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Preventing readmissions benefits 
patients, saves money
Good communication, follow-up calls are key

In a concerted effort to improve patient care, payers and providers are 
collaborating to improve transitions of care and reduce readmissions. 

A study in the New England Journal of Medicine1 showed that one-
fifth (19.6%) of Medicare beneficiaries were rehospitalized within 30 days 
of discharge, at a cost of $17.4 billion. The study concluded that the aver-
age stay of rehospitalized patients was 0.6 days longer than patients in the 
same diagnosis-related group whose most recent hospitalization had been 
at least six months prior. 

“It’s clear that keeping patients from being readmitted benefits the 
patient and saves the healthcare system money as well. When you add 
0.6 days onto the typical diagnosis, it adds up to a lot of money. In addi-
tion, hospitalization can expose patients to infections and put them at the 
risk for falls,” says B.K. Kizziar, RN-BC, CCM, CLP, owner of B.K. & 
Associates, a Southlake, TX, consulting firm specializing in hospital case 
management.

Reasons for avoidable readmissions include poor or inadequate dis-
charge plan, discharging the patient too soon, no plan for follow up care, 
medication compliance issues, and the patient’s failure to see a primary 
care physician for follow-up within a week after discharge, according to 
Toni Cesta, RN, PhD, FAAN, senior vice president, operational efficiency 
and capacity management at Lutheran Medical Center in Brooklyn, NY, 

EXECUTIVE SUMMARY

When patients are readmitted to the hospital, they typically have longer 
lengths of stay than patients with the same diagnosis, are exposed to infec-
tions, and face the risk of falls. 
• Make sure patients have a follow-up visit with their physician.
• Call to make sure they understand their treatment plan, have filled their 
prescriptions, and are taking medications appropriately.
• Collaborate with post-acute providers to ensure a smooth transition.
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“When people are readmitted within 30 days, it 
means that somewhere the system has failed. Either 
the patient didn’t get appropriate ambulatory or 
inpatient care, they didn’t receive care at the appro-
priate level of care at the most appropriate time, or 
there were problems with the transition of care,” 
says Tracy Langlais, RN, vice president of medical 
affairs operations for Capital District Physicians 
Health Plan (CDPHP), based in Albany, NY.

Since studies have shown that one cause of read-
missions is lack of follow-up care, case managers 
should make sure that patients have an appointment 

to see their doctor for follow up within seven days 
of discharge and should make sure they understand 
the importance of keeping the appointment, Cesta 
says. 

Make a follow-up phone call shortly after dis-
charge to make sure the patient is taking his or her 
medication, has a doctor’s appointment, and is not 
having problems, she says.

Following up after discharge helps the case man-
agers identify issues that could mean problems 
down the road for patients, says Mary Hickie, RN, 
case management services director for Blue Cross 
Blue Shield of Arizona Advantage. The health 
plan makes follow-up calls and home visits after 
discharge to patients who qualify for case manage-
ment.  

“Patients are given so much information at dis-
charge that they often don’t remember everything. 
The case managers have access to the electronic 
medical records at Banner Health facilities and can 
review the discharge instructions to make sure the 
patient understands them. They get information 
about the medication prescribed and can conduct 
medication reconciliation over the telephone,” she 
says. 

In one instance, when a case manager made a 
follow-up call the day after discharge, the patient 
didn’t remember getting two prescriptions, one 
of which was for an antibiotic. The case manager 
asked the patient to check the bag he received at 
discharge and he found the prescriptions. When 
she called back the next day, the patient reported 
getting his prescriptions filled and taking them as 
instructed.  

If the patient hadn’t found the prescriptions, the 
next step was for the case manager to visit the home 
the next day and go over all the paperwork with the 
patient. 

Communicating with the patient and family 
before and after discharge is an important part of 
reducing readmissions, but don’t overwhelm them, 
Kizziar says.

“When patients leave the hospital, they some-
times get follow-up calls in a matter of days from 
the hospital, their health plan, their doctor, and in 
some cases, someone doing a patient satisfaction 
survey. It is overwhelming and confusing and may 
annoy patients and family members to the point 
that the calls are ineffective and it certainly doesn’t 
speak well for the healthcare industry,” she says.  

She advises case managers making follow-up calls 
to ask open-ended questions rather than those that 
can easily be answered “yes.” Ask them to tell you 
what medications they are taking and when they are 
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taking them. Instead of asking heart failure patients 
if they are weighing themselves daily, say “tell me 
your morning routine.”

Payers and providers need to work together to 
coordinate phone calls and improve transitions, 
Kizziar says. 

Capital District Physicians Health Plan part-
ners with physicians to ensure that patients receive 
follow-up appointments and provides in-home case 
management for frail elderly members at highest 
risk. In addition, case managers call at-risk patients 
at regular intervals for 30 days after discharge and 
provide daily discharge reports to physicians.

“Everybody in health care is trying to reduce 
readmissions, but those who are the most successful 
are those that are collaborating with other organiza-
tions. When the payer, the hospital, and the primary 
care provider come together, they are able to make 
a program happen,” she says.

REFERENCE
1. NEngl J Med April 2, 2009:360:1481-28  n

Home visits help reduce 
Medicare readmissions 
Nurses educate patients, link them with resources

A program that provides at least one home visit 
for members who qualify for case manage-

ment has helped Blue Cross Blue Shield of Arizona 
Advantage drop its all-cause readmission rate for all 
ages to 13%.

The program is a joint venture of Banner Health 

EXECUTIVE SUMMARY

Blue Cross Blue Shield of Arizona Advantage 
dropped its all-cause readmission rate to 13% after 
beginning a program that provides home visits to 
patients who qualify for case management.
• Case managers contact the patients within three 
days of discharge to schedule a home visit.
• In the home, they go over medications, educate 
them on their condition, assess their home situation, 
perform a falls risk assessment, and help them sign 
up for financial assistance if appropriate.
• They follow patients by telephone, or in person, for 
an average of three to nine months. 

and Blue Cross Blue Shield of Arizona Advantage 
and serves members in the Maricopa County area. 
“The goal of the program is not just to reduce read-
missions but to assist our members in obtaining the 
services they need and to provide case management 
in the community,” says Mary Hickie, RN, case 
management services director for Blue Cross Blue 
Shield of Arizona Advantage.

The program receives referrals from physicians, 
home health nurses, and case managers in the acute 
care hospitals and skilled nursing facilities. Family 
members and caregivers refer patients, and some 
members self-refer. 

“We are the last stop for people in the commu-
nity. We step in when home health is no longer vis-
iting and they aren’t ready for hospice but they still 
need care coordination. Our goal is to provide at 
least one home visit for every individual we identify 
for case management,” Hickie says. 

Members who qualify for the case management 
program have experienced strokes or myocardial 
infarctions or have chronic conditions, such as 
chronic obstructive pulmonary disease, heart fail-
ure, or cardiovascular conditions.

“We work hard to identify those conditions that 
may be at more risk for readmissions,” she says. 
“We zero in on patients with diagnoses that make 
them likely to be readmitted.” For instance, patients 
with chronic obstructive pulmonary disorder have 
an average of six comorbidities and often need a lot 
of assistance to stay out of the hospital, she says.  

“We make an effort to identify as many of them 
as possible and to provide standardized educa-
tion and outreach,” she says. The case managers 
assist patients in getting financial assistance if they 
qualify.

The health plan also includes patients in the 
program who have been treated for falls in the 
emergency department or admitted to the hospital 
because of fractures caused by falling. They conduct 
a home assessment, evaluate the patients’ functional 
status in the home, and check for safety issues.  

Members have the opportunity to opt out of the 
program, but if the case manager feels strongly that 
the member would benefit from assistance, he or 
she asks the patient’s primary care physician to rec-
ommend the program.

When eligible patients are discharged from the 
hospital, the case manager makes a call within three 
days to address questions and concerns, ensures 
that the member has a follow-up physician visit, 
makes sure the new prescriptions have been filled, 
and conducts medication reconciliation. 

Case managers carry a caseload of 70 to 75 
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members in varying stages of case management. The 
frequency and types of interventions depend on the 
member’s needs. In some instances, the case man-
ager assesses the member in the home and follows 
up by telephone. Other times, the case manager may 
feel that the member needs additional home visits. 
In some cases, the case manager may conduct an 
assessment over the telephone and determine that 
a home visit is not necessary if the member under-
stands the medication regime and treatment plan, 
and knows to follow up with his or her physician.

Case managers spend an average of one to one-
and-a-half hours in the home talking with patients 
and family members and assessing what is going on 
in their lives. The case managers may follow up by 
telephone or make another home visit, depending 
on what they determine the patient needs.

“Visiting the home helps us get a better idea of 
what is going on. Many times patients tell us over 
the phone that they are doing great, but when we 
get into the home setting, we may find that there’s 
no food in the refrigerator or that all of their medi-
cations are in a bowl in the middle of the table,” she 
adds.

Case managers follow the members in the pro-
gram for an average of three to nine months, but 
some have been in the program for six years or lon-
ger. One case manager followed a member at home, 
visiting once a month, until the woman was moved 
to a long-term care facility. The case manager now 
works with the spouse and is guiding him as he gets 
his wife into hospice.

The case managers also visit members in skilled 
nursing facilities and assisted living centers to coor-
dinate care with the staff. They visit members in the 
hospital and coordinate care with the hospital social 
worker or case manager. 

The program also provides educational programs 
to help members manage their conditions and helps 
them access community resources such as support 
groups, financial assistance organizations, long-term 
care planning, and education on advance directives 
and hospice options, when appropriate. 

“We are looking at the entire paradigm of health 
and wellness. Our goal is not specifically to reduce 
readmissions but to make sure members get the 
right care at the right time and in the right place. 
We want our members to establish ongoing, consis-
tent care with their physicians to improve the qual-
ity of care and avoid hospitalizations and emergency 
department visits,” she says.

The case managers meet monthly at the Banner 
Alzheimer’s Institute for guidance on how they can 
help families whose loved ones have behavioral 

issues. “It’s been helpful for us to have people with 
expertise to share,” she says. “Our program focuses 
on the full continuum of care, and we share infor-
mation and coordinate care at all levels of care.”

The nurses meet twice monthly with representa-
tives from the Banner Home Care Agency to share 
information, brainstorm on ideas for managing the 
care of members and discuss ways to improve the 
transition process.

“Sharing information reduces the situations 
when we ask patients the same questions over and 
over and improves the care coordination process. 
The home health nurses, case managers, and thera-
pists all call each other when they have questions. 
This very good relationship benefits our members,” 
she says.  n

CMs make multiple contacts 
to reduce readmissions
Health plan partners with hospitals, MDs 

After a program to reduce readmissions showed 
positive results but not a clear downward trend 

in readmissions, Capital District Physicians Health 
Plan (CDPHP) is trying another tactic. 

Instead of having home health nurses make one 
visit and a follow-up call to at-risk patients after 
discharge, the health plan is restructuring its efforts 
and providing intensive case management to at-risk 
patients for 30 days after discharge. The new pro-
gram began Jan. 1, 2013.

“We think that contacting people multiple times 
during the month will be more effective than a one-
time visit. We want to reduce readmissions first and 
foremost to improve quality of care,” says Tracy 
Langlais, RN, vice president of medical affairs 

EXECUTIVE SUMMARY

Capital District Physicians Health Plan’s new read-
mission reduction program includes multiple phone 
calls by case managers during the month after dis-
charge and a collaboration with physician offices 
and hospitals.
• Physician offices make outreach phone calls to 
schedule follow-up appointments after discharge.
• Embedded case managers at participating hospi-
tals work with hospital case managers on discharge 
plans.
• Frail elderly patients receive in-home case manage-
ment.
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operations from CDPHP, based in Albany, NY.
In addition, the health plan is working closely 

with physicians to schedule follow-up appoint-
ments for members within seven days of discharge, 
as well as partnering with participating hospitals to 
reduce readmissions through quality incentive pro-
grams. Other initiatives include in-home visits to 
provide face-to-face case management on an ongo-
ing basis for the frail elderly, performing in-hospital 
risk assessments to identify members with a high 
potential for readmission, and using community 
resources to supplement member benefits.

“The biggest disappointment with the program 
as previously designed was the large number of 
people who declined the home visits. So many 
people felt that they didn’t need anyone to come 
into the home. In addition, the number of patients 
who saw their physician within seven days was not 
as high as we would have liked and the number 
of members linked to case management was also 
low,” Langlais says. 

The new program’s telephonic outreach is less 
invasive ,and once a relationship is established, in-
home services are still an option, she adds. 

The original program focused on conges-
tive heart failure, chronic obstructive pulmonary 
disease, and coronary artery disease. “We have 
expanded the program to provide the same quality 
of care for all our patients. We believe that there 
are a lot of opportunities to reduce readmissions,” 
she says.

The health plan embedded RNs — called inpa-
tient care coordinators — in local hospitals with 
a high volume of members to assist the hospital-
based case managers in discharge planning for all 
CDPHP members. They meet with hospitalized 
patients and use a tool to assess the members’ risk 
for readmission. Members whose score indicates a 
risk for readmission are referred to case manage-
ment.

The case managers at the health plan call the 
members on Days 2, 7, 14, 21, and 28 after dis-
charge to go over the discharge plan and answer 
any questions or concerns. They make sure the 
patients have gotten their prescriptions filled and 
understand their medication regimen, educate them 
on their treatment plan and the importance of fol-
lowing it, educate them on signs and symptoms that 
indicate they should call their doctor, and make 
sure they have a follow-up visit. 

“We instituted a full court press to educate 
our primary care medical home practices on the 
importance of ensuring that patients get in see their 
doctor within seven days. We believe that when 

the physician’s office makes an outreach call to 
set up an appointment, it’s much more effective 
in getting the member into the practice in a timely 
manner, rather than leaving it to the member to set 
the appointment,” she says. The health plan posts 
a daily discharge report for each practice that the 
staff can use to contact the members and get them 
an appointment.

The health plan partners with a case manage-
ment firm to provide ongoing case management in 
the home for high-risk frail Medicare members.

“We are moving to a focus on preventing all-
cause readmissions by looking at the whole person 
and his or her situation and history of readmis-
sions. Younger members with multiple comor-
bidities or no support system, or social needs like 
transportation assistance, get the full program,” she 
says.

Health plan representatives meet with hospital 
case management staff once a month and quarterly 
with the medical directors, case managers, and 
financial departments at the hospitals.

“We have a very good working relationship with 
the hospitals in our area. They are very excited 
about partnering with us to reduce readmissions. 
We are monitoring the effectiveness of the pro-
gram on a monthly basis and will make additional 
changes if we don’t see a downward trend in read-
missions,” she says.  n

Calls remind members 
of gaps in their care
Program integrates with CM, DM 

To help members of its Medicare Advantage 
Plan stay healthy, healthcare professionals at 

WellPoint make individual outbound calls to mem-
bers with clinical gaps in care to remind them of 
what preventive measures they need.

In a pilot study, the members who received 
the calls reduced their care gaps from 15 to 5.9 
percentage points for each of nine measures. The 
program won a URAC gold award for consumer 
health improvement.

“We wanted to change the way we approach 
the members. Unlike population based initiatives, 
this program is member-centric, driven by member 
needs and care gaps,” says Catherine MacLean, 
MD, staff vice president of clinical quality and inter-
vention for the Indianapolis-based health benefits 
company, which operates commercial, Medicare, 
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EXECUTIVE SUMMARY

WellPoint’s pilot study of phone calls to Medicare 
Advantage members with clinical gaps in care 
reduced the care gaps and earned the health ben-
efits company a URAC gold award for consumer 
health improvement. 
• Patient education coordinators call members with 
one or more gaps in care, reminding them of the 
need for the procedures and offering to help them 
schedule appointments.
• Members who need additional help are transferred 
to a case manager or a pharmacist for assistance.
• The program is integrated with another 
WellPoint program that calls members just before 
discharge and after they get home to ensure a 
smooth transition.

and Medicaid plans in many states. Traditionally, 
health plans have provided case management for the 
sickest members and conducted population-based 
campaigns to remind members to get their flu shots 
and have regular screenings, she points out.

“We are not just sending out random calls. We 
are determining everything needed by the member 
and tying that into the calls. This isn’t an Interactive 
Voice Response (IVR) call. The members get a call 
from a live person,” she says.

WellPoint analyzes medical claims data every 
month to identify clinical gaps in care according to 
evidence-based clinical practice guidelines. Members 
with one or more gaps receive outbound calls from 
patient education coordinators who educate them 
about the gaps, encourage them to seek whatever 
tests or procedures are missing and offer assistance 
in scheduling appointments.

“Seniors have health problems that are different 
from those of other age groups. They have risks for 
falls, urinary incontinence, and other issues that 
are unique to older patients. This program aims to 
address those problems and help our members opti-
mize their health,” McLean says.

The patient educators are college-educated but do 
not necessarily have clinical degrees. The company 
provides extensive training to help them do their 
job.

The patient education coordinators talk with the 
members about all of their healthcare issues, not just 
the preventive measures they are missing. If mem-
bers have a question about medication, the patient 
education coordinators can transfer them to a phar-
macist. If they have clinical issues, they are trans-
ferred to a case manager or a disease manager. They 
help them with doctor appointments and transfer 

them to a social worker for help if they have addi-
tional needs, such as transportation, financial needs, 
or community resources. Depending on the pro-
vider group, the patient education coordinators will 
arrange a three-way call with the doctor’s office to 
set up an appointment or contact the provider group 
staff to call the member to set up an appointment.

“This is a more holistic and meaningful approach. 
We put this all together so we aren’t operating in 
silos. The patient education coordinators can con-
nect members to whatever Wellpoint program can 
meet their needs,” McLean says.  

The program is integrated with another WellPoint 
program that calls members just before discharge 
and after they get home to make sure that the transi-
tion is going smoothly, that they have a follow up 
appointment with their physician, and that they 
understand their medication.

“Problems that arise when patients transition 
from one level of care to another are big issues for 
every age group, so we make the calls to all our 
members, regardless of age. However, ensuring a 
smooth transition is particularly important for the 
senior population,” she says.

The program is year-round. Every month, the 
health plan analyzes data to identify members with 
care gaps. Members are called back repeatedly 
when data show the care gaps haven’t been closed. 
Some members may receive as many as six calls a 
year.

Members who are new to WellPoint’s affiliated 
Medicare Advantage plans complete a health risk 
assessment that is used to identify potential gaps 
in care. The health benefits company uses medical 
and pharmacy claims and other data to identify 
members for outreach.

The goal is to contact each member at least 
twice a year. Patients newly diagnosed with dia-
betes, heart failure, or coronary artery disease and 
those who have persistent clinical care gaps get 
three calls a year. The health plan records the calls 
and conducts monthly auditing and quality review 
to make sure the patient education coordinators 
are meeting appropriate standards.

“We developed this program for seniors because 
they are more likely to struggle with poor care 
coordination, health literacy, access to providers, 
transportation issues and other barriers to care 
that reduce adherence. The program allows mem-
bers to be proactively involved in their own care by 
notifying them of preventative screenings that can 
detect and prevent chronic illness and educating 
them on the potential benefits of getting the recom-
mended tests and procedures,” MacLean says.  n
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Study: Frequent ED 
users misunderstood
Experts find fault with growing focus on ED cost

In an effort to drive down health care expenditures, 
a key target of state legislatures and healthcare 

policy makers in recent years has been frequent users 
of the ED. The thought is that many of these patients 
are using the ED for routine or non-urgent care when 
they really should be opting for less-expensive care 
settings. However, new research into exactly who 
these frequent users are suggests that a high percent-
age of these patients are, in fact, using the ED for 
urgent or emergent concerns, and that efforts to find 
cost-savings could be better focused elsewhere.

As this issue is of high concern to the American 
College of Emergency Physicians (ACEP), several 
investigations looking at this issue were presented in 
October at the group’s scientific meeting in Denver. 
Robert O’Connor, MD, MPH, chair of Emergency 
Medicine at the University of Virginia School of 
Medicine, Charlottesville, VA, and a co-author of 
one of the studies presented at the ACEP meeting, 
notes that while the investigations utilized varying 
definitions of how many visits to the ED qualified 
a patient as a frequent user, they did arrive at many 
similar insights about this patient group.

“Despite the widespread belief that these patients 
can easily be directed elsewhere in the health care 
system for less expensive care, and that these patients 
are somehow abusing the system, the reality is much 
more complicated,” says O’Connor. “These patients 
actually need, for the most part, to be treated when 
they come in. And regardless of the definition used, 
most of the studies found frequent users to be a very 
small percentage of the total number of emergency 
patients, although these patients did make up a dis-
proportionate share of ED visits.”

In his own study looking at the characteristics 
of repeat ED users at a university medical center, 
O’Connor found that frequent users made up about 
20% of the volume in the ED and accounted for 
nearly 40% of the visits.1 However, in most of the 
other studies, O’Connor notes that frequent users 
made up a smaller proportion of the ED volume.

For example, in a study out of Harvard, frequent 
users made up 2.1% of all emergency patients and 
accounted for 11.5% of all visits.2 Similarly, a study 
conducted at the University of Wisconsin (UW) 
found that frequent users represented about 8% of 
all emergency patients and accounted for about 26% 

of all visits.3 And a study out of the University of 
California at San Diego (UCSD) found that frequent 
users represented 3.1% of all emergency patients and 
accounted for 16.5% of all emergency visits.4

New re-admission penalty unfair?

Another insight O’Connor notes from these stud-
ies is that while many healthcare experts believe that 
frequent users tend to be uninsured, it turns out that 
is not true. “Most frequent users are likely to be 
insured by Medicare or Medicaid,” he says. “What 
we found in our study was that the distribution by 
type of insurer roughly represents the community as 
a whole.”

Similarly, O’Connor notes the UCSD study found 
that the percentage of frequent users who were self-
pay patients was similar to the percentage of unin-
sured patients overall, which was about 14.2%.

The UCSD study found that the most common 
diagnoses among frequent users were the same as 
for the occasional users: respiratory complaints and 
abdominal symptoms. Being a frequent user was also 
linked with a pain diagnosis or a heart failure diag-
nosis, says O’Connor.

O’Connor notes that the UW study found that 
77% of the frequent users with seven or more visits 
during a 12-month period were only frequent users 
for one year, and most of these patients had the same 
rates of non-urgent visits as the non-frequent users.

“In our study, low and moderate repeat users 
were just as likely as non-repeat users to be admitted 
to the hospital from the ED,” says O’Connor. “This 
suggests that the ED visits for these patients are justi-
fied as necessary for an acute illness, and high repeat 
users, once admitted to the hospital, were more 
likely to require re-admission.”

Such findings raise questions about the recently 
implemented Medicare rule that penalizes hospitals 
for higher-than-average 30-day re-admission rates, 
notes O’Connor. “If you have a sick population that 
you are caring for, such as at a university hospital, I 
think it is unfair to the patients and to the hospital to 
penalize them for re-admission rates.”

Misconceptions persist

ACEP’s incoming president, Andrew Sama, MD, 
FACEP, senior vice president, Emergency Services, 
North Shore — Long Island Jewish Health System, 
Manhasset, NY, notes that the studies make clear 
that there are a number of misconceptions about 
who these frequent users are and how they use the 
health care system.
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“The perception is that these are only people who 
are uninsured or they have mental health problems or 
they are abusing pain medication. In fact, there is a 
significant number of patients who fall into those cat-
egories, but this is also a group of people who, over a 
period of time, have a significant medical or surgical 
illness, have complications, and require recurrent and 
intermittent evaluation and treatment,” says Sama. 
“Some of these folks are medically very sick and do 
present with new, acute problems in percentages that 
are very similar to the general population.”

Sama adds that it is important to recognize that 
frequent users are actually a heterogeneous group of 
patients rather than a single patient type that can be 
easily matched with a single solution. “What we are 
trying to do as emergency physicians, state by state, 
and location by location, is put together intelligent 
processes and policies and procedures to begin to 
manage the very types of patients who are frequent 
users of emergency care so we can actually make 
improvements that can preclude some of this activity 
from occurring,” he says. “It is not a simple problem; 
it is a social, medical, mental health, and community 
resource problem.”

Further, Sama notes that the type of patients being 
seen in the ED today are more complex and require 
higher-level medical decision-making than in the past. 
“Five years ago, there were very few retail clinics and 
maybe half as many urgent care centers. Currently, 
there are 170-180 million patients who are being seen 
in retail clinics and urgent care centers, and these are 
the lower-acuity patients who used to be seen in the 
ED,” he says. “We are seeing a shift.”

While the studies did not specifically look at the 
cost associated with frequent ED users, O’Connor 
points out that most of these patients lack other 
care options. “Someone who is five days post sur-
gery, who is having nausea and vomiting and can’t 
keep anything down at 3 o’clock in the morning, 
has nowhere else to go, so they come to the ED,” 
he observes. “They then may go home and develop 
a second complication from the surgery, which is 
totally unforeseen, and so they come back.”

In this instance, O’Connor notes that utilizing the 
ED is actually less expensive than to trying to repli-
cate the kind of care offered in the ED somewhere 
else. “Where else is someone going to go at 3 o’clock 
in the morning, unless you set up a parallel emer-
gency care system?”

While the financial implications of frequent ED 
utilization are a concern, Sama points out that EDs 
are open every day around the clock, and they have 
136 million encounters every year. “Emergency 
care in the United States only costs 2% of the entire 

national health care budget,” he explains. “Only 
spending 2% on all of those acute care encounters is 
actually a pretty good return on investment.”

Triage decisions tell a different story

Many of the findings about frequent ED users 
unveiled at ACEP’s scientific meeting echo the results 
of similar studies released earlier this year. For 
example, a study unveiled in July by the Washington, 
DC-based Center for Studying Health System Change 
(CSHC) found that contrary to common belief, the 
majority of ED visits made by non-elderly Medicaid 
patients are for symptoms that suggest they have 
urgent or emergent problems.5

Such findings contrast with earlier research, but 
Emily Carrier, MD, MCSI, an emergency physician 
and senior health researcher at CSHC, explains that 
this is because most researchers have based their find-
ings on claims data, which reflect final diagnoses. 
“When looking at final diagnoses, you end up with 
one picture of why people use the ED, but when a 
patient on Medicaid [or some other type of cover-
age] enters they ED, they obviously don’t know what 
their final diagnosis is going to be,” says Carrier. “We 
looked at triage acuity, and that gives you a very dif-
ferent picture.”

For example, Carrier observes that most patients 
who come to the ED complaining of chest pain are 
not having a heart attack, but they do what public 
information campaigns tell them to do, which is to 
come to the ED and get checked out. “For many of 
these people, the problem is going to turn out to be 
something as benign as reflux disease or heartburn,” 
she says. “Most of these people are not going to have 
a heart attack and die, but they don’t know that in the 
beginning.”

Similarly, parents commonly come to the ED with 
young children who have high fevers and appear to be 
very sick. Many of these cases turn out to be viruses 
for which there is supportive care and reassurance 
available in the ED.

“In retrospect, you could say that they didn’t really 
need to come in, but at the time the parent was bring-
ing in the child, they were very concerned, and a 
small proportion of those kids are going to be really 
sick and have a potentially life-threatening illness,” 
she says. “What our study shows is that most of the 
patients who came in had concerns that appeared to 
be significant — not just to them, but to the triage 
staff who evaluated them as well.”

While the researchers found no evidence that 
patients on Medicaid have any special propensity to 
abuse the ED, Medicaid patients did tend to use the 
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ED about twice as often as patients with private insur-
ance. “If you went to an ED waiting room and started 
interviewing people, you would find a lot more who 
had Medicaid relative to the overall proportion of the 
population who have Medicaid than you would for 
people with private insurance,” says Carrier. “But if 
you asked them what brings them here, you would 
find that folks with Medicaid were about as likely as 
folks with private insurance to describe a really con-
cerning symptom or a minor symptom.”

The CSHSC study notes that diagnoses of acute 
respiratory and other common infections in children 
and injuries accounted for more than half of the ED 
visits by children on Medicaid younger than the age of 
12 years and more than 60% of ED visits by children 
younger than 12 years covered by private payers. The 
authors concluded that the greatest potential to reduce 
ED use lies in developing appropriate alternative care 
settings for these conditions, but they caution that 
such alternative sites would have to be able to provide 
prompt care.
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Readmissions are on 
more shoulders now
Reports looks at how all players impact data

You know that you are going to get dinged 
for any unplanned readmissions related to a 

patient’s original hospitalization. You have prob-
ably felt the heat about that for some time and 
have worked on how to make sure no one bounces 
back unless it’s part of the plan. Well, now you 
can feel less alone. The National Committee for 
Quality Assurance (NCQA) released its Insights For 
Improvement: Reducing Readmissions: Health Plan 
Performance report in November and it includes 
a good deal of emphasis on how hospitals aren’t 
alone in this (to see the entire report, go to http://
www.ncqa.org/Portals/0/Publications/2012%20BI_
NCQA%20ReAdMi%20_Pub.pdf).

The report, which includes a detailed look at the 
Plan All Cause Readmissions measure from devel-
opment through initial data, includes commentary 
about the multiple factors in the in- and outpatient 
settings that can impact readmission, and how a 
strategy that keeps both elements in mind is required. 
“From a system perspective, a safe transition from 
a hospital to the community or a nursing home 
requires care that centers on the patient and tran-
scends organizational boundaries,” the report states.

The NCQA has the Plan All Cause Readmissions 
measure to “complement hospital-based measures,” 
the report notes, and put some emphasis on how well 
plans as a whole manage the care members receive 
in the wider community. Together, the authors hope 
that hospital readmissions data and the plan all-
cause readmissions data will provide more fodder 
for improvement in the delivery of care and the out-
comes for patients.

The issue has to be addressed: NCQA says that up 
to a fifth of Medicare patients are readmitted within 
30 days, and a lot of those could be prevented.

“One of the main things we wanted to do was call 
attention to the importance of readmissions as an 
issue and to highlight the fact that hospital readmis-
sions are not strictly a hospital problem,” explains 
Robert Saunders, PhD, assistant vice president of 
research and analysis at NCQA and one of the main 
authors of the report. “Many factors go on in the 
lives of patients, particularly once they leave the hos-
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pital. While other measures have been focused on 
the hospital, we know that there are other actors and 
factors. We believe as a matter of philosophy that a 
health plan has a role in shaping the coordination 
activities.” He hopes the report will help hospitals 
develop strategies and the impetus to connect to 
those other parts of the continuum and work on 
issues of care coordination. “We wanted to highlight 
the fact that measurement in the area of readmission 
has to also take into account the health plan focus.”

This is not necessarily something new, says Mary 
Barton, MD, vice president of performance measure-
ment. “But we are putting this all in one place and 
cementing the idea of those connections. You should 
look at where your interests are lined up with oth-
ers in the community and think about how if you 
worked more together, how much more effective 
you would be.”

Saunders says looking at the history of the plan 
measure might be interesting to some, too. “When 
we developed the measure, much of the work was 
focused on hospital-based measures on congestive 
heart failure, pneumonia, and myocardial infarction 
— and with good reasons,” he says. “But the process 
of the care, the issue of handoff problems, the issue 
of patients coming back, well that all spans diseases. 
We wanted to focus on the totality of the prob-
lem, even if people are looking for actionability on 
specific causes of it. There are some issues of com-
monality, even if there are also some intervention 
opportunities that are related to specific causes.”

The first data on the Plan All-Cause Readmissions 
shows that some areas are doing better than others. 
Seattle region had the best performance, for both 
commercial and Medicare plans. In the commer-
cial sector, there was about 15% less readmission 
than expected. Kansas City region had the worst 
performance in both commercial and Medicare, 
with about half a percent more readmissions than 
expected in commercial plans.

But overall for both Medicare and commercial 
plans, there were slightly fewer readmissions than 
expected.

To continue on this path, hospitals should be 
looking for problem areas in care transitions, 
improve transition planning with the receiving care 
setting, and letting the patient’s usual doctor know 
of the transition. They can improve communications 
with patients about the pending transition of care, 
and their health status and plan of care. For high-
risk patients, the report suggests hospitals work on 
creating systems that proactively coordinate services 
and educate patients and caregivers about how to 
prevent bouncing back to the hospital.

“This is an issue of equity and disparity,” Barton 
says of the effort made on the measure and data col-
lection. “When you don’t measure all-cause readmis-
sion, you don’t have information on people who have 
COPD and CHF. You have one or the other. This 
is meant to be an instigator for system thinking, for 
a broad look that will help patients make successful 
and safe transitions.”
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Study: Cases at end of 
hand-off get less time
Experts advise steps to prioritize complex cases

A new study, led by researchers at the 
University of Michigan (UM) in Ann Arbor, 

suggests that clinicians might not be spending 
enough time discussing some of the most complex 
patients when they are handing off these cases 
during shift changes. And there is a simple reason 
why, according to Michael Cohen, PhD, profes-
sor of complex systems, information, and public 
policy at UM.

“We found that even when the physicians are 
very experienced, they spend about 50% more 
time on the patients discussed early in a hand-off 
than they do on those discussed near the end of the 
session,” explains Cohen. “This was true despite 
the fact that they were working from a list ordered 
by room number, and so they were taking the 
patients essentially in random order.”

Cohen’s study consisted of an analysis of 23 
hand-off sessions, involving 262 patients in the 
intensive care unit (ICU) at Kingston General 
Hospital in Ontario, Canada. The physicians 
turned over between six and 23 patients in each of 
nearly two dozen hand-off sessions. While the phy-
sicians spent, on average, 2.5 minutes per patient, 
this varied significantly. The researchers report 
that for physicians who were handing off medium-
sized groups of 11 patients, the average time spent 
per case steadily declined as the physicians moved 
down the list of patients to be handed off.1
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Consider ‘the portfolio effect’

While this study involved patients in the ICU, 
Cohen says that the findings should apply to 
hand-offs in the ED as well as other hospital units. 
Regardless of the unit or setting, people tend to rush 
at the end, an observation that should be familiar to 
people who regularly attend other types of meetings, 
he says.

However, hospital hand-offs can have a major 
impact on patient care, particularly in the early parts 
of a shift. More than a billion of these hand-offs 
happen in the United States every year, according 
to the researchers. And they say the number has 
increased substantially in recent years, as administra-
tors have become more focused on enforcing work-
hour regulations.

While patient safety breakdowns during hand-
offs have received considerable attention among 
researchers and quality experts, Cohen points out 
that most of the training in this area focuses on how 
to hand off a single patient as opposed to groups of 
patients. He suggests a better approach would take 
into consideration the fact that most hand-offs hap-
pen in batches. And the results, which he calls “the 
portfolio effect,” can adversely impact patient safety.

Cohen says he has observed hand-offs in which 
key details were left out of the conversation about a 
patient. Indeed, the Institute of Medicine reports that 
preventable medical errors cause as many as 98,000 
deaths each year, and studies show that hand-off 
miscommunications are a major contributing fac-
tor. Considering the hundreds of millions of hospital 
hand-offs that occur every year, Cohen argues that 
even a slight improvement in hand-off communica-
tions could prevent a huge number of injuries and 
deaths.

Try simple remedies

Cohen points out that informal observations sug-
gest that the problem is “very widespread,” but he 
says it is easy to assess whether it is happening, and 
there are a number of relatively simple remedies. 
“The key point is for the off-going physician to begin 
the [hand-off] session identifying the cases that need 
the most time,” says Cohen, noting that these cases 
can then be taken at the beginning of the session. 
“The whole patient list can be ordered by the time 
required, or time can be preserved later on for the 
cases that need it.”

While the changes required are not difficult, 
Cohen stresses that participants, whether they are 
physicians or nurses, need to become mindful of how 

much time they have to allocate across all the cases 
so that they can then put in the time where it is most 
needed.
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1. According to Toni Cesta, RN, PhD, FAAN, se-
nior vice president, operational efficiency and 
capacity management at Lutheran Medical 
Center in Brooklyn, reasons patients are re-
admitted within 30 days of discharge include 
which of the following?
A. Poor or inadequate discharge plan and 
discharging the patient too soon.
B. Having to plan for follow-up care and medi-
cation compliance issues.
C. The patient’s failure to see a physician for 
follow-up within a week after discharge.
D. All of the above  

2. What is the caseload of Blue Cross Blue Shield 
of Arizona Advantage case managers, who 
make at least one home visit to their patients?
A. 20 to 30.
B. 30 to 40.
C. 50 to 60.
D. 70 to 75. 

3. How often do case managers call at-risk pa-
tients after discharge to go over the discharge 
plan and answer questions and concerns?
A. Days 2, 7, 14, 21, and 28 after discharge.
B. The day after discharge and once a week 
after that.
C. Within three days after discharge and then 
as necessary.
D. Days 3, 14, 21 and 28 after discharge.

4. Members in WellPoint’s Medicare Advantage 
plans who have clinical gaps in care may re-
ceive as many as six phone calls a year if they 
haven’t received the recommended tests and 
procedures. 
A. True 
B. False


