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Follow-up After ED for Multiple Chronic Conditions

For Medicare Advantage & Traditional Medicare Population:

BCBSM, BCN, Priority, HAP, Humana



Follow-Up After Emergency 
Department Visit for 
People with Multiple High-
Risk Chronic Conditions 
(FMC)

Percentage of ED visits for members with 
multiple high-risk chronic conditions who had 
a follow-up service within seven days of the 
ED visit in the measurement year.

• Ages: 18+ (Medicare Advantage)

• Had two or more different chronic 
conditions prior to the ED visit

Exclusions
• Hospice or palliative care during the measurement year  
• Member who died during the measurement year
• Admission to an acute or non acute inpatient facility on or within 7 

days of ED visit, regardless of the principal diagnosis for the admission

Patients with 2 or more of the following conditions 
need a visit within 7 days (8 including the date of the 
ED visit)

Services that close the measure:

• Acute myocardial infarction
• Alzheimer’s disease and related disorders
• Atrial fibrillation
• Chronic Kidney disease
• Chronic obstructive pulmonary disease, or COPD, and asthma
• Depression
• Heart failure
• Stroke and transient ischemic attack



FMC Measure for Various Payers

BCBSM, HAP and Humana
• If a member has more than 1 ED 

visit in an 8-day period include 
first eligible ED visit 

Priority Health
• After EVERY ED discharge for 

people with multiple high risk 
chronic conditions



FMC Best Practices 
• Determine best person at practice to perform ED follow up phone calls

• Prioritize these high-risk patients (Any of 8+ Diagnosis)
• Educate staff on Health Focus high risk tags on TCM tracker
• Ensure staff calling this patient population views and utilizes resources:  

• ED Follow Up Phone Call Presentation (On GLPO.org)

• ED Follow Up Phone Call Best Practice Tool (On GLPO.org)

• Schedule MD, DO, PA, NP visit within 7 days
• Follow up can be for any diagnosis (Not related to ED visit)
• Educate patient on ability to call office 24/7

• Determine which patients need ongoing weekly “check-ins”
• Determine if patient needs medication reconciliation
• Determine if MA, Practice Care Manager performs next phone follow up
• Determine and refer if eligible for ECM



Scheduling & Cancellations

• Discuss the importance of timely, keeping recommended follow-up visits
• Especially if one or more of these high-risk diagnosis
• Stress the importance of follow-up and adherence to treatment recommendations

• Allow scheduling flexibility to accommodate a follow-up visit within seven days of 
the ED visit, including telehealth visits. 

• Educate members on ED avoidance and other care options like telehealth, 
telephone, or urgent care.  Clinician always on call.

• Outreach to patients who cancel appointments and assist them with rescheduling 
as soon as possible 

• Determine how are these specific patients being tagged in scheduling system in 
case they call to cancel the appt.
• Develop outreach internal team and/or assign care/case managers to members to ensure 

members keep follow-up appointments or reschedule missed appointments
• Consider other options: telehealth, telephone visit or care manager visit.



What You Say During the Follow Up Call Matters!
Basic Follow up Call: Discuss the discharge summary; verify understanding of 
instructions and verify if all new prescriptions were filled. 

A good follow up call elicits patient seeking ED red flags:
Tools on GLPO for staff to utilize

• Primary Care Practice ED Follow up Phone Questions Guide
• 10-minute video presentation

Open ended questions regarding
• Clinical Conditions Symptoms
• Medications
• Discharge Instructions
• NDOH 
• Other red flags that led them to the ED

(On GLPO.org)



These Specifically Diagnosed Patients NEED 
Ongoing Care Management or Clinician Support to 
prevent returning to ED!

• Develop standard of care to call patient on weekly, every two weeks 
or monthly cadence to prevent returning to ED for escalating 
symptoms

• Encourage patients to call their PCP's office, including the after-hours 
number, when condition changes (weight gain, medication changes, 
high/low blood sugar readings, breathing, activity level changes). 
• Does the patient have a red, yellow, green action plan in place 

that has been reviewed with them? 

• Encourage these high-risk diagnosis patients to have regular office 
visits with their primary care practitioner (PCP) or care manager to 
monitor and manage chronic disease conditions. 
• Determine what cadence they are currently being followed regularly.



Virtual Care Options

•Virtual care visit(s) can be used to document 
exclusions and the 7-day follow-up service. 

• Document and code all identified chronic 
conditions/diagnoses. 

• Compliance with appropriate documentation can 
be met through coding or approved EMR 
supplemental data exchange.



Health Focus “At Risk” Column & Tags for FMC

Blue ! Signals a 
BCBS Patient that 
is in the measure

Gray ! Indicates a patient not on 
the BCBSM list for the measure, 
but has the CC that would put 

them into the measure



Questions
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