
This is CASE STUDY 4 of 4 from HealthLeaders Media Breakthroughs: 
Strategic Solutions for the Readmissions Challenge

Case Study | UPMC Hamot

ENTR
ANCE

READMISSIONSENTER HERE

READMISSIONSENTER HERE

READMISSIONSENTER HERE

2012 ASHPE GOLD

BEST DIGITAL/PRINT
 MAGAZINE INTEGRATION

June 2012

Strategic 
Solutions for the  
Readmissions 
Challenge

In collaboration with



shareshare HealtHleaders Media BreaktHrougHs: strategic solutions for the readmissions Challenge

in collaboration with©2012 HealthLeaders Media, a division of HCPro, Inc. 

share

business development upmC Hamot and Ceo of Heart institute at 

upmC Hamot. “Certainly there’s no money in that. You’re talking 

about primary but mostly secondary prevention. it was not the 

best investment from a money perspective, but we had a vision 

that healthcare was going to transform, and that was going to 

become important.”

today upmC Hamot is one of three hospitals nationwide that 

measured better than the national average in medicare’s outcome 

of care measures for 30-day readmissions in all three categories 

tracked: congestive heart failure, heart attack, and pneumonia. 

But a decade ago, readmissions were considered “admissions” and 

were part of the volume equation that fell to the bottom line. in the 

first year alone, admissions for heart failure fell 44%.

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

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

A decade ago, the hospital and medical group leaders of 

Hamot medical Center’s heart program knew they had to 

do something to reduce readmissions for congestive heart 

failure. First and foremost, it was the right thing to do for patients 

who were returning to the hospital very ill. the other key driver 

was that heart failure was almost always near the top of money-

losing DRGs.

the erie, pa., hospital—now upmC Hamot after a 2011 affilia-

tion—did something in 2002 that was virtually unheard of at the 

time: it adopted a disease management approach to CHF that put 

management of the patient’s ongoing care under the direction of 

the cardiology group and a specially created outpatient CHF clinic.

“When we looked at heart failure, it was pretty obvious at the 

time that healthcare needed to increase its focus on chronic dis-

ease management,” says Gary maras, senior vice president of the 
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paving the way with physicians was one challenge. the team 

knew that to truly eliminate care gaps they needed a new model 

for heart failure nursing that both identified and screened patients 

earlier, and then aligned a care team around a disease manage-

ment model. the first move was to select four cardiovascular nurse 

educators and convert them specifically into heart failure disease 

managers. their first role, maras says, is to “comb through our 

admissions, make sure that everybody with primary/secondary 

diagnosis is seen and has an appropriate care path both in hospital 

and post-discharge.”

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

maras says. “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 significant improvement  

in patient care.”

New models
the hospital staff and its cardiology group, medicor associates, 

inc., had been working on standardized order sets for inpatient 

CHF patients, but the problems arose after discharge. CHF patients 

must be carefully monitored for sodium and fluid intake, as well as 

a medication regimen of diuretics. most CHF patients were cared 

for by their primary care physicians, who did not necessarily have 

the specific expertise to manage such patients that a cardiologist 

would, maras says.

“the first barrier is getting the doctors to buy into it, because 

we had some pushback from the primary care physicians,” says 

Robert Ferraro, mD, chair of the department of cardiovascular 

medicine and surgery. “they didn’t want their patients ‘stolen.’ ” 

Both maras and Ferraro credit two leaders of the cardiology group 

for personally meeting with each area primary care physician to 

explain the heart failure care protocols that would be followed. 

after the first year they returned with data.

“that made all those primary care physicians realize how suc-

cessful of a patient care model we’d put together,” maras says. “it 

was reinforcing that if they had heart failure patients and other 

patients, that this would be the best place for them to be cared for.”
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“We really spent time educating them on 
what we wanted to do with the concept. We 
refocused on what they did with the patient 

and family education session to stress the 
importance of really building a partnership 
and make sure the patient and the family 
understand that everything that they’re 

talking about is really important.”
Theresa Kisiel, MSN, executive director of cardiovascular  

nursing and quality, 
UPMC Hamot
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James e. Donnelly, Rn, Bsn, chief nursing officer and chief 

quality officer for upmC Hamot, says no new nurses were hired.  

“We just actually asked for a higher return on that invest-

ment by giving them some additional responsibilities and duties,” 

Donnelly says. “i think that gave us a positive result. i think that’s 

also something that’s consistent with what’s happening across 

healthcare in general—that you’re continually being asked to do 

more with the same or fewer resources. You have to constantly 

evaluate what they’re doing.” 

theresa Kisiel, msn, executive director of cardiovascular nurs-

ing and quality at upmC Hamot, says the nurses were retrained 

with an emphasis on disease-specific patient education. 

“We really spent time educating them on what we wanted to  

do with the concept,” Kisiel says. “We refocused on what they did 

with the patient and family education session to stress the impor-

tance of really building a partnership and make sure the patient 

and the family understand that everything that they’re talking 

about is really important. Heart failure isn’t something that you  

can take a pill for, and that’s it. it’s a chronic, progressive disease, 

and our nurses need to make them understand—obviously in a  

way that doesn’t scare them to death—that we are their partners 

in managing their disease.”

the disease managers work with the inpatient nurses to identi-

fy any issues that could affect the patients’ care after discharge—

such as poor diet or social factors that could impede the ability to 

monitor their disease. Heart failure requires careful monitoring 

of diet and sodium intake. patients need to be weighed every day 

James E. Donnelly, RN, BSN, 
chief nursing officer and  
chief quality officer, 
UPMC Hamot
having trouble listening?  
Click here.
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to make sure that fluid levels have not built up around the heart. 

the team of disease managers acts as the bridge to the outpatient 

heart failure clinic, taking ownership of those critical few days after 

discharge where the patients go home but before they go to the 

outpatient heart failure clinic for follow-up, says Kisiel.

“our disease managers do a follow-up phone call 24, 48, and 72 

hours after discharge depending on the time frame of the patient’s 

discharge to make sure they got home, they got their prescriptions 

filled, they understood all their instructions,” Kisiel says. “they go 

over daily weights, pain, or breathing. and they make sure that 

they have a date and a time for that follow-up appointment.”

the heart hospital and the cardiology group knew that to truly 

manage heart failure they needed to reach into the home—either 

with home health or skilled nursing care. maras says approximately 

60% of Hamot’s CHF patients require some form of nursing care. 

Fortunately the health system has its own home health agency and 

worked closely with its staff, but leaders knew they had to work 

with other agencies in the area to make care protocols more con-

sistent and to create linkage back to the medical resources.

“Before, we’d send somebody to a nursing home and then the 

next day they’d be back in the emergency room because there really 

wasn’t that communication. it was, ‘Well, they’ll go to the hospital, 

they’ll get medical care,’ ” Ferraro says. “so we partnered with them 

and we’ve educated them. our home health nurses are very keyed 

into this as well. they know who to call if there’s issues going on, and 

that goes a long way toward keeping people out of the hospital.” 

Kisiel says Hamot started offering free education sessions for 

area nursing homes and home health agencies on topics such as 

heart failure, nutrition, and infectious diseases, which qualified 

for continuing education credits. some area health agencies were 

quick to embrace the heart failure program, seeing the competitive 

advance of improved patient care, Kisiel says.  

dedicated clinic
strengthening relationships with home health and nursing meant 

that Hamot had to have the specific resources and expertise ready 

to manage heart failure in an outpatient fashion, thus the heart 

Gary Maras,  
CEO, 
UPMC Hamot Heart  
Institute
having trouble listening?  
Click here.
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Indicator FY 09 FY 10 FY 11

admissions 601 591 576

los 4.71 5.00 5.18

mortality 3.63 1.41 2.53

avg margin ($78) $485  $496

smoking Cessation 99.7% 100% 100%

lV assess 100% 100% 100%

aCe/aRB 96.6% 96.4% 98%

D/C instruct 91.9% 91.4% 95%
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failure clinic was created. the program currently has approxi-

mately 1,300 patients under management, and is run by two nurse 

practitioners and two cardiologists. a third np is set to be hired. 

“patients are just referred right to the outpatient heart failure clinic 

within a few days of discharge, evaluated, seen by one of the per-

sonnel, and then supervised by one of the cardiologists so that their 

plan of care gets carried out,” says maras. 

even with realignment and new investments, making sure that 

the care protocols were carried out during each and every encoun-

ter meant years of consistent communication, transparent data 

sharing, and reinforcement.

“Honestly, it’s not actually developing the protocol that we 

found challenging,” Kisiel says. “What we found challenging was 

getting our physicians to implement it 100% of the time. We had a 

lot of physicians who felt that they didn’t need to have a protocol in 

front of them, and that they could care for a heart failure patient, 

write their own orders, and really put in all the elements of evi-

dence-based medicine. some of them did, and some of them didn’t.”

the focus on standard pathways led to reduced lengths of stay 

and fewer readmissions, and turned an average loss of $79 per 

CHF case into a $500 positive margin in fiscal year 2011, maras 

says. now the team at upmC Hamot is confident that the skill set 

from its heart failure disease management model can be adapted 

for other conditions as the reimbursement model shifts risk back 

toward providers in models like accountable care.

“From my perspective administratively, there’s not a lot i can  

do to control an aCo geography-based kind of model, but i can 

control a disease-based model,” maras says. “and so i believe  

that what we’ve done with disease management prepares us to 

manage these chronic diseases, whether it’s heart failure, ami,  

diabetes. our whole plan to expand our disease management is 

really going to prepare us for what we believe an aCo is, one way 

or the other, going to mean—to keep people ‘tuned up’ and use 

fewer resources.”

“Our disease managers do a  
follow-up phone call 24, 48, and  

72 hours after discharge depending on 
the time frame of the patient’s  

discharge to make sure they got home, 
they got their prescriptions filled, they 

understood all their instructions ...”
Theresa Kisiel, MSN, executive director of cardiovascular nursing                 

and quality, UPMC Hamot
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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.
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