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Study Shows Care Management for Low-Income
Adults Reduces Inappropriate ED Utilization
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Published in February 2011 in
Medical Care, a recent study
found that care management for
low-income adults reduced inap-
propriate emergency department
(ED) utilization.

The study examined the impact
of a care management program
implemented for frequent users
of hospital services at Kern Medi-
cal Center (KMC), a

public safety net hos- ?
pital situated in the
third largest county
in California. Pro-
vided under contract
by COPE Health So-
lutions using their
Care Transitions &
Coordination®™ mod-
el, the care manage-
ment program was
designed to be a low-
cost intervention to
provide patients with

on particular chronic conditions
and other market segmentations,
but generally includes the follow-
ing components:

* Goal creation and assistance
in reaching goals: Care man-
agers work with patients to
create and achieve care plan
goals, ranging from apply-
ing for benefits and receiving
stable housing to losing weight
and receiving specialty care
appointments.

fill medications.

Arranging for support ser-
vices: Care managers make
personal connections with staff
at various agencies around the
community and refer patients
to appropriate services, includ-
ing transportation resources,
legal aid, homeless shelters,
faith-based services, and sub-
stance abuse resources.

Care transitions: Care man-
agers meet with pa-
tients daily while
they are admitted and
work with discharge
planners to assist
patients in receiv-
ing  recommended
follow-up care and
understanding  dis-
charge instructions.

*Communication
with providers: Care
managers serve as li-
aisons between pa-
tients and providers,

the tools and sup-  Allen Miller, President & CEO of COPE Health Solutions accompanying them

portive services that
enable them to take
a more active role in
their care. The Care Transitions
& Coordination®™ model is cus-
tomizable to various populations
based on payer type, with a focus

e Assistance with care naviga-
tion: Care managers schedule
appointments, follow-up on
referrals, and help patients re-
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ating and prioritizing

problem lists, coach-
ing patients about questions to
ask, and sitting with patients
after their visits to explain fol-
low up instructions.



The analysis was conducted using
KMC encounter data from August
2007 to January 2010 in order to
assess the effect of care manage-
ment on ED visits and inpatient
admissions for the patients en-
rolled in the program. A compari-
son group was also included in the
analysis. The two groups were
similar in age and race/ethnicity,
although the care managed group
had more severe co-morbidities
than the comparison group.

Results from the analysis demon-
strated that care managed patients
had a third lower risk of visiting
the ED than the comparison group
when potential differences between
the two groups were controlled.
After enrolling into the program,
care managed patients experienced
a significant reduction in ED visits,
from 6.0 to 1.7 median ED visits per
year. Further, annual ED costs de-
creased by an average of $671 per
care managed patient. The effect of
care management on inpatient uti-
lization in this study was less clear.
The care management group had
slightly fewer inpatient admissions
than the comparison group; howev-
er, the difference between the two
groups was not found to be statisti-
cally significant. While care man-
aged patients experienced fewer
admissions, they accrued more bed

days than the comparison group,
suggesting a differential health sta-
tus between the two groups.

Outside of KMC, the Care Transi-
tions & Coordination®™ model has
been implemented successfully at
several Los Angeles County hospi-
tals, including a large urban-based
hospital and a major academic
medical center. More recently, the
Care Transitions & Coordination®™
program has been customized to
manage not only Medi-Cal pa-
tients, but also Medicare patients,
patients with dual Medi-Cal and
Medicare eligibility (Medi-Medi),
and patients with specific disease
modalities such as congestive
heart failure (CHF). In addition
to decreasing inappropriate utili-
zation of hospital services, Care
Transitions & Coordination®™ has
helped strengthen the bond be-
tween patients and their health
care network.

By connecting patients to appro-
priate primary care and social re-
sources within their community,
the care management program
shows significant potential for its
ability to reduce frequent emer-
gency department use and costs
among low-income adults. These
findings may be particularly timely
as the need to constrain health care

spending becomes an escalating
priority for policy makers. High-
lighted by the recent passage of
health reform, controlling health
care costs is increasingly impor-
tant for the sustainability of gov-
ernment health programs such as
Medicaid. This study shows that
care management strategies that
empower patients to better manage
their health can be a viable solu-
tion for curbing ED utilization and
achieving cost savings.
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