


It’s quite remarkable to think 
back to our humble beginnings ...
when a group of ambitious, young clinicians, not being satisfied with the services available to 

the public, relentlessly lobbied for a new hospital to better meet the needs of the community.



This building is not a 

private enterprise … 

It is a great, public 

compassion. Here is a 

living monument to the 

heart of the people.

“



Who We Are Today



MISSION:

HEALTH
HOPE 
HEALINGAN D AD VA N C E

E L E VAT

E

T O  

I M P R O V E

- FOR ALL

VISION:
TO BE THE FIRST AND BEST CHOICE FOR 

CARE



37,800 Patient Encounters 

25,000 Physician Visits 3,900 ED Visits 700 Home Health Visits

475 New Primary Care Patients 14,000 Virtual Care Encounters

$5.6 Million
Each day in uncompensated care 

and other benefits to our community.

In One Day at Atrium Health

(1 every 2 seconds)

91 Babies Delivered 635 Surgeries



Size & Scope

$11.1 Billion
Net Operating Revenue

$2.9 Billion
In last 5 years

Invested into renovations, new care 

locations, equipment upgrades and other 

capital projects

69,800+ Teammates 50 Hospitals

44 Urgent Care Locations 45 EDs 25 Cancer Care Locations

4,650+ Physicians 17,000+ Nurses

*Includes Joint Venture and Affiliated Enterprises



2019 Facilities & Locations



FOR ALL



REPUTATION OF EXCELLENCE

1
0



Population Health

Local Problem: Readmissions



Creating Population Visibility
HealtheIntent Platform
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Identifying Patients
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Understanding His Story



39

ED Visits since June 2018
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Total enrollment of 
patients in 2018

85

And the Results Speak 
For Themselves

Graduated Patients
(defined as achieving maximum 

goals of the program and/or 
obtaining insurance)

28
Financial Savings 

in ED Charges

$1M
Decrease in Hospital 

and ED Utilization

55%
Additional Patients are 
pending for Enrollment 

into the Program

AND



Other Keys to Success



Identifying High ED Utilization

Create visibility within 
the data to identify 
patients as frequent 

utilizers

Define a plan to impact 
each patient at their 

level and connect them 
to appropriate care in 
order to impact their 

visit volume 

Understand the 
underlying issues, 

including social 
determinants, that may 
be affecting this subset 
of patients to provide 
them with Population 
Health Management 



Outcomes: 20+ Visit High ED Utilizers 
(2018)

4824 fewer Visits, $16.6M Charge Reduction 



Identifying Multi-Visit Patients (MVPs)

Create visibility within the data to identify 
patients as frequent readmissions                                

(46% of all readmissions)

Define a plan to impact each patient at their 
level and connect them to appropriate care 

in order to impact their visit volume 

Hold monthly meetings to discuss treatment 
plans and interventions for those 

readmitting



Outcomes: Multi-Visit Patients (MVPs) 
(2019)

• 38% Reduction in 

Visits

• 27% Reduction in 

Spend

• Average Length of 

Stay upon 

Readmission: 6 Days

• 2,430 Fewer Bed 

Days



Focusing on Readmissions
Post Discharge Follow Up

Discharge Order 

Generated from 

Acute Care Physician 

Automated 

Order for 

Scheduling

Discharge Follow-Up 

Appointment 

Scheduled and Sent to 

Patient 

(Text or RoboCall)

Follow-Up 

Appointment 

Status Report:
Scheduled Discharge Follow Up with PCP: 70-80%
Arrival Rate within All Risk Bands: 

- 81.9% Within 30 Days of Discharge (20% Baseline)



Preventing Readmissions

Care 
Management 

Program

Community 
Resource Hub

Paramedicine Virtual 
Primary Care

One-on-One 
RX

Uber/Lyft 
Pilot

Transitions 
Clinic

Complex 
Chronic Clinic

Remote 
Monitoring

Social 
Isolation Pilot

Food 
Pharmacy

Mobile 
Health Units



Why Readmissions?

Medicare Payment Advisory Commission. 2007. Report to the  

Congress: Promoting Greater Efficiency in Medicare.

18 percent of Medicare patients  

discharged from the hospital have  
a readmission within 30 days of  

discharge, accounting for $15  
billion in spending.

• P4P (HRRP)
• VBP (MSPB)
• Insurance contracting
• Benchmarked & Public Quality  

Metric
• One of most significant drivers of  

higher cost (payer perspective)



Why Readmissions?

The Right thing to do. Better Care for Our Patients.



Kick-off event for  
new readmissions  
strategystructure  

with eight  
workgroups

The realization that  
readmissions is too  
big and complicated  
for a single group – a  
better approachwas  

needed

Acute and home  
care work  

continues with a  
siloed approach

A CMO and CNE-
driven focus to  

provide better carein  
the hospital setting

First year  
readmissions  

becomes a QCCgoal

2010

2012

Predixion went live across
the system

Readmissions a  
priority in Hospital  

Engagement Network  
(HEN contract)

2013

Representation  
across the full  

continuum met;  
making progressbut  

not enough

2014

Dec. 2014

May 2015

2017

Expanded strategy  
team to include  

behavioral health  
workgroup

Cerner readmission  
risk solution goes  
live in May 2017

Incorporation of key  
disease-specific  

updates

Targeted ad hoc  
subcommittees

A Brief History of Atrium
Health’s  Readmissions Work

2018

Connection with  
Oncology service line  

work

Established Regional  
CMO Readmissions  

and Mortality  
Strategy Team



Build and Design



Executive Committee

Strategy Team

Role & Responsibility:
• To set objectives for the work
• To provide feedback and direction  

to Strategy Team
• To provide overall oversight and  

issues resolution

Role & Responsibility:
• To provide subject matter expertise and

input into development of strategy
• To develop recommended strategic position

O
versigh

t
Lead

er

ISOC
Workgroups&  
Readmission  

QSOC

Atrium Health Readmissions Committee Structure

Role & Responsibility:
• To utilize standard  

methodology--
approach to  
achieving key  
objectives

• To develop
recommended  
strategic position

• To execute the 2015  
work

Role & Responsibility:
• To participate on and support  

workgroup efforts

Home 
Health 

Workgroup

SNF 
Workgroup

Rehab 
Workgroup

Acute Care 
Workgroup

Emergency 
Department 
Workgroup

Behavioral 
Health 

Workgroup

Transitions Workgroup

Access Workgroup

Internal Education/Awareness Workgroup

Corporate 
Communications

Information & 
Analytics Services

Care 
Management

Quality



Team Approach
Transitions Workgroup Example



Transitions Workgroup Example

Purpose of WorkgroupTeam Members

Physician Chair:  
Stephanie Murphy, DO  
Co-Chair:
Colleen Hole, RN  
Quality Lead:  
Danielle Kendall

• To reduce readmissions by efficiently improving transitions  

of care and specialty access across the continuum of the  

patient experience

• In Scope:

– Any transitions within 30 days of discharge among Home,  

SNF, Rehab, Hospice and Emergency Department, including  

Home Health services; this includes multiple transitions among  

sites within the 30 days

– Ambulatory specialty care access

– NOTE: 80% of readmission opportunities are patients who are  

discharged to home/self care and Home Health Care

• Out of Scope:

– Discharged patients < 18 years

– Behavioral Health access

– Primary Care follow-up access



Collaboration Prevents ED Visits
and Readmissions

• Newly diagnosed heart failure patient 

referred to home health post-hospital stay

• Home health nurse notified MD of 10lb weight

gain and shortness of breath

• MD ordered additional 80mg dose of IV 

Lasix, not available in local pharmacies.

• Home health reached out to transitions 

partners paramedicine program

• Paramedics made home visit, administered 

IV Lasix and handed patient back off to home 

health for ongoing monitoring



Transition Services Clinic



Transition Services Clinic

• Multidisciplinary Approach to Care - Beyond Traditional Medical Office 
Visits, an Integrated Practice Unit

1. Discover the root cause for the patient's failure in our current healthcare 
system

2. Support/Alleviate those causes

3. Disease state management and education

4. Management of complications and subacute needs/medical comorbidities in a 
pro-active way

5. Behavioral Health and Palliative Care Collaboration/Support

• Unique Care Delivery Model
1. In office visits

2. Virtual Visits

3. Community Paramedicine Support

• Rooted in Research and Quality



Transition Services Clinic Data Use

• Use of Big Data at the Inception:

• Patient Selection predicated on validated readmission risk factors:

• > 4 Inpatient encounter in 6 months

• > 10 chronic medications

• > 4 ED visits in 6 months

• > 15 Medical Problems

• Predixion Risk Score > 0.8

• Must stay true to patient selection to target resources to appropriate patients 

and support ROI/accurately measure success

• Continued Use of Data:

• Cerner Risk Score

• New Patient Populations requiring support

• Maintenance of impact



Utilization of People

• Medical Provider

• Community Paramedicine

• Pharmacist

• Care Manager RN

• Referral Coordinator

• Palliative Medicine

• Social Worker

• Health Advocacy

• Behavioral Health



Transition Services Clinic Process

• High risk patients receive a referral to transition services either by inpatient 
provider or automated by embedded tool in EMR

• Patient is met in the hospital by Care Manager RN/Navigator

• Referral visits occur in the clinic or at home within 72 hours of discharge

• Telemedicine

• Community Paramedic

• Screening with the PHQ-9 test for behavioral health needs

• Virtual Behavioral Health Integration availability

• Comprehensive medication review by pharmacist

• Addressing social determinants of health

• Community resources

• Address emotional needs

• Access to support resources: walkers, shower chairs, etc

• Transportation services: Uber, Lyft, public transportation,



Utilization of Process

• Patient centered focus

• Expanding the boundaries of care

• Integrated approach

• Patient education

• Virtual Visits

• In-office and in-home therapies



Utilization of Health IT

• Transition of Care order form and workflows within the EHR

• Utilization of virtual care

• Predictive Models for Readmission

• HealtheIntent Platform

• Analytics



Transition of Care Referral



Transition Clinic Referral 



Readmission Predictive Modeling



Virtual Care



Atrium Analytics



Data Chart Book Highlights Trends 
and  Opportunity



Self Service Dashboards and
Visualization Tools

SNF/Acute dashboard allows for either a SNF  

or acute facility centric view of readmissions.

COPD dashboard provides a comprehensive  

view of the COPD readmissions.



Analytics to Drive Improvement



Value Derived



Atrium Health & Metro Acute Care  
Unplanned Readmissions O/E
System and National Benchmark Performance

• Uses the 2017 O/E
• ICD-10 Transition October 1, 2015



COPD Readmission Trend – Yearly

Metro COPD Readmission Rate &  

Yearly Percent Change

Year Readmission  

Rate

Yearly %  

Change

2014 14.65% -

2015 13.89% 5.19%

2016 13.68% 1.51%

2017 13.59% 0.66%

2018

(Jan –

Jul)

10.55% 22.37%

Reference for national benchmark performance: Truven Health; 100 Top Hospitals, 2018 A National Benchmarks  
Report; https://truvenhealth.com/Portals/0/assets/2018_National_Sample_Report_022618.pdf

https://truvenhealth.com/Portals/0/assets/2018_National_Sample_Report_022618.pdf


HF Readmission Trend – Yearly

Metro HF Readmission Rate &  

Yearly Percent Change

Year Readmission  

Rate

Yearly %  

Change

2014 15.64% -

2015 15.49% 0.96%

2016 14.86% 4.07%

2017 13.88% 6.59%

2018

(Jan –

Jul)

13.53% 2.52%

Source for national benchmark performance: Truven Health; 100 Top Hospitals, 2018 A National Benchmarks Report;  
https://truvenhealth.com/Portals/0/assets/2018_National_Sample_Report_022618.pdf

https://truvenhealth.com/Portals/0/assets/2018_National_Sample_Report_022618.pdf


Solid Tumor Readmission O/E
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Year Readmission  

O/E

Yearly %  

Change

2016 1.01 -

2017 0.92 8.91%

2018

YTD

0.81 11.96%

System Wide Solid Tumor Readmission O/E



Oncology: Malignant Hematology 

Yearly

*Numbers are pulled from Premier using Primary and Secondary Diagnosis

System Wide Malignant  

Hematology Readmission O/E &  

Yearly % Change

Year Readmission

O/E

Yearly %  

Change

2016 0.97 -

2017 0.96 1.03%

2018

YTD

0.88 8.33%
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Oncology: Sickle Cell - yearly

*Numbers are pulled from Premier using all SCD Diagnosis

System Wide Sickle Cell  

Readmission O/E & Yearly %  

Change

Year Readmission  

O/E

Yearly %  

Change

2016 1.06 -

2017 0.90 15.09%

2018

YTD

0.72 20.00%
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Sickle Cell and the Transition 
Services Clinic

Currently, there have 

been over 39 patients 

with SCD  who have been 

followed in our CHG –

SCD Transition  Clinic. By 

December 31, 2018 the 

readmission rate for  SCD 

at Atrium Health Main 

reduced from 23.7% 

during  2017 to 15.27%. 

This represented a 35.5% 

reduction in  30-day 

readmission rates, far 

exceeding our proposed  

goal of a 20% reduction.



Lessons Learned



Lessons Learned

• Analytically-driven, personalized care delivers value

• Identify the high-risk patients early and begin their 

transition upon or prior to admission

• Uncover issues that lead to failed outpatient 
management

• Identify and care for the patient’s subacute clinical 

needs

• Empower the patient to self-manage their health 

needs



Success Factors

• Senior leadership

• Physician leadership with operations

• Quality support

• Engagement of the full continuum

• Data and analytics

• Visibility

Focus on the patient



In Summary

• Local Problem - close the gaps in care to reduce readmission rates.

• Design and Implementation - The goal to reduce readmissions focused 

on a multifactorial approach which required people, process, integrated 

technologies, and eventually “big data” for risk stratification and predictive 

analytics

• Healthcare IT – Order forms and workflows within the EHR, virtual care, 

predictive models, data and analytics. 



In Summary - Outcomes



In Summary - Outcomes



In Summary - Outcomes



In Summary - Outcomes

Currently, there have 

been over 39 patients 

with SCD  who have been 

followed in our CHG –

SCD Transition  Clinic. By 

December 31, 2018 the 

readmission rate for  SCD 

at Atrium Health Main 

reduced from 23.7% 

during  2017 to 15.27%. 

This represented a 35.5% 

reduction in  30-day 

readmission rates, far 

exceeding our proposed  

goal of a 20% reduction.



Questions



Addendum







Roles & Responsibilities
Workgroup Members

• Co-Chair: Clinical Ops Leader

• Responsible and accountable for  
implementation of agreed upon  
interventions

• Assists in determining the feasibility  of 
proposed interventions

• Identifies operational resources  required 
to implement interventions

• Attends team meetings and actively  
engages in sub-committee work

• Seeks opportunities for synergy and  
collaboration with existing work

Chair: Physician Leader

• Leads the group to achieve  
successful outcomes and attain  
established goals

• Champions the message to obtain  
buy-in & engagement from  
providers and other key leaders

• Attends team meetings and actively  
engages in sub-committee work

• Ensures all team members have  
input into efforts

• Seeks opportunities for synergy and  
collaboration with existing work



Roles & Responsibilities
Workgroup Members

• Quality Leader

• Identifies opportunities and best practices in 
assigned area

• Incorporates identified opportunities into
improvement work and leverages quality
resources to support interventions

• Gathers and analyzes pertinent data

• Serves as key liaison between readmission
sub-committees and other related initiatives
across CHS

• Attends team meetings and actively  
engages in sub-committee work

• Seeks opportunities for synergy and

• collaboration with existing work

• Provides team facilitation (may delegate  
facilitation support to a member of his/her  
team)

Team Member

• Attends team meetings and actively  
engages in sub-committee work

• Provides thought leadership as  
appropriate for his/her area of  
expertise

• Champions the message to obtain  
buy-in and gain support from peers

• As appropriate, provides support for
implementation of interventions



Executive Committee Member

• Assigned as Executive Sponsor to a workgroup

• Hold a quick, virtual, touch base call or meeting 2x/month with assigned workgroup

• To serve as the integration/coordination of clinical and operational input to strategic  
development and execution for CHS Readmissions work

• To serve as a repository of data and activity around readmissions work across the  
System

• To understand the variability and create standardization

• To set objectives for the 2015 and 2016 work

• To provide feedback and direction to the Strategy Team

• To provide overall oversight and issues resolution to ensure successful outcomes

• To provide guidance, education and communication to CHS leaders regarding  
Readmissions strategies

• To advocate for appropriate resources and ensure the work remains a priority focus

• To focus the organized work in the Metro region and share learnings as rapidly as  
possible and promulgate single unified enterprise thinking throughout the CHS clinical  
enterprise

Roles & Responsibilities
Workgroup Members



Transition of Care Workflow




