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The HOCC Heart Failure Resource Center uses a simple 
bulletin board for instruction. 
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Reducing Readmissions: Another Step in Reform 
  
We’re all aware that heart failure is a major health problem in the United States. It affects 5 million people, 
with 550,000 new patients diagnosed every year, according to the U.S. Centers for Disease Control and 

Prevention. More than one in three Medicare beneficiaries dies of heart failure within one year of 
hospitalization, and nearly 50 percent of those diagnosed with heart failure die within five years. The 
national readmission rate for Medicare heart-failure patients is 24.7 percent. These patients also often suffer 
from other illnesses, including chronic obstructive pulmonary disease, dementia, renal failure, hypertension 
and diabetes. The direct and indirect costs of the 
disease are estimated to be nearly $38 million per year. 

 

Health care reform came about because of spiraling 
health care costs, particularly related to Medicare. Heart 
failure is the most-frequent reason for hospital 
readmissions and accounts for $17.4 million or 5 
percent of total Medicare spending, according to the 
Centers for Medicare & Medicaid Services (CMS).  
 

Under the reform law, as of Oct. 1, 2012, if a patient is 
readmitted to a hospital within 30 days of discharge for 
heart failure, pneumonia or heart attack, Medicare 
won’t pay for the readmission. This is a big impetus for 
hospitals to focus on reducing readmissions for these 
three conditions and improving the health of these high-

risk patients. But it takes a team to do it. 

 
Integrated Care Partners (ICP) has begun a 
multidisciplinary, integrated program to reduce 
readmissions for heart-failure patients. About two years 
ago, Dr. Justin Lundbye, director of Cardiology at the Hospital of Central Connecticut (HOCC), established a 
Heart Failure Resource Center to more successfully transition patients from inpatient to outpatient care. The 

center provides resources to help recently discharged heart-failure patients and their families become 
engaged in the patient’s care. ARPNs and other caregivers talk to patients and families about the importance 
of adherence to medication, diet and regular checkups. If a patient doesn’t have a scale to keep track of fluid 
retention, the center will provide one.  
 
A nurse navigator identifies inpatient, high-risk, heart-failure patients and schedules an appointment for 
them at the center within 72 hours of discharge. Patients spend an hour and a half at the center receiving a 

clinical evaluation and education about their condition. The patient’s physician is invited to come to the 
patient’s session at the center, which isn’t aiming to replace the patient’s physician but rather, to help 
provide and encourage quick follow-up to inpatient care.  

 
About three to four months after starting the program, HOCC saw a drop in readmissions of 10 percent. 
Currently, about 15 percent of heart-failure patients are readmitted. Only 5 percent of those who go to the 

center after discharge are readmitted. ICP will use HOCC’s model. 
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The advantage of this program to patients is reduced readmissions, improved ability to participate in their 
own care and better outcomes. The advantage of this program to patients’ physicians is that they have the 
benefit of best practices delivered to their patients without needing to build their own clinics. Physicians also 
will have access to outcomes data to illustrate to the community the high level of care they deliver. 

 
Dr. Lundbye, an ICP member, is working to implement similar programs at other Hartford HealthCare 
hospitals. Windham Hospital’s program is expected to roll out in January 2014; MidState Medical Center, in 
February; Hartford Hospital, in mid-2014; and Backus, sometime later.  

ICP also will work with private practices to replicate the program’s services in communities and is putting 
case-management teams into place to help providers manage heart-failure and other high-risk patients. The 
ultimate goal is to standardize post-acute care, based on evidence-based practices, to improve patient 

health, quality of life and satisfaction and reduce overall costs. This is what ICP seeks to do in all aspects of 
care, and it’s what government and insurance payers are demanding. 

Another advantage to physicians of such a continuum of integrated, coordinated care is not only healthier 

patients, but also a step toward adjusting to new payment methods. For example, CMS is considering 
bundling payments for 30 days of care in order to improve discharge care, which reduces readmissions and 
should lead to healthier patients.  

Better care transitions and integrated, coordinated, standardized care are the way of the future. 

Please contact me at IntegratedCarePartners@hhchealth.org with questions or comments. 

Sincerely, 
Dr. James Cardon 
CEO, Integrated Care Partners & Hartford HealthCare Chief Clinical Integration Officer 

 
Thanks to Dr. Justin Lundbye, HOCC Director of Cardiology and 

Tracy King, Director of Clinical Integration, for their assistance with this material. 

Other sources of information: Centers for Disease Control & Prevention, Centers for Medicare & Medicaid Services, Health 
and Health Networks magazine, Journal of the American College of Cardiology, Cardiovascular Business, Medscape, Health 
Affairs magazine, The Commonwealth Fund 
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Successful Readmission-Reduction Programs 

 A study at the University of Pennsylvania School of Nursing in Philadelphia showed that patients in 
disease-management programs have 30 percent fewer readmission days. The study team reduced heart-
failure readmissions by 2.9 percent and readmission days by 6.4 percent. The 2.9 percent reduction could 

lead to 14,700 to 29,140 fewer hospital stays per year. 

 

 The University of California, San Francisco, Medical Center worked with center leaders, a multidisciplinary 
team and program coordinators to educate patients on self-care and follow-up care connections to reduce 
readmissions in the target population by 46 percent within 30 days of hospital discharge and by 35 
percent within 90 days.  

 

 Spectrum Health has a program that works to ensure that every heart-failure patient is seen in the 
system’s outpatient heart-failure clinic within two to five days after discharge. The clinic offers disease-
management services and a multidisciplinary approach that includes cardiologists who specialize in heart 
failure. 

Integrated Care Partners (ICP) continues to engage and recruit physicians and forge partnerships with health plans, employers 
and providers. Our collective goal is to deliver the highest-quality, coordinated patient care and improve the overall health of 
populations. We continue to seek providers who are equally committed to delivering the best care and interested in the 
opportunity to participate in the shared-savings deals ICP is negotiating with payers. At no cost to member physicians, ICP also 
can deliver care-management resources for high-risk patients and the infrastructure needed to achieve quality measures that 
will allow providers to realize and sustain cost benefits and long-term viability in the currently changing health care market. 
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