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HOUSEKEEPING 

• Slides were sent this morning
• Webinar is being recorded
• Please use the “telephone” option

• Audio pin prompt
• All participants are muted
• Raise your hand 
• Ask a question
• Warm up



WELCOME AND OVERVIEW

Abraham Segres VHHA
Vice President, Quality & Patient Safety 

asegres@vhha.com 
(804) 965-1214



VIRGINIA HOSPITAL & 
HEALTHCARE ASSOCIATION

An association of 30 member health systems representing 107 community, psychiatric, 
rehabilitation and specialty hospitals throughout Virginia.

Vision
Through the power of collaboration, the association will be the recognized driving force 

behind making Virginia the healthiest state in the nation by 2020. 

Mission
Working with our members and other stakeholders, the association will transform Virginia’s 
health care system to achieve top-tier performance in safety, quality, value, service and 
population health.  The association’s leadership is focused on: principled, innovative  and 
effective advocacy; promoting initiatives that improve health care safety, quality, value 

and service; and aligning forces among health care and business entities to advance 
health and economic opportunity for all Virginians.



VHHA 2015-2020 IMPROVEMENT PRIORITIES

1. Hospital readmissions
1a.  Hospital-wide…(new focus on high utilizers)
1b.  Post-acute transfers
1c.  Total hip/Total knee Replacement 30-day readmissions

2. Clostridium difficile – Healthcare-acquired Infections
3. Patient Experience – HCAHPS 
4. Serious Safety Events



Statewide Learning & Action

• Statewide collaborative June 2016 to November 2018
• Focus on PAC, HU, THR/TKR in parallel
• Engage with partners in PAC
• Engage with VHQC for cross-continuum work
• Engage with AAAs for community based care/CTI
• Provide, use, interpret data from VHHA & VHQC



Planned Activities for Learning & Action

June 16th* High Leverage Strategies

August 17th* Data/Measurement 

September 8th* Reducing PAC Readmissions

October 20th* Improving Care for High Utilizers

November 15th In-Person Learning Event 9-3:30

December 15th Successes in 2016 and Plans for 2017

*All webinars will be offered at 10am



IMPROVING CARE FOR HIGH UTILIZERS

Amy Boutwell, MD, MPP Collaborative Healthcare Strategies

President
amy@collaborativehealthcarestrategies.com

(617) 710-5785



AGENDA
• High Utilizers: key statistics 

• Identifying root causes: the “drivers of utilization” 

• Lessons learned from efforts to improve care for patients with high utilization

• Specific action steps



OBJECTIVES

1. Understand how to define and identify “high utilizers;”

2. Understand the importance of identifying the “driver of utilization;”

3. Identify 3 practical next steps you can take to reduce readmissions for high 
utilizers



HIGH UTILIZERS: KEY STATS



DEFINITIONS

It is important to be specific:

• High utilizer = many admissions

• High cost = total cost of care

• Complex = complexity may or may

not be HU or high cost

High Utilizer High Cost

Complex



PROPOSED TERMINOLOGY

• Although “high utilizer” is descriptive short-hand, it is somewhat indelicate

• Propose to use: “multi-visit patients,” or “MVPs”

• It specifically focuses improvement teams on the core issue we are 
focused on addressing – multiple hospitalizations, that may be a symptom 
of unidentified or unmet needs



KEY STATS

4+

7% – 25% – 60%

38%

CHIA Hospital-wide All Payer Readmissions in Massachusetts June 2016
AHRQ HCUP Statistical Brief #184 November 2014

AHRQ HCUP Statistical Brief #190 May 2015



• 4+ hospitalizations/year

• 7% of hospitalized persons

• Used 25% of all hospitalizations

• Accounted for ~60% of all 

readmissions

• Readmission rate 38% v. 8% 

Source: Massachusetts Center for Health Information and Analysis
http://www.chiamass.gov/assets/docs/r/pubs/15/CHIA-Readmissions-Report-June-2015.pdf

KEY STATS



TOP DIAGNOSES
• Acute medical: sepsis, UTI, pneumonia, cellulitis

• Chronic medical: CHF,COPD, diabetes, sickle cell

• Behavioral health: mood disorders, schizophrenia, ETOH

Combination of medical, behavioral health and social needs



• 4+ hospitalizations/year

• ~49,000 discharges

• ~22,000 readmissions

• ~45% readmission rate

• Sepsis, COPD, HF, ARF, 

PNA, UTI, AMI

MEDICARE MVPs IN VIRGINIA



IMPROVING CARE FOR MULTI-VISIT PATIENTS
Strategies from hospital-based teams



IDENTIFY THE “DRIVER OF UTILIZATION”

• Ask “why” 

• Identify the driver(s) of utilization

• Listen for all the factors that lead to acute care utilization

• Assess for clinical – behavioral – social needs

• Don’t over-medicalize recurrent utilization



61 man with 8 hospitalizations for shortness of breath.

“Oh honey, I’m in here every couple of weeks and it always takes 
about 5 days to tune me up” 

32 man with a lifetime of uncontrolled diabetes. 

“I need housing, not a shelter. I need someone to help make sure I 
take my medicines. In a shelter they don't do that and they kick you 
out every morning. I need a stable residence and no one is able to 

help with that." 



READMISSION REVIEW TOOL
Purpose: 

• To understand patient perspective

• To understand root causes

• To understand there are multiple factors

• To identify opportunities for improvement

• To develop a better plan for the patient

• To develop better services to offer

Recommendation:

• Interview all MVPs

• Best practice: review all readmissionsHospital Guide to Reducing Medicaid Readmissions



STRATEGIES FOR MANAGING THE CARE OF MVPs

1. Real-time identification

2. Identify the “drivers” of utilization
• Not the cc or primary dx, not even the chronic dz, but rather the social, behavioral, clinical 

factors that drives repeated use
• Often best identified using a non-clinical lens

3. Address the driver(s) of utilization
• High frequency contact in the community
• Problem-solving occurs over time until driver is addressed 
• Frequently social workers and navigators are effective 

4. Use “care plans” to convey utilization history, driver(s) of utilization, services in place, and key 
advice to ED staff to guide care at next presentation



IDENTIFY AND ENGAGE IN REAL-TIME

• Patient is here, now

• Prioritize engagement

• Understand patient’s priorities, needs, concerns

• Establish a trusting, helpful relationship based on the 
patient’s needs and priorities and not leading with a 
medicalized agenda



“DO SOMETHING DIFFERENT”

• Arrange for

• Coordinate

• Follow up

• Navigate

• Advocate

• Check in 

• Reassure

“Management starts with the hospital 
based team – not just assessing and 
referring, but initiating and for some 

amount of time, providing the active follow 
up and support with the goal of definitively 

linking the patient to the services and 
supports required to reduce utilization.”



COLLABORATE 
• Identify and engage providers, agencies, payers
• Coordinate
• Collaborate
• Align 
• Leverage each others’ efforts
Case conference
Create, use care plans

“The multidisciplinary team is 
needed to do this….we need 

to rely on other expertise”



WORK TO ACHIEVE STABILITY

• Management and follow up are iterative

• Occur back and forth across settings and over time

“The ultimate outcome of this [collaborative, cross-setting] 
process is to bring someone from an unstable cycle of high 

utilization to increased stability and lower utilization” 



We have gone from a hospital that was dealing with 
patients and crises in the moment to one where we 

know the patient….

We are more collaborative and work better 
together…all of our departments are closer and this 

has extended to the community as well.

“
“



EXAMPLE HOSPITAL-BASED MVP PROGRAM
• Target population: all adults with 4+ hospitalizations in past 12 months

• 427 people, collectively utilized 2200 admissions; 38% readmission rate

• Flag to identify in real-time
• IT produces a daily report – goes to a dedicated HU team

• Dedicated team responds in real-time
• Identify clinical/behavioral/social issues that may be “driving” utilization
• Care team: 3SW, 3CHW patient-facing, with MD/RN oversight and management
• Timely follow up within 2 days
• Connection, contact, problem solving, resource mobilization to achieve “stability”
Everything effective occurs outside the time constraints of the clinical encounter



LESSONS LEARNED
• Identifying MVPs in while they are in-house is essential

• Essential to facilitate successful post-hospital engagement

• Take a “continuation of care” approach
• Offer to continue to care for them post-discharge to ensure their needs are met
• Avoid offers to “enroll” them in a “special program” – not working well in the field

• Be proactive, persistent, and patient
• Establishing a trusted, helpful presence is key; keep trying over time

• Don’t over-medicalize repeated hospital utilization
• What is most “complex” about MVP are the social and behavioral health needs
• Rarely is the medicine itself truly complex



NEW TOOL FOR THE JOB
The ED care plan



TYPES OF CARE PLANS
• Longitudinal Care Plan

• A comprehensive plan to achieve health-promoting goals and objectives. Specific goals regarding 
clinical, behavioral, and/or functional status are often included, and are measured via serial 
assessments over time. Longer term; care management over time. 

• Transitional Care Plan
• Identifies post-hospital needs, patient priorities, and readmission risks and the plan to address those 

needs, priorities and mitigate risks in the 30 days post discharge. Focus on ensure linkage to providers 
and services within the 30 day transitional period.

• ED Care Plan
• Summary information for the ED provider to inform safe, effective, and consistent care in the ED and 

facilitate discharge with team-based follow up, as appropriate. 



ED CARE PLAN: IMPROVING CARE FOR NEXT TIME

Purpose: Improve the management of the high-risk patient the next time they 
come to the ED

Audience: ED clinical staff

Content: 
• Executive summary of prior utilization and testing; 
• Identification of the driver of hospital utilization;
• Recommendations for consideration
• Identification of a point of contact 





ED CARE PLANS: LESSONS FROM THE FIELD

• Brevity: No more than 1 page; the essential summary information in a way that 
saves time and promotes quality, informed decision making. 

• Audience: Who is your intended audience? ED doc? Develop the “clinical 
snapshot” and recommended interventions with the end-user in mind. 

• Summarize the “utilization” part of “high utilizer:” This summary is not just a clinical 
summary, but a utilization profile. Quantify prior visits, admissions, tests, consults to 
convey what has been done in the past. 



RECOMMENDATIONS



RECOMMENDATIONS

1. Know your data: how many discharges and readmissions among MVPs? 

2. Review 5 readmissions of MVPs

3. Identify 3-4 partners who share the care of MVPs

4. Identify and engage MVP during hospitalization

5. Follow up with frequent, flexible contact intended to be helpful, supportive



QUESTIONS?



THANK YOU FOR YOUR COMMITMENT TO REDUCING READMISSIONS

Amy E. Boutwell, MD, MPP
Advisor, VHHA Center for Healthcare Excellence

Expert Advisor, NYS DSRIP MAX Program Improving Care for Super Utilizers
President, Collaborative Healthcare Strategies
amy@collaborativehealthcarestrategies.com
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