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Excess patients days are an evergreen hospital challenge

Individual avoidable days add up to more than one-fifth of all hospital days

Source: CMS, Advisory Board Analysis; Post-Acute Care Collaborative interviews and analysis. 1) Data  from Medicare Fee-for-Service Claims from Q1 2018 to Q4 2018.
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Avoidable hospital days pose challenges and opportunities for post-acute providers

The magnitude of avoidable days1

Post-Acute CareHospital

Challenge

Opportunity

Negative financial implications

Avoidable days create bed 
scarcity, potentially resulting in 
missed revenue. Additionally, 
extra patient increase labor and 
facility costs.

Challenge

Opportunity

Reduced reimbursement

Inability to quickly backfill 
empty beds reduces total 
reimbursement for              
post-acute providers.  

Increased volumes

Post-acute providers who help 
hospitals reduce avoidable 
days solve a tangible problem 
and create a path for 
additional referrals. 

Improving margins

Hospitals that can reduce 
avoidable days stand to benefit 
from revenue gains due to new 
patients and/or decreased 
operational expenses.

Avoidable hospital days are extra days patients spend in the acute care setting relative to national averages 

due to clinical or discharge related delays. Excess hospital days negatively impact financial performance by 

increasing a patient’s average length of stay and, in turn, hospital operational costs. 

The impact of excess hospital days isn’t localized to acute care providers. As hospitals grapple with the 

effects of longer lengths of stay, downstream partners like post-acute providers face the consequences   

such as delayed intake, poorly timed transitions, and lost volumes or post-acute days. 
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Of hospital 
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Understanding the data methodology

1) Assumes a Standard 300 Bed Hospital.

2) Fee-For-Service.

3) Geometric Mean Length of Stay. 

4) Diagnosis Related Group.

Data analysis methodology

Data Set

Timeframe

Methodology

Representative avoidable days equation

9.4M 86
Avoidable days Regional-sized hospitals, 

full for an entire year

CMS Standard Analytical Files 
(SAF) which include 100% 
Medicare FFS2 claims data. 

Medicare FFS claims 
data from Q1 2018 to 
Q4 2018.

Length of stay compared to 
GMLOS3, which is determined by 
multiplying all of the length of stay 
values and then taking the Nth root, 
where N is the number of values. 

In order to reduce avoidable days, hospitals must understand the underlying causes contributing to excess days.      
The remainder of this research note will assess avoidable days in relation to clinical conditions, readmission rates, and 
discharge disposition. 
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Avoidable days

Avoidable days for all DRGs seen per 

hospital are summed to calculate total 

avoidable days per hospital.

In 2018, 9.4 million avoidable hospital days occurred—the equivalent of maintaining staff, beds, and resources 
at 86 regional-sized hospitals1 for an entire year. Additionally, keeping patients in the hospital longer than 
necessary increases risks of hospital acquired conditions and delays necessary post-acute treatments. 

Source: CMS, Advisory Board Analysis; Post-Acute Care Collaborative interviews and analysis. 

The box below summarizes the avoidable days calculation methodology. Average length of stay for a specific 
condition per hospital is compared to national averages to calculate the total number of avoidable days. 

Excess days reveal substantial deviation from average length of stay

https://www.advisory.com/
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Avoidable days ubiquitous across service lines and hospitals

1) Fee-for-Service.

Medicare FFS1, Q1 2018-Q4 2018

Share of avoidable days by service line

Share of avoidable days by hospital per 1000 cases

Medicare FFS, Q1 2018-Q4 2018
n = 3,342 hospitals

71%

29%

Greater than or equal to 500

Less than 500

Avoidable days are prevalent across all patient types and conditions

Although inefficient service lines with long lengths of stay may seem like the primary source of excess days, 
national data shows that 19% or more days are avoidable for each major service line. As such, avoidable days 
are commonplace across hospital departments and the source of delays likely extends beyond clinical condition. 

Avoidable days aren’t just a challenge for certain hospitals—such as regional referral centers with capacity 
issues. Rather, 71% of hospitals have at least 500 avoidable days per 1,000 cases. In practice, this means that 
patients at most hospitals are spending, on average, at least half a day longer than necessary in acute care.  

Takeaway #1

Majority of hospitals are fraught with avoidable daysTakeaway #2

Source: CMS, Advisory Board analysis; Post-Acute Care Collaborative interviews and analysis. 
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Deterring readmissions? Think again

Aggregate data shows impact of avoidable days on readmissions is negligible

1) Each grey dot represents a single hospital. The hospital’s average avoidable days per 1000 

cases are on the X-axis and their average 30-day readmission rate is on the Y-axis.

2) Fee-For-Service.

3) Values greater than 50% not displayed due to outliers. 
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0.058

Longer hospital stays are not reducing hospital readmission rates

30 day readmission rates vs. avoidable days per 1000 cases1

30-day 

readmission 

rate3

Takeaway #3

Anecdotal evidence suggests select hospitals may be keeping patients in acute settings longer to improve patient 
stability with the hopes of reducing readmissions down the line. In the chart below, each dot represents one short 
term acute care hospital’s average avoidable days per 1000 cases and corresponding 30-day readmission rates. 
Statistical analysis of this correlation demonstrates that a longer acute care stay does not lower readmission risk. 

The R2 value (the coefficient of determination) explains how much of the 
variability in the Y-variable can be explained by the X-variable. Values 
range from 0 to 1, with 0 indicating no correlation and 1 indicating perfect 
correlation between the two variables.

In the graph above, the R-squared value of avoidable days versus 
readmission rates is approximately 0, demonstrating that avoidable 
days have a negligible impact on 30-day readmission rates.   

Understanding R2 values

Source: CMS, Advisory Board analysis; Post-Acute Care Collaborative interviews and analysis. 

https://www.advisory.com/
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Discharge disposition is the best predictor of avoidable days

1) LTACH, IRF, SNF, Hospice, or Home Health.

2) Fee For Service.

3) Geometric mean length of stay is calculated for each setting to determine the share of 
avoidable days per discharge setting. For example, SNF length of stay is only compared 

to SNF GMLOS to determine avoidable days for SNFs.

4) Without Post-Acute Services. 

Discharged to a PAC setting
Discharged home4

Site-of-service GMLOS3, Q1 2018-Q4 2018 

Discharge

setting

Total number of 

inpatient days

Total number of 

avoidable days

Share of days     

deemed avoidable 

Hospice 2,136,936 627,737 29.4%

LTACH 1,131,965 262,798 23.2%

Home Health 4,771,445 1,093,327 22.9%

IRF 2,089,136 470,343 22.5%

SNF 12,151,939 2,415,060 19.9%

Discharges to post-acute settings disproportionately contribute to avoidable days 

Avoidable hospital days by discharge setting

Opportunities to reduce avoidable days exist for all post-acute settings

Takeaway #4

Takeaway #5

The majority of avoidable hospital days occur prior to a post-acute transition. Although the 
underlying cause of avoidable days varies by discharge setting, improving transitions to                     
post-acute settings represent a substantial opportunity for providers to reduce avoidable days. 

41% of Medicare patients are discharged to a post-acute setting1. Despite being the minority of patients, this 
group makes up 76% of total avoidable days. Even accounting for patient acuity by comparing length of stay 
to the average length of stay for each site of service, discharges to post-acute care still make up 55% of total 
avoidable days. The disparity in share of avoidable days between patients going home versus to post-acute 
care demonstrates that this is an area for health systems and post-acute providers to reduce avoidable days. 

Source: CMS, Advisory Board Analysis; Post-Acute Care Collaborative interviews and analysis. 

Post-hospital discharge setting,

all patients

Medicare FFS2, Q1 2018-Q4 2018

41%

59%

Discharge Destination

Share of days deemed avoidable,

all patients

Medicare FFS, Q1 2018-Q4 2018

24%

76%

45%
55%

Avoidable days adjusted by 
site-of-service GMLOS3

Avoidable days based on 
national benchmarks 

https://www.advisory.com/


advisory.com7© 2019 Advisory Board • All rights reserved

Executive summary

Avoidable days insights to share with your leadership team

1) Fee-For-Service. Source: CMS, Advisory Board Analysis; Post-Acute Care Collaborative interviews and analysis. 

Avoidable days are not linked to diagnoses

At least 19% or more days are considered avoidable across all service lines. This means that clinical 
condition alone cannot account for the prevalence of avoidable hospital days. 

Majority of hospitals are fraught with avoidable days

71% of hospitals have at least 500 excess days per 1000 cases. Patients spend, at minimum, an extra 12 
hours in the acute setting at 71% of hospitals. Accordingly, most hospitals have room to reduce excess days. 

Longer hospitals stays are not lowering readmissions

Correlated analysis of 30-day readmission rates and the number of avoidable days demonstrate that 
keeping patients in the hospital longer than necessary does not lower readmission rates. 

Excess hospital days mostly occur prior to a post-acute transition

While 41% of all Medicare FFS1 cases are discharged to post-acute care, they account for 55% of all avoidable 
hospital days. Transitions to post-acute care represent the prime opportunity to reduce avoidable days. 

All post-acute settings share the burden of avoidable hospital days

Nearly 20% of days prior to post-acute transitions are avoidable. Providers looking to minimize these days 
should identify the underlying causes for each setting to develop appropriate interventions.

https://www.advisory.com/
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LEGAL CAVEAT

Advisory Board has made efforts to verify the accuracy of the information it provides to members. This report relies on data obtained from many 
sources, however, and Advisory Board cannot guarantee the accuracy of the information provided or any analysis based thereon. In addition, 

Advisory Board is not in the business of giving legal, medical, accounting, or other professional advice, and its reports should not be construed as 
professional advice. In particular, members should not rely on any legal commentary in this report as a basis for action, or assume that any tactics 

described herein would be permitted by applicable law or appropriate for a given member’s situation. Members are advised to consult with 
appropriate professionals concerning legal, medical, tax, or accounting issues, before implementing any of these tactics. Neither Advisory Board 

nor its officers, directors, trustees, employees, and agents shall be liable for any claims, liabilities, or expenses relating to (a) any errors or 
omissions in this report, whether caused by Advisory Board or any of its employees or agents, or sources or other third parties, (b) any 

recommendation or graded ranking by Advisory Board, or (c) failure of member and its employees and agents to abide by the terms set forth herein.

Advisory Board and the “A” logo are registered trademarks of The Advisory Board Company in the United States and other countr ies. Members are 

not permitted to use these trademarks, or any other trademark, product name, service name, trade name, and logo of Advisory Board without prior 
written consent of Advisory Board. All other trademarks, product names, service names, trade names, and logos used within these pages are the 

property of their respective holders. Use of other company trademarks, product names, service names, trade names, and logos or images of the 
same does not necessarily constitute (a) an endorsement by such company of Advisory Board and its products and services, or (b) an 

endorsement of the company or its products or services by Advisory Board. Advisory Board is not affiliated with any such company.

IMPORTANT: Please read the following.

Advisory Board has prepared this report for the exclusive use of its members. Each member acknowledges and agrees that this report and
the information contained herein (collectively, the “Report”) are confidential and proprietary to Advisory Board. By accepting delivery of this Report, 

each member agrees to abide by the terms as stated herein, including the following:

1. Advisory Board owns all right, title, and interest in and to this Report. Except as stated herein, no right, license, permiss ion, or interest of any 

kind in this Report is intended to be given, transferred to, or acquired by a member. Each member is authorized to use this Report only to the 
extent expressly authorized herein.

2. Each member shall not sell, license, republish, or post online or otherwise this Report, in part or in whole. Each member shall not disseminate 
or permit the use of, and shall take reasonable precautions to prevent such dissemination or use of, this Report by (a) any of its employees and 

agents (except as stated below), or (b) any third party.

3. Each member may make this Report available solely to those of its employees and agents who (a) are registered for the workshop or 

membership program of which this Report is a part, (b) require access to this Report in order to learn from the information described herein, 
and (c) agree not to disclose this Report to other employees or agents or any third party. Each member shall use, and shall ensure that its 

employees and agents use, this Report for its internal use only. Each member may make a limited number of copies, solely as adequate for 
use by its employees and agents in accordance with the terms herein.

4. Each member shall not remove from this Report any confidential markings, copyright notices, and/or other similar indicia herein.

5. Each member is responsible for any breach of its obligations as stated herein by any of its employees or agents.

6. If a member is unwilling to abide by any of the foregoing obligations, then such member shall promptly return this Report and all copies thereof 
to Advisory Board.
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