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Dear Health Care Leader,

As part of its Bend the Curve campaign, NEHI published A Health Care Leader’s Guide 
to High Value Health Care, identifying specific actions for reducing $521 billion in waste-
ful health care spending in seven critical areas: medication errors, hospital admissions 
for ambulatory care sensitive conditions, patient medication adherence, emergency de-
partment overuse, hospital readmissions, antibiotic overuse and vaccine underuse. This 
research uncovered best practices from those who are successfully reducing costs by 
eliminating waste and showing us what is possible.

Supporting this effort, these new case interviews highlight important wins across the 
country for reducing avoidable health care spending and serve as evidence for a na-
tional conversation centered on identifying cost-cutting innovations that can be scaled 
and replicated. Although each health care leader’s story is different, the challenges they 
face are strikingly similar. We must learn from each other’s shared experiences and work 
together to achieve a more efficient health care system. 

Along with the Guide, the case interviews are intended to help drive change at other 
organizations. More information and tools are available on the Bend the Curve website, 
www.nehi.net/bendthecurve. These tools can be used to identify, promote and imple-
ment successful solutions to the very real problem of health care waste nationally.   

As health care leaders and policymakers, we need to approach the conversation about 
improving our health care system in a new way. There is an alternative approach to cut-
ting services and imposing fees.  Let’s reduce the waste and inefficiencies that are oc-
curring every day in our institutions.  Change will not happen overnight, but now is the 
time to begin our shared work to create high value health care in our country.

Wendy Everett, ScD
President, NEHI



A Common Sense Approach to Achieving High Value Health Care 
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BILLION 
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SOLUTIONS

Learn more about ways to Bend the Curve in health care costs at:  
www.nehi.net/bendthecurve

Improve Care Coordination

Facilitate Patient and Provider Engagement

Enhance Technology Interventions and HIT Infrastructure Investment

Improve Discharge and Follow-up Procedures

Promote Patient Education and Medical Leadership

Develop and Align Financial Incentives for Patients

Increase Access to Primary Care Services 

Improve Chronic Disease Management



What issue within reducing ED overuse were you trying to ad-
dress?
A long-standing cost driver for the medical system has been “fre-
quent-flyer” hospital users. These patients tend to have multiple 
visits to the emergency room and repeated hospital admissions. 
Massachusetts General Hospital launched in August 2006 the 
Care Management Program (CMP), a 3-year CMS demonstration 
project. The goal was to provide practice-based care management 
services to high-cost Medicare beneficiaries, and in return, CMS 
would supplement their members’ monthly payments.

The more than 2,500 Medicare patients enrolled in the demonstra-
tion program accounted for over $60 million in expenses, or three 
times the average. Generally, these patients were 75 years of age, 
had 10 prescriptions and visited the hospital three times annually.

What was the solution you decided upon to address the issue 
and why?
The CMP had a two-fold purpose: create a more developed role 
for nurse case managers within the hospital system and create a 
human connection to facilitate patient care across the entire con-
tinuum of health care services. 

We decided that the development of a one-on-one relationship 
between patients and nurse case managers was the most effec-
tive way to reduce emergency department use and unnecessary 
hospitalizations. We also felt this created a more rewarding envi-
ronment for physicians. 

A “team-based model” for care coordination was implemented to 
achieve these goals. For example: 
•	 Nurse care managers were given the freedom to work at the 

peak of their license
•	 A care team was created that consisted of a pharmacist, so-

cial workers and a psychiatrist
•	 A series of IT tools was developed to facilitate the process; in 

particular, when a patient entered the ED, a page was sent to 
their nurse case manager and primary care physician giving 
them to the power to intervene when appropriate

•	 Nurse case managers called their patients on Monday to re-
mind them of upcoming appointments and followed up later 
in the week if any appointments were missed

•	 A post-discharge nurse was hired whose sole job was to fol-
low up with patients 

What were the barriers you faced in the implementation of 
your solution?
Initially, providers and patients alike were skeptical about whether 
this program would improve the coordination of care or simply add 
another layer onto already limited resources. Patients needed to 
be convinced that the involvement of a nurse case manager would 
help and not hinder their access to care and some physicians 
wondered whether the program would divert already strained re-
sources from other patients within the practice. 

We also faced different IT systems that were in use throughout the 
CMP participating physician group practices, making it difficult to 
modify the systems to support the program. 

How did you overcome these barriers?
These concerns were overcome by conducting a series of focus 
groups with physicians and clinical staff. The goal of these discus-
sions was to understand how best to integrate an external nurse 
case manager into the practice-based team and educate them on 
how the program would add value to their practices. Significant 
time was spent with the practice-based nurses to make them com-
fortable with their roles and explain how the external nurse case 
manager was there to augment not duplicate their efforts. In total, 
19 practitioner focus groups were held over the development of 
the program. 

To address the practice-based IT infrastructure challenges, a yel-
low “care management” icon was built into the practice-based 
systems allowing the practice-based team to contact the nurse 
case manager easily.

What were the critical success factors in the implementation 
of your solution?
Our success was a result of a confluence of factors including:
•	 Well-managed implementation
•	 Strong support from senior leadership and the Board of Trust-

ees
•	 Buy-in from participating primary care physicians
•	 Comprehensive IT infrastructure that supported timely notifi-

cations and robust data collection
•	 Optimally utilized care team that was empowered to execute 

at the top of their license 

What specific clinical and financial results have you experi-
enced?
We were able to clearly demonstrate to CMS the value of the pro-
gram so much so that in 2009, CMS renewed the CMP for an addi-
tional three years and increased the number of enrolled patients to 
more than 8,300 – including several hundred from the commercial 
population. The program achieved a 20 percent reduction in hos-
pitalizations and 13 percent reduction in ER visits compared to the 
control group. Overall, it was determined that for every $1 spent 
on the program, we saved $2.65. This represented a 12.1 percent 
gross savings and 7 percent annual net savings after removing the 
managed fee – making it one of the few successful CMS demon-
stration projects to date. 

While we expected to see positive clinical results for the enrolled 
patients, we were surprised at the impact the program had on pro-
vider satisfaction. Over the initial 3-year demonstration project we 
had 100 percent physician and clinical staff retention. 

What is one piece of advice you would offer to another organi-
zation trying to “reduce ED overuse”?
Actively and consistently engage all stakeholders throughout the 
process. By doing this, we were able to maximize the skills of the 
entire care team, ensuring each could use their specific training in 
full. Also realize that it’s not a sprint to the finish line. By periodi-
cally reassessing progress against our stated goals, we were able 
to implement small process improvements along the way. 

Eric Weil, MD 
Associate Chief for Clinical Affairs, Division of General Medicine, 
Massachusetts General Hospital, and Associate Medical Director, 
Primary Care, Massachusetts General Physicians Organization
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What issue within reducing antibiotic overuse were you trying 
to address?
Our ability to treat common bacterial infections with antibiotics 
goes back only 65 years. Yet increasing resistance to these won-
der drugs has already returned us to an era when many strains of 
bacteria cannot be easily treated. While the development of resis-
tance is an inevitable biological process, the rate at which antibiot-
ics are overused is dramatically shortening their useful life span. To 
compound the problem, fewer new antibiotics are in development 
to replace drugs that have become ineffective, in part because 
pharmaceutical companies lack the regulatory incentives to invest 
in the discovery of new antibiotic classes. However, even if such 
incentives were in place, there are currently no mechanisms to pro-
tect new antibiotics from overuse.
 
What was the solution you used to address the issue, and why? 
Extending the Cure (ETC) was conceived as a research and con-
sultative effort to frame the problem of antibiotic resistance as 
a challenge in managing a shared societal resource – much like 
fisheries, oil or forests. We published an inaugural report in 2007 
that provided an evaluation of a number of policies to encourage 
patients, health care providers and managed care organizations to 
make better use of existing antibiotics, and to give pharmaceuti-
cal firms greater incentives to develop new antibiotics while caring 
about resistance to existing ones. Since then, ETC has been re-
leasing policy briefs, technical papers, and web tools on a number 
of topics relative to antibiotic resistance.
 
What barriers did you face in the implementation of your solu-
tion? 
A critical challenge has been the lack of national and local surveil-
lance information on antibiotic use and resistance trends. In the 
U.S., information on antibiotic use in the community is generally 
collected by private companies for purposes of business intel-
ligence rather than disease surveillance. Furthermore, acquisi-
tion costs and data quality can get in the way of epidemiological 
analysis. Additionally, information about antibiotic use in hospitals 
or in agriculture is deficient, especially compared to the report-
ing systems in place in some European countries. Another barrier 
lies in the difficulty of translating scientific concepts and technical 
subject matter to a lay audience, as media coverage on antibiotic 
resistance is often superficial, focusing solely on “superbugs” in-
stead of viewing the issue through a broader, “natural resource” 
lens.

How did you overcome these barriers?
One of our primary goals has been to produce evidence-based 
research to support the policies laid out in the founding report. As a 
result, most of our publications rely on large data sets and use ad-
vanced statistical or mathematical modeling techniques. We also 
devote a lot of attention to making our findings more accessible 
through data visualization and online media. Specifically, we have 
developed two innovative tools to communicate the resistance 
problem: a ResistanceMap and the Drug Resistance Index (DRI).  

ResistanceMap is a collection of interactive, web-based visualiza-
tions of antibiotic use and resistance in North America and Europe. 

Researchers, media, policymakers and the public can use the 
maps and tools to compare resistance levels and trends across 
time and regions, and share them to illustrate the magnitude of the 
resistance problem to a broader audience. The Drug Resistance 
Index (DRI) is a composite measure that aggregates information 
about bacterial resistance and levels of antibiotic use into a single 
metric of drug effectiveness over time. It is intended to serve as a 
“Dow Jones for Drug Resistance” aimed at both non-expert audi-
ences and clinicians. 

What were the critical success factors in the implementation 
of your solution? 
We collaborate with experts of diverse backgrounds – health econ-
omists, clinicians and epidemiologists – to bring interdisciplinary 
viewpoints to our research. We reach out to these communities 
by publishing in high-impact medical and health policy journals. In 
addition, we make sure that the messages behind these technical 
pieces reach a broader audience by leveraging social media and 
other web tools. 

What specific clinical and financial results have you experi-
enced as a result?
We have seen some favorable trends emerge since the early 
2000s. Members of the infectious disease community have begun 
to acknowledge the need for federal stewardship over antibiotic 
conservation and development, more hospitals are implementing 
interventions to reduce inappropriate prescribing and Medicare re-
imbursement is increasingly tied to infection control performance 
metrics. While we cannot unilaterally take credit for this, ETC re-
searchers have contributed much to the background research to 
inform and support these changes. 

What is one piece of advice you would offer to another organi-
zation trying to reduce antibiotic overuse?
In the current doctor-patient paradigm, asking physicians to pre-
scribe antibiotics even when they are not indicated is a widespread 
social norm. To that end, it is essential to strengthen dialogue 
around rational antibiotic use by involving stakeholders from a 
range of human health fields – primary care physicians, insurance 
providers, pharmaceutical companies and public health officials 
– and making sure the need to conserve antibiotic effectiveness 
becomes clear to consumers. Only through obtaining everyone’s 
buy-in can a cultural shift around the perception of antibiotics oc-
cur. 

For more information on antibiotic overuse and antibiotic resis-
tance, visit the Extending the Cure website:
http://www.extendingthecure.org/ 

Ramanan Laxminarayan PhD, MPH, Director, 
and Nikolay Braykov, Senior Research Analyst, 
Extending the Cure, Washington, D.C.
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What issue within improving patient medication adherence 
were you trying to address?
We were focused specifically on two types of medication manage-
ment issues: medication discrepancies and drug-therapy prob-
lems. Medication discrepancies are defined as inconsistencies 
in the drug, dose, frequency, route, quantity dispensed or current 
medication use by the patient between insurance claims, the med-
ical chart or the patient’s report of actual medication use at home. 
Drug therapy problems (DTPs) include: inappropriate choice of a 
medication; the omission or duplication of a medication; dosages 
that are too low or too high; drug interactions; adverse reactions 
to medications; a patient’s difficulty adhering to the treatment regi-
men or issues relating to health literacy; and prohibitive costs for 
patients. 

What was the solution you decided upon to address the issue 
and why?
Our solution was pharmacist-provided medication therapy man-
agement (MTM) services, which involved pharmacists having face-
to-face discussions with patients in their primary care physician’s 
office to build a complete, active medication profile. Our research 
has shown us that with a complete profile of how the patient is 
taking medications at home, a pharmacist can identify and resolve 
drug therapy issues in collaboration with the patient, caregivers 
and the patient’s providers.

Today, there is no one complete, consolidated and coordinated 
list of a patient’s current medications across all prescribers and 
pharmacies. Medication discrepancies are a result of fragmented, 
incomplete and sometimes inaccurate medication lists that exist in 
medical charts and pharmacy systems. Most lists do not include 
non-prescription medications (for example, over-the-counter med-
ications, herbals and nutritional supplements), medications that 
the patient pays cash for (for example, some lifestyle medications 
or medications for depression or other mental health diseases) or 
free medications (for example, physician samples, free antibiotics 
or drugs obtained in patient assistance programs). In addition, the 
most important source of medication information – dialogue with 
the patient about all the medications they use at home – is not 
recorded in many of the data sources we capture in medical or 
pharmacy records.  

What were the barriers you faced in the implementation of 
your solution?
At the beginning of the project, many patients and providers were 
not aware of the pharmacist’s training and clinical expertise to 
provide direct patient care (non-dispensing role). Other barriers 
included a lack of ongoing funds beyond a demonstration project 
and a lack of commercial payers incorporating MTM services in 
covered benefit design. 

How did you overcome these barriers?
Once a complete and accurate medication list was developed, 
the pharmacist gave the patient an updated medication record to 
share with caregivers, prescribers and new sites of care, such as 
hospitals or emergency departments. The patient also received a 
medication action plan to help him or her work on medication self-

management goals and shared decision-making with prescribers. 
Pharmacists also collaborated with the patient’s primary care pro-
vider to optimize the use of medications and achieve treatment 
goals, and coordinated the patient’s medication across multiple 
prescribers and pharmacies. The pharmacist would then send a 
report to the patient’s care provider with evidence-based recom-
mendations to resolve drug therapy problems. After the provider 
reviewed the report and took any necessary action, the report was 
added to the patient’s medical record.

What were the critical success factors in the implementation 
of your solution?
It was vitally important to develop a complete and updated medi-
cation list to assess for any discrepancies or drug therapy prob-
lems. The pharmacists needed access to medical and medication 
data from multiple sources – pharmacy claims, medical records 
and talking to patients about their use of medications at home. An-
other success factor was having multiple face-to-face encounters 
with the patient (and sometimes their caregivers) to build a trusting 
relationship. Once patients had worked with the pharmacist in 3-4 
visits, they opened up and were comfortable talking about medica-
tion problems, barriers and self-management goals. Lastly, it was 
helpful to meet with the patient in their primary care provider’s of-
fice so that the pharmacist was seen as a member of the health 
care team.

What specific clinical and financial results have you experi-
enced?
Our program found a number of important clinical and financial 
results. Fifty percent of medication discrepancies were found to 
be due to medications being discontinued by the prescriber or pa-
tient, and 39% of discrepancies were due to the drug name or 
dose being omitted. Problems in drug therapy were found to be 
due to: inappropriate/unnecessary medications (30% of the time); 
non-adherence (26%); adverse events (21%); and ineffective drugs 
or doses (16%). Relative to gaps in care, 74% DTPs were found to 
relate to “upstream factors,” such as clinical decision-making and/
or team-based care and coordination. In contrast, 26% of DTPs 
were found to relate to “downstream factors,” such as patients’ 
beliefs, preferences and adherence behaviors. Furthermore, 80% 
of DTPs were resolved in only four patient-pharmacist encounters. 
Lastly, we estimated annual savings of $1,123 per patient on medi-
cation claims and $472 per patient on medical, hospital and emer-
gency department expenses. 

What is one piece of advice you would offer to another organi-
zation trying to improve patient medication adherence?
Teamwork among health care professionals is crucial for optimiz-
ing outcomes for patients with chronic diseases, promoting medi-
cation safety and ensuring cost-effective therapy regimens.
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Marie Smith, PhD 
Professor and Assistant Dean for Practice and Public Policy 
Partnerships, University of Connecticut School of Pharmacy 
Hospital to Home Care Transition MTM Program
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What issue within reducing vaccine underuse were you trying 
to address?
This pilot project was created in response to concerns about the 
increased cost of immunizations for children, adolescents and 
adults, as well as low statewide immunization rates and the desire 
to support continuity of care in medical homes. Vermont had one 
of the lowest rates of fully vaccinated children in the nation. We 
saw an opportunity to bring all the major payers together in order 
to come up with a solution.  

We based the pilot program’s  infrastructure on the Federal Vac-
cines for Children Program and the Vermont Vaccines for Adult 
Program which started in 2007. Additional funding was necessary 
because state and federal funding had been reduced, the number 
of vaccines recommended had increased, and overall costs were 
increasing. In 2011, the Association of State and Territorial Health 
Officers showed that the cost to vaccinate a child from birth to18 
years had increased over 500 percent since 2000.   

What was the solution you decided upon to address the issue 
and why?
In order to address the underuse of vaccines for children as well as 
the adult population, the Vermont Legislature passed legislation in 
May 2009 directing the Vermont Department of Health to establish 
an Immunization Pilot Program with two primary goals: 1) ensure 
universal access to vaccines for all Vermonters at no charge; and 
2) reduce the state’s overall cost for purchasing vaccinations.  

This legislation also established an advisory committee with repre-
sentation from the three largest health insurers, the Department of 
Vermont Health Access and the chief of the Immunization Program 
at the Department of Health.  

Through this Immunization Pilot Program, insurer fees were as-
sessed based on market share to supplement federal funding and 
allow for the universal purchase of vaccines for children, adoles-
cents and adults from the federal contract at a discounted rate (15-
30 percent or more). The ability to purchase adult vaccines from 
the federal contract was a part of the Affordable Care Act which 
became effective in March 2010.  

What were the barriers you faced in the implementation of 
your solution?
The advisory committee faced several barriers. First, we had to de-
termine how to fairly assess fees on insurers. As a requirement of 
the authorizing statute, insurers needed to reimburse the Vermont 
Department of Health for the cost of the vaccine and an adminis-
trative fee. The working group spent over a year reviewing methods 
for appropriate insurer reimbursement and found that the coding 
process for reimbursements was incomplete for many practices.  
After consultation with insurers and other stakeholders, the use 
of market-share data was determined by the Health Department 
to be the best options to allow the Pilot Program to move forward.  

The second barrier was unfamiliarity with state regulations. Many 
of the adult primary care providers in Vermont were not familiar 
with regulations for vaccine management and use associated with 
a vaccination program. The Health Department did not want to re-
quire participation from health care professionals. Insurers were 

concerned they would be paying for bulk purchase of vaccines 
by the state and reimbursing providers for adult vaccines privately 
purchased.  Also, many providers were concerned about the sus-
tainability of the Pilot Program, questioning whether they should 
make the investment that meeting state regulations required.  

How did you overcome these barriers?
To determine the market-share data, the Department of Health 
worked with the Department of Financial Regulation (DFR) to de-
termine the availability of data from a newly required reporting 
mechanism developed by the Vermont Healthcare Claims Uniform 
Reporting & Evaluation System. The DFR also conducted a peri-
odic survey to determine the percentage of children and adults 
who were privately insured.   Working with these two agencies, 
we were able to assure all participants that dividing program costs 
via market share made sense and was based on sound evidence.  

In addition, we held a series of discussions with insurer represen-
tatives, our team and representatives from the DFR to provide in-
put and have 100 percent transparency throughout the process.  A 
key area of success was that the Department of Health Commis-
sioner was able to work directly with each insurer participating in 
the pilot program to ensure full access and cooperation with all 
aspects of the organization.

What were the critical success factors in the implementation 
of your solution?
We were able to establish a transparent billing process based on 
many conversations with the four major insurers in Vermont.  This 
process was successful because we had a transparent and con-
sistent decision-making approach, and insurers were informed in 
advance of their annual contributions and of how pricing would be 
apportioned. 

Also, critical to our success was the senior-level cooperation be-
tween the DOH and each insurer. We even were able to sustain 
support of the program through a shift in governors.

What specific clinical and financial results have you experi-
enced?
As of December 2011, the Immunization Pilot Program was work-
ing with 209 providers. Currently, the Immunization Pilot Program 
is engaged with the Vermont Program for Quality in Health Care to 
conduct a review of the program’s impact.  

We have seen a general increase in adult vaccine use across the 
state.  We are providing more than 200 providers access to all rec-
ommended vaccines for children and adults (except for adult flu).  
The number of  internal medicine practices that have signed onto 
the program has increased. These practices are going through the 
process (and making the investment) to have vaccines on site and 
available to their patients.  

What is one piece of advice you would offer to another organi-
zation trying to reduce vaccine underuse?
Create a sustainable program from the beginning through ad-
equate and sustained funding. Health reform efforts require a long 
view and the challenge is to find sustainable funding.   

Christine Finley 
Vermont Immunization Program Manager, Vermont Department  
of Public Health
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What issue within preventing hospital readmissions were you 
trying to address?
Project RED (Re-Engineeered Discharge) is the product of five 
years of work supported with over $7.5 million of federal funding 
from the Agency for Healthcare Research and Quality and the Na-
tional Heart, Lung and Blood Institute. The initial focus of Project 
RED was to develop a deep understanding of the complex, multi-
step process of hospital discharges and to implement a set of mu-
tually reinforcing steps that contribute to higher quality discharges  
and reduced rehospitalizations.

What was the solution you decided upon to address the issue 
and why?
To best understand the issues at hand, we spent significant time 
and resources understanding the current discharge process. To 
do this, we created process maps, examined the consequences 
of failed discharge processes, conducted qualitative interviews to 
better understand risk factors, examined risk factors prospectively 
and completed a root cause analysis for several readmissions.

Project RED differentiates itself from other discharge programming 
in three concrete, significant ways: through: 1) the use of a check-
list, 2) an “After Hospital Care Plan” and 3) a Nurse Discharge Edu-
cator (NDE). 

The checklist includes 11 mutually reinforcing components that are 
consistently applied for every patient and are endorsed by the Na-
tional Quality Forum: 

1. Educate the patient about diagnosis through the hospital stay
2. Make appointments for follow-up and post discharge testing, 

with input from the patient about time and date
3. Discuss with the patient any tests not completed in the hos-

pital
4. Organize post-discharge services
5. Confirm the medication plan
6. Reconcile the discharge plan with national guidelines and 

critical pathways
7. Review with the patient appropriate steps of what to do if a 

problem arises
8. Expedite transmission of the discharge summary to clinicians 

accepting care of the patient
9. Assess the patient’s understanding of this plan
10. Give the patient a written discharge plan
11. Call the patient 2-3 days after discharge to reinforce the dis-

charge plan and help with problem-solving

Project RED has its own version of a robust discharge plan calling 
it the “After Hospital Care Plan” (AHCP). Working with design and 
health literacy consultants, Project RED created a spiral-bound, 
color booklet that simply and clearly prepares patients for the 
days between discharge and the first visit with their physician. The 
booklet presents medications, upcoming appointments and tests, 
includes a color-coded calendar of upcoming appointments, and 
helps the patient prepare for his/her upcoming appointment.  

Lastly and perhaps most importantly, Project RED assigned a new 
role to the care team, a nurse discharge educator (NDE). The NDE 
is the central person responsible for coordinating the patient’s dis-
charge from the moment the patient is admitted. The NDE’s duties 
include educating the patient throughout the hospital stay, recon-

ciling medications with the treatment team and coordinating follow-
up care with community-based providers, which includes ensuring 
the patient’s provider receives the discharge summary.

What were the barriers you faced in the implementation of your 
solutions?
The biggest barriers to implementation were time and resources. 
Unfortunately, given the complexity of adequate discharge plan-
ning, we are unable to provide RED to every patient. 

How did you overcome these barriers?
To overcome these challenges, we targeted the program to 50 per-
cent of patients admitted to a single unit, our family medicine unit. 
It’s important to note that RED is only given to those patients who 
have been admitted to the hospital for greater than 48 hours. We 
have been able to successfully negotiate reimbursement with a pri-
vate insurer for these patients, though ideally, we would like to be 
able to provide RED to every patient.  

What were the critical success factors in the implementation 
of your solution?
There were several keys to success for Project RED, which includ-
ed:
•	 Attaining buy-in from organizational leadership 
•	 Identifying a champion to lead the effort
•	 Scheduling weekly meetings to review data and design fixes 

to achieve our goal
•	 Ensuring all caregivers were fully engaged and aware of the 

process 

What specific clinical and financial results have you experi-
enced?
Project RED has demonstrated strong success. In 2008, Project 
RED completed a randomized controlled trial (RCT) of 749 subjects 
(randomized at the time of hospital admission), comparing the im-
pact of the RED process delivered by a nurse compared with usual 
care. The results showed a 30 percent lower rate of hospital utiliza-
tion in the intervention group compared to usual care in 30 days 
of discharge. Furthermore, the difference between the intervention 
and study groups in total cost savings was $149,995 – an average 
of $412 per person who received the intervention. 

Additionally, the RED tools and the nurse training manual have been 
downloaded by over 500 hospitals in 49 states. The U.S. Center 
for Medicaid and Medicare Services (CMS) recently awarded 14 
grants to quality improvement organizations to improve hospital 
transitions, and 8 of them are using the RED methodology as part 
of their intervention.

What is one piece of advice you would offer to another organi-
zation trying to prevent hospital readmissions?
Select a target population that would benefit the most from a com-
prehensive discharge process with the goal of reducing preventable 
hospitalizations for the target population. 

For more information, see: Boston University School of Medicine, 
Project RED. The Re-Engineered Hospital Discharge Program to 
Decrease Rehospitalization; Hennessey and Suter, P. (2011). The 
Community-Based Transitions Model: One Agency’s Experience. 
Vol. 29, No. 4, April 2011.
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Christopher Manasseh, MD 
Discharge Intervention Director, Boston Medical Center
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Henry Do, MD 
Senior Medical Officer, CareMore
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What issue were you trying to address?
The CareMore model was created to address the lack of care co-
ordination for Medicare patients, in addition to providing appro-
priate preventive services. The model was specifically designed 
for patients with multiple conditions, specialists and medications. 
CareMore created the infrastructure that was lacking in the current 
model to pull these pieces together.

What was the solution you decided upon to address the issue 
and why?
CareMore is a Medicare Advantage plan designed with seniors’ 
needs at the forefront. Unlike a typical managed care plan, Care-
More has strived to act as a healthcare delivery system would, 
building brick-and-mortar care centers that are staffed with physi-
cians, nurses, pharmacists, podiatrists and case managers. The 
providers at the care centers are all in addition to the primary care 
physicians.

At the core of the CareMore model is the “extensivist,” the physi-
cian assigned to monitor a patient  both within and outside of the 
care center. Unlike a hospitalist, the extensivist thinks about the 
patient beyond the care center walls and monitors their post-acute 
care whether it be at a skilled nursing facility or at home. They part-
ner with the patient’s primary care physician (PCP) and have open 
discussions with the PCP while in the hospital. Depending on the 
patient’s needs, the extensivist will determine the level of involve-
ment in ongoing patient care. The relationship could last one visit 
to as many as several years, though on average the relationship 
lasts a few months. 

In addition to the extensivist, CareMore employs nurse practitio-
ners (NP) to lead their chronic disease management programs. 
NPs will meet with patients in-person, allowing them to intervene 
in real time. During these visits, the NP may adjust or prescribe 
new medications and educate the patient on other aspects of their 
disease and care regimen. CareMore has many chronic disease 
management programs that range from diabetes, wound care, 
COPD, CHF, anticoagulation clinics and Healthy Start programs.

Finally, the CareMore model includes case managers who will 
meet and intervene with patients with complex needs. These case 
managers are at the front line dealing with the social needs of the 
patient. They will monitor the care of patients at nursing homes, 
hospitals and elsewhere in the community to ensure their care is 
seamlessly coordinated.

What were the barriers you faced in the implementation of 
your solution?
First, we needed to build trust within the community and particu-
larly with primary care physicians. In every new market we enter, 
we must demonstrate our value and build trust within the sur-
rounding community.

Second, it is quite costly to build and staff our care centers. Each 
center is built in the absence of new members requiring significant 
upfront capital investments.

How did you overcome these barriers?
We build trust in every community by demonstrating our value by 
providing the high quality of care to every single patient we interact 
with, which generally takes 12 to 18 months. Similarly, to overcome 
the large capital investment required to build our care centers, we 
need to build relationships with physicians in the surrounding com-
munity to build our membership. The primary way we are able to 
build our membership is through word of mouth.

What were the critical success factors in the implementation 
of your solution?
Critical to our success is the quality of people we hire and train. 
Our physicians, nurse practitioners and case managers are am-
bassadors of our model. Patients experience CareMore through 
the clinicians they interact with and it’s critically important that they 
have a positive experience with everyone they interact with in our 
centers.

What specific clinical and financial results have you experi-
enced? 
At CareMore, clinical quality is very important; measuring it, 
though, is sometimes difficult. The positive clinical results we have 
achieved include:

•	 78 percent lower than national average amputation rates in 
the wound care program

•	 50 percent reduction in readmissions for congestive heart fail-
ure patients

•	 Average controlled hemoglobin A1c rates of 7.08 for diabetes 
patients

The financial savings associated with these clinical improvements 
have not been measured to date. It has not been a priority for us 
because we work under the belief that improved clinical outcomes 
will lead to financial savings. Quite frankly, the financial results 
would not change what we do.

What is one piece of advice you would offer to another organi-
zation trying to coordinate care for patients?
Identify a problem in your market that you believe can be done 
better from the patient’s perspective. We believe that if you do the 
right thing for the patient, the rest will follow naturally. 
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What issue within reducing hospital admissions for ACSCs 
were you trying to address?
New York-Presbyterian Hospital (NYPH), in partnership with the 
Columbia University Medical Center, created the Regional Health 
Collaborative to improve the health and health care for the sur-
rounding community of Washington Heights-Inwood. The popula-
tion is comprised largely of low-income Hispanic immigrants and 
has high rates of asthma, diabetes, heart disease and depression. 
For many in the area, the hospital is their sole provider of care due 
to the community’s geographic location and resource limitations.

What was the solution you decided upon to address the issue 
and why?
NYPH created a Regional Health Collaborative to deal with the 
special needs of the surrounding community of Washington 
Heights-Inwood. Given the high rates of asthma, diabetes, heart 
disease and depression, these conditions became the primary 
focus. To create the collaborative, the hospital executed a multi-
phase plan to assess the needs of the community, develop specif-
ic recommendations, implement the solution, and finally, monitor 
the results. Leadership and front-line workers worked side-by-side 
at every stage. 

The needs assessment revealed several deficiencies which be-
came the design tenets for the Regional Health Collaborative. 
They included: 

•	 Creating Patient-Centered Medical Homes: Local ambulatory 
clinics in the surrounding area were transformed into patient-
centered medical homes. NYPH worked with individual prima-
ry care clinics to enhance the exchange of health information 
between clinicians and to patients. At this point, all of these 
clinics have been designated Level 3 patient-centered medi-
cal homes by the National Committee for Quality Assurance. 

•	 Developing Information Technology Infrastructure: To cre-
ate these patient-centered medical homes, NYPH invested 
significant resources to develop the information technol-
ogy infrastructure for the hospital and ambulatory clinics. 
The new infrastructure includes personal health records 
for each patient, patient-specific disease dashboards, and 
a population-based disease registry. In this new environ-
ment, clinicians now receive clinical guidance and alerts 
from the dashboards and can conduct longitudinal trend 
analysis for individual patients or specific populations.  

•	 Expanding Access to Care: Given the resource constraints of 
the surrounding community, expanding access was identified 
as another priority. The hospital disbanded its decentralized 
call centers and created a centralized contact center where 
patients could call for information and to obtain appoint-
ments. In addition, community health workers were trained 
to identify and enroll uninsured patients who may be eligible 
for Medicaid or the Children’s Health Insurance Program. 

•	 Improving Cultural Competency: Another goal for the col-
laborative was to improve the cultural competency of hospi-
tal staff and community health workers. To achieve this, the 

hospital implemented a half-day training program to build a 
workforce that could address the linguistic, cultural and health 
literacy needs of the patients. To date, the hospital has trained 
over a thousand employees.

What were the barriers you faced in the implementation of 
your solutions?
The largest barrier to our success was shifting from a physician-
centric care model to a team-based care model. The new model 
of care within the Regional Health Collaborative remains physician 
led, but involves the whole team including the nurse care coordina-
tor, nurses, social workers, pharmacists and event front-desk staff. 

How did you overcome these barriers?
The shift in culture to a team-based model required significant time 
and resources. Each stakeholder was involved from the beginning 
including two years of planning prior to implementation. Bringing 
stakeholders together and giving them a role in the initial planning 
stage generated the needed buy-in for the Regional Health Col-
laborative to be successful. 

A specific example of this was the creation of new HIT tools to 
support the collaborative. By engaging physicians and nurses in 
the initial design, they were much more willing to adopt the tools 
in their daily routines. 

What were the critical success factors in the implementation 
of your solution?
Transforming each clinical practice into a patient-centered medical 
home was really at the root of our success. By standardizing pro-
cedures in the ambulatory care clinics and coordinating care with 
community-based resources, we were able to create a “medical 
village” where the patient’s needs were at the center. 

What specific clinical and financial results have you experi-
enced?
Emergency department use for ambulatory care sensitive con-
ditions was reduced by 8.8 percent and hospitalizations by 5.6 
percent after one year, though only the reduction in emergency 
department use was statistically significant. These results were 
consistent with six-month results published in Health Affairs (see 
below).

What is one piece of advice you would offer to another organi-
zation trying to prevent hospital admissions for ACSCs?
Engaging frontline stakeholders like nurses, social workers and 
front-end clerks, who often do not have a voice in these initiatives, 
is critical to making a major initiative like this one stick.

For more information, see:
Carrillo, E., et.al. (2011). A Regional Health Collaborative Formed 
By New York-Presbyterian Aims To Improve The Health Of A Large-
ly Hispanic Community. Health Affairs, 30(10): 1955-64.

J. Emilio Carrillo 
Vice President, Community Health, New York-Presbyterian  
Hospital
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