
 

 

Program Summary 

Winona Health’s inaugural program started in June of 2013 with the goal of empowering patients to better self-

manage their health and well-being. The program’s focus was decreased utilization of the emergency room and 

hospital, while improving quality of life and reducing total cost of care.  This is all done in collaboration with the 

team of CCN staff and is done both in and outside the walls of the clinic, connecting in a setting most comfortable 

to the patient. Our integrated clinical and social support care model is comprised of nurses and social workers 

who help patients reach their goals by providing a linkage between primary care, wellness, prevention, self-

management and community services.  Our CCN Care Coordination services are a critical component to our 

Health Care Home (HCH) certified patient-centered care delivery model.   

 

The CCN offers integrated clinical and social support and work in concert with the patient’s Primary Care Provider, 
Specialists, the patient’s family, Health Coaches and other care team members.  
 

Our Target Population: 

• High ED utilization (> 4 in past year) 

• High IP utilization (> 2 in the past year) 

• Predicted future cost of care > $25,000 

• Multiple chronic conditions 

• Complex social needs 

Our Enrolled Population: 

• Average age is 67 (range of 2-100) 

• 45% have diabetes or prediabetes 

• 59% have depression and/or anxiety  

• Average 22% decrease in charges after one 

year enrolled (n=138) 

 

Annual program evaluation shows large decreases in total charges and inpatient and emergency department 

utilization over a patient’s baseline that are sustained over time.  The baseline measurements consist of charges 

or utilization incurred in the 365 days prior to program enrollment.  

 

For patients enrolled in the program for 

three or more years, a 35.7% decrease in 

total charges was observed after one year in 

the program.  At three years, the population 

held at a 31.4% decrease over baseline.  This 

same population averaged a baseline of over 

$59,000 total charges per patient.  At one 

year in the program, this figure dropped to 

$38,000.  

 

 

 

 

 

 

For patients with Emergency Department visits during their baseline period who were enrolled in the program  

for three or more years, a 32.6% decrease in ED visits were observed after only one year in the program.  At 

three years, the population was at a 37.0% decrease over the baseline.   This same population averaged 5.1 
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Community Care Network (CCN) Care Coordination Services 

Patient Success Story: An 84-year-old patient was referred to CCN with moderate to severe dementia.  This individual 

had 34 emergency room visits in the previous year.  The emergency room physician was quick to highlight most visits 

were abdominal pain due to constipation.  After working with her family and connecting the patient to the appropriate 

community resources, 34 emergency room visits were decreased to one visit the next year. 



ED visits per patient in 365 days prior to their admission.  At three years of program participation, they 

averaged 3.2.   

 

For patients with Inpatient stays in 

their baseline period who had 

been enrolled three or more years, 

we observed a 54.6% decrease in 

Inpatient stays over the baseline.  

At three years, a 65.9% decrease 

over baseline Inpatient visits was 

observed. 

 

 

Partnering for Success 

Out of Winona Health’s longstanding relationship with Winona State University grew a unique collaborative 

opportunity with the Community Care Network.  When the CCN was established in 2013, a student health 

coaching class was initiated at this partner institution resulting in a new class of trained student health coaches 

each semester.  As a compliment to the care coordination services provided out of the clinic, these student 

coaches fulfill a 1-2 semester practicum afterwards by being paired with patients enrolled in the program.  In 

weekly home visits, they offer the opportunity for socialization and support in achieving patient’s personal 
goals.  CCN staff currently supervise 63 student health coaches, with an additional 32 expected to complete 

their training in the Spring of 2018.  

 

Patient Satisfaction 

Winona Health has achieved high satisfaction in patients enrolled in the 

CCN.  In 2017, an internal study of satisfaction with CCN services 

surveyed 31% of actively enrolled patients. Over 95% of respondents 

reported that they would recommend the program to their friends and 

family.  Similarly, in survey respondents that had received student 

health coaching, 94% were satisfied or very satisfied with the support they received to reach their personal 

goals.  The CCN staff foster strong and trusting relationships with their patients that promote self-

empowerment and deliver positive results.  

 

Recognition of Program Excellence at the National, State and Local Level 

• Highlighted in Diversity and Inclusion in the Healthcare Industry, “Diversity Best Practices.” (2018) 
• One of three winners of the Minnesota Department of Health (MDH) Health Care Homes Innovation 

Award (2018) 

• Among four hospital volunteer programs nationwide recognized by the American Hospital Association 

(AHA) Award for Volunteer Excellence (2016).  

• The Community Care Network received the Minnesota Hospital Association (MHA) Community Benefit 

Award (2015).  
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“I wish I would have had it years 

ago. I'm not number 25 on their 

list for the day. They make me 

feel like I am number 1!” 

Patient Success Story: 67-year-old patient expressed to CCN staff, “I’ve been looking for someone like you.”  In 
the previous year she had been hospitalized at least one week every month at different hospitals.  She struggled 

with her health, but talked mostly about financial issues, family problems, housing, and other social concerns.  

After receiving CCN services, the patient is now working, volunteering, and socializing in the community.  Her 

physical health is the best it has been in the last three years. 


