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AN ADMISSION AVERTED 
STORY

“During Mrs. J’s second week home from her 
most recent hospitalization, her nurse noted a 6.6 
lb. weight gain, with increased shortness of 
breath reported.  Upon calling Mrs. J, the nurse 
found her confused…”

THE STORY OF MRS. J
CONGESTIVE HEART FAILURE PATIENT
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Overview
> It’s no secret that care delivery in our health care system is already highly 

fragmented, with many patients receiving care from multiple providers. Study after 
study has found that we can contain health care costs through better management of 
chronic disease. 

> More than 80% of current Medicare 
beneficiaries have at least one 
chronic medical illness and one in 
four have five or more chronic 
conditions – this latter group 
accounts to two-thirds of all 
Medicare spending.

> Patients with chronic illnesses routinely 
see multiple physicians who prescribe 
different and sometimes incompatible 
treatments and the current fee for 
services Medicare system does not 
encourage or support effective 
coordination of services across different 
providers or settings of care.

> Health insurance products for the aging population must 
address not only the growing number of chronic illnesses faced 
by older adults but also the tremendous challenges of 
coordinating the fragmented care across different providers and 
settings of care.  
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Program Details

> The Heart Failure Health Management and Diabetes Health Management 
programs provide eligible members with resources and tools to reduce the risks 
of coronary artery disease, congestive heart failure, and diabetes progression. 

> Included in the Heart Failure Health Management program is home monitoring 
technology, patient-empowering education and the nurse-patient relationship to 
improve treatment plan compliance, increase patient awareness of their illness 
and reduce avoidable hospitalizations. Furthermore, eligible members with 
multiple conditions also have access to a High Risk Case Management program 
that provides individualized care plans and professional case workers to 
coordinate their treatment. 

> All the pilot programs integrate behavioral and mental health services through 
depression management and will include medication compliance monitoring at 
the end of June. Depression screenings are be performed by trained 
professionals and prescription drug compliance is be monitored and managed. 
To ensure a holistic approach, important social services are available to 
members. Credentialed social workers assist members with services such as 
facilitating in home assessments, coordinating meals and social activities, and 
identifying transportation options.

http://infonet/ASI/homemonitor0309.htm
http://infonet/ASI/homemonitor0309.htm
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Health Care 
Management Pilot 
Programs

> Recognizing that an individualized, holistic approach to health care delivery is essential to health 
care transformation, UnitedHealth Group - in collaboration with ASI - launched a series of care 
management pilot programs on December 1, 2008 for AARP members insured in the AARP 
Medicare Supplement Plan in Central North Carolina, Cleveland, Los Angeles, New York City, and 
Tampa. This program is provided at no additional cost to AARP members.

> Los 
Angeles

> Tampa

> Central North 
Carolina

> New York 
City

> Cleve 
land

Health Care Management Pilot 
Programs

• Heart Disease

• Diabetes

• High Risk Cases

http://infonet/ASI/ASIHlthInitiatives1108.htm
http://infonet/ASI/ASIHlthInitiatives1108.htm


AARP 6

AARP Heath Care 
Management Pilot 
Program Update

> Coronary Artery Disease: 625 
enrollees

> Diabetes Program: 607 enrollees
> High Risk Case Management 

Program: 1,275 enrollees
> Congestive Heart Failure: 582 

enrollees
> Depression Only: 7 enrollees

Enrollment Numbers (5.20.09)

Total Enrollment: 3,096

By Market (5.20.09)

> New York City: 940 enrollees
> Cleveland: 546 enrollees
> North Carolina: 772 enrollees
> Los Angeles: 401 enrollees
> Tampa: 437 enrollees

Member Testimonials 

“I will sleep better tonight after having 
spoken to you.”

The average age of participants in the 
Health Care Management pilot Programs 
is 79.29

“This is great that AARP is doing a 
program like this for us.”
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EARLY OBSERVATIONS 
From AARP/UHG Pilot Programs

Average age of eligibility:  80

Average age of enrollment – telephonic monitoring:  78

Average age of enrollment – home assessment monitoring:  
83

Multiple needs:  behavioral, social services, etc.

Physical limitations 
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2011 — 78 million baby boomers turn 65

WHO IS THE READMISSIONS 
POPULATION?
An Emerging Profile?

80+, frail and multiple needs

80+:  an exploding population – 19.5 million by 

2030

Centenarians:  834,000 by 2050

“Over the hill?”
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HEALTH CARE 2.0 
Program design with the consumer as partner

Medicare reform through program design

Improving communication through health IT

- 74% of 50+ AARP members use technology to stay connected 

with family

- 72% are comfortable using new technology devices

- 54% like constant connection to others through cell phones, e- 

mail, etc  

- But 46% not likely to enroll in PHR
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Who is the readmissions population?   An emerging profile?
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COMMUNICATIONS 
The role of IT

Communication is vital element in transitional care

20% older adults’ health suffered due to poor communication

60% of caregivers report being able to fill out medical forms by

themselves

68% of caregivers understand and follow doctors instructions 
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RISING IT APTITUDE

More 50+ women on Facebook

More 50+ people with broadband access

More 65+ users of health IT

An interest in electronic health records

Cautionary note:  complexity of information to be tracked 

An openness to new technology offers hope
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GETTING CARE AT 65+

Over half of Medicare admissions through ED

Chronic conditions via ED v. procedural cases not via 

ED

Among 65+, one size does not fit all

- 26% of 65+ “Lead the Way”

- 27% of 65+ “I Need a Plan”

Differentiating how to involve people in care
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ONE MORE STORY

“

 

Mr. A had 4 hospitalizations in the past 
year, developed a ‘chest cold’ but refused 
to see a doctor……”

THE STORY OF MR. A 
EMPHYSEMA PATIENT
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SUMMARY

Successful programs: the consumer, behavioral incentives, 

support

Know patient’s limitations and technological competency

Know patient’s personality and behavior drivers

Know patient’s resources

Design products and programs with consumer and family in 

mind 
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