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ENHANCED 
SERVICES

ÅEnhanced 
services 
generally  
mean $

ÅChoose 
enhanced 
services 
based on 
need

ÅPrioritize 
ïWhat will 

benefit my 
readmission 
reduction 
efforts the 
most?



TOP THREE CAUSES OF 
DEATH

1900
1. Influenza

2. Tuberculosis

3. Diptheria

2000
1. Heart Disease

2. Cancer

3. Stroke

Most people (80%) are diagnosed with a 
chronic degenerative illness in their 50s 
and spend the next 20 years managing 
the illness.  They eventually die of the 

illness or a complication of.



BIG DIFFERENCE

What we say

60% of people say that 
making sure their family is 
not burdened by tough 
decisions is òextremely 
importantó

80% of people say that if 
seriously ill, they would 
want to talk to their doctor 
about end - of - life care

82% of people say itõs 
important to put their 
wishes in writing

What we do

56% have not communicated 
their end - of - life wishes

7% report having had an 
end - of - life conversation 
with their doctor

23% have actually done it



PALLIATIVE CARE & 
ADVANCE CARE 

PLANNING

Íhttps://www.nhpco.
org/palliative - care-
resources

Íhttps://www.capc.or
g/topics/palliative -
care- guidelines -
quality - standards/

Íhttps://guideline.go
v/summaries/summ
ary/47629/palliative
- care- for - adults

Íhttp://theconversati
onproject.org/starte
r- kits/

Íhttp://polst.org/

https://www.nhpco.org/palliative-care-resources
https://www.capc.org/topics/palliative-care-guidelines-quality-standards/
https://guideline.gov/summaries/summary/47629/palliative-care-for-adults
http://theconversationproject.org/starter-kits/
http://polst.org/


Medicare
CHF

Sepsis

Pneumonia

COPD

Arythmia

UTI

Acute renal failure

AMI

Complication of device

Stroke

Medicaid
Mood disorder

Schizophrenia

Diabetes complications

Comp. of pregnancy

Alcohol - related

Early labor

CHF

Sepsis

COPD

Substance - use related

AHRQ STATISTICAL BRIEF # 
172



SEPSIS FACTS

üAs many as 92% of all sepsis 
cases originate in the community

üSepsis is the #1 cause for 
readmissions to the hospital 
costing more than $2 billion each 
year

üAlmost one -quarter of 
Americans believe that sepsis 
only happens in hospitals (23%)

Sepsis Alliance Awareness Survey 
2017



LEARN FROM 
YOUR DATA

a. What % of your 
readmitted 
patients are 
returning with 
sepsis?

b. What was the 
discharge 
disposition for 
those patients?

c. How soon did 
they come back?



EDUCATION FOR PATIENTS 
AND LTC

http://www.mnhospital
s.org/



POST DISCHARGE FOLLOW 
UP
òWe have learned through our 
data analysis and PDCA cycle that 
we need to get our sepsis 
patients to a f/u appt within 48 -
72 hours. 

We have also used the attachment 
here for our post discharge phone 
calls, which has been revised 
recently based on our analysis of 
our sepsis population as well as 
other post discharge phone calls. 

We know we will still have 
changes as we move forth but we 
keep working to make it better 
for patients as we learn from our 
data and processes.ó

Thank you!  Dorothy Rice



BEHAVIORAL HEALTH

ÍED- Super utilizer (patients in the ED 6 or more times per 
year 2 out of the last 3 years)

Í20 - 29 visits per year
ÍSubstance use disorders are the main driver of ED use (87% 

meet for SUD)
ÍMay be masked as òpainó needing opioids for control
ÍMay be Alcohol intoxication

Í30 and greater visits per year
ÍPsychiatric disorders are the main driver of use
ÍMostly anxiety based disorders followed closely by thought 

disorders

ÍAll of the above have higher than normal rates of 
social instability, addiction and psychiatric 
disorders. However, driver of use seems to related 
to frequency of use. https://www.complex.care/

https://www.complex.care/


IN PATIENT HIGHEST 
UTILIZERS
Ambulatory Complex Medical 
(admitted to Hospital 3 or more times 
per year 2 out of the last 3 years)
ÍHas transportation and generally stable housing
ÍCan go to get care rather than needing it delivered to them
Í40 - 50% SUD
Í50 - 60% BH (depression and anxiety)

Non - Ambulatory Complex Medical 
(admitted to Hospital 3 or more times per 
year 2 out of the last 3 years)
ÅGenerally does not have reliable transportation or housing
ÅNeeds care delivered to them
Å30- 40% SUD
Å60- 70% BH



LEARN FROM 
YOUR DATA

a. What % of your 
readmitted 
patients have a 
behavioral health 
ccõs? Use ICD- 10 
codes: F0 ðF9 to 
capture patients 
with behavioral 
health diagnoses.

b. What was the 
discharge 
disposition for 
those patients?

c. How soon did 
they come back?



WHAT CAN WE DO 
DIFFERENTLY?

ÇHigh intensity primary care from and integrated team
ÇAPP- Advanced Practice provider (PA or APN)

ÇMSW- Masters level social worker/therapist

ÇMA- Medical Assistant

ÇCHW- Community Health Worker

ÇCase management

ÇAddiction Stabilization
ÇSBRIT ðScreening, brief intervention and treatment

ÇHome Based Health

ÇCommunity connections to behavioral and social 
services providers



MORE THEN JUST MED REC

Medication 

Adherence

Medication 

Management

Medication 

Reconciliation



MEDICATION ADHERENCE



COMPLEX CARE 
MANAGEMENT

Activities designed to 
more effectively assist 
patients and their 
caregivers in managing 
medical conditions and 
co- occurring 
psychosocial factors.

For high utilizers. 

Improve health status 
and reduce the need for 
hospital care.

Patients with chronic conditions 
often have multiple issues, see 
an average of 11 providers, and 
take numerous medications. 



HOT SPOTTING





A study of 1000 readmitted patients to 12 academic medical centers 
across the US. Findings include:

26.9% were considered potentially preventable. 

The factors most strongly associated with potentially preventable 
readmission were :

ÍEmergency department decision making 
regarding the readmission
ÍFailure to relay important information to outpatient health care 

professionals
ÍDischarge of patients too soon
ÍA lack of discussions about care goals among patients with 

serious illnesses 
ÍInability to keep appointments after discharge
ÍPatient lack of awareness of whom to contact after discharge

http://archinte.jamanetwork.com/article.aspx?articleid=2498846

JAMA ARTICLE FINDINGS



ED PAUSE

Disrupt the 
ordinary process 
of automatic 
readmissions

Know who was 
recently 
discharged
ÍE.g. Flag

Identify person & 
process for ED to 
get support to 
determine 
patientõs 
disposition



Impact 
enough 
patients?

Select the 
correct 
strategies?

Implement 
them 
reliably?

Modify your 
plan?

IF YOUR PLAN 
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DID YOU..


