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Executive Summary
Non-emergent and primary care-treatable ED visits make up a significant portion of avoidable ED volumes, often because patients either lack
accessible, low-acuity alternatives to care or assume that the ED is the only place that can effectively meet their care needs. Further, a small
percentage of complex patients make up a significant proportion of ED use. These patients tend to have a range of medical and psychosocial
needs and rely on many health care resources, including the ED.
To address the cost and quality implications of avoidable ED utilization, population health managers deploy a range of tactics aimed at increasing
patient access to care, educating patients about appropriate use of health services, and developing targeted programs for frequent users or specific
subgroups of patients with shared patterns of avoidable ED utilization. This research brief compiles 15 tactics to meet these objectives and reduce
avoidable ED utilization.

Current Avoidable
ED Landscape

Tactics for Decreasing
Avoidable ED Use

Prioritization Matrix of
ED Avoidance Tactics

PAGE 5

PAGE 9

PAGE 11

Review of national trends that demonstrate
the need for a targeted focus on reducing
avoidable ED utilization, including:

Case study examples from organizations
who have successfully implemented the
following three strategies to reduce
avoidable ED utilization:

Roadmap for prioritizing across ED
avoidance strategies, based on the
following criteria:

• Drivers of increasing ED utilization
• Characteristics of frequent users
• Avoidable cost opportunity in the ED

• Increase patient access to care
• Educate about and encourage
appropriate use of health services

• Level of investment needed
• Time necessary for implementation

• Design targeted measures for most
complex patients
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► Current Avoidable

ED Landscape
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Number of ED Visits Significantly Increasing
The number of ED visits across the country has increased dramatically over the last decade—up by 21% between 2004 and 2014. Patients’ misperception of
problem severity, service accessibility, and financial disincentives as well as misdirected referrals from primary care are often cited as the main contributors to
avoidable ED utilization.

Annual U.S. Emergency Department Visits
Visits in Millions, 2004–2014

112.6

2004

114.8

2005

118.4

2006

120.8

2007

123.0

2008

127.3

2009

127.2

2010

129.5

2011

133.2

2012

133.6

2013

136.3

Number of
ED visits
increased by
21% from
2004 to 2014

Most Commonly Cited
Reasons of ED Use

77%

Of ED users cited
seriousness of their
medical problem as the
reason for last ED visit

60%

Of ED users stated
ER was more convenient
than primary care

2014

~50%
ED Visits
Occurring After
Business Hours

59%

Patients Who
Spend at Least Two
Hours in the ED

58%

ED Users Who Are
Publicly Insured

42%

50%

Of non-urgent ED patients
who presented to the ED
during business hours were
advised to do so by a
primary care physician

Of non-urgent ED patients
chose the ED because of
payment flexibility (e.g., no
requirement of pay at time
of care)

Sources: “TrendWatch Chartbook 2016,” American Hospital Association,
http://www.aha.org/research/reports/tw/chartbook/2016/2016chartbook.pdf; Uscher-Pines L, et al., “Deciding to
Visit the Emergency Department for Non-Urgent Conditions: A Systematic Review of the Literature,” American
Journal of Managed Care, 19, no. 1 (2013): 47-59; Population Health Advisor interviews and analysis.
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Frequent ED Users Constitute an Outsized Proportion of Total ED Visits
In addition, a relatively small number of patients are responsible for the majority of these often non-emergent or primary care-treatable ED visits. These frequent
users suffer from poor physical and behavioral health, and struggle to access services in other low-acuity care settings. Effectively addressing their needs can
lead to significant cost savings and decreased acute utilization.

National Frequent ED User Trends1

5–8%
of ED users

ACCOUNT FOR

21–28%

of ED visits

Characteristics of Frequent ED Users1,2

Poor Physical
Health

High Body Mass
Index (BMI)

Utilize Mental
Health Services

Have
Insurance

Rely on Other
Health Services

49%

36%

23%

82%

85%

Indicated fair to poor physical
health, compared to 12% in
less frequent ED users

Reported a body mass
index greater than 30,
compared to 25% in less
frequent ED users3

Used mental health
services in year prior to
ED visits, compared to 7%
in less frequent ED users

Have some form of
health insurance

Reported an outpatient
clinic as their main source
of health care services

1) Defined as having 4 or more ED visits per year.
2) Frequent ED user calculations aggregate survey results for the “4-9 ED Visits” and “≥10 ED Visits” categories. Less
frequent ED user calculations aggregate survey results for the “0 ED Visits” and “1-3 ED visits” categories.
3) Centers for Disease Control defines a BMI of 30 or higher as obese. Healthy BMI range considered 18 to <25 kg/m2.

©2017 Advisory Board • All Rights Reserved • 35276

Source: LaCalle E, Rabin E, “Frequent Users of Emergency Departments: The Myths, the Data, and
the Policy Implications,” Annals of Emergency Medicine, 2009; 56(1): 42-48; Vinton, D., et. al.
“Frequent Users of US Emergency Departments: Characteristics and Opportunities for Intervention,”
Emerg Med J, 31, no. 7 (2014): 526-532; Population Health Advisor interviews and analysis.
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Majority of ED Visits Considered Avoidable
Effective Utilization Management Programs Translate to Cost Savings and Decrease in Utilization
Breakdown of ED Visits by Severity

Emergency Department and Urgent Care Facility Utilization1

Medicare Patients, 2015
Non-emergent
Nonpreventable

Visits per 1,000 patients; 2014

Unavoidable

16%

Urgent Care

Potentially
Avoidable

Emergency
Department

85

41%

62
34%
9%

157

Primary Care
Treatable

96
Loosely Managed
Benchmark

Emergent but
Preventable

Well Managed
Benchmark

Avoidable Cost Opportunity in ED

$9.72

$4.4B

PMPM2 difference on ED
spend between loosely- and
well-managed benchmarks1
for Medicaid patients (2014)

Source: Mann C, “Reducing Nonurgent Use of Emergency Departments and Improving Appropriate Care in
Appropriate Settings,” Department of Health & Human Services, https://www.medicaid.gov/federal-policyguidance/downloads/cib-01-16-14.pdf; Giorgou M, “Put Healthcare Data to Work with Benchmarking Analysis,”
Milliman, http://us.milliman.com/insight/2015/Put-healthcare-data-to-work-with-benchmarking-analysis/; Milliman,
2014; Data and Analytics Group, The Advisory Board Company; Population Health Advisor interviews and analysis.

1) Loosely managed utilization levels are representative of plans with some utilization review, preauthorization, and case management. Well-managed
values represent nationwide claims cost and utilization targets in a managed care environment, such as a staff model health maintenance organization
(HMO) or a globally capitated provider group, which effectively applies utilization management principles across the entire continuum of medical care.
2) Per member per month.
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Cost savings nationwide by
increasing urgent care and
retail clinic access for patients
with nonemergency conditions
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► Tactics

for Decreasing
Avoidable ED Use
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Developing a Comprehensive Strategy to Reduce Avoidable ED Use
Avoidable visits to the ED are
symptomatic of barriers to access and
patient engagement across the care
continuum. As a result, a
comprehensive ED avoidance strategy
must include tactics for both the ED
and non-ED settings.

Level of Resource Intensity Varies Based on Patient Population Targeted
Objective 1:

Objective 2:

Increase Patient
Access to LowAcuity Care

Inform and Encourage
Appropriate Use of
Health Services

Objective 3:
Design Targeted
Measures for Complex
Frequent Users

ED avoidance initiatives should aim to
accomplish three objectives:
1) Increase patient access to lowacuity care
2) Inform and encourage appropriate
use of health services
3) Provide targeted measures for the
most challenging, complex
frequent ED users.
On the next page, we mapped the 15
tactics in this whitepaper based on the
level of investment and time required.
Start with near-term fixes and then
longer-term solutions. Evaluate
specific population characteristics
before implementing tactics that
require a pilot to test utility or analysis
of projected ROI.

• Expand access
opportunities in
primary care

• Leverage
opportunities to
educate patients

• Maximize
convenient care
access points

• Tailor patient
outreach for optimal
engagement

Low

Resource Intensity

• Coordinate care for
frequent ED users
• Build partnerships with
post-acute care facilities
to reduce avoidable visits

High

Source: Population Health Advisor interviews and analysis.
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Roadmap of ED Avoidance Tactics
Rank

ED Avoidance Tactics

Page
Number

ED Avoidance Strategies

1

20

Tactics Ranked According to Level of Investment
Needed and Time Necessary for Implementation

Create visual aids to guide care plan discussions with
newly diagnosed patients

2

Assign new patients through centralized call center to
balance provider panels

13

3

Organize shared medical appointments

15

4

Proactively connect unassigned patients to PCPs

14

5

Engage in “teach-back” after inappropriate ED use

21

6

Increase collaboration with post-acute care partners
to identify the causes of avoidable ED visits

30

7

Optimize websites and mobile applications to direct
patients to proper care sites

23-24

8

Send targeted mailings to frequent ED users

22

9

Use the Patient Activation Measure assessment to
determine appropriate communication method

19

10

Provide patients with 24/7 phone access to care team
members to support execution of new care plans

11

Identify and treat patients with mental/behavioral
health needs in the primary care setting

12

Implement ED-based care navigation to identify
frequent users and connect them with medical homes

13

Develop telehealth strategy to efficiently increase
access to PCP level of care

17

14

Train local paramedics to identify primary care
treatable conditions in the community, provide basic
care services, and connect patients with primary care

32

15

Perform post-discharge home visits to ensure patient
stability and access to primary care

31

Requires Analysis
of Projected ROI

Longer-Term Solution
15
14

10
Level of Investment

11

Near-Term Fix

3

Pilot to Test Utility
6

5

12

13

8

9

7

4

2
1
Time

16, 25
27
28-29

Source: Population Health Advisor interviews and analysis.
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Objective 1: Increase Patient Access to Low-Acuity Care

Pursue Consumer-Focused Strategies to Expand Access to Care
Providing access to low-cost ED
alternatives is critical to decreasing
avoidable ED visits. For most patients,
primary care serves as the main
alternative to the ED.
Health systems can connect ED
patients with PCPs to further reduce
primary care-treatable or preventable
ED visits. In addition, leaders can
encourage PCPs to incorporate shared
medical appointments into their
practices to further increase their
capacity.
Besides focusing on primary care,
organizations can bolster convenient
care access points. A comprehensive
telehealth strategy can efficiently
expand access to remote patient
populations.

Low-Cost Opportunities in Both Traditional and Virtual Care Sites
Consumer-Focused Strategies to Expand Access to Care

1

2

Expand Access Opportunities
at Traditional Sites

Maximize Convenient Care
Access Points

• Assign new patients through centralized
call center to balance provider panels

• Provide patients with 24/7 phone
access to care team members to
support execution of new care plans
and answer questions

• Proactively connect unassigned patients
to PCPs
• Organize shared medical appointments

• Develop telehealth strategy to
efficiently increase access to PCP
level of care

Source: Population Health Advisor interviews and analysis.

©2017 Advisory Board • All Rights Reserved • 35276

12

advisory.com

Centralized Call Center

Telephonic Entry Point to Health System Facilitates Patient Appointments
Patients who visit the ED but do not
have an assigned PCP may have
difficulty scheduling a follow-up
appointment. Providers can add this
functionality to an existing appointment
call line to facilitate primary care
access for patients who are not
currently assigned to a primary care
provider.
At Canary Health Care,1 a “Welcome
Center” assigns new patients to
providers based on providers’ panel
sizes and availability. Call center
schedulers access PCP date
calendars as well as panel sizes.

Call Center Ensures PCP Caseloads Are Evenly Distributed Across System
Welcome Center Sends New Patients to Providers with Capacity
Call Center Operations
New patients

• Operating Hours
– 7am–6pm, Monday–Friday
• Staffing
– 2.3 FTEs

Schedulers

• Volume of Requests
– Calls: 50–85 per day
– Online Forms: 15–20 per day
• Wait Times

Ideal
Panel Size

– 5 minutes or less, on average
• Functionality:
– Schedule primary care appointments for new
patients based on patient preferences, provider
gender, and provider location

Provider Provider Provider Provider Provider
A
B
C
D
E

– Complete patient registration, capturing insurance
and demographic information, provide an activation
code for access to the secure Patient Portal, and
send a follow-up “Welcome Email” to the patient

Case in Brief: Canary Health Care1
• A multi-hospital system located in the South with a robust ambulatory network of over 30 primary care
clinics and 120 specialty practices
• Created the “Welcome Center” in November 2013 as a single telephonic access point for new patients and
to connect unassigned patients to a PCP post-discharge to reduce readmissions
• Welcome Center staff have access to the PCPs’ calendars and panel sizes to ensure new/unconnected
patients receive appointments with newer PCPs who have excess capacity
1) Pseudonym.

©2017 Advisory Board • All Rights Reserved • 35276
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Proactive PCP Assignment

Proactively Direct Unassigned Patients to PCPs
In addition to making scheduling easier
for patients recently discharged from
the ED, leaders can proactively direct
patients to an available PCP.
At Henry Ford Health System, market
analysis revealed that 50% of their
urgent care patients did not have a
Henry Ford primary care physician.
Recognizing the opportunity to expand
primary care services within their
existing patient base, Henry Ford
developed an email campaign to target
patients transitioning from one care
setting to another, such as those
discharged from the ED and young
adults no longer receiving care from a
pediatrician.
Campaign messaging focuses on
expanding the relationship between
these unconnected patients and Henry
Ford primary care providers. The
emails promoted services like Henry
Ford’s same-day appointments and
emails also contained information on
appropriate ED use.

Highlight Key Features Like Same-Day Appointments
Targeting Existing Patients with Custom URLs at Henry Ford

• Past ED patients

Direct email contains
patient-specific URL and
promotes call center line

• Young adults transitioning
from pediatrics

URLs link to custom pages
with tailored content based
on risk-level and also link to
appointment scheduling

Case in Brief: Henry Ford Health System
• Ambulatory network that includes urgent care, retail clinics, and worksite clinics
• Found that approximately 50% of urgent care patients were not attached to Henry Ford PCP
• Developed a customer relationship management campaign to target select groups of unattached
patients from across system and direct them to a PCP

Source: Population Health Advisor interviews and analysis.
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Shared Medical Appointments

Group Visits Increase Provider Capacity and Patient Self-Management
In order to increase PCP capacity to
serve more patients and maximize the
care team’s time, some organizations
have implemented group visits. These
visits focus on preventive care or
chronic disease management topics
such as diabetes, depression, arthritis,
or weight loss. Visits are led by a case
manager or medical assistant. Patients
learn from each others’ experiences
and questions.
By providing patient education and
peer support, group visits produce
statistically comparable or improved
health and patient satisfaction
outcomes compared to individual
appointments. Other advantages of
group visits include improved provider
efficiency and productivity.
An additional advantage is the ability to
customize classes to specific groups
on the panel. For example, Group
Health Cooperative offers a range of
group visits ranging from online
diabetes communities, to weekly
asthma classes, and monthly classes
on preventative health. This variation
allows patients to select the style of
participation they prefer.

Model Allows Practices to Tailor Visits to Subgroups of Patients
Use of Group Visits by Family Physicians

Family Physicians
Not Offering
Group Visits

91.6%

8.4%

Family Physicians
Offering Group
Visits

Patient Receptivity to Group Visits

Patients Would
Decline to
Participate

40%

40%
20%

Patients
Would Accept
Enthusiastically

Patients Would Defer or
Agree with Encouragement

Range of Shared Resources at Group Health
Proven Success from Diabetes
Group Visit Pilot

Online diabetes community

Weekly asthma classes

50%

Fewer ED visits compared
to non-participants

Monthly classes on preventative health

24%

Fewer specialty
visits per year

Case in Brief: Group Health Cooperative
• Health plan and care delivery system based in Seattle, Washington; provides coverage and care
to over 600,000 members in Washington state and Northern Idaho
• Offers group visits on a decentralized basis; doctors at individual practices decide what courses
to offer based on demand, availability
Source: Backer LA, “Building the Case for the Patient-Centered,” AAFP, http://www.aafp.org/fpm/2009/0100/p14.pdf; “Quality Grant at Work
Improving CAD Program,” https://www.harvardpilgrim.org/portal/page?_pageid=253,217486&_dad=portal&_schema=PORTAL; Blueprint for the
Medical Home, Health Care Advisory Board, The Advisory Board Company; Population Health Advisor interviews and analysis.
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Phone Access to Care Team

Phone Line Allows Immediate Access to Care Team to Support Self-Management
For some patients, questions or
concerns about a new care plan lead
to an avoidable ED visit. To support
parents and other caregivers of
patients with newly-diagnosed
diabetes or asthma, Le Bonheur
Children’s Hospital developed a 24/7
telephone service. Caregivers call with
questions and Le Bonheur operators1
follow physician-designed algorithms
to respond.
Most patients call the phone service in
the first two weeks following diagnosis.
In many cases, the patient already
knows what to do, but wants
confirmation of appropriate next steps.
The phone line receives only about
one to two calls per day, allowing Le
Bonheur to operate the service with
existing staff within their transfer
center. Although their daily call
volumes are relatively low, over two
years they have avoided 439 ED visits
and $760,000 in cost for patients with
diabetes. The organization plans to
expand the program to include
additional chronic conditions.

The First Two Weeks of Self-Management Require the Most Support
Key Lessons of Le Bonheur Children’s Service
Rearrange
existing staff to
accommodate calls

Educate patients
on appropriate times
to seek help

439

Design easy-tofollow algorithms
for care team

Patients seek guidance
most often in the first two
weeks after diagnosis

$760,000

Estimated cost savings
after two years

Case in Brief: Le Bonheur Children’s Hospital
• 255-bed hospital located in Memphis, Tennessee
• Implemented a 24/7 phone service for caregivers of children with diabetes and asthma
• Clinically-trained operators, hired internally had served as nurses, paramedics, direct transport
personnel, etc.; physicians develop protocols used for management
• On average, 1-2 calls to service per day; each call lasts on average 20 minutes

1) Staff have diverse clinical backgrounds, and include paramedics, nurses, and respiratory therapists.

©2017 Advisory Board • All Rights Reserved • 35276

ED visits avoided by diabetes
program over two years
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Source: Franklin, BE, et al. “Real-Time Support of Pediatric Diabetes Self-Care by a
Transport Team,” Diabetes Care, 27, no. 1 (2014): 81-87; Health Care Advisory Board,
The Advisory Board Company; Population Health Advisor interviews and analysis.
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Virtual Visit Options

Telehealth Efficiently Increases Access to Care for Dispersed Population
For patients with limited access to
PCPs or urgent care clinics, or who
have difficulty with transportation,
virtual visits provide a means of
obtaining timely low-acuity care.
In 2010, Franciscan partnered with
Carena, Inc., a web-based telehealth
platform that facilitates virtual visits, to
create the backbone for the
“Franciscan Anytime” and “Franciscan
After-Hours.” These programs expand
access to primary care. The Carena
partnership also helps attract new
patients to the system through
“Franciscan Virtual Urgent Care.”
In the first three months of the
program, 60% to 80% of patients
seeking virtual visits did not have a
PCP and were new to the system.
Based on a patient survey, “Franciscan
Anytime” prevented nearly 400 selfinsured patients from visiting the ED
since its launch in 2011. This metric
translates to approximately $400,000
in savings.

Targeted Options Reduce Cost for At-Risk Populations, Attract New Patients
Expanding from Covered Populations to the General Public
Employee Base

Current Patients

General Population

“Franciscan Anytime”

“Franciscan After-Hours”

“Franciscan Virtual
Urgent Care”

Improve employee’s
access to reduce costs
(avoidable ED visits,
treatment delays)

Extend availability of
care for established
patients through
after-hours service

Provide care on the
patient’s terms to attract
new volumes, extend
Franciscan brand reach

Patient Cost

Patient Cost

Patient Cost

• $19–$35 per virtual visit

• $35 per virtual visit

• $35 per virtual visit

$400K
Cost savings from
preventing selfinsured patients
from visiting the ED

• $85–$90 for home visits
• Free telephonic care
Service
Substitution

Extended Access

New Service
Provision

Case in Brief: Franciscan Health
• Seven-hospital integrated delivery system based in Tacoma, Washington
• Partnered with Carena, Inc. in 2010 to expand access to care through virtual visits and house calls
• Employee-based telehealth program “Franciscan Anytime” achieved $400K in cost savings from
preventing self-insured patients from visiting the ED
Source: Population Health Advisor interviews and analysis.

©2017 Advisory Board • All Rights Reserved • 35276

17

advisory.com

Objective 2: Inform and Encourage Appropriate Use of Health Services

Inform and Encourage Appropriate Utilization to Maximize Financial Impact
Patients often inappropriately visit the
ED due to the misperceptions that they
had no care alternative or they could
only receive the full range of necessary
care from the ED.
The following tactics can be used to
inform patients of available alternate
care sites and encourage them to use
health services that are most
appropriate for their symptoms.

Three Strategies to Educate Patients About Care Options

Tailor Education
Efforts

Provide Targeted
Communications

Maximize
Outreach

• Determine appropriate
communication method

• Engage in “teach-back”
after inappropriate
ED use

• Optimize websites and
mobile applications to
direct patients to
proper care sites

• Create visual aids to
guide care plan
discussions with newly
diagnosed patients

• Send targeted mailings
to frequent ED users

• Offer in-the-moment
support

Increasing Number of Patients Impacted

Source: Population Health Advisor interviews and analysis.
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Patient Activation Measure Implementation

Stratify Communication and Care Planning Based on Patient Activation Levels

Fairview uses PAM to tailor
communication and patient care plans
based on activation levels. For
example, if a patient has a low PAM
score, he or she is more likely to
receive post-discharge home visits and
have medications sent to the home
rather than requiring pharmacy pick-up.

Goal to Improve Outcomes by Tailoring Support to Patients
Overview of Patient
Activation Measure Survey

Patient Activation Levels

• 13-question survey to assess patient
understanding of condition, care plan
• Researchers found that for every ten
point increase on the survey, patients
were less likely to smoke, suffer from
obesity, and visit the ED

Increasing Levels
of Activation

ED staff and PCPs can use tools like
the Patient Activation Measure (PAM)
to customize education and help
patients gain confidence and feel
empowered to change their own health
behaviors.

• Hospital and clinics use survey to tailor
communication and post-discharge
care management plan according to
patient activation levels

Level 4

Patient is able to adopt
and maintain new health
behaviors over the long term

Level 3

Patient begins to take an
active role in their care and
understands basics about
their health

Level 2

Patient lacks understanding
of their health status and
regimen

Level 1

Patient does not feel
confident to be an active
participant in their care

Case in Brief: Fairview Health Services
• Nine-hospital health system based in Minneapolis, Minnesota
• Patient Activation Measure (PAM) developed by University of Oregon researchers asks 13 questions
to assess a patient’s level of activation
• Since 2009, Fairview physician clinics have administered the PAM survey; Fairview uses the survey
data to better engage patients and design patient care plans post-discharge that are tailored to the
patient’s PAM score
Source: Frellick M, “Patients Engaged in Their Care Have Lower Readmission Rates,”
http://www.medscape.com/viewarticle/813443; Hibbard J, Greene J, “What the Evidence Shows About Patient Activation:
Better Health Outcomes and Care Experiences,” Health Affairs, 32, no. 2 (2013): 207-214; Hibbard J, “Development of
the Patient Activation Measure (PAM): Conceptuaalizng and Measuring Activation in Patients and Consumers,” Health
Serv Res, 39, no. 4 (2004): 1005-1026; Population Health Advisor interviews and analysis.
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Visual Aids

Visual Aids Support Patient Self-Management and Appropriate Utilization
Messaging should also be tailored for
newly-diagnosed patients navigating a
new care plan.
Clear, simple visual aids can equip
patients to better self-manage new
conditions. Research shows that
people can remember 80% of
information correctly when it is
presented verbally with a visual aid,
compared to 14% when presented only
verbally.
To focus patient education on the most
important information, Bellin Health
created a one-page guide for newlydiagnosed diabetic patients. Health
coaches utilize the Diabetes Zones
guide to review symptoms and
corresponding next steps. The red,
yellow, green color scheme makes
remembering the appropriate action to
manage their symptoms easier for
patients.

Avoid Overwhelming Newly Diagnosed Patients in the Primary Care Visit
Diabetes One-Pager: Conversation Focal
Point for Health Coach and Patient
Diabetes Zones
GREEN ZONE: ALL CLEAR
If:

Then:

• Most fasting blood sugars are
under 130.

• Your blood sugars are
under control.

• Average blood sugars 2 hours
after meals are under 140.

• Continue taking your diabetes
medications, and doing home
glucose testing.

• No episodes of hypoglycemia.
• HbA1c is < 7%.

Easy to
follow red,
yellow,
green
symptom
guide

Information Remembered Correctly

14%

When presented
verbally

80%

When presented verbally
and with a visual aid

• Follow healthy eating habits
and activity goals.
• See your health care
provider/diabetes educator
every 3–6 months.

Case in Brief: Bellin Health Care System

YELLOW ZONE: Caution
Work closely with your health care
team if you are in the yellow zone.
If:

Then:

• Most fasting blood sugars are
130–180.

• You may need a medication
adjustment.

• Average blood sugars 2 hours
after meals are 180–240.

• Improve your eating habits.

• Hypoglycemia reactions are
occurring 1–2 times a week.

• If after one week there is no
improvement in blood sugars,
call your physician or diabetes
educator.

• Increase your activity level.

• 167-bed hospital located in Green Bay, WI
Clear next
steps for
patient with
severe
symptoms
to follow

• Activated Consumers one of six drivers for
population health strategy; focus on both
activation in clinical settings and beyond the
walls of the health system
• Patient education materials vetted by Patient
Workgroup to ensure clear information

Name:
__________________________
Number:
__________________________

One-Pager, guidelines, and customizable
Disease Action Plan available upon request,
email pha@advisory.com.

RED ZONE: Danger
Contact your health care team
if you are in the red zone.

Source: Kessels RP, “Patients’ Memory for Medical Information,” Journal of the Royal
Society of Medicine, 96, no. 5 (2003): 219-222; Health Care Advisory Board, The
Advisory Board Company; Population Health Advisor interviews and analysis.
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Teach-Back Education

Teach-Back Promotes Awareness of Alternative Sites
Even with easy access to primary care,
some patients will still mistakenly use
the ED for low-acuity care needs.
Providers can redirect these patients’
future visits through targeted education
about other care options.
North Shore Physicians Group relies
on care managers from the primary
care practices to educate their patients
who use the ED. The day after a
patient’s ED visit, care managers call
the patient to check on changes in
health status and schedule follow-up
appointments as needed. If the
patient’s ED visit was determined to be
inappropriate, the care manager
explains why the ED was not the right
setting for that particular symptom and
provides information about other
available walk-in and after-hours care
sites. At the end of the call, the care
manager asks the patient to “teachback” the information to confirm
understanding.

Educate Patients After Inappropriate ED Utilization
Care Manager Outreach Aims to Prevent Avoidable ED Visits

Care manager receives
list of established patients
presenting to ED or
hospital previous day

Care managers contact
patients for follow-up; if ED
visit was inappropriate, care
manager provides education
on availability of alternate
care points

Care manager
encourages patient to
teach back key concepts,
information to confirm
understanding

Case in Brief: North Shore Physicians Group
• A 200-physician medical group located in eastern Massachusetts
• Established patients contacted for follow-up post-discharge; care managers
target inappropriate ED utilizers for education about appropriate sites of care
• Educates these patients about availability of evening, weekend clinic hours

Source: Population Health Advisor interviews and analysis.
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Targeted Mailings

Target Outreach to Educate Patients About Avoidable Care Options
Health systems can further influence
patients’ site-of-care choices by
sending mailers tailored to patients
who inappropriately utilized the ED.
Campaign messaging can focus on
expanding the relationship between
these patients and an organization’s
primary care providers.
For example, Grigg Health1 targets its
marketing campaigns by using a
scoring algorithm that incorporates
data on demographics, household
type, and health history to determine
the likelihood of future primary care
utilization. Marketing leaders at Grigg
also target patients who used the ED
inappropriately through a direct mail
campaign promoting their urgent care
centers and primary care clinics.

Direct Mail Campaign Used to Promote Primary Care to ED Frequent Flyers
Risk Factors Inform Mailings at Grigg Health1

Tracks patients who have
inappropriately utilized ED

Uses scoring algorithm
based on factors like basic
demographics, household
type, and health history to
determine patient likelihood of
needing and utilizing services

Creates targeted recipient list
for direct mail campaigns
promoting urgent care and
primary care

Case in Brief: Grigg Health
• Multi-hospital health system based in the Midwest; ambulatory network includes urgent care centers
• To make the most of marketing resources for primary care and urgent care, targets populations using
scoring algorithm based on patient demographics and risk factors
• Patients who inappropriately utilized the ED then receive tailored instructions suited to fit both the
reason for their visit and their future needs

1) Pseudonym

©2017 Advisory Board • All Rights Reserved • 35276

Source: Population Health Advisor interviews and analysis.
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Websites and Mobile Applications

Optimize Online Access Points to Direct Patients to Proper Site of Care

HealthPartners implemented a “Call,
Click, or Come In” campaign to inform
patients of care options available to
them and provide easy access to each.
On a single webpage, patients can
view all of their care options. For each
option, the site lists the conditions that
can be treated, the price for each care
option, and links to scheduling, hours,
and location information. This site
provides patients with all of the
information they need in one easy-tofind, centralized location.

Single Website Simplifies Access and Care Setting Selection
Outlines which conditions can be treated at
each location
Emphasizes
convenience

Includes
price

Provides relevant links—to online
scheduling, hours, locations, etc.

IMAGE CREDIT: HEALTHPARTNERS

Online access points, including
websites and patient portals, can
provide a convenient way to
seamlessly direct patients to lower cost
care settings. To encourage utilization
of alternate care options such as evisits and retail clinics, providers must
offer guidance on when to use each
care setting.

Case in Brief: HealthPartners
• Integrated health care system based in Minneapolis, Minnesota; ambulatory network includes primary
care practices, urgent care, virtual care, phone visits, and email visits
• Developed comprehensive selection of primary care access points, including a nurse call line, scheduled
in-person visits with nurses and physicians at a clinic or urgent care, and remote visits via telephone,
email, and telemedicine
• To help patients navigate to appropriate sites, launched a marketing campaign to help patients easily
determine the type and level of care appropriate for their condition
Source: Population Health Advisor interviews and analysis.
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Mobile Triage Service Directs Patients to Available Care Settings
Health care systems can also use
apps to provide accessible, convenient
guidance to patients seeking care. For
example, the iTriage mobile app
directs patients to a range of primary
care sites. Using their smartphone,
patients enter their symptoms to
generate a list of potential conditions.
Patients then select the best match
and the app identifies the nearest
appropriate care setting, including
retail clinics, urgent care centers, and
EDs.
Other mobile resources, such as
provider-specific apps and websites,
offer patients appointment scheduling
capabilities, wait time information, and
the option to minimize wait times by
placing their name on a list to receive a
call when the provider is ready. These
apps and websites present an easy,
intuitive way for patients to find the
care sites that best fit their needs while
directing them within the health
system.

iTriage App Assesses Symptoms and Identifies Potential Care Sites
How iTriage Is Used by Patients

ED
UC
Retail

Patient enters
symptoms or
indicates area of
discomfort

Patient selects best
match from list of
potential conditions

App identifies
appropriate sites,
generates list
of local options

Syncs with Google
Maps to provide
directions to site of
patient’s choice

Case in Brief: iTriage
• Mobile app and web platform developed by two emergency department physicians
• Designed to help patients determine what condition they might have and where they can seek treatment
• Provides information on symptoms, diseases, procedures, and providers
• Established partnerships include Lutheran Health Network, an integrated health care delivery system in
Indiana and Ohio, and Porter Adventist Hospital, a 368-bed medical center in Denver, Colorado

Source: Population Health Advisor interviews and analysis.
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Phone Access to Care Team

Nurse Triage Line Can Increase Awareness of Alternate Options in Times of Need
In-the-moment support for symptom
management can also be offered via a
nurse triage line. Successful RN triage
lines develop clear guidelines to
navigate patients and coordinate with
low-acuity care points.
Ochsner Health System developed the
“Ochsner On Call” nurse triage line as
part of its remote care coordination
strategy. When a patient contacts the
triage line, a dedicated nurse uses
evidence-based decision support
software to route patients appropriately
to the proper care site. If a patient is
best served through an urgent care or
primary care visit, the triage nurse can
access the calendars for those
facilities and schedule an appointment
during the call. Alternatively, triage
nurses can suggest home remedies
when appropriate.
The triage line is open to any patient in
the community regardless of affiliation
with the health system or payer.
Ochsner On Call has determined that
approximately 80% of the 200 calls
received each day have been nonemergent.

RNs Offer Wide Range of Recommendations Based on Patient Symptoms
RN Triage
Line Operations

RN Triage
Line Methodology

• Operating Hours
– 24 hours per day,
7 days per week

Emergent Needs

Non-emergent Needs

20%

80%

• Staffing
– Day: 2 RN FTEs
– Evening: 3.5 RN FTEs

Recommend
ED Visit

– Overnight: 1 RN FTE
• Call Volume
– 200 calls per day

Make Urgent
Care Appointment
(Within 8 Hours)

Make Primary
Care Appointment
(Within 48 Hours)

Provide Home
Remedy

Decreasing Acuity of Caller’s Ailment

Case in Brief: Ochsner Health System
• An integrated health care system located in Louisiana with 9 hospitals, 2 urgent care facilities,
and over 30 primary care clinics
• Developed “Ochsner On Call” to provide telephonic advice to all patients who call, regardless
of health network or payer affiliation
• With an average call volume of 200 patients per day, 80% of calls are deemed non-emergent

Source: Population Health Advisor interviews and analysis.
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Objective 3: Design Targeted Measures for Complex Frequent Users

Targeted Tactics Address the Needs of Frequent ED Users, Specific Populations
When addressing avoidable ED
utilization, identify subgroups of patients
who would benefit from more tailored
interventions or cross-continuum
partnerships.
Within the ED setting, patient
navigators can conduct face-to-face
interviews with frequent ED users,
connect them with a primary care
network, and direct them toward
community resources that offer
longitudinal support.
Outside the ED, increasing
communication with community PAC
facilities can reveal the cause of ED
visits by PAC patients and lead to the
development of collaborative solutions
to ensure these patients receive the
appropriate level of care.
Within the medical home, coordinated
efforts between the primary care team
and behavioral health specialists can
ensure that patients’ medical and
psychosocial needs are being met.
Finally, providing moderate- and highrisk patients with home visits postdischarge can reduce ED visits and
readmissions. Likewise, training
paramedics to provide some primary
care services and redirect patients from
the ED to alternate care providers can
reduce ED visits and increase staff
capacity in other care settings.
©2017 Advisory Board • All Rights Reserved • 35276

Cross-Continuum Strategies to Support Frequent ED Users

Integrated
Behavioral
Health Models
Identify and treat
patients with
mental/behavioral
health needs in
the primary care
setting to prevent
avoidable ED use
by this population

Primary Care

Care
Navigation

PAC1 Partner
Collaboration

Post-Discharge
Home Visits

EMS
Triage

Identify frequent
users in the ED
and connect them
with medical
homes,
community
resources, for
longitudinal
management

Collaborate with
PAC partners to
identify the
causes of
avoidable ED
visits and make
strategic changes
to reduce
avoidable visits
from this patient
population

Provide moderate
and high risk
patients with postdischarge home
visits by nursing
staff to prevent
avoidable
readmissions

Train paramedics
to identify primary
care-treatable
conditions in the
community,
provide basic
care services,
and connect
patients with
primary care

Emergency
Department

1) Post-acute care.

Post-Acute
Care

Post-Discharge

Community

Source: Population Health Advisor interviews and analysis.
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Integrated Behavioral Health

PCPs Can Actively Identify Patients with Behavioral Health Challenges
Approximately 12.5% of all ED visits
across payers are due to behavioral
health needs. The identification and
treatment of behavioral health issues
in the primary care setting can help
reduce avoidable ED visits.

Treatment Cascade Involves Each Team Member in Behavioral Health Care

In response to concerns that co-morbid
mental health conditions were not
treated effectively in the primary care
setting, Intermountain Healthcare
created the mental health integration
(MHI) clinical model. The core of the
MHI provider team consists of the
primary care physician (PCP) and
support staff.1 In addition, mental
health specialists2 collaborate with
both the care team and patients.

• Managed by PCP and support staff,
connected to family/social support

Intermountain’s treatment cascade
involves three different levels of care.
For instance, low-risk Tier 1 patients
receive routine care managed by a
PCP. Tier 2 patients receive
collaborative care primarily from care
management staff and mental health
specialists as needed. Finally, Tier 3
patients receive direct treatment from
mental health specialists and
supportive care from a PCP and care
management team.
Through this program, newlydiagnosed depression patients were
54% less likely to present in the ED
than depressed patients treated in
clinics providing standard care.
©2017 Advisory Board • All Rights Reserved • 35276

Sample Triage Pathway for Depression Care
Tier 1: Routine Care

Tier 2: Collaborative Care

Tier 3: Specialty Care Referral

• Appropriate for mild depression

• Appropriate for moderate depression,
co-morbid conditions

• Appropriate for danger risk, relational
burden, co-morbid complexity

PCP

Patient/
Family

Support
Staff

• Ongoing CM support, option for brief
• Specialist consults on stabilization or
management-focused therapy with MH staff
refers to secondary services

Community
Support

Care
Manager

Mental Health
Specialists

Mental Health
Specialists

Case in Brief: Intermountain Healthcare
• Nonprofit system of 22-hospitals, a medical group spanning 185 physician clinics,
and a health insurance company
• Developed mental health integration model (MHI) in 1998 to better care for patients
who presented in the primary care setting with underlying behavioral health conditions
• Newly diagnosed depression patients seen in MHI clinics were 54% less likely to
present in the ED than depressed patients from clinics providing usual care

1) The support staff includes an MHI coordinator who is responsible for entering patient information into the EMR system, facilitating coordination
between team members, and helping patients and their families navigate through the MHI model. Care managers and/or health advocates may
also support PCPs by working with the patient to encourage adherence, track outcomes, and coordinate with the team.
2) Specialist positions can be filled by clinical psychologists, social workers, APRNs, psychiatrists, or other mental health professionals.
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Source: “Reducing Nonurgent Use of Emergency Departments and
Improving Appropriate Care in Appropriate Settings,” Center for
Medicare and Medicaid Services Informational Bulletin,
https://www.medicaid.gov/federal-policy-guidance/downloads/cib-01-1614.pdf; Population Health Advisor interviews and analysis.
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ED-Based Care Navigation

Designate ED-Based Navigator to Coordinate Patient Follow-Up
As organizations look to further reduce
avoidable ED utilization, leaders can
deploy a dedicated staff member in the
ED to coordinate the care of frequent
users and connect them to longitudinal
care.
The Bon Secours Life Coach program
dedicates several hospital staff
members—“Life Coaches”—to help
high-risk patients who visit the ED and
lack a primary care provider. The Life
Coach meets with the patient in-person
for 30 minutes to assess the patient’s
physical and social needs, including
smoking status, nutritional habits, and
access to transportation.
Following this assessment, the Life
Coach refers the patient to a primary
care site and to relevant community
organizations for additional support.
The system partners with a local
FQHC1 to help connect patients with
additional primary care resources.
Several days post-discharge, the Life
Coach follows up with patients by
phone to encourage appointment
attendance and ensure that patients
are taking the necessary next steps in
their care plan.

Hospital Navigators Make Primary Care Connections
Life Coach Intervention Built into ED Workflow
Insurance and primary
care status checked

Patient treated
by ED physician

Referral made
to primary care

ED Admission

ED Discharge
Life Coach alerted if patient is
uninsured or lacks primary care

Life Coach conducts
30-minute interview

Sample interview questions:
I. Is patient a smoker?
II. Is patient independent with transportation?
III. Does patient have a hearing impairment?
IV. Is patient ambulatory at discharge?

90%

Life Coach follows
up by phone

Of patients referred to
the local FQHC1 show
up for their appointment

Case in Brief: Bon Secours Hampton Roads Health System
• Three-hospital system located in Hampton Roads, Virginia
• Piloted Life Coach program in partnership with local FQHC where Life Coaches (trained/licensed as an
LPN, pharmacy tech, CNA, or related role) serve as FQHC liaisons in the ED and educate patients
about their condition while addressing social issues to improve care coordination; pilot program started
with two Life Coaches (typically staffed in the ED Monday through Friday, from 7AM to 8PM), but has
since expanded to other facilities
• Over two years, the program prevented 1,200 subsequent ED admissions, generated $1M in cost
savings, prevented 140 acute readmissions
1) Federally Qualified Health Center.

©2017 Advisory Board • All Rights Reserved • 35276

Source: Population Health Advisor interviews and analysis.
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Opportunity to Deploy a Range of ED Navigators
During two years of implementation of
the Life Coach program, Bon Secours
prevented 1,200 ED admissions,
avoided $1M in cost, and prevented
140 acute readmissions.
When designing an ED-based
navigation program, program details
such as licensure and skillset of the
ideal ED navigator should be informed
by organizational factors like patient
mix and common causes for nonurgent ED admissions.

Community and Primary Care Partnerships Yield Strong Outcomes
Life Coach Model Impact
FY2009–FY2011
Primary Care-Treatable ED Visits

Program Results

Per 1,000 People

1,200
$1M
140

84.0

12.0
Medicaid
Population

Life Coach
Patients

Prevented ED readmissions
Cost savings
Prevented acute readmissions

Establishing a Foundation for a Successful ED Navigator Program
Assess
Need

Solidify Partnerships
and Resources

Deploy
Program

• Determine need for program
from data on inappropriate
ED usage1

• Secure program funding,
through grants or health
system budget

• Develop job description for
ED Navigator2

• Identify community partners
and medical homes to serve
as primary care access points

• Contract with community
agency to ensure availability
of primary care access

• Secure support resources
(e.g., dedicated space in ED)
• Outline patient triage protocol
to program; create referral
mechanism for follow up care

Bon Secours Life Coach Job Description available upon request, email pha@advisory.com.
1) High utilization of ED among uninsured/underinsured, patients without primary care physician;
high number of non-emergent ED visits; uncompensated care (charity/bad debt).
2) Position requirements flexible depending on organizational need.
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Post-Acute Care Partner Collaboration

Form SNF-ED Partnerships to Reduce Readmissions
Medicare nursing home patients make
avoidable ED visits at a rate of 7.6%
compared to 3.1% for Medicare
patients in the community.1 Forming
effective partnerships with SNFs and
other PAC facilities can reduce
avoidable ED visits.
At Detroit Medical Center, a joint
operating committee comprised of
representatives from Detroit Medical
Center’s health system and a local
SNF identified the lack of access to
infusion services as a main cause of
avoidable ED visits. In response,
leaders expanded access to infusion
center resources, thereby reducing the
need for patients to go through the ED
to access those services.

Joint Operating Committee Discussions Lead to ED Visit Reductions
Detroit Medical Center Connects Infusion Services Directly with PAC2
Status Quo

New Ancillary Services Arrangement

Infusion
Center

Unable to directly access infusion
services, PAC provider sends patient
to ED, resulting in a readmission

Infusion
Center

PAC provider given priority access to
infusion services so patients can
bypass the ED, avoiding a readmission

Case in Brief: Detroit Medical Center
• Non-profit, nine-hospital academic health system located in Detroit, Michigan
• Joint operating committee discussions uncovered difficulty post-acute care providers faced
accessing hospital-based ancillary services for PAC patients, leading to avoidable readmissions
• Recently added representatives from ancillary areas, such as radiology, infusion clinics, and
vascular labs to joint operating committee membership
• PAC providers now have direct access to these services, bypassing the ED

Source: Feng Z, et al., “Hospital and ED Use Among Medicare Beneficiaries
With Dementia Varies by Setting and Proximity to Death,” Health Affairs, 33, no.
4 (2014): 683-690; Population Health Advisor interviews and analysis.

1) Medicare Data from Health and Retirement Study from 2000-2008.
2) Post-acute care.
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Post-discharge Home Visits

Nurse Practitioners Provide Home Care to High-Risk Patients Post-discharge
Many moderate- and high-risk patients
lack access to timely primary care
post-discharge, leaving them
especially vulnerable for readmissions
through the ED. Recognizing this
need, VNSNY formed partnerships
with health plans to provide these
patients with interim care.
NPs visit moderate- and high-risk
patients in the hospital to discuss the
interim care program. NPs provide up
to six home visits during the 30 days
post-discharge. At the first home visit,
the NP performs a comprehensive
assessment including medication
reconciliation and care plan
development to address psychosocial
issues that often complicate selfmanagement. NPs offer telephonic
support throughout their work with
patients.
NPs also ensure that patients have a
follow-up primary care visit within 30
days of discharge. For patients without
timely access to PCPs, the NPs work
with the patient’s health plan to find a
new provider. These interim care
efforts have yielded impressive
reductions in 30-day readmission rates
for participating moderate- to high-risk
patients.1

NP Interim Care Program Reduces 30-Day Readmission Rates

Identify Patients at High
Risk for Readmission

Deploy NPs to Provide
Interim Home Care

Coordinate Patient
Access to PCP

• Risk assessment tool categorizes
patients as low, moderate, or high
risk for readmission

• NP visits patient in hospital before
discharge and at least twice at
home post-discharge

• NPs ensure patient has followup PCP visit within 30 days of
discharge

• NP-led interim care prioritized for
moderate- and high-risk patients

• NP develops transitional care plan
that addresses psychosocial and
other issues that often prevent
patients from self-managing care

• NP works jointly with health
plans to find a new provider for
patients without timely access
to primary care

• VNSNY provides patients with
ongoing telephonic support

Case in Brief: Visiting Nurse Service of New York (VNSNY)

Program Impact

• Not-for-profit, post-acute care provider located in the Northeast
providing home health and hospice services

50%

Decrease in all-cause
30-day readmission
rates for participating
Empire Blue Cross/
Blue Shield patients

93%

Of participating
patients visit a PCP
within 30-days
of discharge

• Partners with health plans to provide nurse practitioner-led
interim primary care for high-risk patients after discharge; goal
is to fill gap in care for patients without timely access to a
primary care physician
• VNSNY created separate professional limited liability
corporation to enable billing for primary care services; interim
care program has six NPs, one nurse, four per diem social
workers and one assistant
1) In 2012, VNSNY CHOICE members who received nurse-led interim care post-discharge had a
16% all-cause 30-day readmission rate, while members who did not receive interim care had a
29% readmission rate; the all-cause 30-day readmission rate for participating Empire Blue
Cross/Blue Shield patients decreased from 7.9% in 2011 to 4.0% in 2012.
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EMS Triage

Deploy Community Paramedics to Help Manage Frequent ED Users
At-home support can also be supplied
by community paramedicine programs.
In Reno, Nevada, REMSA trained nine
community health paramedics to carry
out their community paramedicine and
alternate destination transport programs
to reduce inappropriate ED use.
Paramedics conduct 2-3 home visits for
high-risk patients for 30-days posthospital discharge. During these visits,
paramedics aim to enhance patient’s
understanding and adherence to the
medical care plan, perform medication
reconciliation and point of care lab
tests, and provide personal health
literacy support when needed. The
program prioritizes enrollment based on
past ED utilization and medical history
(i.e., patients with CHF, post-cardiac
surgery, post-MI, pneumonia, or
COPD). REMSA achieved $1.6M of
cost savings for these patients within
the first year due to reductions in
readmissions, ED visits, and
ambulance transports.
In addition to providing home-based
services, paramedics transport nonemergency patients to alternate
destinations (e.g., urgent care centers,
clinics, mental health hospital,
substance abuse facility). Within the
first year, REMSA calculated
approximately $2M in cost savings as a
result of ED diversion.
©2017 Advisory Board • All Rights Reserved • 35276

High-Utilizer Follow-Up Visits and Transport to Low-Acuity Sites Yield Savings

Trained Community Health Paramedics
Use 2-Pronged Approach to Reduce
Avoidable ED Utilization
Receive 200 hours of additional training

Post-discharge Community
Paramedicine Visits

Alternate Destination
Transportation

Visit frequent ED utilizer patients 2–3 times
per week for 30-days post-discharge to
improve care plan adherence and provide
additional support

Divert non-emergency patients to alternate
destinations (e.g., urgent care centers,
clinics, mental health hospital, substance
abuse facility)

$1.6M Cost savings

$2M Cost savings

Case in Brief: Regional Emergency Medical Services Authority (REMSA)
• Nonprofit EMS organization based in Reno, Nevada, that serves as the exclusive ground and
helicopter ambulance provider for Washoe County. REMSA works with local fire departments and four
area medical centers
• Leveraged existing partnerships with the University of Nevada-Reno School of Community Health
Sciences, Washoe County Health District, State of Nevada Office of EMS, and local hospital systems
to implement community health programs: ambulance transport alternatives and community paramedic
home visits

Source: Population Health Advisor interviews and analysis.
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Want more on reducing avoidable utilization?
This report is a publication of the Population Health Advisor, a division of Advisory Board.
As a member of the Population Health Advisor, you have access to a wide variety of
material, including webconferences, research reports, implementation resources, our
blog, and more. Check out some of our other work on reducing avoidable utilization.

Implementation Resource: Avoidable ED Utilization Assessment
Applies an algorithm developed by NYU clinical experts to your facility’s
Medicare inpatient and outpatient data to identify avoidable ED visits.

Research Report: How to Develop a Community
Paramedicine Program
Provides key considerations for developing a community paramedicine
program and includes 11 case profiles that represent a broad range of models.

Research Report: Beyond Readmissions—Targeting Avoidable
Costs in the Post-discharge Process
Reviews a framework for targeted expansion of the care transitions
process through six steps.

Visit us at: advisory.com/pha
Email us at: pha@advisory.com
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