
of hospitalizations from nursing facilities 
are considered avoidable

That impact comes before any
quality revenue is counted.  

The Post-Acute Levers Inside Your 
HEDIS Performance

For Medicaid plans, a growing share of quality performance 
is decided during the post-acute stay. Here’s why it ma�ers, 
what it’s worth, and how plans can act sooner.

THE MATH

One prevented readmission per week means 
about a million-dollar impact to the bottom line.

PointClickCare is a leading health tech company with one simple mission: 
 to help every provider deliver exceptional care. 

 

Scan to 
discover more

Learn more >

Three Questions Every Medicaid Quality Team Should Ask

THE SELF-CHECK

For Medicaid plans, 
quality performance runs through the post-acute stay.

Why The Post-Acute Stay 
Matters So Much to HEDIS Performance

The Why

Claims tell you what happened. 
They do not give you time to change it.

THE CLOCK

Hospital

Post-Acute

Home

$17,500
average cost of a single readmission

3

Your most complex 
members o�en rely 
on post-acute care

Dually eligible members, 
members with LTSS 
needs, and medically 
complex members rely 
more on post-acute care. 
As enrollment shi�s, 
these members may 
make up a higher share of 
the plan’s population, 
increasing the quality 
impact of every transition.

Quality dollars 
move quickly 
a�er discharge

Medicaid follow-up 
windows are short, and 
missed outreach affects 
both scores and revenue.
By the time a claim 
confirms the gap, the 
opportunity to close it 
has o�en passed.

States expect 
smoother 
transitions home

Medicaid plans are 
increasingly accountable 
for whether members 
move safely from 
post-acute care back
to the community. 
That outcome is shaped 
during the stay, not just 
a�er discharge.

Many of the follow-up windows that state quality dollars 
are tied to open the day a member is discharged, and 

they are counted in days.

By the time a claim appears, 
the 7- or 30-day follow-up windows are already closed. 

Plans need visibility during the stay, 
when there is still time to act.

Two Answers Plans Need Before Discharge

THE HOW

THE RESULT

Hospital

Discharge Day 7 Day 30 Weeks Later

the window 

opens

first follow-up 

window closes

second window 

closes

the claim 

posts

Two questions decide every member's transition. 
The answers now arrive while there's time to act on them.

As the stay progresses, 

AI reviews facility documentation 

to identify what the member may 

need next.

 Follow-up appointments

 Home health

 Equipment

 Medication changes

Coordination starts before 

discharge day. 

Follow-up lands inside the 

7- and 30-day windows, and 

the transition home holds.

Risk is updated throughout the 

stay, with the clinical context 

behind it so care teams can see 

who needs intervention and why.

Instead of waiting for a 

return-to-hospital claim, teams can 

see the warning signs while the 

member is still in post-acute care.

The team intervenes before the 

readmission, not a�er the claim.

This is where the one a 

week comes from.

“When is the member going 
home, and what will they need?”

“Who's trending toward 
the hospital, and why?”

Follow-up inside

the windows

Readmissions

prevented

Withhold dollars

protected

Do you know your 

average length of stay 

by facility?

Do you know your 

readmission rate

from post-acute versus 

home discharge?

Do you know which 

members are ready for 

discharge two days 

before it happens?

If the answers are hard to find,
your next HEDIS opportunity may be inside the post-acute stay.

See How Plans Act Before the Window Closes
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