
Acute Care Resource Utilization: Management of Multivisit Patients
Lisa S. Powell, MBA, PTA, Director, Clinical Operations, E.W. Sparrow Hospital, Lansing, Mich.

Denny Martin, DO, FACOOG President & Chief Medical Officer, E.W. Sparrow Hospital, Lansing, Mich.

No one in a position to control the content of this educational activity has relevant financial 
relationships with ineligible companies.

Speaker Contact Information
lisa.powell@sparrow.org

denny.martin@sparrow.org

Problem & Importance
As we continue to strive for delivery of high-quality care in 
the setting of efficiency, successful transitions out of the 
hospital are imperative. With our readmission performance 
unfavorable, a root cause analysis was conducted to 
understand what the key drivers were. Through an EMR 
based intervention, EW Sparrow Hospital was able to 
decrease the need for hospitalization in patients who had 
previous trends of high utilization (10+ admissions in the prior 
rolling 12 months), leading to increased quality of life for 
patients while driving down readmission rates and overall 
acute care utilization.

What We Measured
Baseline

Number of MVPs (2021): 35

Number of admitted days 
(2021): 2088

SMART Target

Number of MVPs (2022): 28

Number of admitted days 
(2022): 1670

Gap to Close (Target Minus 
Baseline)

Number of MVPs: decrease by 20% year over 
year (equivalent of 7 pts)

Number of admitted days: decrease by 20% year 
over year (equivalent of 418 days)

Learning Objectives
• Discuss effects of high utilization on readmissions and resource consumption and the impact on 

patients.
• Identify steps to improve resource consumption of patients with chronic medical conditions that 

have led to high utilization of acute care services.

Understanding the Current State
Sparrow Hospital began to analyze its 
utilization/readmissions data from several 
different approaches, one being by individual patient. 
Through this, we learned that in 2021 a significant portion of 
our utilization/readmission rate was being driven by a small 
number of individuals. It was at that point that we began to 
filter our data in different ways to look at patients who had 
ten or more inpatient or observation admissions in the prior 
year. After a root cause analysis of indication for multiple 
admissions, the data was analyzed for trends in admitting 
diagnosis, payer, social determinants, and other variables 
that may provide insight into addressing the specific 
reason driving high utilization. In response to what was 
learned through multiple rounds of applying various types of 
segmentation and filters, the team developed a strategy 
that required minimal resources to improve longitudinal 
management of these patients, regardless of where they 
presented in our system or who was on service.

Analysis & Interventions to Improve
A multidisciplinary physician team familiar with the 
patient created integrated, documented care plans 
providing standing guidance to their peers. An alert 
would fire when the provider opened the patients 
record, directing them to the insights from relevant 
primary and specialty care providers. This would help 
clinicians understand current medical concerns 
(including social determinants that may play a role in 
health and wellness), provide awareness of patient’s 
baseline presentation, and share clinical guidance for 
both acute and chronic presentations. This clinical 
guidance was integral for just in time use in clinical 
decision making. It was found to prevent delays in care 
for specialty consultations, decrease unnecessary 
admissions, and improve post-acute transitions. In 
addition, the teams worked to close gaps in access to 
care, care navigation, and social determinants 
impacting how the patient sought care.

Sustain & Spread
Sustain:
• Standardized review of existing care plans to ensure 

that patient's condition/medical needs continue to 
align with documented plan

• Monitor for medical necessity of admissions and use of 
documented care plans in medical decision making 
by providers

Spread:
• Expand definition of MVP to patients who have had 8+ 

admits and create plans, then move to 6+ admission 
population

• Engage additional provider groups in developing care 
plans for patients who admit to their service/are 
managed in their clinics

Results & Outcomes Achieved 
In the first year of the initiative, Sparrow was able to decrease the 
overall number of patients who met the definition of an MVP from 35 
to 17 unique patients, with only 4 of those 17 who remain being 
patients in the original pilot group. MVP acute care utilization dropped 
by over 55%.

Keys to Success
• Multidisciplinary collaboration to create robust, 

encompassing plans of care for patients who have 
histories of high utilization and/or complex medical 
presentations

• Concise EMR tools that allow providers across the 
system to access plans in real time at the point of care

• Education to ensure plan utilization
• Process to review and update plans
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• FYI Flag

• BPA

• Note Type

Multidisciplinary 
team meets to 

develop real time 
clinical guidance

Authorized provider 
enters MVP note in 

EMR

Response to BPA 
and note interaction 

tracked 

ED and acute care 
utilization 

monitored both 
weekly and monthly

Process + Layered EMR Tools = Significant 
Decrease in Acute Care Utilization
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