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HeALTHLeADeRS MeDIA  the focus on reducing preventable 

readmissions is a relatively new one for the hospital side of the  

provider continuum. Describe the steps you have taken at your 

health system.

The focus on preventing hospital readmissions asks hospitals to fundamentally shift their perspective: 

away from an inpatient-centered view of caring for sick people and toward a population-based approach 

to keep people healthy. To make any improvement on preventing readmissions requires hospitals to think 

differently about what happens to patients after they leave, and to close care gaps between the medical office, home 

health, skilled nursing, and the community itself. The toolkit includes new emphasis on some familiar tools, such as 

communication and education. HealthLeaders Media convened a panel of experts from four leading health systems to 

share insights on what they have learned and what looms next in this transformative journey.

Strategic Partnerships Director
Healthleaders media

Senior Editor for Physicians and 
Service Lines
Healthleaders media

Jim
Molpus   

Joe
Cantlupe   

MoDeRAToRS

GReG JoHNSoN, Do, MMM  |  Parkview Health  |  our readmissions 

program really began with the initiation of our hospitalist program 

approximately four and a half to five years ago. it has evolved from 

being just a workshop model of a hospitalist who sees a patient, 

http://www.facebook.com/HealthLeadersMedia
http://twitter.com/HealthLeaders
http://www.healthleadersmedia.com/breakthroughs/
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does their evaluation, and completes the man-

agement coding to creating a collaborative 

care team that works with the hospitalist to 

provide care for the inpatients. the collabora-

tive care team consists of the hospitalist, case 

manager, pharmacist, floor nurse, and often 

another rounding nurse that helps coordinate. 

We didn’t know it at the time, but our readmis-

sions began to drop a percentage point a year. 

When we really began focusing on patients at 

high risk for readmissions, we started to get 

a little more bang for our buck. patients with 

diabetes, congestive heart failure, and CopD 

were probably the first three that we attempt-

ed to alter our processes for. We are now in 

our third generation of preventing readmis-

sions, and are working with our employed phy-

sician group within parkview Health system 

in helping that transition to the outpatient 

setting with transition coaches and those sorts 

of things.

kATHLeeN MARTIN, RN  |  Griffin Hospital  |  

Because we are a small independent com-

munity hospital, it is just a little scary because 

of the payment schedule, but we decided that 

we would start internally. so 

we developed a chronic disease 

management team that consists 

of pharmacy, dietary, nursing, and 

respiratory to start looking and 

screening our patients at high 

risk for readmission. We looked 

at what we could do internally 

to make our system better. We 

found that there were a lot of 

issues. there was some subop-

timal discharge planning that was done. the 

medication reconciliation was done haphazardly 

at the last minute. patients who needed a lot of 

education were getting it, but we just weren’t 

doing it well. We also found that there was 

inadequate follow-up once they left our system. 

so we’ve been working for two years now. We 

developed a collaborative with our skilled nurs-

ing facility and homecare agencies in the area. 

We come together on a monthly basis. We col-

lectively do a drill-down of every patient who 

was readmitted to the hospital and what they 

think happened from their standpoint. From the 

hospital’s perspective, we thought everyone did 

things the same way the hospital did. We found 

out that does not happen out in the communi-

ty. it took us almost a year to get on the same 

page with the skilled facilities and homecare 

agencies to commit to doing some of the same 

things we were doing. We started with heart 

failure. We created a heart success protocol 

that we have all committed to. there are 15 

indicators that we do from a hospital per-

spective. there’s another 10 from the skilled 

nursing facility and eight from the homecare, 

including things like making sure patients get 

to their follow-up appointment, making sure 

when they leave from one transition of care to 
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— kathleen Martin, RN,  
Griffin Hospital 

“We looked at what 
we could do internally 
to make our system 
better. We found that 
there were a lot of 
issues.”

http://www.facebook.com/HealthLeadersMedia
http://twitter.com/HealthLeaders
http://www.healthleadersmedia.com/breakthroughs/
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another they have prescriptions that will take 

them to the next appointment, making sure 

the next provider knows what was going on. it 

is finally working. it was very frustrating, but 

finally after two years we decreased our heart 

failure readmissions by 50% and our heart fail-

ure with all readmissions by about 35%. We’re 

feeling good at this point.

GARY MARAS  |  UPMC Hamot  |  interestingly 

enough, we started our disease management 

and readmissions program not to reduce read-

missions, but because we thought there was a 

better way to treat patients. We started with 

heart failure when the economic drivers were 

not aligned. our cardiology group believes 

that patient care comes first. so their group 

investment in treat-

ing heart failure 

patients on an out-

patient basis was 

not done by eco-

nomic drivers. the 

first year that pro-

gram was in place, 

we saw a drop in 

inpatient admissions by 44% on the hospital 

side, so their salaries went down because 

there wasn’t reimbursement that paid for their 

investment. When you really look back at the 

hospital side and you talk about decrease in 

admissions, what we find is that one of our 

top worst-performing DRGs over the previ-

ous decade had been heart failure DRGs. so 

in fact, we were reducing our admissions, but 

we are reducing our admissions on a DRG that 

was actually a loser. so the next generation 

of our disease management—as opposed to 

heart failure—was really to address the inpa-

tient side of it and align a team as we have 

described as the key people to deal with inpa-

tients and we turned the inpatient DRG loss 

into actually one of our best-performing DRGs 

over the next couple of years. When you put 

this in perspective of the drivers of why you 

do things, we follow a much different course, 

but the end result was aligning the economic 

drivers. 

LISA bAUMGARDNeR, DNP  |  Sarasota 

Memorial Health Care System  |  i would say our 

journey actually started a long time ago. We’ve 

had an outpatient heart failure clinic for at 

least 10 years. our interest i think in heart 

failure just escalated when the heart failure 

core measures came out. so a group of us 

worked on how to increase adherence to the 

core measures. i think as an institution it has 

been a gradual thing, year after year, of mak-

ing improvements to the care of, in particular, 

heart failure patients. now our focus really is 

looking at a much broader diagnosis group and 

looking at preventing readmission and usually 

from the lessons that we learned in our heart 

failure group and bringing it over to other 

diagnoses and other patient populations and 

letting that help us move forward. our next 

strategy will be looking at identifying patients 

who are at the highest risk for readmission so 

that we can use our resources and intervene in 

that kind of context.

MICHAeL FLeMING, MD  |  Amedisys  |  We are 

a little bit different because we’re a postacute 

care provider. We started about five years ago 

with the Georgia quality improvement orga-

nizations just looking at reducing heart failure 

readmissions at some hospitals in Georgia. 

having trouble  
viewing? Click here.
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What we’ve learned is that single interventions 

that can work, but most importantly it is put-

ting those interventions together. so we have 

developed a multipronged intervention that 

begins in the hospital. We have care transition 

coordinators that are nurses that we put in 

the hospitals, and those nurses see the patient 

as soon as the referral is made, hopefully at 

least 24 hours ahead of discharge to begin 

that transitions process. part of that process 

is to talk to the patient about medicines, about 

expectations at home, what’s going to happen 

at home, and also the fact that we can man-

age them. one of the most vulnerable times 

for the patients with all causes is that first 72 

hours post-discharge because sometimes their 

primary care physicians don’t even know the 

patient was in the hospital. so we believe that 

we can bridge that vulnerable period of time 

with the care transitions coordinator, who is 

on call to that patient 24 hours a day. We make 

that appointment with the physician. and then 

there is patient/caregiver engagement. We 

use a tool called Bridges to Healthy living that 

the patient actually fills out. the patient states 

their own goals and writes those down and 

carries that home. there is a place in there for 

the patient to write down questions to ask the 

physician. the patient writes their medicines 

down and what they’re for. the patient’s care-

giver does so if the patient can’t do it. 

HLM  Readmissions start with the admission, 

so to speak. What interventions have been 

most effective during the inpatient episode to 

keep patients from being readmitted?

bAUMGARDNeR  one of the things that 

worked well for us is bringing our population of 

heart failure patients to one specific area of the 

hospital. We have three cardiac telemetry floors 

and so we made one that would specialize in 

heart failure with the goal being everybody 

at least who has a primary diagnosis of heart 

failure would be admitted to that floor. then it 

was easier just to bring everybody on that floor 

up to speed on the gold standard of heart failure 

treatment. We educated them on techniques 

for patient bedside teaching and we ultimately 

assigned a nurse as a heart failure educator. she 

is a specialist in heart failure. she goes around 

and sees every patient who is admitted to the 

hospital to that floor. she does an individual life 

assessment. she looks for discharge barriers. it 

is nice because she has that heart failure exper-

tise and can look at it from the patient’s point of 

view. and then she adapts her patient teaching 

plan according to what that patient needs. that 

has been very successful for us. 

MARAS  the patients with the primary diag-

nosis are the easier population to manage. it’s 

the folks with the secondary diagnosis that 

are more difficult. so we have started mak-

ing sure that we identify everybody up front 

— Gary Maras,  
UPMC Hamot

“We also know that  
compliance with the  
medical caregiver and care 
plan is the single biggest 
provider of reducing  
readmissions ...”
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with the secondary heart failure diagnosis. as 

far as high-risk screening, you use kind of the 

precaution mentality that everybody should 

be screened and then tailor the program to 

that individual. We also know that compliance 

with the medical caregiver and care plan is the 

single biggest provider of reducing readmis-

sions and using the “credible messenger” of the 

physician brings credibility. the other thing is 

to have the patient write their goals. once you 

get that patient to declare those, then their 

plan is much more likely to be successful.  

We have incorporated those pieces: use a 

dedicated team to screen patients, treat all 

patients as if they’re high-risk, and create a 

plan with the patient to reinforce compliance 

with their therapy after discharge.

MARTIN  We find 

that oftentimes 

patients will come 

in with several dif-

ferential diagnoses 

and they will start 

with one, and end 

up with something 

else. We try very carefully to follow that 

patient to know their real diagnoses. We also 

worry about patients getting diagnosed with 

something they don’t truly have. over the 

past year, we found it has been very helpful to 

engage our cardiologists in the hospital set-

ting as they may or may not be the attending 

physician. We have a disease management 

team assigned on a weekly basis for the edu-

cation process. We have a teaching tool that 

we share with the outside providers as well, 

and we always teach that to the patient. it is 

easy to follow, but we do know that it can take 

between 45 minutes to one and a half hours 

to really have the patient understand what we 

are trying to teach them and then be able to 

teach it back to us. Because we are small, we 

need to share the burden. so all of our chronic 

disease management team members will each 

take a week of teaching. We teach everyone 

the primary and secondary diagnoses. We have 

videos that show everyone when they come 

just what congestive heart failure is all about. 

JoHNSoN  excellent comments. We physi-

cians and executives in healthcare understand 

the continuum of care: things like pre-hospital, 

hospital, and postacute care. But our patients 

don’t think like that. they think this is all an 

episode of care. We actually taught them to 

think that. one of the things that we found 

very helpful is the outpatient postacute care 

coach. We do not use nursing. We use social 

workers and laypeople who have been trained 

in what is called the Coleman process in 

coaching [modeled after the Care transitions 

program authored by eric a. Coleman, mD]. 

We actually bring them into the hospital 

24–48 hours prior to discharge so that the 

family and the caregiver meet their coach. We 

want the patient and family to understand 

that this is continuing care, not just an episode 

of care. that has actually helped tremendously 

to establish a relationship. it is almost like 

bringing the post-acute care setting into the 

hospital.

HLM  You all seem to agree that it is important 

that a member of the care team be that link to 

the patient, starting in the inpatient episode. 

How do you put that into operations in a way 

that makes sense? 

having trouble  
viewing? Click here.

http://www.facebook.com/HealthLeadersMedia
http://twitter.com/HealthLeaders
http://www.healthleadersmedia.com/breakthroughs/




http://content.hcpro.com/breakthroughs/11/BT_Parkview_Johnson.mp4


shareshare HealtHleaders Media BreaktHrougHs: strategic solutions for the readmissions Challenge

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

35

shareshare

Roundtable | Preventing Readmissions

JoHNSoN  Within parkview Health systems 

with our employee physician group, parkview 

physician’s Group, we have established a refer-

ral center. all patients, if deemed necessary by 

their inpatient care team, can be seen the next 

day, or in two days or three days or whatever 

is deemed necessary. so we are contributing 

to that continuum of care in helping triage that 

patient by when they need to be seen in the 

outpatient site. We don’t have the resources to 

say everybody needs to be seen within three 

days. You have to select the right patients. 

and so the inpatient care team, along with the 

transition coach, case manager, and physician, 

are the ones that really help set that. often the 

case managers are much more in tune to those 

patients that are at high risk because it is not 

just the medical piece, it is the social piece that 

contributes to the readmission. so we lean on 

our case managers often. so every one of our 

hospitalists has a case manager paired with 

them and they round together as a team. 

MARTIN  i agree. our case managing team 

is the critical piece to this. We have a heart 

failure coordinator who works with the case 

managing team. she is the person 

who does the questionnaire coor-

dinating the education and differ-

ent disciplines. the case manager 

is also paired with our hospitalists 

and works with them to say what 

happened the last time. What 

are we going to do different with 

the patient this time? We make 

follow-up appointments prior to 

discharge for our patients with 

their cardiologists and then we call them with-

in 48 hours and call them once a week for four 

weeks. We also call the skilled facilities or the 

homecare agencies on a weekly basis to see 

how they are doing. We just initiated our heart 

failure clinic where we are going to have the 

patients come back three weeks in a row after 

the cardiology visit.

bAUMGARDNeR  that is so true. What we 

are seeing in healthcare now is that it is really 

a different world if you are an acute care 

hospital. Because hospital care has always 

been about acute care and now it is about the 

patient’s whole continuum of care. it is a really 

big shift for us; but we shouldn’t be surprised 

that we’re going to the patient’s home and 

seeing a different person in a different envi-

ronment than you would see when you are in 

the hospital. there is a lot of value in that and 

hopefully we get incentivized in the right direc-

tion and we can give the patients the right 

care, at the right time, at the right place. 

JoHNSoN  We have four community hospitals 

in a very rural setting. We have a very well-

coordinated first responder emt paramedic 

system. emts and paramedics often have a 

lot of downtime, so we actually began hav-

ing emts and paramedics do home visits for 
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— lisa Baumgardner, dNP,                   
CNS-BC, PCCN  

Sarasota Memorial Health Care System 

“What we are seeing  
in healthcare now  
is that it is really a  
different world if  
you are an acute care 
hospital.”
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patients who have been recently discharged, 

whether it be just for a blood pressure check 

or to get a look at the social structure. We’ve 

only been doing it for about two months. i have 

no idea what direction it is going to go, but it 

was a resource at no added cost. and actually 

it helped the emts and paramedics from a pR 

standpoint that they’re seen more in the com-

munity and they’re not just associated with a 

catastrophic event.

FLeMING  We can’t overstate the value of 

having someone that goes into the home 

because you can question the patients all you 

want, but with patients that have cognitive 

disorders there are a lot of things you’re never 

going to find out. i have a story that is close to 

home because it’s 

my dad. He’d been 

in the hospital for 

heart failure and 

when i went to 

visit him with the 

homecare nurse 

there, it turned out 

that someone had 

told him that if he drank two glasses of pickle 

juice every day, it would help clear his throat. 

Do you know what pickle juice is? salt and 

vinegar. He was getting seven grams of sodium 

a day in the pickle juice. and so no one would 

have known, because i could have asked my 

parents all day long, “are you taking any salt?” 

and they would have said no. When we send 

our nurses into the home, one of the things that 

we go through is to be observant. You have to 

go through and know the things that you’re 

told, but it’s the signs that you’re not told that 

may become almost as important. 

HLM  How have you improved your discharge 

education?

MARTIN  We’ve expanded it greatly. First, we 

realized that patients only really remember 

about 10% of what you tell them in the first 

place. so when we decided to start focusing 

on chronic disease management, we started 

to develop different types of brochures that 

would be easier for patients to understand. We 

use a brochure from the north Carolina health 

literacy program, “Caring for Your Heart: 

living Well With Heart Failure.” the patient 

gets it in the hospital, and the homecare agen-

cy walks in the door with it. or if they go to the 

skilled facility, they bring the same brochure 

out and start teaching. so over different points 

of contact, the patient sees that everyone’s 

using the same thing. the other thing we have 

worked on in the discharge planning process 

has been medication reconciliation. We’re a 

small hospital but we’re a teaching hospital, 

so we have interns, residents, attending physi-

cians, and consults—all with their hand in the 

pie. and the patient hears different things 

from every provider. so when we do our recon-

ciliation, it’s usually the house staff that does 

the medication reconciliation. But now we 

added a second review so that the patient can’t 

leave until the attending physician reviews that 

medication reconciliation. and that has found 

many flaws and medical errors that could 

cause problems. 

FLeMING  people have to hear something or 

see something seven times before we change it. 

so when we’re thinking about our elderly, frail 

patients, touching one time doesn’t work. and 

so that’s why we’re using that personal record, 

having trouble  
viewing? Click here.
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too, the Bridges to Healthy living where i men-

tioned where the patient writes and then we fol-

low up on the education. it’s not about present-

ing something; it’s about how many times you 

present something to prevent that behavior. 

HLM  How do you make sure information is 

being shared with the team that needs it?

bAUMGARDNeR  You really need a health-

care record that’s accessible by everybody 

who’s in the continuum. that’s the key commu-

nicator of information. patients don’t always 

know everything that they need to know, so 

if i’m a healthcare provider in home health 

or i’m a provider in the hospital or a skilled 

nursing facility, why is it that we don’t all have 

access to the same record, because it’s the 

same patient? as Dr. Coleman says, “assess 

less and intervene more.” if you’ve already had 

a cognitive screening and it’s there, then at 

least it’s done and you can act upon it. one of 

the things that we’re doing is working with our 

area skilled nursing facility to give them access 

to our electronic health record. We start with 

a small group of a few key people at the facil-

ity who are writing the orders for patients so 

that they can see med reconciliation while they 

were in the hospital and see what we had in 

mind for the patient, such as when to follow up 

with an appointment. 

HLM  the operational steps are one thing, but 

aren’t the thornier issues ones of accountabil-

ity, both for the new roles of providers and for 

the patients themselves?

JoHNSoN  it all comes down to accountabil-

ity, especially when you talk about handoffs. 

What we’ve done is talked about the account-

ability for the person on both sides of that 

communication between the inpatient and 

postacute side. You are not allowed to say, 

“nobody told me.” and you’re also not allowed 

to say, “Good luck.” so for example, if you’re in 

the iCu and the patient is being moved to the 

floor, that nurse goes with the patient to the 

floor. they do a handoff, nurse-to-nurse, with 

the patient there. so how do we handle that in 

transition from the hospital to the postacute 

care setting? the expectation is for  

the discharging physician to provide the  

information, and the expectation is for the 

primary care physician or the cardiologist 

to gather the information. What’s happened 

often—and i can say this because i’ve been on 

both sides—is the physician says, “i didn’t get 

what i needed.” that’s not a very accountable 

statement. 

MARAS  it is so complex when you talk about 

the number of touches. We go from a patient 

who has been in the hospital over the course 

of a few days, with or without a cardiology 

consult, and then expect any physician to 

coordinate the care with the primary care phy-

sician. it’s nearly impossible. so our decision 

“You are not allowed  
to say, ‘nobody told 
me.’ and you’re also 
not allowed to say, 
‘Good luck.’ ” 
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— Greg Johnson, do, MMM  
Parkview Health
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was despite the expenses associated with it, 

the focus of that disease management team 

was to be responsible for the check-backs and 

following up with the care plan, at least in the 

immediate term post-op or post-discharge. 

MARTIN  our coordinator is that touch person. 

so she will follow up with patients in 48 hours 

to confirm the appointment and make sure the 

patient is going to go and that she has transpor-

tation. she will talk to the homecare agency and 

they also will try to follow up with that. and we’ll 

call them if there’s an issue with transportation. 

You have the appointment set and the patient 

gets home and they said, “oh, i just spent four 

days in the hospital. i really don’t want to go out 

to the doctor’s office again. i’m going to put it 

off.” and we’ve had 

issues with our physi-

cian groups also say-

ing, “Well, i’m busy, 

i don’t have time to 

fit them in. it will be 

two or three weeks 

down the road.” that’s 

a very critical time 

period when they’re not being seen. so we’ve 

had to work with our cardiologists. We’ve had 

multiple dinner meetings with them to engage 

them as being part of the process and i really 

think they’re starting to come on board now. 

HLM  and when you talk about patient 

accountability, how can you come up with a 

definition that fits?

JoHNSoN  i would answer the question 

famously by saying, “it depends.” You have to 

apply the right resources in a proactive fash-

ion. so what you don’t want is failure to occur 

and then say we need to find more resources. 

You need the predictive models and we’re all 

learning they’re very complex. You’re not going 

to provide the same resource to every patient. 

the key is to identify the patient on what 

resources they need to be successful, not wait 

for failure to be the trigger to say this is where 

we need to apply those resources. 

FLeMING  i think the other issue is that it’s not 

difficult to risk-stratify a patient with heart fail-

ure and to stratify their risk of being readmitted 

for heart failure. the problem comes because 

you can’t risk-stratify for all-cause admissions in 

elderly people. the complete wild card is behav-

ioral health issues. We went back and looked at 

a large number of discharges over a period of 

time and the patients that were stratified in the 

medium- or low-risk category were readmitted 

as often as the high risk, but for other things. 

if the patient has a socioeconomic issue like no 

one to take care of them at home, or a behavior-

al health issue, that’s going to cause that patient 

to bounce back. 

MARTIN  that’s where relationships can 

come through because you can coordinate 

perfectly everything that patient needs; but 

if the patient hasn’t bought into that process, 

you’re not going to get anywhere. so you need 

to figure out where the patient is coming 

from, what’s important to them in their health, 

and how can we help them accomplish that. 

But that’s critical because otherwise you will 

always have noncompliant patients. 

JoHNSoN  Well, we talked about noncompli-

ant. i’ll put on my previous hat as a medical 

director in the dialysis world: When patients 
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didn’t show up for dialysis, who was account-

able for that? most physicians at the time, 

me included, would say, “Well, the patient is 

accountable because they didn’t show up.” 

When we began to put that accountability on 

the team that was taking care of that patient, 

we decreased our no-shows for dialysis dra-

matically. Diabetes is another great example. 

i’m sure you’ve seen a lot of diabetes patients 

that have been diagnosed as noncompliant. in 

fact, i’ll tell you that they’re not noncompliant. 

We as physicians may give them 15 things to 

do. they may understand all 15. they’re not 

going to do all 15. and so what they do is they 

pick four or five of them to do. if they asked 

me which four or five do you want me to do, it 

wouldn’t have been the four or five that they 

picked, right? When really the accountability 

is on the provider to create a care plan that’s 

negotiated with the patient and the patient 

has buy-in to say “this is what i can do. this is 

what i’m willing to do.” 

bAUMGARDNeR  i think that’s a shift for us 

as healthcare providers, too. as Dr. Coleman 

says, we have to take the word “noncompliant” 

out of your vocabulary. You can’t say any more 

that somebody’s not compliant. You have to 

figure out why they are “non-adherent.” maybe 

they’re not taking their medication because 

the family is not available to drive them to the 

pharmacy this week. and as soon as you say 

they’re noncompliant, then they quit trying. 

JoHNSoN  Just by saying they’re noncompliant.

bAUMGARDNeR  it’s their fault. 

JoHNSoN  and we’re giving up on accountability. 

FLeMING  We also need to recognize that 

when a patient is admitted to the hospital, 

what’s really happening is they’re being dis-

charged from their community because the 

hospital is not the place that they live. 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 com-

munity is totally different and i think we’ve got 

to realize that patients live in that community. 

so the way we care for them really has to be 

tailored for that community rather than when 

they’re in our offices or in hospitals. 

HLM  the community may also include skilled 

nursing facilities, home health, and other 

providers who may or may not be tied to your 

health system. How do you develop account-

ability with them?

MARTIN  in the first year we had all these dif-

ferent providers in the room and the trust level 

was very low. it took us a year to get everyone 

comfortable enough to be able to drill down 

on why their patient was readmitted to the 

hospital and be able to talk about that in front 

— Michael fleming, Md, fAAfP  
Amedisys
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of other providers. the transparency alone was 

difficult. and we developed the heart success 

protocol as a collaborative. so in order for it 

to get the skilled facilities and the homecare 

agency to buy into this collaborative, they 

needed to be part of the promise. they had to 

come up with: What do they need from the 

hospital, what are we not giving them for them 

to do their jobs, and what do we need back 

from them? and it took us probably a good 

eight months of regular meetings to come up 

with what we all agreed upon as our heart 

success protocol. We call it our collabora-

tive Gateway to Health because we knew we 

weren’t going to stop with heart failure. it was 

just the beginning, but we thought if we could 

come up with a foundation for a shared model, 

then we could move 

on to other kinds of 

diseases.

HLM  We have 

talked about a lot 

of human invest-

ment on an Roi 

that is iffy given the 

fee-for-service reimbursement model. are the 

solutions scalable in any real sense?

FLeMING  i think it’s where the hierarchy 

changes because you’re right, there are so 

many things that are specific to CopD to dia-

betes. But at some level up the hierarchy, it’s 

pretty much the same. and so i think what 

we can do is we can begin to design the larger 

models for what works here, and then when  

i come to the diabetes, we can design the 

other pieces of architecture that are specific 

for there. 

MARAS  as i said before, our organization 

is structured on accountability on all process 

teams. so each one of these areas of readmis-

sion has accountability for setting objectives 

and performing them on a monthly basis 

toward those targets. all of that has evolved 

over time. We have a very successful heart  

failure initiative that has now taken on CopD 

and it extends that particular team. so we’ve 

really taken something that worked and 

expanded the scope of that group. my belief  

is using dedicated expertise to first identify 

that patient population, then go to the next 

step and  follow some standard treatment 

protocols. so i think those are universal pieces 

for all different disease states. so can you 

reproduce it. 

JoHNSoN  the amount of waste in our system 

is enormous. lean process improvement is 

where you’re going to find the resources. so 

you’re not talking about additive resources to 

what we’re doing already. the second point 

is when i say to individualize, it is, to coin a 

term, mass customization. You have to be able 

to put populations together. a patient with 

congestive heart failure is going to need a 

different infrastructure than somebody with 

diabetes and a wound. When i say a different 

infrastructure, different from the amount of 

resources. now within that, you don’t want to 

individualize down to each individual patient. 

But you have to be able to do risk stratification. 

You have to be able to put them in these pots. 

now granted, you don’t want a thousand pots. 

You want as few as possible to standardize the 

best we possibly can.
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