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they left, and often ended up back in the hospital for 
the same condition. Readmissions within 30 days 
rose, with one 2009 study estimating that as many 
as 20% of Medicare patients who had been admitted 
to a hospital were readmitted within 30 days.   

The focus of the past few decades of 
American hospital medicine has been to get 
patients out of the hospital to reduce the 

length of stay and the associated costs. But that drive 
had a harmful side effect; patients were sicker when 
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the solution is not a return to long episodes of hospital-based 

recuperation. in fact, the Centers for medicare & medicaid services 

will begin penalizing hospitals with high readmission rates as much 

as 3% starting in october. there is no philosophical argument, as 

providers, patients, and payers alike agree that preventable readmis-

sions are a drain on resources and bad for patient care. 

the challenge is that to prevent readmissions requires many 

players to fill the continuum gaps that have developed between the 

hospital, physician practices, community health resources, skilled 

nursing, and even patients themselves. and while Cms has lined up 

disincentives, the reimbursement model to support that degree of 

care coordination is still lacking.

leading health systems, including the four profiled in this case 

study, parkview Health, Griffin Hospital, upmC Hamot, and sarasota 

memorial Health Care system, are discovering that with a focus on 

better patient education and engagement; some dedicated, disease-

specific resources; and some new partnerships with postacute care, 

nursing, and home health providers, the needle can be moved to keep 

patients out of the hospital if they don’t really need to be back there.

“We also need to recognize that when a patient is admitted to 

the hospital, what’s really happening is they’re being discharged from 

their community because the hospital is not the place that they live,” 

says michael Fleming, mD, FaaFp, chief medical officer for amedisys. 

“it’s an environment. it’s completely different from where they live. in 

the hospital we can do those 50 things on that care plan. But when 

they go back into their community, that community is totally different 

and i think we’ve got to realize that patients live in that community.”

invest in dedicated resources
a decade ago, the leadership at upmC Hamot—which was then 

Hamot medical Center—realized that it needed to do something 

about congestive heart failure readmissions. the first concern, of 

course, was that the care was not as good as it could be for patients, 

and it didn’t help that heart failure was a money-losing DRG. so the 

hospital and its cardiologists created a dedicated outpatient heart 

failure clinic to manage and treat those patients after discharge, as 

well as a team of dedicated disease management nurses to begin 

working with CHF patients while they were still in the hospital. the 

transition was not without pain, as admissions for heart failure—and 

the reimbursement that went along with them—fell 44% in the first 

year alone.

“We knew that by keeping people ‘tuned up’ on the outpatient 

side there would be fewer admissions, and this was before there was 

really much data that was published on those outcomes,” says Gary 

maras, senior vice president of the business development upmC 

Hamot and Ceo of Heart institute at upmC Hamot.  “When you talk 

about the economic impact, people kind of looked around and said, 

‘man, this is not healthy economically.’ But we were able to stick to 

our mission that says reducing heart failure admissions was a signifi-

cant improvement in patient care.” 

Education does not begin, or end, at discharge
Gone are the days that you could hop into a patient’s room an hour 

before discharge and try to explain how they should take care of 

their CopD, or congestive heart failure, or any complex condition. 
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New partnerships with postacute care, nursing, and 
home health providers
For too long, when heart failure patients were discharged from the 

hospital into a nursing home, their diets weren’t monitored, or when 

the patients were sent home, there was no way to determine wheth-

er they were taking their medications. those failures to monitor 

patients were prescriptions for unwanted hospital readmissions. to 

resolve those issues, Griffin and sarasota memorial have focused on 

better collaboration with nursing homes. as a result, post-discharge 

patients have improved eating regimens and take their medications 

as prescribed.

“We recognize—and it’s substantiated in the research—that 

medication reconciliation is probably the biggest factor in preventing 

readmission and getting patients to be healthier,” says Fred D. Jung, 

Rn, phD, executive director of quality and patient safety for sarasota 

memorial. “and now, at every handoff, medication reconciliation is 

a specific component of that,” he explains, referring to the hospital’s 

relationship with nursing homes and homecare facilities. the hospi-

tal monitors patients’ medication usage through electronic medical 

records, as well as having nurses periodically check with patients 

following discharge.

Griffin officials initiated what they called a “heart success” 

protocol that included agreements with skilled nursing and home 

health care facilities to coordinate care after patients are discharged 

from acute care facilities. the hospital had determined there was a 

great variation in readmission rates with its patients from nursing 

patient education—especially family and caregiver education—has 

a new pass/fail bar. it’s not what you taught them, but what they 

know. the “teach-back” method is just one of the tactics that Griffin 

Hospital is now using to make certain its patients understand their 

complex conditions, says Kathleen martin, Rn, vice president of 

patient safety and care improvement.

“When you’re sick and you’re in a hospital, you’re not really  

paying attention,” martin says. “so now before they leave, we  

ask a family member to come in and we do our ‘teach-back’ on 

medications with the patient and a family member. that’s been 

very helpful. it’s labor intensive and we’re very busy in a hospital. 

You do have to go and spend another hour with the patient, but it is 

well worth it.”

Greg Johnson, Do, mmm, chief medical officer at parkview 

Health, says his facility has a postacute care coaching program  

for patients that uses laypeople and social workers instead of 

nurses. 

“We actually bring them into the hospital 24–48 hours prior to 

discharge so that the family and the caregiver of that patient meet 

their coach, and they understand that we are creating the bridge 

for the family to help them understand that this is the continuing 

care,” he says. as Johnson sees it, physicians and executives in 

healthcare understand the “continuum of care.” But, he says, “our 

patients don’t think like that. they think this is an episode of care.” 

the coaching process helps patients think more in line with what is 

needed for them, he says. 
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homes, some as high as 47%, and others as 

low as 20%. “Why would we be discharg-

ing our patients knowingly to a facility that 

had a readmission rate almost as high as 

50%?” Kenneth Dobuler, mD, chairman of 

the department of medicine at Griffin, asks. 

eventually, this fact became a “wakeup call” 

for nursing homes to join the collaborative 

with Griffin to standardize dietary controls 

for patients, he says.

telemedicine
Reimbursement for telemedicine services is 

still not universal, but successful health sys-

tems are finding it essential to tap into the 

condition of elderly heart failure patients and 

prevent readmissions. “We use telemonitor-

ing a great deal,” says Fleming of amedisys. 

telemonitoring is especially useful to check 

blood pressure, heart rate, and pulse oxim-

eters for chronic obstructive pulmonary dis-

ease. “We find it very, very effective,” he says, 

noting that each telemedicine device is prompted to ask the patient: 

“Did you take your medicines today? Did you eat today?”

others also appreciate the benefits of telemedicine, and expect 

it to expand as a practice. “We’re using telemedicine in our home 

health, primarily in the congestive heart failure area,” says Johnson. 

“We’re just at the cusp.”

as with any evolving technology, patients have to learn to accept 

it as helpful to them, martin says. With the current aging population, 

“we have to really do a lot of education and have them accept the 

telemonitoring in their home,” says martin. “they find it an invasion 

of their privacy. i think as our baby boomers age, we will get there a 

whole lot faster.”

REtURN oN iNvEStMENt foR REAdMiSSioNS ANd CARE tRANSitioNS
Which best describes the return on investment for readmissions and care transitions at your 
healthcare organization?

Base: 257

Source: HealthLeaders Media Intelligence Report, Readmissions Buzz Survey, February 2012.
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initiatives to develop care systems centered on patients and 

focused on health outcomes are taking many shapes, including com-

munity collaborations, provider partnerships, accountable care orga-

nizations, and integrated health systems. they all aim to address the 

same fundamental challenges of proactive care for the chronically 

ill: safe and efficient care transitions, coordinated plans of care, and 

patient education and engagement. 

Hospitals, physicians, and postacute providers must implement 

care transitions processes that work on two levels. First, they must 

In a sign of things to come, beginning this October Medicare will penalize hospitals with high 

readmission rates for patients with heart failure, acute myocardial infarction, or pneumonia. The focus  

on improving patient outcomes as measured by preventable readmissions makes caring for patients  

along a continuum not just a question of quality patient care, but also an economic imperative.

Chief Medical Officer, 
Amedisys

Michael  
fleming, Md, fAAfP   

ensure that patients receive the education and follow-up needed 

while transitioning between care settings.  at the same time, they 

must collaborate seamlessly to transition responsibility and knowl-

edge about the patient’s condition, medications, and plan of care 

among relevant providers. 

effective chronic care requires deeper patient engagement by 

developing a care plan the patient will adhere to, delivering multidis-

ciplinary care in acute care and community settings, and coordinat-

ing the plan of care with consistent education and reinforcement to 

Care Transitions and 
Reducing Preventable 
Readmissions

Introduction by Michael Fleming, MD, FAAFP
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the patient across multiple touch points and providers.  

Healthcare providers that are successfully caring for chronically 

ill patients and reducing preventable readmission rates are address-

ing the challenges of chronic care with collaborative efforts across 

settings and providers. they focus not on treating diseases, but on 

treating people with diseases along with the myriad comorbidities, 

and socioeconomic and behavioral health complications that may 

accompany them. they meet patients where they are and coordinate 

services along a continuum, not just within acute episodes.

a seismic shift in the healthcare system has begun. By developing 

creative approaches to care coordination, providing safe care transi-

tions, and proactively engaging patients across settings, healthcare 

providers can differentiate themselves with higher-quality patient 

care and realize the benefits of outcome-driven care.

Michael Fleming, MD, FAAFP, Chief medical officer, amedisys

CAUSE of REAdMiSSioNS 
Do you consider each of the following to be a major cause of readmissions, minor cause of readmissions, or not a cause of readmissions?

Source: HealthLeaders Media Intelligence Report, Readmissions Buzz Survey, February 2012.
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Lack of preventive care and monitoring 
of patients with chronic conditions

Lack of coordination between hospital  
discharge and physician follow-up

Poor accountability for who is responsible  
for patient follow-up

Insufficient patient education/discharge  
instructions

Insufficient IT/eMr for tracking patients
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About HealthLeaders Media
HealthLeaders Media is a leading multi-platform media company dedicated 
to meeting the business information needs of healthcare executives and 
professionals. 

To keep up with the latest on trends in physician alignment and other critical 
issues facing healthcare senior leaders, go to: www.healthleadersmedia.com
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About Amedisys
As the health care system continues to evolve, Amedisys champions innovative approaches to providing 
home-based care to high-risk and chronically ill patients.  As an ally to hospitals, we work together to 
coordinate a continuum of care focused on improving patient outcomes, satisfaction, and quality of life. 

Amedisys is a leading provider of health care at home, as the nation’s largest home health and fourth-
largest hospice provider. With an eye on the future, we’ve invested in the clinical expertise and 
infrastructure necessary to deliver quality health care and care coordination services. 

Learn more about how we can bring the continuum of care home for your patients at  
www.amedisys.com/breakthroughs, or call 866-308-4004.

To view this full issue of HealthLeaders Media Breakthroughs:  
Strategic Solutions for the Readmissions Challenge, please click 
here to download: www.healthleadersmedia.com/breakthroughs
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