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Abstract 
Background: Outcome quality metrics are used to guide improvement efforts and support decision‑making regarding patient care and resource management. These metrics are only useful when their purpose is clearly defined, and are applied appropriately. Readmission rates after vascular surgery exemplify the promise and pitfalls of outcome measurement. This narrative review aims to synthesize the intended role, challenges, limitations, and opportunities for future directions of readmissions as outcome metric in vascular surgery.
Findings: Readmission rates present singular challenges when they try to distinguish between planned vs. unplanned, preventable vs. unpreventable, related vs. unrelated events, choosing time horizons (30 vs. 90 days), and account for care fragmentation. Efforts to algorithmically exclude planned readmissions reduce misclassification yet remain imperfect. Programs such as the Hospital Readmissions Reduction Program, while well‑intentioned, have sometimes conducted to unintended consequences such as avoidance of high‑risk patients and delayed readmissions. Practice changes in statins, antiplatelets, and chlorhexidine use have improved through the Vascular Quality Initiative, but there has not been clear evidence of an improving trend in readmission rates over time. Factors outside provider’s control like social determinants of health (SDOH) influence readmissions, yet risk adjustment incompletely captures these factors. 
Implications: Standardizing definitions and observation windows, reporting readmission rates transparently (with stated purposes), and including SDOH risk adjustment will help us to perform valid comparisons, and targeted improvement can be performed. Stakeholders should adopt shared accountability across the entire episode of care. If they leverage AI judiciously, it can reduce documentation burden and improve data collection quality, while guarding against bias.
Conclusions: Readmission rates have the potential to be a useful outcome metric when implemented properly and with contextualized risk adjustment. With coordinated action across planning, coding, data collection, reporting, and improvement, readmission measurement in vascular‑surgery can evolve from static reporting to a dynamic instrument for better patient outcomes.


Introduction
We see quality metrics every day. They help us figure out how programs are working to make them better and promote accountability in health care delivery settings.1 One example is the Center for Medicare & Medicaid Services (CMS) Hospital Value-Based Purchasing (VBP) Program, which attempts to link CMS payments to hospital quality rather than volume of care. This approach is more sensible than considering only quantity. It incentivizes hospitals when they improve the quality of care they provide.2 These metrics can be helpful in many ways. They can inform practitioners’ decisions, shape payment and policy choices, and even help patients figure out where to go to seek care.3 It is crucial to choose these metrics wisely since getting them wrong could have potentially adverse unintended consequences on hospitals, providers, and patients.
Beyond conceptual considerations, the implementation of quality measures introduces a substantial operational burden. For example, documenting quality indicator data takes an average of 35 minutes per day for physicians, and even longer for nurses, with estimates of up to 60 minutes daily.4 These time demands point to a larger issue in quality measurement systems: the trade-off between accountability and feasibility. If providers prioritize documenting quality indicator data over paying attention to patients’ needs, the intended goals of quality measurement may be undermined. The processes of defining, collecting, and interpreting outcome data needs human and technical resources with ongoing evaluation to ensure clinical goals and patient needs are aligned.
Quality metrics fall into three categories: structural, process, and outcome measures.1 Structural metrics refer to the foundational elements of a healthcare system (physical infrastructure, human and technological resources) that make care delivery possible. This is the foundation that supports the actual care being delivered. A way to think about this is as the backbone of any healthcare system. We can’t have care, without a setup. Accrediting bodies like The Joint Commission and health systems use this to see if hospitals are ready to work in full capacity.5 Process metrics help organizations assess whether their clinical protocols are being followed or not.1 Institutions, like the CMS, through Hospital Care Compare, use this type of quality metric to monitor adherence to guidelines.2,6 One frequent example could be whether providers order hemoglobin A1c (HbA1c) for diabetic patients to track their disease. Although different factors can influence whether ultimately the patient gets it or not, if the provider made the request, this means they will likely get a good process measure score. In simple words, process metrics assess provider’s action (ordering the test), not the HbA1c value itself. However, this doesn’t inform about whether the patient is doing well or not. When it comes to measuring the quality of care, outcome metrics are what really matter. These metrics look at the end results of treatment, for example if  patients develop complications, die or need to be readmitted to the hospital.1 
It is important to distinguish between intermediate and ultimate outcomes, since the way they evaluate performance differ. According to the Measures Management System (MMS), intermediate outcomes capture short-term improvements after interventions that are expected to lead to the ultimate outcomes.7 The main limitation of intermediate outcomes might be how patients interpret them. Going back to the HbA1c level, as previously noted, getting an A1c level is a process measure.  The value of the A1c level is an intermediate outcome measure, since the value correlates with the likelihood of diabetic outcomes. However, many patients don’t see the relevance of reaching an optimal level of a laboratory marker (e.g., HbA1c). Their priority is to achieve ultimate outcomes such as complete recovery from illnesses and avoidance of complications and premature mortality. 
Assessing healthcare quality based only on intermediate or ultimate outcomes, without taking into account process measures, can also lead to unintended consequences.8 Providers can be unfairly judged as delivering poor quality health services, when in fact, they might be following evidence-based procedures that have not produced measurable results because of an insufficient time horizon or other factors.3,8,9 
Beyond performance evaluation, outcome metrics are also used by payers to design value-based reimbursement models and by patients seeking transparency in provider performance.2,6 Yet, outcome measures can be influenced by underlying patient complexity, often beyond provider control, highlighting the need for robust risk adjustment methods.10–12 The term ‘beyond provider control’ does not intend to excuse providers of responsibility for patient outcomes; instead it highlights that multiple external factors also contribute to the equation behind these metrics. This concept is relative and fluid. For instance, changing a patient’s socioeconomic status is clearly beyond provider control, but changing nuances of care in response to the patient’s socioeconomic status is not. 
It is worth highlighting that external factors might also influence outcome metrics whereas process metrics are based on the direct action of the provider. Empathy, patient-centered communication, and trust are significantly linked to patients’ perception of quality care, which in turn are associated with clinical outcomes and treatment adherence.13,14 These can indirectly impact intermediate and ultimate outcomes. For example, if a patient doesn’t trust their care provider, it is very likely that they won’t follow the provider’s instructions, and this will impact ultimate outcomes. Consequently, this patient would rate the provider as offering poor quality care and this would affect adversely objective outcomes.
Despite their widespread use, the question remains: how can outcome measurement best be used to improve care? While there is evidence that suggests improvement when tracking outcomes,15 we can still find important challenges and limitations. Outcome metrics have long time horizons, which make them hard to track in real time and less timely actionable. Concerns related to data accuracy, unintended consequences, and disparities in resources further complicate their real-world impact.8,9 Hospital readmission rates after vascular surgery exemplify this, as this measure has special characteristics that make it particularly challenging. For that reason, this paper aims to explore the intentions, challenges, limitations, and future directions of outcome metrics, and particularly, hospital readmission rates after vascular surgery as a case study.
The Intended Role and benefits of Outcome Quality Metrics in Healthcare
In general, quality metrics gain meaningful value only when they have defined purposes and match those intended applications. This applies to outcome metrics, which not only stimulate quality improvement (QI) projects, but also function as payment strategy tools and policy direction guidance.16 
The Hospital Readmissions Reduction Program (HRRP) is a well-intentioned initiative that intended to improve discharge planning and reduce preventable readmissions. However, its implementation has led to unintended consequences.17 For example, hospitals and providers responded by avoiding high-risk patients, delaying readmissions beyond 30 days post-discharge, or extending emergency department observation periods to have lower readmission rates and avoid penalties.17 
This probably unexpected behavior highlights an important issue between fairness and accountability in quality measurement. If the balance is broken, well-intentioned programs might end up working against their initial goals. This may impact patients, providers, and healthcare systems, creating a cycle in which none of them achieve their desired outcomes. Hospitals which fail to receive incentive payments, because of poor performance due to misused quality metrics, will not obtain the necessary resources needed for quality improvement.8,9,17 Providers who receive penalties from misinterpreted quality measures may choose to avoid caring for the most challenging patients. Patients may also come to inappropriate conclusions about provider’s quality due to these factors. Establishing explicit goals, ensuring appropriate risk adjustment, and aligning incentives across continuum care are essential steps to prevent misinterpretation, maintain trust, and support improvement, avoiding this cycle from starting again. 
Challenges and limitations of hospital readmissions as an outcome quality metric 
Hospital readmission rates are a commonly used quality outcome measure, but their interpretation and application continue to present difficulties. A patient's return for hospital admission after discharge counts as hospital readmission with the typical 30-day period being the most common measure.18,19 The 30-day timeframe serves as the default quality metric standard in U.S. Medicare policies and international quality assessments because it detects adverse events that relate to the quality of care delivered during the index hospitalization, with a particular focus on the discharge process and immediate post-hospitalization follow up. 
Some of the complexities around hospital readmissions include whether and if so how to distinguish between planned and unplanned readmissions, preventable and unpreventable readmissions, related and unrelated readmissions, readmissions to the same hospital and any hospital, and defining the appropriate time frame for measuring readmissions. Additionally, the process of identifying predictive factors together with clinical and sociodemographic risk adjustment factors adds another layer to the challenges. (Figure 1)
Quality assessment and accountability determination requires the differentiation between planned and unplanned readmissions. Unplanned readmissions are more likely to include preventable readmissions while planned readmissions generally do not represent quality defects.  The inclusion of planned readmissions, such as vascular surgery staged procedures, in overall readmission rates in administrative data is inappropriate because these should not serve as indicators of poor performance. Efforts to avoid this have been developed by CMS in 2015 by generating an algorithm to identify and exclude planned readmissions in claims data.20 However, subsequent evaluation of this algorithm conducted in 2017  revealed misclassification issues: up to 58% of readmissions flagged as “planned” had emergency admission characteristics, suggesting they were actually unplanned.21 CMS has since released updated versions including PRA v4.0 (Planned Readmission Algorithm Version 4.0) for ICD-10 coding, but no recent validation studies have confirmed whether these updates fully address earlier limitations. This is a clear example that even well-intentioned algorithms remain imperfect and highlights the complexity of achieving fully accurate performance metrics. 
These are not limitations that only apply to planned readmissions; if we think about all-cause readmissions and related readmissions, similar questions arise. It is often hard to tell when a readmission is related or not, since the boundary between related and unrelated events is not clear. For example, consider two vascular surgery patients who are readmitted for uncontrolled diabetes after being discharged after a lower limb revascularization. In the first case, the patient received unclear discharge instructions about managing blood sugar, making the readmission potentially preventable and related to the surgical team’s quality of care. In the second case, the patient received very clear instructions and followed them but subsequently developed an acute flu-like illness that worsened glycemic control and needed to be readmitted. In this scenario, the readmission is neither clearly related to the surgical care nor preventable by the vascular surgery team. Without detailed chart review, distinguishing these scenarios is nearly impossible. This illustrates how clinical context, preventability, and provider accountability intersect; and why obtaining granular data and then making causative inferences is challenging. These are inherent limitations of readmission metrics as indicators of care quality.
Payment Models and the Role of DRGs in Hospital Readmissions
The Medicare Severity Diagnosis-Related Group (MS-DRG) payment system shows how financial incentives can directly impact how care is delivered.22 In this model, hospitals receive a fixed payment per patient admitted, depending on the diagnoses that are coded during the hospitalization.22 While the goal of this prospective payment system is to control costs and improve efficiency, it may unintentionally encourage hospitals to reduce the intensity or duration of care. For example, some hospitals might feel pushed to discharge patients earlier than ideal to minimize internal costs and maximize the margin between expenses and the fixed reimbursement.22 If a patient is discharged prematurely, this can increase the likelihood of readmission.  
In response to these financial incentives, many hospitals have started putting more focus on Clinical Documentation Improvement (CDI) programs to make sure their codes are accurate and  justify higher DRG payments.23 While some of the output of CDI initiative results in correction of previous under-coding, such initiatives has also led to opening the door to ‘upcoding’, where diagnoses are recorded as more severe than they really are, in order to increase reimbursement, which raises concerns about gaming the system.24 In 2019, increases in MS-DRG payment weights were substantial. Crespin et al. estimated that upcoding was associated with approximately $14.6 billion in additional hospital payments, which includes $5.8 billion from private health plans and $4.6 billion from Medicare.24  These findings suggest how current payment models and documentation practices primarily focus on inpatient episodes. To truly assess hospital performance and improve patient outcomes, evaluation should extend beyond the hospital stay to include post-acute care and transitional services. 
Social determinants of health and its impact on the “Episode of Care” 
The term “Episode of Care” includes all healthcare environments that extend past hospital facilities and include care transitions, community services, and patient self-care practices which sociodemographic factors affect (e.g., income, education, housing stability, transportation access). These factors influence patients' capacity to adhere to their treatment plans, their attendance at follow-up appointments, and their management of ongoing health conditions.
Evaluating hospital readmission rates without considering differences in patient characteristics, can lead to incorrect conclusions. Hospitals that serve older, sicker, or patients who are more socially disadvantaged will naturally have higher readmission rates due to factors not fully in their control.25 Yet, the distinction between provider control and non-provider control remains difficult to determine. For instance, hospitals serving populations identified as ‘high risk’ can use home visits by Community Health Workers (CHWs) to address barriers that include medication non-adherence, food insecurity, and transportation issues.26 The implementation of these initiatives creates several difficult challenges related to financial viability and logistical feasibility. Do hospitals possess enough staff members and resources to maintain these programs? The responsibility to enhance healthcare requires a practical and feasible approach for setting achievable targets.   
Pros and Cons of Risk Adjustment
Risk adjustment can be a critical instrument for achieving hospital performance assessment fairness.10–12,27–29 It enables hospitals to avoid unfair penalties for treating higher-risk patients, thus enabling better institutional comparisons.11 The risk adjustment model requires careful design to integrate clinical and social risk variables such as illness severity, comorbidities, housing instability, and primary care availability.11,28 Yet, the current CMS approach for readmission measures includes a narrow set of risk-adjustment variables such as age, comorbid diseases, and indicators of patient frailty. It doesn’t include SDOH factors despite their influence on readmission rates.30 The reason might be related to concerns in data availability, standardization, and the potential risk of masking disparities in outcomes due to these factors.  
In the other hand, the adjustment by SDOH can lead to unintended and misleading inferences. This adjustment aims to allow similar comparison among hospitals, this approach can also unintentionally mask broader and systemic disparities that actually need our attention to be addressed.27 One example is that adjusting by SDOH can decrease the adjusted readmission rate for hospitals that serve disadvantaged communities, and this will make them appear “better” on performance metrics, while obscuring true disparities in outcomes and diminishing the incentives for providers, communities, and other parties to address the social risks that contribute to these poor outcomes. The proper alignment of performance measures with their purposes would ensure that risk adjustments boost our knowledge and response to quality measurements instead of reducing their effectiveness. To find the right equilibrium among these competing goals, the purpose of reporting should be explicit. When the purpose is to compare hospitals and provide information for incentive programs, adjusted readmission rates may be appropriate. However, when the goals are to conduct equity analyses and community service planning, the measures should be not adjusted. 
Hospital Readmissions in Vascular Surgery: 
In vascular surgery, the Vascular Quality Initiative of the Society for Vascular Surgery (SVS VQI) is a national benchmarking platform to enhance the safety, effectiveness, and cost of vascular care.39 Created in  2011, VQI is currently working with over 900 care centers in the U.S. and Canada.32 Data on vascular procedures are submitted by participating centers and analyzed to produce benchmark reports.33 The main goal of the VQI is to allow local, regional, and national comparisons of care processes and outcomes, which helps with ongoing quality improvement.32 The VQI program has led to major practice changes, such as increased use of statins, antiplatelet agents, and chlorhexidine skin prep.34,35 Interestingly, the improvement on perioperative medication use (antiplatelet and statin therapy) has been associated with longer patient survival.34 The VQI has also supported the development of risk prediction models and performance goals validated in real-world settings.35 These efforts have also contributed to reducing surgical site infections, which represent a significant cause of readmissions in vascular surgery.36,37 However, infection-related gains address only one of the many components of readmission risk. To fully realize the VQI’s potential, there needs to be an active engagement, available resources, and collaborative learning. Centers that focus on isolated data may lose opportunities for enhancement.   
VQI, in partnership with the Medical Device Epidemiology Network (MDEpiNet), has worked to share accurate information through the SVS VQI Vascular Implant Surveillance and Interventional Outcomes Networking (VISION). 38 MDEEpiNet is focused on construct a national patient centered medical device evaluation system. 39 Using VISION data, which integrates data from Medicare claims, hospitals and researchers are provided with better quality of long-term outcome data. These efforts have provided value to the specialty of vascular surgery to identify key related factors that are associated with high readmission rates. 25     
Readmission rates in vascular surgery show a mixed picture that is highly sensitive to cohort and measurement choices rather than a clear improvement or decline over time. Before the SVS quality initiative, the 30-day readmission rate for elective adult inpatients with PAD was around 14 – 15% between 2008 – 2010.40 A decade later, the 30-day unplanned readmissions among patients with chronic limb-threatening ischemia (CLTI, a cohort with severe PAD) was 14.25% between 2022 – 2023.41 When we look at these numbers, they seem very similar (~14%) but they are not directly comparable given that the severity of diseases and the focus on unplanned readmissions are different. However, the National Surgical Quality Improvement Program (NSQIP) data show lower 30-day readmission rates around 9% between 2018 – 2023.37 This may indicate progress and improvement, but the interpretation remains limited without standardized definitions and consistent measurement frameworks. All these findings suggest that the “true trend” in vascular surgery readmissions is flat at the system level, without a clear overall decline or improvement. These variations in time horizon, disease severity, and methodology can obscure the true trend in vascular surgery readmissions. 
[bookmark: _Hlk218965164]What has remained true over time is that vascular surgery continues to be a sub-specialty with one of the highest readmission rates in the healthcare system.37 Having high readmission rates influence hospitals through penalties and resource allocation, while payers and patients ultimately bear much of the expense through insurance reimbursements and out-of-pocket payments. 19, 25 Readmissions reflect potential defects in care quality and contribute to financial burdens. Early readmissions, particularly within 30 days, are often linked to unresolved issues from the initial hospitalization.42 Common risk factors for unplanned readmissions are: advanced age, obesity, smoking history, renal insufficiency, diabetes, and emergent procedures.43, 44 If the provider is able to identify and address modifiable issues  preoperatively, this may help to reduce preventable readmissions.45 In addition, having standardized discharge protocols that address these risk factors, improve wound care, and optimize outpatient follow-up can mitigate these risks.43,44,46 
Eun et al., proposed categorizing interventions as preoperative, operative, postoperative, post-discharge, and transitional care factors to identify feasible interventions at each stage before and after a vascular surgery.46 For instance, for planned readmissions, providers should educate the patient about the disease process and surgical expectations.46 Providers should also work to improve patients' comorbidities and functional status to optimize recovery. Other recommendations are to reduce the surgical time and to limit the use of general anesthesia, and blood transfusions to only when they are essential for the procedure and circumstances. Once the patient is discharged, providers, patients, and their families can plan different approaches according to their capabilities, such as self-care at home, home with assistance, a rehab facility, or a nursing home.44 Patients should also perform an early follow-up with the surgeon and any other provider facilitating care of other comorbidities.44 Other factors that might also help reduce readmissions include discharge planning, reducing the fragmentation of post-discharge care, medication reconciliation, communication with the primary care physician, follow-up by telephone call, and patient education. It is important that the follow-up appointment be scheduled before the discharge, and that the patient should be aware of this appointment.  Communication between all members of the multidisciplinary team, the patient and their family is important as well.46
Future directions
	Future directions in outcome measurement should take into account the original intent behind the creation of any indicator, formula, or dataset used to assess quality of care. Outcome quality measures shouldn’t follow a one-size-fits-all model. Instead, they should incorporate robust risk adjustment that accounts for SDOH, patient preferences, and complexity of care. The achievement of high-quality healthcare demands collective efforts among all involved groups. The responsibility for achieving quality healthcare must be distributed among all stakeholders. Quality improvement in healthcare requires joint efforts between providers, administrators, insurance companies, and patients to establish complete and equitable execution of excellent care.(Figure 1)   
Each stakeholder has a unique role to play. Quality metrics function as educational instruments for providers instead of mere performance evaluation tools. Providers who access actionable timely data about patient population challenges and care setting obstacles can make decisions through that information to improve outcomes which should be the core objective of this approach. Quality data integration into care planning enables medical staff to detect fundamental reasons behind negative outcomes which helps them direct specific interventions.
For patients, transparency in quality metrics holds essential value. Patients utilize this information to select their healthcare facilities for treatment.47 The significance of quality metrics for decision-making requires them to be presented in ways that patients can understand and connect with. Complex or oversimplified quality metrics which lack context become difficult for patients to understand correctly. The approach to communication of quality metrics with patients and families must provide enough information for decision-making without directing their choices.  
For payers, including CMS, private insurers, and policymakers, future efforts should consist of creating payment incentives that align with feasible targets and fair performance benchmarks. To be able to do so, data systems need to be improved so they can capture social risk factors and inform risk adjustment models. “True” readmission rates must not be obscured by “adjusted” readmission rates and the purpose of each must be clearly defined and communicated.
The implementation of emerging technologies will prove essential to achieving quality measurement based on personalized and equitable standards. The application of Artificial Intelligence (AI) technology enables healthcare providers to enhance the precision and speed of outcome metric evaluation as well as the reliability of these measures.48,49 This technology can help with routine paperwork and administrative tasks, which saves healthcare providers time that they can use for patient care. 48,50,51 A few examples include Epic Systems Corporation's AI documentation tools like DeepScribe and DeepCura and Freed and Dragon Medical, which have demonstrated effectiveness in nursing documentation by extracting valuable data from EHRs, diagnostic reports, and nursing notes.57 Recent evaluations of ambient AI scribes describe them as generally ‘high quality’ for clinical documentation, though they are not without limitations, highlighting the need for ongoing refinement.56 
AI also can help to improve quality of care. By automating reports, AI systems can help processing large data with minimal errors, thus reducing the probability of human - transcribing errors and improving the integrity of data collection.49 The implementation of AI technology automates clinical processes while generating individualized treatment plans which decreases administrative time.49  Moreover, AI-driven analytics systems analyze historical patterns alongside comorbidity profiles and environmental risk factors from specific neighborhoods to prevent readmissions.52 When quality measurement incorporates these technologies, it becomes essential to establish open algorithm designs and strict bias reduction methods to prevent the perpetuation of current disparities. AI technology used correctly can help promote quality metrics evolution from traditional reporting methods toward more proactive personalized and fair care enhancement tools. 53
Conclusions
In conclusion, when outcome metrics are supported by accurate data collection, appropriate risk adjustment, standardized definitions, and contextual interpretation, they hold the promise of improving patient outcomes. In vascular surgery, the implementation of quality initiatives has thus far primarily driven improvements in process metrics rather than readmission rates as ultimate outcomes. Despite the optimization of perioperative medication use and infection prevention, hospital readmission rates remain high. This persistent burden represents the complexity of readmission rates in vascular surgery and suggests that current approaches have not yet achieved their intended outcome.
While this potential promise exists, current outcome quality metrics have limitations and challenges. Data collection and documentation create a high burden on physicians, who might reduce the time dedicated to the patient interaction itself, to fill data quality registries. They can also unfairly penalize hospitals that serve vulnerable populations if risk adjustment does not cover all the aspects that SDOH represent. On top of that, readmission rates in the field of vascular surgery face unique challenges like the lack of standard definitions in timing (30 vs 90 days), planning (planned vs unplanned), and relationship (related vs unrelated). With these particular challenges, comparisons become difficult across institutions and over time. As a result, unintended consequences might arise, since without standardized metrics, it is difficult to determine whether performance is improving or declining, leading to biased comparisons, such as misinformed patient choices, damaged physician reputations, and distorted resource allocation. 
Although creating new quality metrics is not the answer, improving the utility of readmission rates as an outcome metric requires action at every stage of metric development, implementation, and evaluation. Risk adjustment must incorporate SDOH and the complexity of care in the equation. Stakeholders should adopt a shared accountability model with the mentality that all the professionals providing care have the same goal: improve patient’s outcomes. From the providers’ perspective, AI can be a useful tool to incorporate during patient’s interactions that help to reduce overburden and minimize human error. With these, hospital readmission rates in vascular surgery can evolve into a dynamic instrument and become a driver for better patient vascular care. 
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Figure 1. Challenges and Opportunities for Readmissions as a Quality Metric for Vascular Surgery.
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* Inconsistent definitions
(planned vs unplanned;
related vs unrelated; 30- vs
90-day windows).

* Misclassification in claims data
and fragmented readmission
tracking.

 Limited risk adjustment that
excludes SDOH.

* Unintended consequences
from incentive programs (e.g.,
avoiding high-risk patients).

* Readmissions influenced by
many factors beyond provider
control.

 Standardize definitions and
observation windows.

 Strengthen risk adjustment by
incorporating SDOH when
appropriate.

* Improve data integration across
hospitals and claims systems.

* Enhance care transitions
(discharge planning, follow-up,
communication).

* Promote active participation in
collaborative quality
improvement (e.g., VQI).

* Use Al tools carefully to improve
data quality and reduce clinician
burden.





