratively to improve the overall quality of care to our 
patients. The RRSC assists the focus groups by monitoring their accomplishments 
and addressing barriers to reduced admissions. 

Lesson 2: Leverage data to determine the root causes of readmission — Using 
the health care analytics tool Tableau allows UCLA staff to gain insights from 
readmission data that would not otherwise be readily available. With UCLA 
readmission-reduction efforts going beyond the “Medicare penalty” conditions, 
Tableau enables us to sort our data by a number of variables and extract information 
within minutes to help us better understand readmissions. Prior to our use of 
Tableau, this type of drill-down would have taken days.

Our thanks to the Quality Informatics & Analytics (QIA) team that has done an 
exceptional job in porting the readmission data into Tableau. Data analytics serve  
as the “true north” in measuring reductions in unplanned 30-day readmissions.

Lesson 3: Evaluate and prioritize strategies — Because the majority of our care is 
delivered in the outpatient setting, outpatient optimization is critical to decreasing 
unplanned readmissions and improving the health of our patient population.

The Outpatient Optimization focus group has identified strategies including the use 
of LACE+ and other tools to identify high-risk patients for the outpatient Extensivist 

30-day unplanned readmissions dropped 
due to intensive care transitions work 
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Clinic, a Department of Medicine 
clinic providing interdisciplinary 
care for patients requiring intensive 
outpatient services. They also track care 
coordination touch-points to increase 
Comprehensive Care Coordinators’ 
(CCC) involvement with high-risk 
patients, especially within 30 days of 
discharge. Finally, in partnership with 
the Patient Readiness for Discharge 
focus group, they have increased efforts  
to engage patients admitted to the 
hospital for fewer than 48 hours, helping  
to better connect these patients with the 
appropriate outpatient resources.

Lesson 4: Effectively engage care 
teams, patients and caregivers —
Throughout this process, the Patient 
Readiness for Discharge focus group 
has been investigating the reasons 
for readmissions. The health system’s 
number-one reason for readmission 
is sepsis. Based on a review of 
readmissions conducted in May of this 

year, we have identified three priorities 
for next year: early recognition for 
palliative care consults, involving the 
pharmacist in patient education on 
discharge medications, and RN/MD 
rounding. Initial efforts are under way 
in each of the three categories.

Lesson 5: Collaborate with post-acute 
care providers — UCLA’s partnerships 
with external health care partners/
providers have been instrumental 
in successfully transitioning UCLA 
patients to post-acute care facilities. 
This past year, one of the Transitions of 
Care focus group highlights was adding 
readmission risk based on LACE+ score 
to all transfer forms in CareConnect.

Patient readmission risk is now 
included in all UCLA referrals to 
post-acute providers to ensure safe 
transitions. The Transition of Care focus 
group continues to provide education to 
post-acute partners regarding LACE+ 
and BOOST, establishing standardized 
interventions for each risk condition. 

“ Readmission rates are 

directly tied to our quality 

ranking and our bottom 

line. More importantly, 

readmissions signal  

system failures on how  

we communicate, educate 

and ultimately provide  

care to our patients.” 

— Dr. Michelle BholatLeft to right: Alaa Badawy, Brian Zunner-Keating, Jerome Crawford, Patricia Alberto, Dr. Sun Yoo,  
Dr. Michelle Bholat, Mary Noli-Pilkington, Joy Laguardia, Darcie Miller, Dr. Erin Dowling, Dr. Roger Lee. 
Not pictured: Betsy Cray, David Bailey, Karen Grimley, and Sherry Watson-Lawler.
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“ When I see an uptick in readmissions, I am able to drill down  

within minutes to identify opportunities to improve outcomes.” 

— Sherry Watson-Lawler 


