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Potentially Avoidable Hospitalizations

The Virginia Department of Health’s 2016-2020 Plan for Wellbeing identified
the reduction of potentially avoidable hospitalizations (PAHs) as a
measurable goal for improving the health of the Commonwealth’s citizens.

Conclusion

Our results indicate that potentially avoidable hospitalizations occur
disproportionately across payer categories. In contrast to prior work by
Stranges and Stock (2010), Medicaid patients were significantly more likely
to have avoidable hospitalizations than the privately insured in VA. Instead,
the rate of Medicaid hospitalizations that were avoidable resembled that

Data Summary

1. Nearly 12% of hospitalizations in our main sample were potentially avoidable.
Avoidable hospitalizations accounted for $951 million in charges.

2. More than one-third (36.7%) of all avoidable hospitalizations among 18-64 year-olds
were to Medicaid and uninsured patients; only 28.7% of all other hospitalizations
among 18-64 year-olds were to Medicaid patients and uninsured patients.

PAHs are hospitalizations for ambulatory care-sensitive conditions (ACSCs),
which are conditions that can be typically prevented with access to high

quality outpatient care that provides early intervention and limits
complications and disease severity. The most common diagnoses for PAHs are
chronic obstructive pulmonary disease and congestive heart failure, with short
term complications from diabetes becoming an increasingly greater
contributor (Fingar, 2015). The prevalence of PAHs in a community
commonly serves as an indicator of individuals’ access to effective primary
care and care coordination services (AHRQ, 2002). Not only do avoidable
hospitalizations suggest that there are deficits in healthcare access and
quality, they also impose unnecessary costs on both public and private payers.

3. About 1/7t of all hospitalizations for Medicaid patients aged 18-64 were avoidable.
Only about 1/12% of all hospitalizations for privately insured patients aged 18-64 were
avoidable. This is contrary to Stranges and Stoke’s national findings for the population
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4. The rate of avoidable hospitalizations per 100,000 population was 2.5 times higher for

Medicaid patients than for the uninsured.
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Medicaid population in addition to their current focus on expansion.

The differences in the avoidable hospitalization rates between privately-
insured patients and Medicaid patients may be due to differences in the type
of access and quality of care between the two populations, and/or
differences in the underlying health of both populations. Prior research
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This study builds on Stranges and Stock’s work, but uses Virginia data and makes
two important changes to the sample construction. First, we focus on
hospitalizations among the working-age adult population (18 to 64 year-olds), a
group that stands to be most impacted by state decisions about publicly-funded
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on the state which partially fund Medicaid, there is an incentive for
Virginia to improve access to ambulatory services.
2. To increase Medicaid patients’ access to healthcare, Virginia can invest in
higher Medicaid reimbursement rates, telemedicine, after hour services,
health education initiatives, nutritional support, and the coordination of
health services.
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unavoidable, dependent on factors other than primary care, and significantly
overrepresented in Medicaid hospitalizations. In Virginia, for example, Medicaid
pays for 30% of births (Kaiser Foundation, 2015). These sample changes allow for
a better comparison of Medicaid hospitalizations with privately-insured and
uninsured hospitalizations. As the Virginia legislature considers Medicaid
expansion, this study is important in understanding if a disproportionate share of
avoldable costs falls on the state and what Medicaid expansion could mean for
taxpayers.
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