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he latest round of hospital readmission penalties, 
which take e� ect Oct. 1, will reach $564 million for 
fi scal year 2018, an amount that’s $27 million more 
than this year’s. While only about 100 hospitals will 
be assessed the full 3% maximum, three-fourths of 
all eligible hospitals will be hit with some penalty 
level. 
 Complaints about the penalty program have 
long piled up. One beef is the fact that the Centers 
for Medicare and Medicaid Services (CMS) doesn’t 
adjust readmission rates for socioeconomic factors, 
which unfairly dings safety-net hospitals. (That adjust-
ment should begin in 2019.) Critics also complain that 
the program punishes hospitals for a host of other 
factors beyond their control, like patient compliance.
 And when this year’s penalties were announced, 
commentators noted that the pace of readmission 
reduction has really slowed, with some reports 
claiming that average rates fell only 0.1% between 
2013 and mid-2016. Haven’t all the preventable re-
admissions already been accounted for, experts 
asked, and isn’t it time to retire the penalty program?
 “There’s only so much juice in the 
orange, and we’ve squeezed out a 
lot,” says Daniel Brotman, MD, di-
rector of the hospitalist program at 
Baltimore’s Johns Hopkins Hospital. 
Dr. Brotman was the lead author of 
a study published in the September 
2016 issue of the Journal of Hospital 
Medicine that pushed back against 
the notion that readmissions can be 
a proxy for hospital quality. Accord-
ing to that research, facilities with the 
highest hospital-wide readmission 
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T rates were more likely to have the lowest mortality 
rates for three common conditions.
 But while many hospitalists admit they’re weary 
of the pressure to reduce readmissions, groups 
are still identifying new opportunities to drive 
those rates down. And even if hospitalists believe 
they’ve tapped every readmission-prevention 
source, those who think the focus on readmis-
sions may go away are fooling themselves.
 “I have no idea if the CMS will get rid of the pen-
alty program,” says Ronald Greeno, MD, senior 
advisor for medical a� airs at TeamHealth, as well 
as this year’s Society of Hospital Medicine (SHM) 
president and long-time chair of SHM’s public pol-
icy committee. But given the ongoing push from 
the CMS and private insurers to aggressively move 
to value-based purchasing, “the focus on readmis-
sions is going to ramp up and be unrelenting.”

A burden for safety-net hospitals
Because his hospital is in Maryland, Dr. Brotman 
points out, it’s exempt from federal readmission 

penalties. Maryland runs its own 
readmission program for hospitals 
in the state, and Johns Hopkins this 
coming year will receive a bonus.
 But “if we were eligible for the 
CMS program,” Dr. Brotman says, 

“we would be in the readmission 
penalty zone. That underscores 
how sensitive these metrics are to 
certain, somewhat arbitrary factors, 
such as disease- based exclusions, 
and which types of patients are in-
cluded, such as Medicare patients 

“The focus on read-
missions is going 
to ramp up and be 

unrelenting.”
–Ronald Greeno, MD

TeamHealth

Published in the October 2017 issue of Today’s Hospitalist
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only or all-payer patients, as in Maryland.”
 Given Johns Hopkins’ tremendous reach 
and resources, the powerhouse system has 
implemented a long list of readmission-preven-
tion initiatives. While Dr. Brotman agrees that 
socioeconomic issues should be factored into 
readmission rates, he doesn’t believe federal 
penalties should be entirely retired. 
 “I think it’s healthy to have hospitals fo-
cused on readmissions and to have some 
incentives to do so,” he says. “And I certainly 
like practicing in the current Hopkins care 
model much more than in the old one, where 
patients left the hospital and I had no further 
tools to help take care of them.”
 But Amit Vashist, MD, MBA, system chair 
of hospital medicine for Mountain States Health Alliance, a 
13-hospital health care system in Virginia and Tennessee, 
isn’t so sanguine. 
 “Quite a few of our hospitals have been dinged with pen-
alties, some to the full 3%,” says Dr. Vashist. And given the 
socioeconomic realities in Appalachia where his hospitalists 
serve, “we will always see more than our fair share of re-
admissions as the safety-net hospitals.” Readmissions are 
something the hospitalists “follow and try to get better at. 
But we don’t have as much enthusiasm for these initiatives 
as perhaps we do for ones that improve clinical documen-
tation, embrace high-value care and reduce unwarranted 
clinical variation.”

What’s worked
That hasn’t stopped Dr. Vashist’s system from putting in-
novations in place to reduce readmissions. Clinicians rear-
ranged sta�  ng at a postop clinic that serves joint replace-
ment patients, for instance, to make more hours available 
at the beginning of the week. That’s helped patients who 
have concerns over the weekend.
 “That led to a dramatic reduction in those readmission 
rates,” he points out. It also helped to clearly defi ne coman-
agement responsibilities for joint-replacement patients with 
medical comorbidities, with “better defi nition of who’s re-
sponsible for pain control, DVT prophylaxis and discharge.”
 In larger markets, the system has appointed RN coordi-
nators for heart failure, COPD and pneumonia to follow pa-
tients after discharge. Outpatient heart failure clinics sta� ed 
by advanced practice providers have opened, while one 
facility launched a transitional care clinic last year sta� ed by 
two NPs/PAs who work with the hospitalist team.
 In the future, says Dr. Vashist, primary care physicians will 

be able to refer patients to that clinic, allow-
ing providers to aggressively intervene—with 
IV diuresis, for example—and head o�  a pos-
sible readmission. Also being planned: addi-
tional heart failure clinics, and a palliative care 
service in the system’s level I trauma center.
 In addition, Dr. Vashist says, hospitalists in the 
past year have received intensive training “to 
increase their comfort level with end-of-life con-
versations, especially in patients with frequent 
readmissions who are nearing end of life.” 
 And in all markets, “I’ve started both infor-
mal and formal forums among ED doctors, 
hospitalists, outpatient physicians, post-acute 
care and consultants, who meet quarterly,” 
he says. “A large part of that conversation is 

driven by readmissions.” Dr. Vashist also plans to move at 
least one hospitalist team into a post-acute facility “to opti-
mize care transitions.”

No “knockout punch”
One intervention that hasn’t worked, says Dr. Vashist, is in-
centivizing hospitalists through performance bonuses to re-
duce their group readmission rates. “We discontinued that 
last year,” he says. “There was no way to make that attribu-
tion fair. It’s unfair to pinpoint who’s to be dinged for having 
caused readmissions: the hospitalists, case managers, ED 
physicians, primary care docs or the patients themselves.”
 Another frustration: having to pursue what he calls “a 
whack-a-mole kind of strategy. We found that when we 
started reducing heart failure readmissions, we’d see a 
spike in COPD and pneumonia readmissions.”
 And after fi ve years, “a huge subset” of his hospitalists 

“feels that readmissions are just one more health care add-
on that we’re trying to control among competing priorities,” 
Dr. Vashist says. “Some months it’s readmissions, while oth-
ers it’s length of stay, documentation improvement, high-val-
ue care or patient experience.” When it comes to designing 
initiatives to prevent readmissions, he explains, “I see myself 
as a pugilist, a jabber, and so far, I have not found my knock-
out punch.”

Mismatched incentives
One big challenge in getting hospitals to pursue new ways 
to prevent readmissions, says TeamHealth’s Dr. Greeno, is 
that most health care systems are still operating under fee-
for-service medicine. 
 “Hospitals get penalized,” he explains, “but they also 
make money on that readmission. You can’t provide any 

C O V E R  S T O R Y

“Readmissions 
are just one 

more health care 
add-on that 

we’re trying to 
control among 

competing 
priorities.” 

–Amit Vashist, MD, MBA
Mountain States Health 

Alliance
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kind of service at scale that can tackle readmis-
sions unless you can make a business case to get 
reimbursed for it.”
 But that’s changing, Dr. Greeno notes, as the 
CMS develops more advanced bundled payment 
and ACO models, which should deliver more re-
sources to help tamp readmissions down. The fo-
cus on readmissions, he adds, “will continue but for 
a di erent reason: not because of penalties, but be-
cause health care organizations will be taking risk.”
 A good example can be found in John Muir 
Health, an integrated delivery system in San Fran-
cisco’s East Bay that has long had innovations in 
place to rein in all readmissions. The system has, 
for example, transitional coaches who target frail 
and elderly patients or those struggling with clini-
cal, function or compliance problems. 
 But John Muir is now taking partial or full risk for 
some patients, explains Nicole Jones, DO, asso-
ciate medical director for the John Muir Medical 
Group’s hospitalists, who cover three hospitals. 
Risk-based patients include those in the CMS’ 
comprehensive care for joint replacement (CJR) 
program, as well as patients in John Muir’s own 
Medicare Advantage plan.
 To prevent joint-replacement readmissions, the preop 
clinic director has worked with both the ED physicians and 
the hospitalists to let them know “what a fresh postop knee 
looks like, so patients aren’t readmitted who don’t actually 
have cellulitis,” says Dr. Jones. New order sets and clinician 
education also target common postop complications—con-
stipation, UTIs—to keep patients from returning to the ED in 
the fi rst place. 
 And Dr. Jones, who’s also a physician advisor for case 
management, meets every Friday with both inpatient and 
outpatient multidisciplinary care teams to review every 
Medicare Advantage readmission.
 “We pull information not only from the EMR, 
but from a variety of sources to fi gure out 
what happened,” she says. “Was it a compli-
ance problem where patients wouldn’t ac-
cept home health, a problem with discharge 
instructions or a system problem?” Some re-
admission cases are referred to peer review, 
while Dr. Jones reaches out to the discharg-
ing physician in others.
 One big theme that crops up in those ses-
sions: ED doctors aren’t incentivized to pre-
vent readmissions or avoid unnecessary ad-

missions. While that’s no fault of the ED, says Dr. Jones, it is 
a huge opportunity.
 “ED turnaround time is such a high-pressure metric that 
it’s easier to readmit or admit patients than spend more 
time with them, treating them with the goal of sending them 
home,” she says, pointing to publicly-reported ED perfor-
mance measures. She’s been criticized, for instance, for 
keeping a patient in the ED for another four hours with IV 
fl uids and orthostatics, instead of admitting them.
 “My response was, ‘Isn’t that better than inappropriately 
readmitting them?’ ” To prevent further readmissions, she 
adds, senior administration needs to “give ED doctors some 
skin in the game,” instead of maintaining “separate groups 

with separate metrics.”

A new fl agging system
Preventing readmissions from the ED is get-
ting a major push at two hospitals—Somerset 
Hospital and Indiana Regional Medical Cen-
ter, both in western Pennsylvania—where 
US Acute Care Solutions, a national phy-
sician-owned company based in Canton, 
Ohio, sta s both the ED and the the hospi-
talist programs through its integrated acute 
care division.
 “All patients who present to the ED are 

When it comes to fi nding new ways to 
reduce readmissions, Daniel Brotman, 
MD, director of the hospitalist program 
at Baltimore’s Johns Hopkins Hospital, 
makes this observation: “What is most 
interesting in our internal data is how 
big a discrepancy there is between 
readmission rates for patients who 
engage vs. those who do not.” Patients 
who, for instance, do not receive tran-
sitional interventions or patient-access 
phone calls “get readmitted far more 
frequently than those who get those 
interventions.”
 Hospitalists will be very familiar 
with the factors—poverty, substance 
use and mental illness—that predict 
which patients won’t engage with 
available interventions, Dr. Brotman 
adds. Some health systems, including 

the University of Illinois Hospital in 
Chicago, have gone so far as to in-
vest in permanent housing for their 
chronically homeless patients as a 
way to keep those patients from con-
sistently returning to the hospital.
  But moving forward, says Dr. 
Brotman, “I hope we as a society will 
decide that it is not sensible to as-
sign hospitals that kind of responsi-
bility.” Readmission penalties have 
helped hospitals recognize that the 
care they provide is just part of a 
long episode. And “we now have a 
much better safety net, but we are 
still not reaching some patients. We 
need to transition the ownership of 
some of these services to the com-
munity so they can be sustained 
long-term, not just for 30 days.”

Final frontier: patient engagement

TH

“Give ED doctors 
some skin 

in the game.”
–Nicole Jones, DO
John Muir Health 
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asked if they’ve been hospitalized within the 
past 30 days,” says Angela Aboutalib, MD, 
the company’s medical director of clinical op-
erations. Patients who answer “yes” are au-
tomatically considered high risk and fl agged 
within the EHR. 
 That fl ag may trigger an immediate phone 
call to the hospitalist to work with the ED to 
prevent a readmission. “Or a social worker 
becomes involved, instead of letting the ED 
go through an entire workup,” Dr. Aboutalib 
says. An integrated acute care nurse also 
calls patients’ primary care physician or spe-
cialists to “come up with a disposition and a 
plan before the patient is discharged from the ED.” 
 For patients who are readmitted, a high-risk clinical 
team—case managers, social workers, physical therapists, 
dieticians, palliative care and pharmacists—screens them in 
the hospital to help prevent them from bouncing back again, 
she points out.
 “We also have 72-hour follow-up phone calls with a pa-
tient care liaison,” Dr. Aboutalib says, “to make sure high-risk 
patients get proper follow-up post-discharge.” In one of the 
two hospitals, she adds, the high-risk screening program 
still uses the LACE score to assess patients’ readmission 
risk. However, the high-risk team in the other hospital has 
started using the BOOST scoring tool, which assesses eight 
variables, not four as with LACE.
 “The LACE score doesn’t give you the psychological per-
spective,” she notes. Because the ED-fl agging system and 
BOOST scoring system have been up and running only sev-
eral months, the company doesn’t yet know the e� ect on 
readmission rates. But they hope to see an impact after six 
months, she says. “We’re particularly targeting readmissions 
due to lack of social support.” 

Readmissions from SNFs
US Acute Care Solutions also sta� s several SNFs. In those 
facilities, a SNFist provides care with an advanced practice 
provider (APP), who divides his time between the SNF and 
the hospital. “When our SNF sta�  doc or APP sends the pa-
tient to the ED,” says George Mitri, MD, chief medical o�  cer 
of the company’s integrated acute care division, “they’re 
also calling the ED with a clear ask.”
 That points to another major avenue of potentially prevent-
able readmissions: post-acute care settings like SNFs. “In many 
parts of the country,” says TeamHealth’s Dr. Greeno, “that care 
is massively over-utilized and poorly managed. The most gains 
in the entire health care system are to be made in the post-

C O V E R  S T O R Y

acute space.”
 Hospitalist Bennett Clark, MD, led a study 
published in the August 2017 issue of the 
Journal of Hospital Medicine. In that research, 
Dr. Clark—who at the time practiced at Yale-
New Haven Hospital in New Haven, Conn., 
but now works at the University of Minnesota 
Medical Center in Minneapolis—interviewed 
more than two dozen clinicians from 15 skilled 
nursing facilities about why they believe pa-
tients bounce back to hospitals from SNFs 
within 30 days.
 As for hospitalist-level interventions that 
SNF clinicians felt could a� ect readmissions, 

one big factor was goal-setting and goals-of-care interven-
tions. One problem, for instance, was hospitals sending pa-
tients with end-stage disease to a SNF instead of to pallia-
tive care.
 “The SNF clinicians have to then have that goal-of-care 
discussion,” says Dr. Clark, “but they have less credibility 
with family and patients than hospital clinicians.”
 An even bigger perceived problem fueling SNF readmis-
sions was systems issues with referrals and care coordina-
tion and how hospitals decide which SNFs to refer patients 
to. According to SNF clinicians, that referral process leads 
to “a mismatch in patient needs,” with care coordinators in 
hospitals not ensuring that patients are transferred to SNFs 
with the clinical capabilities they need. Some SNFs, for in-
stance, don’t have wound vacs or the ability to provide PRN 
IV furosemide.
 “That’s a hospital management issue, not a clinician issue,” 
Dr. Clark points out. While he fi nds that case managers are 
generally “pretty savvy” about SNF capabilities, “they are 
under pressure to discharge, so it becomes a length of stay 
concern. Do you keep a patient in the hospital until a bed 
opens up in an ideal SNF? Or do you take your third choice 
and discharge the patient?”
 The good news, he adds, is that the CMS plans to start as-
sessing readmission penalties on SNFs starting Oct. 1, 2018. 
That means that “SNFs will be incentivized to fi gure this out.” 
In preparation, SNFs are now “expanding their clinical ca-
pabilities to handle more acute admissions without referrals 
back to the ED.” 
 Moreover, says Dr. Clark, if EDs develop a better sense of 
how much e� ort SNFs are putting into developing those ex-
panded capabilities, “they might be more comfortable send-
ing patients back to the SNFs, not readmitting them.”

Phyllis Maguire is Executive Editor of Today’s Hospitalist.

TH

“We’re particularly 
targeting 

readmissions due 
to lack of social 

support.”
–Angela Aboutalib, MD
US Acute Care Solutions

C O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R YC O V E R  S T O R Y

CT to PET scans:
What hospitalists need to know

P H Y L L I S  M A G U I R E

Published in the June 2018 issue of Today’s Hospitalist
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SNF bouncebacks: Which patients are at high risk?
A new score aims to match interventions to patient risk

Hospitals on the hook for readmission penalties 
have this chronic frustration: Too many patients dis-
charged to SNFs come back as either repeat ED visits 
or full-blown readmissions. SNFs, it seems, just don’t 
have the sta�  or resources to keep patients from 
bouncing back once they’re discharged.
 But what if SNFs could identify patients at high risk 
of being readmitted as a fi rst step toward targeting 
those patients with needed interventions? That’s the 
idea behind the development of the SNF Prognosis 
Score, which was detailed in research published in the 
March issue of the Journal of the American Geriatrics 
Society. The score—which consists of fi ve separate 
factors (see “SNF Prognosis Score,” below)—was de-
veloped based on data about Medicare fee-for-ser-
vice patients discharged from hospitals to SNFs.
 The score “demonstrated very good discrimination,” 
the authors wrote, at identifying SNF patients at high 
risk for one of three outcomes: readmission to the hos-
pital (the most common), mortality or a long SNF stay 
of more than 100 days. (The authors found that 28.8% 
of patients had one of those outcomes, with 19.4% re-
admitted.)
 While risk-scoring models have been developed 
to predict readmissions of patients being discharged 
home, “I’m not aware of any other standardized score 
that might help a SNF fi gure out how likely a particular 
patient is to get into trouble,” says hospitalist and lead 
author Robert Burke, MD, MS. Dr. Burke fi nished the 
research while he was at the Denver Veterans A� airs 
Medical Center, and he is currently practicing at Phila-
delphia’s Corporal Michael J. Crescenz VA Medical 
Center. He also is the director of research for the hospi-
tal medicine section at the University of Pennsylvania.
 While publishing such a risk score may help SNFs 
and their patients, it may also prove to be very timely. 
That’s because SNF readmissions are about to be-
come a high-stakes topic.

 While SNFs have been publicly reporting their read-
mission rates, they will as of FY 2019—which kicks o�  
this October—start feeling the pain of fi nancial penal-
ties for excessive readmissions. That’s been a reality 
for hospitals since 2012. 
 “If you’re a skilled nursing facility with a readmission 
problem,” says Dr. Burke, “the pressure is really on to 
fi gure out what to do about that before this October.” 
Dr. Burke spoke to Today’s Hospitalist.

Why is such a score important?
We’re in a payment environment where hospitals and 
post-acute care facilities are increasingly being held 
responsible for patient outcomes. And SNFs are really 
a resource-constrained setting. It’s to their fi nancial 
advantage to accept as many patients as they can, yet 
they have limited resources and sta�  to appropriately 
care for them.

SNF Prognosis Score

Published in the March 2018 issue of the Journal of the 
American Geriatrics Society, the SNF Prognosis Score is 
designed to help SNFs differentiate between high- and low-
risk patients in terms of readmissions, mortality and long 
SNF stays. The score is based on the following fi ve variables 
that are routinely collected by most SNFs within the fi rst 
week of admitting patients:

1. The Barthel index. This scores how well patients function 
in terms of mobility and daily-living activities like grooming, 
bathing and self-feeding.
2. Charlson-Deyo comorbidity score: This scoring system is 
pegged to about a dozen different diagnoses. Most—including 
MI—are scored as 1 point, although moderate or severe liver 
disease counts for 3 points and AIDS counts for 6.
3. Hospital length of stay.
4. Heart failure diagnosis.
5. The presence of an in-dwelling catheter. 
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SNF bouncebacks: Which patients are at high risk?
“Of the fi ve factors that make up our fi nal 
model, function is the most important.”

–Robert Burke, MD, MS
Corporal Michael J. Crescenz 

VA Medical Center

 That’s particularly true in terms of nursing: The pre-
dominant nursing sta�  in SNFs are certifi ed nurse as-
sistants, while patients in hospitals are assessed hourly 
by an RN. That’s a big step down in treatment intensity. 
If I’m a SNF medical director, I’m thinking about how to 
best allocate my or my nurses’ limited time toward high-
er-risk patients and away from lower-risk ones.

So this is a scoring system that SNFs would use, 
right? Not hospitals at discharge?
One of the score’s variables, the Barthel index, is not 
routinely measured at discharge, but it is used at SNF 
admission. If I was a hospitalist envisioning a program 
to improve care transitions to SNFs, I would have to 
import these assessments. 
 That said, of the fi ve factors that make up our fi nal 
model, function—as measured by that index—is the 
most important. If hospitalists had time to focus on only 
one thing in determining whether a patient being dis-
charged to a SNF might be at high risk of being readmit-
ted, they should consider patients’ level of function. 

You write that the point of scoring is to better match 
monitoring and interventions to the patients who 
need them. Is it your sense that SNFs now aren’t pro-
viding those?
My impression is that hospitals and SNFs are now 
coming to the table to decide together how to improve 
outcomes and deliver higher-value care, driven by fi -
nancial pressures.
 There are a lot of ad hoc solutions, which can be 
valuable, but there aren’t a lot of standardized or gen-
eralizable ones. I think this score can contribute to 
having a common understanding about the types of 
patients who are transitioning.

What types of interventions could SNFs o� er high-
risk patients?

I can think of two examples. One is SNF Connect, a 
heart failure readmission program in Colorado to im-
prove heart failure disease management in SNFs. 
 The other is INTERACT, which many nursing 
homes—and it’s for all nursing homes, not just 
SNFs—have sought to implement. It’s a compli-
cated multi-part intervention that had a negative 
fi nding in a recent randomized trial because it was 
di�  cult to implement. But SNFs that successfully 
implemented INTERACT signifi cantly reduced their 
hospitalization rates. A growing number of SNFs 
may consider investing in training their sta�  to im-
plement that program. 

Are you using this score yet in your own practice?
Not yet, but the University of Pennsylvania, like many 
institutions, is developing a SNF network of preferred 
providers. I anticipate using this score in that work, 
and it would be easy to embed in our EHR as a SNF 
screening tool. We could then work together to pair 
high-risk patients with interventions.

The study mentions the possibility of incorporating 
other factors into the risk score, like gait speed or vi-
tal-sign stability. Do you plan to continue to refi ne it?
We’re looking for other data sets that we may be able 
to use. But we’re going to reach a point of diminish-
ing returns, and skilled nursing facilities and hospitals 
may prefer to turn instead to using the score right now 
to identify high-risk patients, rather than in getting the 
score to be even more predictive. 
 With penalties looming, the tolerance among 
SNFs for the perfect score is probably a lot lower. 
They’re looking for something they can operational-
ize right now.

Phyllis Maguire is Executive Editor of Today’s Hos-
pitalist.
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Readmissions and resource-strapped patients
A community health worker helps reduce bouncebacks

Hospitals everywhere are struggling to fi nd 
ways to reduce readmissions. Those with more 
ready resources—academic centers or suburban 
hospitals that treat more a�  uent patients—may be 
able to invest in post-discharge clinics or NPs/PAs 
to follow patients after discharge and try to drive 
readmission rates down.
 But rural hospitals often don’t have those kinds 
of resources. The good news for one 160-bed ru-
ral hospital in northeastern Kentucky is that a lay-
health worker—someone from the community with 
only a high-school education and not a lot of formal 
training—can actually be more cost-e� ective.
 “You can potentially hire two lay-health workers 
for the price of one RN, if not three,” explains Rober-
to Cardarelli, DO, MPH, a family medicine physician 
and researcher with University of Kentucky Family & 
Community Medicine in Lexington. 
 Moreover, according to a recent study that Dr. 
Cardarelli was lead author of, lay-health workers may 
be much more e� ective than clinicians in preventing 
30-day readmissions among high-risk patients.
 “The lay-health worker was able to establish a 
bond and trust early on with patients, more so than 
trained professionals,” he says. “With someone 

from their own community, patients aren’t ashamed 
to say they can’t a� ord food or have social issues, 
and they don’t feel stigmatized either consciously 
or unconsciously.”
 Published in the February issue of Health Edu-
cation Research, the study found that having a lay-
health worker assess potentially high-risk patients in 
the hospital and then follow them for 30 days post-
discharge cut their readmission rates nearly in half. 
In the study population, readmission rates dropped 
from 28.3% to 14.8%, a relative reduction of 48%.

High-risk patients
In a previous study in the July 2017 issue of The 
Journal of Rural Health, Dr. Cardarelli laid out the 
return on investment of the lay-health worker pro-
gram, which was piloted at St. Claire Regional Medi-
cal Center in Morehead, Ky.
 The return for patients covered by DRG-related 
payments “was just above a dollar di� erence, so 
fairly breakeven—but the quality scores were really 
increased,” he notes. But for patients covered by pay-
for-performance programs, he estimated that a hospi-
tal would derive $7 in revenue for every $1 spent on 
a lay-health worker program. And for a hospital that is 
part of an ACO, which was the case with St. Claire, he 
calculated that the return was $38 for every $1 spent. 
Other studies have found that care transition interven-
tions can help hospitals avoid close to $4,000 per pa-
tient in costs over six months.
 In the research published in February, inpatients 
were identifi ed as being at high risk for readmis-
sion if they scored a 7 or higher on the LACE index, 
which clinicians at St. Claire perform on every ad-
mitted patient. (LACE stands for Length of stay, Acu-
ity, Comorbidities and the number of ED visits within 
the past six months.)
 Patients from post-acute settings or those who 
were unstable or in isolation were excluded. Part-

Published in the June 2018 issue of Today’s Hospitalist
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Readmissions and resource-strapped patients
“With someone from their own 

community, patients aren’t ashamed 
to say they can’t aff ord food.”

–Roberto Cardarelli, DO, MPH
University of Kentucky Family &

Community Medicine

nering with the research team was Kentucky Home 
Place, “a very well-known community health worker 
program in eastern Kentucky,” Dr. Cardarelli says. 

“The person we hired was specifi cally trained to do 
health assessments and to be a health coach.” That 
worker also received additional training in how to 
develop “a repository of community resources.”

Keeping the electricity on
Over several months, researchers enrolled more 
than 100 patients from one general medical/surgery 
fl oor. Every morning, the lay-health worker was given 
a list of high-risk patients and, once cleared to do so 
by a fl oor nurse, approached individual patients to 
administer a Wellness Needs Assessment. That com-
posite tool screens for depression and anxiety as 
well as social issues like transportation and housing 
problems and safety and fi nancial barriers. The lay-
health worker also received access to patients’ post-
discharge instructions, orders and appointments. 
 Once patients were discharged, the worker fol-
lowed up by phone within 48 or 72 hours. She then 
maintained “almost daily” phone contact early on in 
the fi rst 30 days, Dr. Cardarelli says, to see what as-
sistance patients needed and to connect them with 
community services.  
 Social factors emerged as the biggest problems. 
Among patients in the study, 27% reported struggling 
with the cost of food, while 16% had transportation 
problems—related to either costs, access or both—
that interfered with their ability to make follow-up ap-
pointments or pick up prescriptions. A majority (65%) 
had a medical condition that required them to have 
electricity, but close to 16% had their household utili-
ties cut o�  either occasionally or frequently.
 “They didn’t realize that there’s a form a physi-
cian can sign that doesn’t permit the utility company 
to turn o�  electricity, even if patients can’t pay,” he 

says.  Once the lay-health worker was aware of the 
problem, she would print the form and help the 
patient complete it. She also would connect them 
with food banks and with cab vouchers and medical 
transportation services that are covered by Medic-
aid. According to the February study, patients who 
reported transportation cost barriers were more 
than three times more likely than other high-risk pa-
tients to be readmitted within 30 days.

The impact on wellness
So were social factors, not the acuity of patients’ un-
derlying medical conditions, driving readmissions? 

“One is related to the other,” Dr. Cardarelli points out. 
“If someone is oxygen-dependent but their elec-
tricity is turned o�  and they can’t use their oxygen 
concentrator, they’re going to have acute respira-
tory failure. These upstream issues lead to chronic 
conditions becoming acute, so the two are linked.” 
 Surprisingly, he notes, almost all the patients in 
the study (94%) reported having a personal physi-
cian. “That really illustrates a statistic the CDC has 
published: that hospitals and the medical commu-
nity a� ect only 20% of a patient’s total health and 
wellness, and 80% is driven by their social issues,” 
he says. “This is not just about having access to a 
primary care provider.”
 Since the research ended, St. Claire has decided 
to place its lay-health worker in the ED instead of on 
the fl oor. That way, the worker will be able to follow 
not only high-risk patients admitted to the hospital, 
but those discharged from the ED as well.
 As for Dr. Cardarelli, “we’re having discussions to 
see if we could pilot a lay-health worker program in 
an urban setting here in Lexington.” 

Phyllis Maguire is Executive Editor of Today’s Hos-
pitalist.
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Study: Home hospital cuts treatment costs in half

Phyllis Maguire
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A randomized trial delivers a strong endorsement

Transitional care clinic delivers fewer readmissions

Phyllis MaguirePhyllis Maguire
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An out-of-the-box solution, but will doctors leave the wards?

rates for the patients it serves and signifi cantly low-
ered their costs of care.
 But Dr. Vashist says he still has to contend with 
one big barrier: incomplete buy-in from many of the 
hospitalists who are reluctant to leave the wards.

Overcoming outpatient suspicions
Located in a section of the hospital’s ED, the six-
bed transitional care clinic is open 9-5 on week-
days and sta  ed by hospitalists who supervise ad-
vanced practice providers and ED nurses. 
 The transitional care clinic was always designed 
to provide post-discharge care to complex patients 
with chronic conditions including those with sepsis, 
heart failure or COPD. Further, it was launched with a 
very specifi c mission: to treat only those complex pa-
tients with chronic conditions who were not attached 
to any primary care or specialty practice. 
 “At fi rst, local doctors were very concerned that 
we planned to poach their patients and take away 
their ability to bill transitional care management 
codes,” Dr. Vashist explains. Within a few months, 
however, the clinic started accepting referrals from 
both primary care and specialty o�  ces that either 
couldn’t schedule an appointment within seven days 
post-discharge for a complex patient or couldn’t pro-
vide a particular service that patients needed.
 “Say a primary care doctor can see a heart failure 
patient within seven days of discharge, but that pa-
tient has gained 10 pounds over the last three days,” 
he says. “The patient needs Lasix infusions that are 
beyond the bandwidth of an outpatient practice, so 
the primary care o�  ce will now refer that patient to 
the clinic instead.”
 The clinic o  ers a variety of infusions as well as 
transfusions. And as of a few months ago, an in-
fectious diseases specialist began providing care 
there on an as-needed basis.

As system chair of the hospitalist division of what 
was then Mountain States Health Alliance in 2016, 
Amit Vashist, MD, MBA, had to grapple with some 
very familiar problems: how to rein in readmission 
penalties and how to transition to value-based care.
 But Dr. Vashist also faced some unique challeng-
es. For one, patients in Appalachia, which his health 
system serves, have a tough time accessing timely 
follow-up care. And at one hospital within the sys-
tem—Indian Path Medical Center in Kingsport, Tenn.—
inpatient volumes had dropped o   10% in 2016 alone. 
 “We needed to come up with some innovative, 
out-of-the-box solutions,” he says. “Decreasing vol-
umes are part of the health care landscape for many 
of us, so we need to create di  erent care models.”

 Fortunately, Dr. Vashist adds, the hospital’s very 
forward-thinking CEO—Monty McLaurin, along 
with chief medical o�  cer Mark Wilkinson, MD, hos-
pitalist site director Sudhir Patel, MD, and ED nurse 
manager Hope VanHuss—had a ready suggestion: 
launching a hospitalist-run transitional care clinic to 
provide immediate post-discharge care to the cen-
ter’s highest-risk patients. More than a year after 
the clinic opened, it has driven down readmission 
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condense them into two-to-four hour episodes goes 
against the conventional mindset and may lead doc-
tors to question their own skills.”
 Doctors also balk at having their inpatient work-
fl ow disrupted, which Dr. Vashist admits is a legiti-
mate concern. “When doctors start their day with a 
standard census of 16, then get a call from the transi-
tional care clinic at 9:30 while they’re in the middle of 
doing discharges, are they supposed to leave? We 
have to fi gure out how they can survive complex and 
competing priorities.”

Payer negotiations
Clinic reimbursement is another ongoing challenge. 
While the clinic can charge high-level o�  ce visits, 
outpatient services that can last hours go far beyond 
typical visit parameters.
 “If we don’t have robust agreements with payers, 
we’re shooting ourselves in the foot in terms of de-
creasing admissions,” Dr. Vashist points out. “We’re 
in the process of negotiating so we’ll be rewarded, 
not dinged, for preventing hospitalizations.” 
 In 2017, Mountain States merged with Wellmont, 
another big health care system, to form Ballad 
Health, based out of Johnson City, Tenn. Because 
patient transportation in Appalachia remains a pe-
rennial problem, Ballad is exploring ride-share pos-
sibilities for patients, including system-owned vans.
 And with 21 hospitals now part of Ballad Health, 
Dr. Vashist is trying to fi gure out how to launch 
more transitional care clinics throughout the system. 

“We’re going to start by opening clinics in two or 
three other markets,” he says. “We want to expand 
this to many more of our hospitals, particularly as we 
move more into population health.”  

Phyllis Maguire is Executive Editor of Today’s Hos-
pitalist.

 “A signifi cant subset of the clinic population has 
infections, including respiratory, skin and subcuta-
neous, and multi-drug resistant infections as well 
as UTIs,” Dr. Vashist points out. “We added that 
layer of specialty health.”

A new mindset
Patients typically will be seen two or three times 
in the clinic, usually within the fi rst month post-
discharge. As for “unattached” patients (who have 
no outpatient medical home), clinic sta�  can often 
place them with a primary care practice within two 
or three months. 
 For Dr. Vashist, the clinic continues to be a “win-
win.” While the overall readmission rate for the hos-
pital this fi scal year is running between 11% and 12%, 
it’s averaging less than 5% for clinic patients. And 
if the clinic wasn’t available, “those patients would 
probably come back to the ED and be placed in 
observation and possibly charged larger deduct-
ibles and copays there,” he points out. “Having the 
clinic helps patients avoid those.”
 The once suspicious primary care community 
now embraces the clinic wholeheartedly, as do 
patients and their families. Even local oncologists 
are asking for access to the clinic for their infusion 
patients.
 But full buy-in from the hospitalist group has 
so far proved elusive. In fact, while Dr. Vashist 
wants to expand the clinic’s capacity, that is cur-
rently limited because only two of the hospital’s 10 
hospitalists have chosen to get involved. 
 So what’s the problem? For one, he points out, 
it’s a model of care that is far afi eld from what the 
physicians are used to. “Hospitalists haven’t been 
trained to provide abbreviated episodes of care 
for complex chronic conditions,” he says. “Hav-
ing to take all the things you’d do in two days and 

“Decreasing volumes are part of the 
health care landscape for many of us.”

–Amit Vashist, MD, MBA
Ballad Health
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