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B Y  J i m  m o l p u s

Sometimes the obvious gets overlooked. When forced to  

find solutions for reducing readmissions, some hospitals 

may look at follow-up appointments, social factors, or  

other drivers that happen outside the hospital experience. all are 

important.

the team at Fort Wayne, ind.–based parkview Health also 

knew, however, that any effort to truly reduce hospital readmis-

sions had to start with the team most able to effect meaningful 

change: the inpatient care team, specifically the hospitalists. 

a few years ago, parkview Health began a fairly dramatic 

expansion of its physician employment model through its owned 

parkview physicians Group, growing nearly tenfold to 300 doctors 

today, with 150 in primary care and family medicine, says Greg 

Johnson, Do, mmm, chief medical officer for parkview Health and 

service line leader for inpatient medicine.

“our hospitalists and intensivists are part of that group,” 

Johnson says. “one of the first strategies from a health system 

standpoint was to establish a hospitalist program that was more 

integrated with the hospital’s operations. Readmission rates are 

just one of the metrics within the hospitalist program where we 

have yearly goals.”

leaders at parkview Health knew that building a hospitalist 

program would require more than just adding physicians. one of 

the least effective ways to reduce readmissions is to target read-

missions alone. so one of the initial steps for parkview to improve  

a variety of inpatient outcomes—length of stay, complications,  

and readmissions—was to band together hospitalists and case 

managers.

“every hospitalist had a case manager paired with them, so 

they functioned as a team. so they would see patients together 
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and not in separate silos. and they would run a census or a casel-

oad of somewhere in the neighborhood of 20–25 patients a day,” 

Johnson says. 

Julia Walker, Rn, Bsn, program manager for the hospitalist, 

intensivist, and eiCu programs, says one of the many advan-

tages of the pairing is that it allows the conversation about the 

discharge process to begin much earlier than it typically would—

previously, a case manager would be lucky to get a note from a 

physician. “the hospitalists and the case managers round together 

daily,” Walker says. 

“so on the day of admission, you’re even discussing what you 

will need in the future and what the plans will be. and on a daily 

basis, you’re working toward that goal and making sure that 

the patient has all the resources that they need at the time of 

discharge.”

Diane Barnes, Bs, CpHQ, parkview’s director of quality and 

accreditation, says the partnership took some time to gel. “i 

won’t say that it started out necessarily that way, but the physi-

cians have grown to see the value in those case managers. they 

began to understand that case management is not their expertise 

and that it only helps them to have that person at their elbow 

to achieve the goals for all of those dashboards in length of stay, 

complications, and readmissions.”

the pairing of hospitalists and case managers was just a 

start, soon to be followed by an expanded rounding team that 

worked together in a new model of inpatient care. “it’s what we 

call our collaborative care model,” Johnson says. the floor nurse, 

the bedside nurse, a clinical documentation specialist, and at times 

pharmacists were added to the team. one of the goals of the team 

was earlier identification of patients who might be at high risk 

for readmission, not just because of clinical issues, but also due to 

social reasons. many patients at high risk become readmissions 

because they skip their follow-up appointments or don’t take their 

medication.

“Not to sound Pollyannaish because it’s the 
right thing to do for the patient, but it’s also 
the right thing to do financially because our 

collaborative care model has reduced our 
length of stay and we’ve become more  

efficient with our pharmaceutical usage.  
So there are other financial benefits we  

are garnering. It’s not all just about  
readmissions. It’s about the total care and  

the continuum of care of that patient.”
Greg Johnson, DO, MMM, chief medical officer, 

Parkview Health 
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to improve the follow-up appointment flow, parkview 

physicians Group set up a referral center, Johnson says, so case 

managers have access to appointments within five days of dis-

charge. adds Walker: “the nurses within our hospitalist program 

work very hard so that no patient leaves the hospital without a 

primary care physician and that they have follow-up information 

before they leave our doors.” For low-income patients who don’t 

have access to a primary care physician, particularly those with 

chronic conditions such as diabetes or hypertension, the team  

coordinates with a local clinic.  

the pharmacist member of the collaborative care team works 

with some patients to reconcile their medications before discharge. 

often the reason patients don’t take their medication after they go 

home is tragically simple: they can’t afford it and don’t want to tell 

anyone. Walker says case managers and nurses develop a level of 

trust and communication with the patient so that they can identify 

who needs medication assistance.

“We’ve worked very hard with each patient as we’re working 

on discharge plans to say, ‘are you able to afford your medication?’ 

We look at alternatives, such as maybe giving them the same  

class of drug that might be on the $4 list at a retail pharmacy 

instead of a hundred dollars out of pocket,” Walker says. “We  

also have a very good medication assistance program here at 

parkview so if there’s a patient who needs to be on a very expen-

sive antibiotic, we work with the pharmaceutical companies and 

make sure that the patients are getting what they need to stay  

out of the hospital.”
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the hospitalists and the collaborative care team have steadily 

brought down 30-day readmission rates, from 11.2% in 2008 

to 7.3% in 2011. in that same time period, inpatient encounters 

doubled from 18,000 to more than 36,000. parkview is one of the 

few hospitals nationwide to have readmission rates lower than the 

national average in heart failure and pneumonia, two of the three 

categories that Cms measures.

PARkviEw HEAltH REAdMiSSioN RAtES

Source: Parkview Health.
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“not to sound pollyannaish 

because it’s the right thing to 

do for the patient, but it’s also 

the right thing to do financially 

because our collaborative care 

model has reduced our length 

of stay and we’ve become more 

efficient with our pharma-

ceutical usage,” Johnson says. 

“so there are other financial 

benefits we are garnering. it’s 

not all just about readmissions. 

it’s about the total care and 

the continuum of care of that 

patient.”

transition coaching
parkview leaders also knew 

certain people need more help 

after leaving the hospital. so 

they partnered with aging and 

in-Home services of northeast 

indiana—a private, nonprofit 

social service organization that 

works with seniors and people 

with disabilities in nine coun-

ties—to secure a federal grant 

for a transition coach program. 
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CaRe TRanSiTionS
A 30-day program to help you transition from the hospital to your home

Start a Personal Health 
Journal with you. the  

Journal will help you under-
stand the doctor’s prescribed 

medication routine, and  
any red flags you should  

watch for after discharge.

2

Visit you at home within 48 
hours of discharge to provide 

information for making decisions 
for non-medical support services 

you might need over the next 
few weeks of your recovery.

3

Make arrangements for 
supportive services you  

may need as you transition 
from hospital to home.

4

Confirm that all services 
requested are in place  

and satisfactory.

5

Call weekly to make sure your 
transition home is running 

smoothly and that you and/or 
your family caregiver have  

what you/they need to provide 
care to maintain independence 

during recovery.

6

Refer you to additional 
support if it appears you will 
need longer term support at 
the end of the 30-day Care 

transitions program.

7

your coach will: Visit you (and your  
caregiver) at the hospital  
to discuss discharge plans.

1

Source: Parkview Health.
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the program accepts medicare or dual-eligible patients over age 

60 who have a diagnosis of congestive heart failure, CopD, or dia-

betes, Johnson says. 

once a high-risk patient is identified, a coach can be assigned, 

Johnson says. “now the coach is kind of a combination case 

manager and social worker. that coach actually sees the patient 

24–48 hours prior to discharge, so they’re making contact with the 

patient even before the patient goes home.” 

the resources used depend on the case, but generally the 

two coaches in the program start at the hospital by working on 

a personal health journal with patients so they understand the 

medications they are on and any symptoms that may be red flags. 

the coach may arrange a home visit, as well as transportation for 

follow-up appointments, whether to a primary care physician, or 

to a pulmonologist or cardiologist for specific care related to the 

patient’s condition. the coach will also deliver a one- or two-day 

supply of disease-specific meals, such as low-sodium meals for 

a patient with CHF, Johnson says. Results in the pilot so far have 

been exciting, he says.

“there is no magic to it. it’s just a matter of having someone 

that patient can call if they’re having an issue,” he says. the pilot 

also seems to reinforce that having nonclinicians actively managing 

care transitions may have the benefit of reducing the use of  

medical services.  

For the patients who do need nursing home or home health ser-

vices, parkview communicates specific programs and protocols for 

conditions such as CHF, Barnes says. “We work very closely with 

home health and with the nursing homes so that they understand 

the importance of these patients being weighed daily and how to 

manage their condition more adequately in the nursing home so 

that they weren’t coming back to the emergency room,” she says. 

“at the same time, we’ve developed a palliative care program to 

make sure that the patient is in the right location at the right time 

for their condition.”

“Now the coach is kind of a combination 
case manager and social worker.  

That coach actually sees the patient 
24–48 hours prior to discharge, so  

they’re making contact with the patient 
even before the patient goes home.”

Greg Johnson, DO, MMM, chief medical officer, 
Parkview Health

“
Julia Walker, RN, BSN, 
eICU program manager, 
Parkview Health 
having trouble listening?  
Click here.
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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.
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