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Vital Signs

Hospital: Mercy Medical Center

System: Mercy Medical Center owns a physician network, hospice, and home health agency

Location: Cedar Rapids, Iowa

Type: Private, nonprofit hospital

Beds: 445  

Distinction: Top 3 percent in low readmission rates for heart attack, heart failure, and pneumonia 
patients, among more than 2,800 hospitals eligible for the analysis. 

Timeframe: October 2007 through September 2008. See  Appendix A for full methodology. 
This case study describes the strategies and factors that appear to contribute to a low readmission 
rate among patients at Mercy Medical Center. It is based on information obtained from interviews 
with key hospital personnel, publicly available information, and materials provided by the hospital 
during February through April 2010.

    

SUMMARY
Mercy Medical Center in Cedar Rapids, Iowa, had readmission rates in the low-
est 3 percent among U.S. hospitals in all three clinical areas—heart attack, heart 
failure, and pneumonia—reported to the Centers for Medicare and Medicaid 
Services (CMS) for the selection period (Exhibit 1). 

Mercy Medical Center’s success may be attributed the following: 

•	 a collaborative health care environment in which competitors work together 
to put patients first;
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•	 primary focus on clinical excellence and standard-
ized care, including an investment in advanced 
practice nurses to implement best practices and 
guidelines;

•	 early discharge planning, targeting of high-risk 
patients, and scheduling of follow-up care;

•	 telemonitoring and post-discharge phone calls for 
certain diagnoses; and

•	 strong end-of-life care that involves Palliative 
Care Teams, portable advance directives, and hos-
pice care.

INTERNAL AND EXTERNAL ENVIRONMENT

The Hospital
Mercy Medical Center, located in Cedar Rapids, Iowa, 
was founded in 1900 by the Sisters of Mercy “to care 
for the poor and the sick.” It is an independent 
regional hospital with 445 licensed acute-care beds 
and over 2,200 employees. In 2009 Mercy provided 
320,415 outpatient visits, 42,104 emergency depart-
ment visits, and 12,548 surgeries. All patient rooms at 
Mercy are private, and hospitalists and intensivists are 
used to help care for the patients. About 40 percent of 
patients are under hospitalists’ care, including those who 
do not have a primary care physician and those whose 
physician requests that hospitalists manage their care. 

A strong organizational commitment to evi-
dence-based practice and standardization of care has 
been evolving at Mercy over the last decade. In the 
early 2000s, the hospital made an internal pledge to 
lower its patient mortality rate and launched several 
efforts to achieve this goal, including the use of rapid 
response teams and inpatient glycemic control initia-
tives. The results have been positive. Its Adjusted 
Mortality Index (calculated by dividing the actual mor-
tality rate by the expected mortality rate based on 
patient severity, comorbidities, and other factors), 
decreased from 1.27 in 2003 (that is, higher mortality 
than expected based on patient risk) to 0.4 in 2009 
(lower mortality than expected). 

Mercy was an early adopter of the American 
Heart Association’s (AHA) guidelines for caring for 
patients with coronary artery disease. In 2003, before 
evidence-based medicine was common practice, Sue 
Dawson M.A., R.N., CCCP, clinical improvement and 
accreditation–cardiac, attended an AHA conference 
where the “Get with the Guidelines” initiative was 
introduced. Dawson returned from the conference 
“sold” on the initiative and convinced Mercy’s clinical 
improvement leaders and physicians to adopt the 
guidelines. Since then, Mercy has experienced an 82 
percent decrease in its mortality rate for heart attack 
patients. This early success helped drive adoption of 
evidence-based guidelines with many other 
populations.

WhyNotTheBest.org  
Readmissions Case Study Series

Nearly one of five elderly patients who is 
discharged from the hospital in the United States is 
rehospitalized within 30 days. Evidence suggests 
that many of these readmissions are avoidable, 
caused by complications or infections from the 
initial hospital stay, poorly managed transitions to 
post-acute care, or recurrence or exacerbation of 
symptoms of patients' chronic diseases. In addition 
to taking a physical and emotional toll on patients 
and their families, avoidable readmissions are 
extremely costly.

Reducing readmissions has become a 
priority among health care providers, health plans, 
government, and other stakeholders. Readmission 
rates for three clinical areas—heart attack, heart 
failure, and pneumonia—are collected and publicly 
reported by the Centers for Medicare and Medicaid 
Services and other organizations. The risk-adjusted 
readmission rates show significant variation across 
hospitals, indicating that some hospitals are more 
successful than others at addressing the causes 
of readmissions. This case study is part of a series 
that highlights best practices among hospitals. 

www.WhyNotTheBest.org
http://www.commonwealthfund.org/Content/Publications/Case-Studies/2011/Feb/Readmissions-Series.aspx
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The System
Mercy owns an affiliated, for-profit primary care phy-
sician group called MercyCare Community Physicians, 
a home health agency, and a hospice. This system 
offers a basic continuum of care ranging from primary 
to acute to end-of-life care. The hospital also maintains 
strong, collaborative relationships with specialists in 
the community, and many MercyCare physicians are 
medical directors of area nursing homes. These rela-
tionships promote linkages to long-term and specialty 
care, although neither provider type is officially part of 
the Mercy system. In addition, overlaying Mercy’s 
electronic information system is a user-friendly Web 
portal that offers MercyCare physicians, care coordina-
tors, and community physicians access to integrated 
inpatient and outpatient records. This facilitates the 
transfer of patient information across the continuum  
of care.

The for-profit MercyCare physician group 
employs about 40 percent of the primary care physi-
cians in the community, many of whom were trained 
at Mercy. The group has recently been promoting the 
medical home model, in which a primary care physi-
cian helps plan and manage patients’ care and also 
serves as the link between patients and specialists. In 
partnership with a large area health insurer, a separate 
medical home pilot is in operation at select MercyCare 
physician offices. A key component of the pilot is the 
placement of a health coach in primary care practices 
to provide support to patients and primary care physi-
cians in managing chronic conditions. 

Mercy is partnering with a local agency on 
aging to offer a chronic disease self-management pro-
gram for its patients. The evidence-based program was 

developed by researchers at Stanford University and 
includes a six-week training program that helps 
patients improve communication with their providers, 
manage their symptoms, practice appropriate breathing 
exercises, and reduce fatigue. Most individuals with a 
chronic disease are candidates for the program. 

A hospice program called Hospice of Mercy is 
also part of the Mercy system. The hospice is under 
the same leadership as the hospital’s palliative care 
program and works closely with the Palliative Care 
Team (described below). The hospice program works 
with patients, families, physicians, and other caregiv-
ers to develop patient-centered care plans. A freestand-
ing hospice facility caters to patients who cannot be 
cared for at home, and serves as an alternative to hos-
pital and nursing home care. Hospice nurses are also 
available to provide care in area nursing facilities. 

The Environment
The Cedar Rapids health care community was recently 
recognized by the Institute for Healthcare 
Improvement (IHI) as a high-performing community 
at an IHI annual forum. Communities were recognized 
for their high quality of care and low cost of health 
care services. During the annual forum’s opening 
address, Donald Berwick, M.D., former president of 
IHI and now the CMS administrator, distinguished 
Mercy and its main competitor, St. Luke’s, as being 
“highly cooperative stewards of limited resources, 

Exhibit 1. 30-Day Readmission Rates for Mercy Medical Center

Condition National average Top 10%
Mercy  

Medical Center 
Heart attack 19.97% 18.40% 17.20%
Heart failure 24.73% 22.40% 20.10%
Pneumonia 18.34% 16.50% 14.90%

Note: All-cause 30-day readmission rates for patients discharged alive to a non–acute care setting with principal diagnosis. Reporting 
period: Q3 2006 through Q2 2009. Source: www.WhyNotTheBest.org, accessed Dec. 15, 2010.

Readmissions are a symptom of a system that hasn’t 
learned to manage the entire clinical experience. 

Tim Charles, CEO

http://www.WhyNotTheBest.org
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with significant respect for the community’s overall 
health” and a “sense of the health care commons.” 

The IHI distinction is supported by various 
characteristics unique to the Cedar Rapids environ-
ment. Mercy, St. Luke’s, and community physicians 
meet on a recurring basis to establish common pro-
cesses for improving patient care. For example, the 
competing hospitals and community physicians devel-
oped a standing antibiotic order set for pneumonia 
patients. This not only improves patient care, but is 
appreciated by physicians who benefit from the ease of 
practicing a consistent process across both hospitals in 
the community.

The spirit of cooperation in Cedar Rapids is 
also illustrated by widespread participation in the 
IPOST Pilot, a collaboration that was initially created 
through the palliative care leadership from Mercy and 
St. Luke’s hospitals, area residential and long-term 
care facilities, hospice programs, and local emergency 
medical services. As described below, the provider 
community created a standard, portable medical order 
outlining patients’ advance directives and end-of-life 
preferences. It belongs to the patient and travels with 
them across the health care continuum, enabling tran-
sitions to happen safely and according to patients’ 
desires. Mercy staff believe these medical orders con-
tribute to the hospital’s low readmission rates.

Cedar Rapids also has a robust, free medical 
clinic—further evidence of the level of community 
collaboration among area providers. With no federal 
funding, the clinic’s size is impressive: over 600 vol-
unteers and a few paid staff serve more than 230 
patients a day. It is a critical safety net provider that 
delivers access to primary care, referrals to specialists, 
laboratory and diagnostic services, and free medica-
tions. Since 2004, the number of prescriptions dis-
pensed by the clinic increased by 324 percent. Mercy 
and St. Luke’s hospitals also donate ancillary services, 
and Mercy hosts the clinic’s Web site. The existence of 
this free clinic likely contributes to Mercy’s low read-
mission rate because it is a reliable alternative to hos-
pital emergency department care and provides access 
to free medications.

PRIMARY FOCUS ON CLINICAL 
EXCELLENCE 

Investing in Advanced Practice Nurses 
and Quality Improvement  
Mercy staff are quick to point out that the hospital’s 
focus is on clinical excellence, not reducing readmis-
sions per se. “Readmissions are a symptom of a sys-
tem that hasn’t learned to manage the entire clinical 
experience,” said Tim Charles, CEO. 

As explained by Rose Allen, M.S., R.N., senior 
director of clinical improvement and accreditation, the 
hospital firmly believes “if you can’t get the funda-
mental things right that save lives, nothing else mat-
ters.” This philosophy is behind Mercy’s department of 
clinical improvement and accreditation, which is dedi-
cated to the examination and implementation of best 
practices and evidence-based guidelines. The depart-
ment was established in 2000 within the care manage-
ment department, and by 2006 it had become its own 
department with seven advanced practice nurses (APNs). 
There are now 27 staff members working across four 
teams focusing on evidence-based practice, patient safety, 
infection prevention, and data management. 

The APNs monitor national guidelines and work 
with physicians and other frontline staff to incorporate 
evidence-based standards into patient care using Lean 
process improvement principles.1 The APNs are also 
responsible for analyzing the hospital’s performance data 
to determine what can be done to improve patient care. 

Hospital staff see a connection between the pro-
vision of evidence-based care for myocardial infarc-
tion and pneumonia care in the emergency department 
(ED) with Mercy’s low readmission rates for these 
conditions. If treatment for acute myocardial infarction 
is delayed in the ED, patients are more likely to die or 
experience complications. For example, research has 
demonstrated a significant reduction in mortality with 

1 Lean,	first	used	in	the	Japanese	automotive	industry	and	
now translated for use by the U.S. health care sector, 
focuses on increasing value and decreasing waste in 
administrative and clinical processes.
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the administration of aspirin in the ED during the 
acute phase of the AMI.2 

Maintaining the department of clinical improve-
ment and accreditation costs the hospital about $1.7 
million in salary and benefits each year. But having a 
large team dedicated to the adoption of evidence-based 
practices and standardized care has paid off in better 
care. Since 2006, the hospital’s appropriate care mea-
sure rate, a composite score that captures whether a 
patient received all the recommended care based on 
core measures for his or her diagnosis, has increased 
from 70.8 percent to 91.8 percent. The department has 
also been able to demonstrate cost savings associated 
with specific initiatives (see Results). 

Emphasizing Measurement and 
Accountability
Mercy’s goal is to be in the top 10 percent of hospitals 
nationally across all common clinical and cost-effec-
tiveness measures. To benchmark its performance 
against other hospitals nationwide, Mercy relies on a 
Web-based provider profiling system. The hospital 
uses the system to monitor and measure outcomes and 
compare its performance to other hospitals in terms of 
readmission rates, complication rates, finances, length 
of stay, and other indicators. 

A quality dashboard is posted on all inpatient 
units and distributed to the hospital’s administrators 
and board of directors. Performance is also reported at 
the physician level. The department of clinical 
improvement and accreditation develops individual 
physician report cards, which are disseminated by the 
Medical Staff Office. 
2 In the Second International Study of Infarct Survival 

(ISIS-2), the early use of aspirin in patients with an 
evolving myocardial infarction was associated with a 
23 percent reduction in short-term mortality (Medicare 
Quality Improvement Priorities, Aug. 2003, CMS 
Publication No. 11041).

The hospital benefits from having strong physi-
cian leaders who are willing to have difficult conversa-
tions with their peers. If a physician is not meeting 
certain minimum thresholds in areas such as readmis-
sion rates or length of stay, the hospital’s chief medical 
officer (CMO) will meet with him or her to discuss the 
performance issues. The CMO will also meet with 
physicians who do not follow established clinical 
guidelines and fail to document a reasonable explana-
tion for the departure. In these meetings, the CMO 
focuses on improving care processes instead of penal-
izing physicians. 

Mercy does not typically offer financial incen-
tives to encourage particular physician behaviors. The 
hospital has generally found that providing physicians 
with evidenced-based guidelines for patient care is suf-
ficient to motivate change. However, an agreement 
was just reached to give cardiologists financial incen-
tives for meeting goals on 10 metrics, such as AMI 
core measure compliance. 

CARE TRANSITION STRATEGIES

Care Coordination and Discharge 
Planning: Targeting High-Risk Patients 
Mercy’s discharge process is designed to improve 
patient outcomes by reaching out to patients who are 
likely to have problems after leaving the hospital. The 
process starts early, with a social worker visiting all 
patients over 80 years old on the day following their 
admission. A social worker also visits patients who are 
referred for discharge-planning interventions based on 
special needs identified through the case-finding pro-
cess. Case-finding targets individuals who may be 
functioning at a suboptimal level at home. A social 
worker connects them with community-based 
resources to maintain their level of functioning and 
enable them to live independently. 

Communication among members of the patient 
care team is a key component of Mercy’s discharge 
planning process. Floor nurses, social workers, dis-
charge nurses, and hospitalists participate in daily 
interdisciplinary conferences. The daily conferences 

If you can’t get the fundamental things right that save 
lives, nothing else matters.

Rose Allen, M.S., R.N., Senior Director of 
Clinical Improvement and Accreditation



6 the Commonwealth Fund

serve multiple purposes—they are an opportunity to 
discuss a patient’s potential discharge needs early on, 
keep care team members up to date on patients’ dis-
charge plans, and for team members to direct questions 
to the hospitalist physician on duty. A whiteboard in 
the meeting room lists patients who will be going 
home that day or soon. 

Communication with patients and their families 
is also critical. A whiteboard located in every patient 
room includes information such as the name of that 
day’s nurse, discharge concerns, the date of the pallia-
tive care conference (if applicable), the potential dis-
charge date, goals for the patient for that day, and 
upcoming tests or procedures. To further enhance com-
munication, Mercy is rolling out a new Bedside 
Reporting program in which incoming and outgoing 
nurses give each other updates at shift change at bed-
side—including patients in the discussion. 

The discharge/primary care nurses are responsi-
ble for preparing comprehensive discharge plans, 
scheduling follow-up care, and educating patients 
about their discharge and after-hospital care. Patients 
and their families participate in these discussions 
whenever possible. Because necessary follow-up care 
(e.g., X-rays, physician visits, or specialist visits) is 
scheduled prior to discharge, patients are more likely 
to obtain recommended care.

Mercy is working on implementing standard 
discharge order sets that will print automatically upon 
admission, to “make sure physicians do not forget to 
include any necessary instructions that they may now 
be forgetting when they complete the order by hand,” 
said Pat O’Donnell, M.S.N., clinical improvement and 
accreditation–heart failure. As with other areas of care, 
hospital leaders believe that standardizing this process 
will ensure that discharge orders are comprehensive 
and include instructions in areas such as diet, activity, 
home health care, and oxygen use. 

Patient Education and Engagement 
Discharge-related education can take on a variety of 
forms depending on the unit of the hospital and the 
patient. For example, new heart failure patients receive 

verbal and written instructions, while repeat heart fail-
ure patients receive mostly written materials as a 
reminder of previously provided information. Hospital 
staff say that the teaching methods used to educate 
patients regarding discharge plans are a “work in prog-
ress.” Teams of frontline and clinical improvement 
staff are evaluating options and making recommenda-
tions for improvement. 

Nurses instruct all heart failure patients to pay 
attention to warning signs such as shortness of breath 
or lack of energy. Patients receive an instruction sheet 
with a diagram that identifies symptoms the patient 
may feel after discharge and color-coded zones indi-
cating when patients should call their physicians or 
911. Mercy has also recently developed a side-by-side 
discharge/transfer medication order sheet, which com-
pares current hospital and home medications to enable 
providers to easily identify any omissions or other dis-
crepancies. The finalized medication list is then sent to 
the community provider on the day of discharge. 
Revised medication instructions are under way to clar-
ify to patients which medications they should continue 
and which they should discontinue upon discharge. 

Post-Discharge Follow-Up: Phone Calls  
and Telemonitoring 
At Mercy, all cardiac preprinted order sets include an 
automatic referral for telemonitoring devices, which 
enable at-home monitoring and transmittal of vital 
signs. Considered a “lifeline” for patients with chronic 
conditions such as heart failure, chronic obstructive 
pulmonary disease (COPD), and diabetes, such devices 
enable the hospital to keep patients under close super-
vision after discharge and reduce the number of 
patients readmitted in crisis mode. Since adoption of 
telemonitoring devices in February 2008, the hospital’s 
readmission rates have declined (see Results). The 
hospital also credits the devices for reducing by 57 
percent the average length of stay among patients 
using them. 

Mercy’s telemonitoring devices monitor 
patients’ blood pressure, pulse, oxygen saturation, 
weight, and blood sugar. This information is 
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transmitted from the wireless devices through the 
patient’s phone line to the Mercy Home Care office on 
a daily basis; a registered nurse reviews the data 365 
days a year. The nurse contacts patients if their vital 
signs are not in the range of the physician-approved 
parameters for them. The follow-up steps may include 
a call to the physician, an adjustment to the medication 
regime, an office visit, or in more serious circum-
stances, a trip to the emergency department. All 
patients with a telemonitoring device are also visited 
by a home health nurse. About 60 patients are cur-
rently using a telemonitoring device. There is no time 
limit for its use; some patients have had a device for 
two years or more.

The telemonitoring service is a quality improve-
ment initiative of Mercy Home Care. It is free to 
patients if they are receiving home care services; once 
they discontinue these services they can choose to con-
tinue telemonitoring by paying an out-of-pocket 
charge, based on a sliding scale. Since many patients 
are unable to pay, the hospital covers the cost despite 
the fact that they are not reimbursed by insurers. 
Mercy attributes reductions in readmission rates, 
lengths of stay, and costs to use of the telemonitoring 
service (see Results). Its Home Care agency is in the 
process of calculating the overall cost-effectiveness of 
using telemonitoring devices. Mercy would like to use 
this information to promote reimbursement of the 
devices by public and private insurers. 

Some departments, including the heart failure, 
orthopedic surgery, and obstetrics departments, follow 
up with patients after discharge by telephone to ensure 
they are receiving recommended care and to answer 
questions. However, because of resource constraints, 
this process has not been standardized and is con-
ducted on an ad hoc basis. Mercy would like to imple-
ment a consistent follow-up process across the 
hospital.

Preparing for End-of-Life: Palliative Care, 
IPOST, and Hospice
Mercy pays special attention to end-of-life care, and 
believes that this has helped keep its readmission rate 

low. The hospital provides a palliative care consult to 
certain patients, particularly those with complex ill-
nesses or serious health conditions. These patients are 
identified by frequent visits to the emergency depart-
ment, frequent admissions, a poor prognosis, pro-
longed length of stay with no evidence of progress, a 
new diagnosis of a serious illness, or those who need 
to clarify the goals of their treatment. Nurses are also 
able to consult the palliative care team for pain man-
agement, transitional care, or other needs.

Mercy’s Palliative Care Team helps guide care 
transitions so that patients receive the right level of 
care at the right time. The team, which includes the 
patient’s physician, a palliative care physician, an 
advanced practice nurse, a social worker, the hospital 
chaplain, the patient, and the patient’s family, develops 
a care plan centered on patients’ preferences and goals. 
For patients admitted to nursing homes after discharge, 
the team will work with the facility to make sure the 
patient’s needs and desires are being met.

The Palliative Care Team leads discussions about 
advanced health care planning with patients and their 
families as appropriate. The date of the palliative care 
conference is posted on a whiteboard in patients’ rooms. 

The same department that oversees Mercy’s 
Palliative Care Team oversees its hospice program, 
and the two teams work closely together. Established 
in 1980, Mercy’s hospice program was one of the first 
hospital-based hospice programs in the country. In 
2007, Hospice of Mercy built a 12-bed inpatient hospice 
facility to provide care for patients who are unable to 
stay in their home at the end of life. Patients admitted 
to the inpatient hospice facility for comfort or pallia-
tive care are not included in Mercy’s readmission rate.

As noted above, Mercy participates in a pilot 
program called IPOST, which it developed in collabo-
ration with its competitor hospital and other area 
health care providers, to improve communication and 
honor patients’ end-of-life treatment choices across 
care settings.3 The acronym “IPOST” refers to a tool 
called the Iowa Physician Orders for Scope of 
3 Patient Autonomy in Health Care Decisions Pilot Project, 

2010 Report, http://www.idph.state.ia.us/adper/common/
pdf/legis/archive/2010/2010_patient_autonomy.pdf.

http://www.idph.state.ia.us/adper/common/pdf/legis/archive/2010/2010_patient_autonomy.pdf
http://www.idph.state.ia.us/adper/common/pdf/legis/archive/2010/2010_patient_autonomy.pdf


8 the Commonwealth Fund

Treatment. It is based on the National Physician Order 
for Life-Sustaining Treatment Paradigm and the La 
Crosse Respecting Choices model.4 Using the tool, a 
trained health professional documents patients’ prefer-
ences for end-of-life care (e.g., whether to have CPR, 
comfort measures, artificial nutrition, or other inter-
ventions), taking into account their comfort and qual-
ity of life, not just their conditions. The directives 
often indicate less aggressive treatment than would 
otherwise occur.

The IPOST program targets the chronically ill 
and frail elderly. In 2008, the Cedar Rapids provider 
community obtained legislative approval to make the 
treatment choices identified on the IPOST tool a medi-
cal order (Appendix C). The orders, signed by a physi-
cian, are portable across the health care continuum, 
including, for example, a nursing facility, hospital, and 
an individual’s home. The IPOST form provides criti-
cal information to EMS workers and emergency 
department physicians. The IPOST pilot has been suc-
cessful in terms of engaging providers and patients; it 
is now being expanded into a contiguous rural county 
and may eventually be spread throughout the state.

Allen, the senior director of clinical improve-
ment and accreditation, believes that IPOST has 
helped the hospital maintain a low readmission rate by 
enabling providers to honor patients’ wishes. 

RESULTS
Mercy Medical Center’s focus on clinical excellence 
and standardized care has produced positive results 
over the last decade. Mercy is among the 3 percent of 
hospitals in the nation with the lowest readmission 
rates among patients with heart failure, heart attack, 
and pneumonia, based on the selection criteria 
described in Appendix A. Exhibit 2 illustrates that 
Mercy’s actual AMI readmissions were lower than 
expected readmissions (based on severity-adjusted 
diagnoses) in five of the last six years. 

The results of Mercy’s targeted initiatives are 
particularly striking. For example, the hospital has 
attributed a 47 percent decrease in hospitalization rates 
for its heart failure and COPD patients to the 
4 http://www.ohsu.edu/polst/about/index.htm.

installation of telemonitoring devices, resulting in a 
more than $600,000 reduction in costs from February 
2008 to February 2010 (Exhibit 3). All heart failure 
and COPD patients on the telemonitor were reviewed 
six months prior to being placed on the monitor and 
followed for six months after it was started. Any hos-
pitalizations that occurred during these time frames 
were counted. In addition to savings associated with 
lower readmissions, Mercy estimates a cost reduction 
of more than $1 million over the same period due to 
the decreased average length of stay among telemoni-
tored patients.

As noted above, the hospital’s performance on 
measure of appropriate care increased from 70.8 per-
cent in 2006 to 91.8 percent in 2010. Efforts to reduce 
deep vein thrombosis/pulmonary embolisms by hiring 
surgical advanced practice nurses, educating surgeons, 
implementing surgical order sets, and other actions 
resulted in a marked reduction in such complications 
from 2006 through 2009, saving more than $162,000 
in avoided costs (Exhibit 4). Similarly, initiatives to 
improve AMI care resulted in sharp declines in AMI-
related adverse events and mortality, with an estimated 
avoidance of more than $200,000 in costs over 2002–
09 (Exhibit 5). 

Appendix B shows Mercy’s performance on the 
process-of-care “core” measures, patient experience 
measures, mortality rates, and readmission rates 
reported on WhyNotTheBest.org, compared with 
national averages and the top 10 percent of hospitals. 
On most of these process-of-care and patient experi-
ence measures, Mercy performs significantly better 
than the average of U.S. hospitals, though generally 
not as well as the best 10 percent of hospitals. It has 
below-average mortality rates in two of three clinical 
areas reported (heart failure and pneumonia). And the 
hospital reports that its overall, risk-adjusted mortality 
rate has decreased significantly in the past decade.  

In addition, Mercy has been distinguished in the 
areas of health information technology, quality of care, 
and use of evidence-based guidelines by organizations 
such as the American Heart Association and the Iowa 
Foundation for Medical Care. It is also an Institute for 

http://www.ohsu.edu/polst/about/index.htm
www.WhyNotTheBest.org
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Healthcare Improvement IMPACT hospital, a leader-
ship role Mercy takes very seriously. IMPACT provides 
a platform for senior hospital executives across the 
country to collaborate on system-level performance.

LESSONS
A number of lessons emerge from Mercy’s experience 
that may help other hospitals seeking to lower their 
readmission rates. 

Make decisions based on the best 
interests of patients, not what improves 
the bottom line.
Mercy’s leaders emphasize their commitment to clini-
cal excellence and say they let the best interests of 
patients guide their decision-making processes, instead 
of focusing on increasing revenue or decreasing 
expenses to improve the bottom line. The hospital has 
made a costly investment in its department of clinical 

Exhibit 2. Mercy Medical Center: 
Actual vs. Expected Readmission Rate, 2004–09

Source: Mercy Medical Center, 2010.
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Exhibit 3. Hospitalizations Among Patients Receiving Telemonitor
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improvement and accreditation—one that is credited 
with improving its performance on measures of appro-
priate care, mortality, readmissions, length of stay, and 
other indicators. Hospital staff also believe use of 

telemonitoring devices for COPD and heart failure 
patients is the “right thing to do,” even though most 
payers do not provide reimbursement for the service. 

Exhibit 4. Reduction in Deep Vein Thrombosis/Pulmonary Embolism, 2006–09

Source: Mercy Medical Center, 2010.
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Exhibit 5. Reduction in AMI-Related Mortality and Adverse Events, 2002–09          

Source: Mercy Medical Center, 2010.
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Use advanced practice nurses and Lean 
processes to drive adoption of evidenced-
based practices. 
Advanced practice nurses (APNs) can keep abreast of 
the latest evidenced-based practices and champion 
efforts to implement them—bridging the gap between 
national best practices and what happens on hospital 
units. Mercy has effectively used Lean quality improve-
ment practices to identify and institute recommended 
process changes. According to Tim Charles, CEO, the 
hospital reviews the outcomes of process changes and 
continues to refine them until improvements are seen. 
“We expect nothing less than adherence to evidence-
based practice and benchmark our results,” he says. 

Clinical leaders acknowledge that process 
improvement work can be more challenging in the area 
of pneumonia care than cardiac care, in large part 
because pneumonia patients are cared for by a broader 
group of physicians and spread throughout the hospital, 
making it harder to identify the possible reasons for 
readmissions or gaps in the quality of care.

Successful discharge planning begins 
early, targets high-risk patients, and 
involves frequent communication across 
the whole care team.
Mercy attributes its low readmission rates in part to an 
effective discharge process, in which providers target 
patients who are likely to have problems after leaving 
the hospital. Early referrals to social workers for elderly 
and high-risk patients help to resolve discharge issues 
and promote timely and successful transitions. Daily 
interdisciplinary care team meetings ensure all team 
members are on the same page and ready to prepare 
patients for discharge. The use of a whiteboard and bed-
side reporting also facilitates communication between 
members of the care team, as well as providers and 
patients and their families. Other strategies include pre-
paring patients for discharge by providing “warning 
signs” education and scheduling follow-up 
appointments. 

Maintain a “lifeline” with high-risk 
patients after discharge.
It is important to make sure patients don’t “fall of a 
cliff” when they are discharged from the hospital. The 
use of telemonitoring devices for cardiac patients as 
well as visits by home health care nurses have had a 
positive impact on Mercy’s readmission rates. Other 
successful strategies include post-discharge phone calls 
to heart failure, surgery, and obstetrics patients to 
answer questions, address issues, and confirm that 
patients are receiving recommended care. 

Access to a continuum of care, including 
palliative and hospice care, facilitates 
appropriate care transitions.
An integrated health system such as Mercy’s provides 
access to and coordination across a continuum of care—
facilitating effective transitions between care settings 
and helping to avoid readmissions. It thus may be bene-
ficial for hospitals to own an affiliated physician group, 
home health care agency, and hospice program. Many 
medical directors of area nursing homes are MercyCare 
physicians, which facilitates communication between 
the hospital and nursing homes about common patients 
and community needs. Mercy’s electronic medical 
record system also supports communication by giving 
all community physicians access to patient records. 
Still, Mercy staff note that many patients cannot afford 
home health care and thus may return to the hospital 
with conditions that could have been managed with 
such care.

Mercy’s palliative care program, as well as its 
support of Cedar Rapids’ IPOST tool, help capture 
patients’ end-of-life preferences and appear to reduce 
acute care readmissions. The IPOST directives travel 
with individuals across health care settings. Hospitals in 
other communities could strengthen their palliative and 
hospice care efforts and reach out to other institutions 
and policymakers about starting a similar initiative.  

Many of Mercy’s heart failure readmissions are 
nursing home patients. Despite the availability of the 
IPOST tool and overlap between nursing facility medi-
cal directors and MercyCare physicians, it can be 
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challenging for the hospital to avoid these readmissions 
because patients’ care is in another facility’s hands. 
Also, many nursing homes send patients back to the 
hospital when certain complications occur as a precau-
tion to avoid regulatory compliance issues. To address 
some of these issues, Mercy’s hospice nurses provide 
care in nursing homes, making it more likely that when 
a patient is transferred to the hospital, the transfer is 
appropriate and according to the patient’s wishes. 

Be willing to test new ideas.
Mercy Medical Center illustrates the benefits of being a 
leader and thinking outside the box. Since its early 
adoption of AHA’s “Get with the Guidelines” initiative, 
it has been a champion of evidence-based practices and 
the standardization of care. Mercy adopted the guide-
lines before most hospitals, and when many of its own 
physicians were still wary of “cookbook medicine,” but 
early successes in acute myocardial infarction care sup-
ported efforts to implement evidence-based practices in 
other areas and created a culture of clinical excellence. 

Improving health is a community effort.
Mercy staff recognize the benefit of being located in 
Cedar Rapids. The Cedar Rapids community is known 
for low costs and high quality of care, and its providers 
have a spirit of cooperation—sometimes referred to as 
having a sense of responsibility for the “health 

commons.” Primary care physicians are engaged and 
confident in their ability to manage patients. The hospi-
tal actively participates in collaborative initiatives with 
its main competitor, St. Luke’s, and other area provid-
ers, such as designing and implementing the IPOST 
program and developing a standard antibiotic order set 
for pneumonia patients that is used at all Cedar Rapids 
hospitals. Providers from both Mercy and St. Luke’s, as 
well as many area community physicians, donate their 
time and services to a free clinic that helps divert 
patients from the emergency department and provides 
access to needed care before a patient reaches crisis 
mode. 

The importance of collaboration is recognized at 
the highest levels of the hospital. Tim Charles, CEO, 
acknowledges that if the hospital continues “to think 
simply within our own silo as an acute care facility, we 
won’t be effective in managing the [readmission] 
issue.” Other hospitals and hospital systems would be 
well served to adopt this approach and reach out to their 
colleagues in their communities.

FOR FURTHER INFORMATION
For further information, contact Rose Allen, M.S., R.N., 
senior director of clinical improvement and accredita-
tion, at RAllen@mercycare.org.

 

mailto:RAllen@mercycare.org
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 Appendix A. Selection Methodology

The primary selection criterion for case studies of high-performing hospitals in readmissions was: the hospital was 
in the top 3 percent of hospitals with 50+ beds in terms of lowest readmissions for at least two of three clinical areas 
(heart attack, heart failure, and pneumonia). 

The calculations were based on data reported on the CMS Hospital Compare Web site and The 
Commonwealth Fund’s WhyNotTheBest.org Web site. Readmission rates are based on Medicare patients readmitted 
to a hospital within 30 days of discharge from a previous hospital stay for heart attack, heart failure, or pneumonia. 
Readmission rates used for selection were based on the October 2007 through September 2008 period. 

According to the CMS Hospital Compare site:  

•	 The three readmission models estimate hospital-specific, risk-standardized, all-cause 30-day readmission rates 
for patients discharged alive to a non–acute care setting with a principal diagnosis of heart attack, heart failure, 
or pneumonia. For each condition, the risk-standardized (“adjusted” or “risk-adjusted”) hospital readmission rate 
can be used to compare performance across hospitals. The readmission measures for heart attack, heart failure, 
and pneumonia have been endorsed by the National Quality Forum (NQF).

•	 For each of the three principal discharge diagnoses (heart attack, heart failure, and pneumonia), the model 
includes admissions to all short-stay acute-care hospitals for people age 65 years or older who are enrolled in 
Original Medicare (traditional fee-for-service Medicare) and who have a complete claims history for 12 months 
prior to admission. 

For more information see the CMS Hospital Compare Web site.
While low readmission rate was the primary criterion for selection in this series, the hospitals also had to 

meet the following criteria: ranked within the top half of hospitals in the U.S. on a composite of Hospital Quality 
Alliance process-of-care measures and in the percentage of survey respondents giving a 9 or 10 rating of overall 
hospital care, as reported in the Hospital Consumer Assessment of Healthcare Providers and Systems to CMS; full 
accreditation	by	the	Joint	Commission;	not	an	outlier	in	heart	attack,	heart	failure,	and/or	pneumonia	mortality	as	
reported by CMS; no major recent violations or sanctions; and geographic diversity.

www.WhyNotTheBest.org
http://www.hospitalcompare.hhs.gov/
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Appendix B. Performance Data from WhyNotTheBest.org for Mercy Medical Center

Top 10% of  
U.S. hospitals 

National  
average

Mercy Medical 
Center

Overall Recommended Care 98.10% 95.14% 96.95%

Overall Heart Attack Care 99.72% 97.11% 99.86%

Aspirin on arrival 100.00% 98.10% 100.00%

Patients given aspirin at discharge 100.00% 97.68% 100.00%

ACEI or ARB for LVSD 100.00% 95.56% N/A

Adult smoking cessation advice/counseling 100.00% 99.39% 100.00%

Beta-blocker prescribed at discharge 100.00% 97.76% 100.00%

Fibrinolytic therapy received within 30 minutes of hospital arrival 87.10% 74.47% N/A

Primary PCI received within 90 minutes of hospital arrival 97.78% 88.54% 98.08%

Legacy: Beta-blocker on arrival N/A 89.00% 100.00%

Overall Pneumonia Care 98.03% 92.42% 93.24%

Pneumococcal vaccination 100.00% 90.84% 90.38%

Blood cultures performed in the ED prior to initial antibiotic 99.28% 94.48% 97.98%

Smoking cessation counseling 100.00% 97.35% 90.70%

Given initial antibiotic(s) within 6 hours after arrival 99.26% 94.61% 92.66%

Initial antibiotic selection for community-acquired pneumonia (CAP) in 
immunocompetent patients 97.73% 90.69% 94.44%

Influenza vaccination 100.00% 89.94% 91.43%

Legacy: Pneumonia patients given initial antibiotic(s) within 4 hours after 
arrival N/A 81.00% 89.77%

Legacy: Oxygenation assessment N/A 99.00% 100.00%

Overall Heart Failure Care 98.96% 91.19% 91.44%

Discharge instructions 99.08% 85.45% 81.68%

Evaluation of LVS function 100.00% 95.38% 97.91%

ACEI or ARB for LVSD 100.00% 93.84% 88.24%

Adult smoking cessation advice/counseling 100.00% 98.78% N/A

Overall Surgical Care 98.78% 92.04% 98.15%

Presurgical antibiotic given at the right time 99.11% 95.08% 98.09%

Surgical patients who were given the right kind of antibiotic 100.00% 96.92% 98.86%

Preventive antibiotics stopped at right time 98.13% 92.30% 96.02%

Cardiac surgery patients with controlled 6 A.M. postoperative blood glucose 98.39% 92.05% N/A

Surgery patients with appropriate hair removal 100.00% 98.79% 100.00%

Surgery patients with recommended venous thromboembolism prophylaxis 
ordered

99.14% 92.34% 100.00%

Surgery patients who received appropriate venous thromboembolism 
prophylaxis within 24 hours prior to surgery to 24 hours after surgery 98.57% 90.44% 97.70%

Surgery patients on a beta-blocker prior to arrival who received a beta-
blocker during the perioperative period 100.00% 90.80% 93.64%

www.WhyNotTheBest.org
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Patient Experience (HCAHPS)—Rating 9 or 10

Percent of patients highly satisfied 78.00% 66.19% 74.00%

Doctors always communicated well 87.00% 79.99% 79.00%

Nurses always communicated well 83.00% 75.22% 76.00%

Patients always received help as soon as they wanted 75.00% 63.23% 58.00%

Staff always explained about medicines 68.00% 59.57% 61.00%

Pain was always well controlled 76.00% 68.82% 64.00%

Patient’s room always kept quiet at night 71.00% 57.38% 67.00%

Patient’s room and bathroom always kept clean 81.00% 70.35% 69.00%

Patient given information about recovery at home 87.00% 81.12% 82.00%

Patient would definitely recommend this hospital to friends and family 81.00% 68.67% 81.00%

Readmission

30-day readmission rate for heart attack 18.40% 19.97% 17.20%

30-day readmission rate for heart failure 22.40% 24.73% 20.10%

30-day readmission rate for pneumonia 16.50% 18.34% 14.90%

Mortality

30-day mortality rate for heart attack 14.10% 16.17% 18.50%

30-day mortality rate for heart failure 9.40% 11.28% 9.60%

30-day mortality rate for pneumonia 9.50% 11.68% 10.40%

Source: WhyNotTheBest.org, accessed January 6, 2011.

www.WhyNotTheBest.org
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Iowa Patient Autonomy Pilot Report 2010 
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Iowa Patient Autonomy Pilot Report 2010 
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