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Meeting Agenda
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ÇWelcome and Introductions

ÇReview of Strategies to Address ED Utilization and 
Hospital Readmission 

ÇVirginia Efforts to Reduce Unnecessary ER 
Utilization and Hospital Readmissions: A New 
Collaborative Approach is Needed

ÇGroup Discussion

ÇHomework

ÇAdjourn



Disclaimer

The primary goal of this workgroup is to provide a 
report to the General Assembly highlighting data, 

findings, and recommendations in the areas of 
emergency room utilization and hospital readmissions. 
As a reminder, this meeting is open to the public and all 

information shared and presented during workgroup 
activities, may be made public and/or included in this 

public report to the Virginia General Assembly.

3



Public Comment

Public comments should be submitted to Rusty 
Walker (rusty.walker@dmas.virginia.gov) and 
will be collected for distribution to workgroup 

members. 
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Reengineering the System

Å Impact on Preventable and Avoidable Emergency Department Visits and Hospital Readmissions

Å Systemic View

1

Potentially Preventable and Avoidable Emergency Department Utilization

Å Drivers

Å Solution Types

Å Example Strategies

2

Potentially Preventable Hospital Readmissions

Å Drivers

Å Solution Types

Å Example Strategies

3

Conclusion and Considerations4

Agenda
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What is the most important solution to impact Potentially 
Preventable and Avoidable ED Visits and Hospital Readmissions? 

16
Payer financing 

models

5
Technology and 

telehealth 2
Communication 

between hospital 

and providers

34TOC and 

Community 

Re-Integration

Provider Access 

and availability 

to primary care

Programs 

and Process

Å Care management

Å Addressing SDOH. 
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Model Approaches

Reducing Potentially Preventable and Avoidable ED Visits
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Drivers

01
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Solution Type

Provider 
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Availability
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Provider Access &Availability

Å Medicaid Agency ED Diversion Grant PA 
(Access 1)

Å Medicaid Agency ED Diversion Grant  NJ 
(Access 2)

Å Medicaid Agency KY (Access 3)

Å Community OK (Access 4)

Å National  Priorities Partnership Convened 
by National Quality Forum (Access 5)

Å Community TX (Access 6)

Å Hospital OK (Access 7)

Å Increased hours 

Å ER Navigators - finding medical home 

Å Community collaborations

Å FQHC as medical home with 24/7access

Å Bundled services: 

- Medication education
- Transportation
- Triage/Nurse Lines
- Telehealth

Å CHC  as regular source of care

Å Workflows re-designed to address 
EMTALA

Å ED decreased by almost 
40%

Å ED transports decreased 
56%

Initiator Initiative
Results
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Communication

Å Medicaid Agency and Providers KY 
(Communication 1) 

Å Medicaid Agency OR (Communication 2

Å Medicaid Agency WA 
(Process/Management 1)

Å PCP, hospital and Medicaid Agency 
collaboration

Å Staff training

Å Care coordination

Å Peer consultation

Å Health information technology

Å Communication plans via HIE

Å No results reported

Initiator Initiative Results
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Programs & Process

Å Medicaid Agency WA (Program & Process 
1)

Å Medicaid Agency Partnership for EDCC MI 
(Program & Process 2)

Å Health Plan CA (Program & Process 3)

Å Health Plan  OH (Program & Process 4)

Å Medicaid Agency OR (Program & Process 
5)

Å Care management for ED frequent users

Å Health literacy

Å Expanding transition of care

Å Identification of at-risk populations

Å Self-management skills

Å Medication management

Å Primary care re-engagement

Å Health Engagement Team  (MD, RN, 
SW, CHWs)

Å 24/7 nurse advice line

Å 49% reduction in ED visits

Å 56% ED diversion saving of 
$1.7 million

Initiator Initiative Results
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TOC & Community Re-Integration

Å Medicaid Agency WA (TOC & Community 
Re-integration 1) 

Å Medicaid Agency KY (TOC & Community 
Re-integration 2)

Å Health Plan CA (Program & Process 3)

Å PCP, hospital and Medicaid Agency 
collaboration

Å MCO member education and follow-up

Å Patient navigators

Å High-risk member follow-up by Care 
Coordinators, 2, 7 days, then 7 days 
later and again 14 days later

Å Case managers evaluate 
stability and continued need 
for follow-up beyond 30 days

Å ED visits declined by 9.9% 
and the rate of visits by 
frequent users fell by 10.7%.

Å $33.6 million in savings

Å ED visits decrease

Initiator Initiative Results
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Technology

Å Medicaid Agency OR (Technology 1) 

Å Medicaid Agency WA (Technology 2)

Å Military Health System (Technology 3

Å Study by Eastern Virginia Medical School 
(Technology 4)

Å Study by Medical University of South 
Carolina (Technology 5)

Å EDIE, High Utilizer/Complex 

Å E-info between hospitals and providers

Å Secure messaging, Nurse Advice Line 
(NAL), patient portal, mobile apps, virtual 
primary care visits, and telehealth to 
monitor patients in remote area

Å Video after-hours telehealth calls

Å School-based telehealth for children with 
asthma in a rural areas of SC

Å School nurses, connect with providers, 
via a telehealth cart 

Å PPV by high utilizers 
decreased by 10.9%

Å Frequent user ED fell by 
10.7%

Å Reduced from > 3ER 
visits/1000 in 2012 to < 2.5 
visits/1000

Å 21% reduction in asthma ED 
visits with access to 
school-based telehealth 

Initiator Initiative Results
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Financial

Å Medicaid Agency OR (Finance 1) 

Å Medicaid Agency WA (Finance 2)

Å Medicaid Agency MN (Finance 3)

Å Medicaid Agency WY (Finance 4)

Å Medicaid Agency PA Integrated Care 
Program (Finance 5)

Å Uses ñbonus quality poolò to reward 
Coordinated Care Organizations for 
quality

Å One metric is ED utilization among 
beneficiaries with mental illness

Å Hospitals can earn a 1% incentive 
payment under the Medicaid Quality 
Incentive Program for reduced ED

Å Managed Care Withhold

Å Performance Payment Targets

Å Provider VBP

Å ED visits decreased by 13% 

Initiator Initiative Results



Model Approaches

Reducing Potentially Preventable Hospital Readmissions
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Provider Access & Availability

Å Study ïWeill Cornell Medical College 
(Access 1)

Å Informational article - National Health 
Center Week  (Access 2)

Å Article ïACP Hospitalist (Access 3)

Å Early primary care follow-up

Å FQHCs reduce health disparities, 
effectively manage chronic diseases

Å Access in  high-need areas

Å Risk factor identification to target for 
follow-up

Å Lower 30 day readmission rate

Å 5.8 fewer preventable 
hospitalizations per 1,000 

Initiator Initiative
Results
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Communication

Å Hospital CA (Communication 1) Å Multidisciplinary collaborative team  to 
coordinate discharge and transition of 
care

Å 30 day readmission rate 
reduced to 5.27% compared 
to 19.6% in preceding period 

Initiator Initiative Results
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Process & Management

Å Health Plan CA (Program & Process 1)

Å Hospital NY (Program & Process 2)

Å Hospital MA (Program & Process 3)

Å Study ïUniversity of North Carolina Dept of 
Medicine and Pediatrics  (Program & 
Process 4)

Å Hospital VA  and National (Program & 
Process 5)

Å Hospital VA ïVHHA ñHome is the Hubò 
Initiative (Program & Process 6)

Å Study ïSiouxland Medical Education 
Foundation (Program & Process 7)

Å Chronic care management and 
psychosocial needs 

Å TOC visits by team (care coordinator, 
RN and SW

Å Re-focused inpatient discharge process

Å Member Education

Å Care coordination

Å Post-discharge follow-up clinic visits and 
phone calls

Å Education

Å Discharge bundle

- Medication review, discharge 
education and follow-up 
appointments)

Å TOC Coach roles 

Å BOOST

Å Medication reconciliation

Å Pharmacist follow-up OP visits

Å RED with 12 components

Å 30 day readmissions 
reduced to 5.27% from 
19.6%

Å 60 day readmissions 
reduced to 17.6% from 
26.3% in control group

Å 11.1% decrease  in 30 day 
readmissions

Initiator

Initiative

Results
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Medication Management

Å Pharmacy  Study (Siouxland Medical 
Education Foundation, IA  (Medication 
Management 1)

Å Hospital ïStudy Value Institute, Christiana 
Care Health System, Newark, DE 
(Medication Management 2)

Å OP pharmacist visit 

Å DPP ïPatients are able to pick up filled 
medications as part of discharge 
process

Å Participation in the DPP decreased 
odds of 7-day readmission by 20% 
and of 30-day readmission by 16% 

Å Resulted in 30-day readmission of 
9.2% from  19.4%

Å Decreased odds of 7-day 
readmission by 20% and of 30-day 
readmission by 16%

Initiator Initiative Results
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TOC & Community Re-Integration

ÅStudy - CMS Submitted study from Vanderbilt 
University, TN   (TOC & Community Re-
Integration 1 )

Å Informational Article, News Medical and Life 
Sciences   (TOC & Community Re-Integration  
2)

ÅStudy ïPatient-Centered Outcomes 
Research Institute (TOC & Community Re-
Integration  3)

ÅStudy ïUniversity of Pennsylvania School of 
Nursing  (TOC & Community Re-Integration  
4)

ÅStudy ïUniversity of Florida (TOC & 
Community Re-Integration  5)

Å Bundled Interventions

- Pre-discharge interventions

- Post-discharge interventions

- Bridging  interventions

Å Coleman Care Transition Interventions

Å Peer support

Å Naylor Transitional Care Model

Å Interprofessional Transition of Care 
Clinic

Å Reduced patient visits to 
specialists by 24%, ED visits by 
13% and hospitalizations by 39%

Å 22% reduction in likelihood of 
readmission

Å 34% reduction in average 
number of readmissions

Å $4,500 savings per patient

Å 60% reduced odds of 90 day 
readmissions

Initiator Initiative Results
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Technology

Å Health Plan ïMultistate (Geisinger Center 
for Health Research) (Technology 1) 

Å Study ïCanada (SMART Program) 
(Technology 2)

Å Interactive voice response protocol with 
post-hospital discharge  tele-monitoring 
system

Å Remote monitoring medical devices 
automatically sends results to home 
health care professional

Å 44% reduction in 30-day 
readmissions

Å 35% reduction in hospitalizations

Initiator Initiative Results



Copyright © 2020 Mercer (US) Inc. All rights reserved. 27

Financial

Å CMS National (Finance 1)

Å Medicaid Agency  OH (Finance 2)

Å Medicaid Agency MN (Finance 3)

Å Medicaid Agency PA  (Finance 4)

Å HRRP ïHospitals are financially 
penalized for higher 30-day readmission 
rates for acute myocardial infarction, 
heart failure and pneumonia

Å CCTP ïTo test models for improving 
care transitions and reducing 
readmissions

Å Used 3M software to  identify potentially 
preventable admissions and determine if 
future rewards or penalties will occur

Å Provider APM

Å MCO Withholds

Å Payment Incentives

Å All-cause 30-day readmission rate 
fell from 19.5% in 2011 to 17.5% in 
2013

Initiator Initiative Results



Model Approaches

Conclusions and Considerations
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Conclusions
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Key Considerations

ÅDefining 

progressive 

results

ÅLegislation and 

authorities

ÅData analytics

ÅReporting

ÅContinued 

stakeholder input

ÅReadiness of 

Market

State

ÅResources

ÅData analytics

ÅParadigm shift

ÅReporting

ÅNetwork design 

and contracting

ÅCare management

ÅProvider 

transformation

ÅResources

ÅParadigm shift

ÅCommunication 

technology

ÅAnalytics and 

reporting abilities

ÅReporting

ÅModified 

workflows

ÅNeed streamlined 

interface

MCO
Hospital and 

Providers
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Questions
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Acronyms 

Behavioral Health BH

Better Outcomes for Older Adults through Safe Transitions BOOST

Centers for Medicare & Medicaid Services CMS

Community-Based Care Transitions Program CCTP

Community Health Center CHC

Discharge Prescription Program DPP

Electronic Health Record EHR

Emergency Department ED

Emergency Department Care Coordination EDCC

Emergency Department Information Exchange EDIE

Emergency Room ER

Emergency Telehealth and Navigation ETHAN

Emergency Medical Treatment and Labor Act EMTALA

Federally Qualified Health Care FQHC

Geisinger Monitoring Program GMP

Health Engagement Teams HET

Health Care Financing and Organization HCFO

Health Information Exchange HIE

Hospital Readmission Reduction Program HRRP

Managed Care Organization MCO

Patient Centered Medical Home PCMH

Primary Care Provider PCP

Registered Nurse RN

Re-Engineered Discharge RED

Return on Investment ROI

Skilled Nursing Facility SNF

Subject Matter Expert SME

Transition of Care TOC

Value-Based Purchasing VBP

Virginia Hospital and Healthcare Association VHHA
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