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The Camden Coalition Care
Management Program Improved
Intermediate Care Coordination: A
Randomized Controlled Trial

ABSTRACT When a randomized evaluation finds null results, it is
important to understand why. We investigated two very different
explanations for the finding from a randomized evaluation that the
Camden Coalition’s influential care management program—which
targeted high-use, high-need patients in Camden, New Jersey—did not
reduce hospital readmissions. One explanation is that the program’s
underlying theory of change was not right, meaning that intensive care
coordination may have been insufficient to change patient outcomes.
Another explanation is a failure of implementation, suggesting that the
program may have failed to achieve its goals but could have succeeded if
it had been implemented with greater fidelity. To test these two
explanations, we linked study participants to Medicaid data, which
covered 561 (70 percent) of the original 800 participants, to examine the
program’s impact on facilitating postdischarge ambulatory care—a key
element of care coordination. We found that the program increased
ambulatory visits by 15 percentage points after fourteen days
postdischarge, driven by an increase in primary care; these effects
persisted through 365 days. These results suggest that care coordination
alone may be insufficient to reduce readmissions for patients with high
rates of hospital admissions and medically and socially complex
conditions.

T
here is considerable academic and
policy interest in programs de-
signed to improve the care of pa-
tients with high health care use
and complex medical and social

needs—so-called super-utilizers of the health
care system.1 Motivated by the premise that the
health care system is confusing to navigate and
poorly suited to these patients, many of these
programs attempt to connect patients to existing
services and to manage their care, often in the
wake of a transition (such as discharge from the
hospital to home).2 The hope is that such inter-
ventions may both improve patients’ health and

well-being and reduce systemwide costs, as
health care costs are heavily concentrated, with
5 percent of the population accounting for
50 percent of spending in a given year.3

The Camden Coalition’s Camden Core Model
(hereafter “the program”) is an exemplar of this
care coordination approach. It has received na-
tional recognition for its innovative and compre-
hensive approach to care coordination and
serves as a model for super-utilizer programs
elsewhere.4–7 It targets people with complex
medical and social needs who have frequent hos-
pital admissions; the eligible population is only
0.5 percent of the Camden, New Jersey, popula-
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tion but accounts for 11 percent of its hospital
expenditures.8 Many have substance use disor-
ders, mental illnesses, and chronic health con-
ditions and also lack stable housing or other
basic supports. The overwhelming majority are
Black, Latino/a, or other people of color. The
program provides a high-touch, face-to-face
model of care designed to engage patients and
connect them to appropriate medical care, exist-
ing governmental benefits, and community-
based services. Its goal is to break the cycle of
repeat hospitalizations, improve patients’ well-
being, and reduce health care costs.
Early observational studies of its impact were

promising.9,10 However, a four-year, prospective,
800-person randomized evaluation of the pro-
gram found that it failed to reduce hospital re-
admission rates within 180 days of discharge
(the trial’s primary outcome) or related out-
comes, such as number of readmissions or any
readmission over other time horizons.8 These
results attracted considerable attention, spawn-
ing debate among researchers and practitioners
about their meaning.11–16

Two broad explanations were suggested for
why the program did not reduce hospital re-
admissions. One was that the program’s theory
of change is not right and that coordinating care
and connecting patients to existing resources
may be insufficient to change outcomes, partic-
ularly for complex cases. Jeffrey Brenner, the
founder of the Camden Coalition, offered this
explanation in response to the results, telling
the New York Times, “Care coordination is neces-
sary but insufficient to fix thehealth careof these
patients [when patients need housing and other
supports]. …We’re coordinating to nowhere, es-
sentially.”17 Others went further, arguing that
short-term care coordination could never ad-
dress decades of trauma, complexity, and depri-
vation.15,18

A second, very different explanation focused
on implementation, suggesting that the pro-
grammay have failed to achieve its intermediate
care coordination goals, such as getting follow-
up appointments for patients shortly after dis-
charge. In this view, the coordination approach
could succeed if it were implemented with great-
er fidelity. Although randomized trials of this
type of care coordination have mixed re-
sults,1,8,19–25 some have found reductions in hos-
pital use in high-need, high-cost populations,
albeit ones with lower complexity and hospital
use levels than those the Camden program
targets.21,24,25

Because the original study only measured re-
admissions, it could not distinguish between
these explanations. Both are plausible. As noted
in the original trial, two program goals—a home

visit from program staff within five days and a
provider visit within seven days—were met only
28 percent of the time.8 At the same time, it
may be that for this particularly high-need, com-
plex population, better coordination of existing
resources is insufficient.
To shed light on these alternative explana-

tions, we linked trial participants to their Med-
icaid records on nonhospital care. We also ana-
lyzed the effect of the program on emergency
department (ED) use, which is an additional
measure of potentially avoidable care that was
not analyzed in the original trial.
We focused on the program’s impact on in-

creasing timely access to ambulatory (out-
patient) office-based care. Although ambulatory
care was not the only element of the model, the
original researchers,26 the Camden Coalition,27,28

and outside experts11,29–31 all recognized its cen-
trality to the theory of change for reducing re-
admissions in this and other postdischarge care
management programs, particularly for the
highest-risk patients.32 The extent to which the
program increased patients’ use of ambulatory
care relative to the control group is an open
question because data for both treatment and
control groups were not available in the original
trial. A priori, there is reason for skepticism, as
the program goals of timely postdischarge visits
were only partially met and the Camden Coali-
tion simultaneously led a citywide effort to in-
crease timely postdischarge visits for all pa-
tients.8,27

We leveraged the randomized trial to estimate
the effect of the program on measures of care
coordination. Evidence showing no meaningful
improvement in ambulatory carewould raise the
possibility that a similar programwith improved
implementation might be able to reduce re-
admissions in this population. However, a find-
ing that the programmeaningfully increased the
use of ambulatory care would suggest that care
coordination alonemight not be a sufficient tool
to reduce hospitalizations in this population.

Study Data And Methods
Analyses were prespecified on ClinicalTrials.gov
(NCT02090426) and the American Economic
Association registry (AEARCTR-0000329) be-
fore the study team received the Medicaid data.
The study received Institutional Review Board
approval from Rutgers University, Cooper Uni-
versity Hospital (the primary recruiting hospi-
tal, to whichMassachusetts Institute of Technol-
ogy ceded review), Rowan University, and the
National Bureau of Economic Research. Non-
prespecified outcomes are marked in the exhib-
its, and changes from the planned analysis are
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described in the online appendix.33 Additional
detail on data and methods is in the appendix;33

details on the implementation of the trial proto-
col were published with the original trial.8

Design And Participants Eight hundred par-
ticipants were recruited in the hospital and ran-
domly assigned in equal proportions to receive
either the Camden Core Model or usual care (a
printed discharge plan) after hospital discharge.
Inclusion criteria sought to identify patients
with complex health and social needs. These cri-
teria required patients to be adults living in
Camden with at least one hospital admission in
the prior six months; at least two chronic con-
ditions; and at least two additional measures of
complexity, such as having five or more out-
patient prescriptions, havingdifficulty accessing
services, lacking social support, orhaving amen-
tal health comorbidity, substance use disorder,
or homelessness. Enrollment ran from June 2,
2014, to September 13, 2017.

Intervention After discharge, patients in the
treatment group received care management for
an average of approximately ninety days from
a multidisciplinary team of Camden Coalition
staff, including registered nurses, social work-
ers, licensed practical nurses, and community
health workers. The care team met patients in
their homes and sought to support them in the
self-identification of goals, cultivate trusting re-
lationships, help with disease and medication
management, schedule and accompany them
to primary and specialty care visits, and connect
themwith social services and other programs.8,34

Data And Sample We obtained New Jersey
Medicaid enrollment, claims, and encounter
data from the period 2013–19 from the Rutgers
Center for State Health Policy. These records
included inpatient,ED, outpatient, durablemed-

ical equipment, and prescription claims for
the subset of the trial population enrolled in
Medicaid.
We restricted ourmain analysis to the 561 peo-

ple (281 in the treatment group and 280 in the
control group) enrolled in Medicaid at trial en-
rollment, which made up 70 percent of the trial
population. Appendix exhibit A1 provides a par-
ticipant flow diagram.33

We supplemented these data with three other
data sources: a baseline survey (conducted be-
fore randomization) that recordedadditional de-
mographic information; the original trial hospi-
tal discharge data from the four Camden-area
hospitals, which provided an alternative source
of inpatient data for the full trial sample; and
uniformbillingdata from theNewJerseyDepart-
ment of Health, which provided an alternative
source of ED data for the full trial sample.
Outcomes The primary outcome was an am-

bulatory office visit within fourteen days of dis-
charge. We chose this because an office visit
shortly after discharge was one of the key ways
in which the program tried to prevent readmis-
sions.We chose fourteen rather than seven days
to better capture the implementation realities of
the program, as the seven-day goal was relatively
arbitrary, but overall timeliness was important.
Secondary outcomes examined additional time
horizons from 7 to 365 days, other measures of
ambulatory care (the number of ambulatory vis-
its, as well as measures of primary care and spe-
cialty care, which are mutually exclusive and ex-
haustive subsets of ambulatory care), home
health care visits (distinct from home visits con-
ducted by the program), durable medical equip-
ment, and prescription drugs. Although not pre-
specified, we also examined effects on chronic
prescriptions, excluding acute medications that
may be less affected.
We also examined ambulatory visits to the ED

(visits that did not result in an inpatient admis-
sion) and hospital readmissions, using both the
Medicaid data and administrative data covering
the full trial sample. (Appendix exhibit A5 pro-
vides more detail on variable construction.)33

Statistical Analysis We used multivariable
linear regression to compare outcomes between
those randomly assigned to receive the program
and those randomly assigned to the control
group. To increase precision, we included the
same prespecified controls used in the original
trial: age (grouped in five-year increments),
male sex, Black non-Latino/a, Latino/a, and lags
of the dependent variable measured as the num-
ber of the given type of visit 0–6 months and
7–12 months before the index admission—the
hospital admissionwhere patients were enrolled
in the trial.8 We used heteroskedasticity-robust

Care coordination
alone, even when
implemented well, is
insufficient to reduce
hospitalizations for
this complex
population of high-
need patients.
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standard errors and two-sided tests with
α ¼ 0:05 and reported per comparison p values.
In the appendix,33 we report p values adjusted for
testing multiple comparisons.35

Limitations We acknowledge several limita-
tions. Our measures of implementation success
were imperfect. Thiswasamultifaceted interven-
tion, and it is not clear that there was a single
most important measure. In addition, we could
not measure the quality of ambulatory care re-
ceived or the quality of the services provided by
Camden Coalition staff. The study targeted het-
erogeneous participants; we were unable to as-
sess an alternative explanation that enrollment
criteria were too broad or investigate heteroge-
neous treatment effects, given the sample size.

Study Results
Sample Characteristics Compared with the
full trial sample, trial participants matched to
Medicaid data were slightly younger and more
likely to receive a mental health diagnosis at the
index admission. Otherwise, the Medicaid anal-
ysis sample appears to have been largely similar
to the full trial sample (appendix exhibit A2).33

Within the Medicaid subsample, prerandomiza-
tion characteristics—including prior health care
use, sex, race, and age—werebalanced.Medicaid
enrollment remained high for both treatment
and control groups after trial enrollment (the
meanpatientwas enrolled for 169of the 180days
postdischarge), and length of enrollment was
not affected by treatment status (appendix ex-
hibits A3 and A4).33

Hospital Outcomes Exhibit 1 shows results
for having any hospital readmissions and ambu-
latory ED visits 180 days after discharge in both
the full trial sample and the Medicaid sample.
(Appendix exhibit A6 displays results for num-

ber of readmissions and ED visits.)33 The full
sample null effects on readmission were previ-
ously reported.8 The 180-day readmission rate in
the control group was 61.7 percent in the full
sample and 66.8 percent in the Medicaid analy-
sis sample; we continued to findno effect on 180-
day readmission rates in the Medicaid analysis
sample (estimated effect, −3.32 percentage
points; p ¼ 0:40). Results for the Medicaid anal-
ysis sample were similar when they were ana-
lyzed using other data or measures of inpatient
admissions (appendix exhibit A7).33

The program also had no effect on the propor-
tionofpatientswithanEDvisit (exhibit 1). These
results have not been previously reported; they
were prespecified but not included in the origi-
nal trial because the data were not then avail-
able.8 For the full sample, 61.8 percent of the
control group and 62.4 percent of the treatment
group had an ED visit in the 180 days after dis-
charge(estimatedeffect, 2.49percentagepoints;
p ¼ 0:48). For the Medicaid sample, these num-
bers were 53.6 percent and 54.1 percent, respec-
tively (estimated effect: 1.3 percentage points;
p ¼ 0:75). Levels of ED use were lower when
measured in Medicaid data; however, the null
estimates were robust to the choice of data sets,
as well as to alternative measures of ED visits
(appendix exhibit A8).33

Ambulatory Outcomes Exhibit 2 presents
results on the amount and timeliness of ambula-
tory care for theMedicaid sample.We found pos-
itive and statistically significant effects on the
amount of ambulatory care received immediately
after discharge; these effects persisted through-
out the 365-day follow-up period. (Appendix
exhibit A11 shows similar results from a Cox
proportional hazards model, and appendix ex-
hibit A12 shows that results were robust to re-
stricting to ambulatory visits that involved a

Exhibit 1

Effect of the Camden Core Model on inpatient readmissions and emergency department (ED) visits, full trial and Medicaid samples, 2014–18

Control
mean (%)

Treatment
mean (%)

Treatment
effecta 95% CI p value

Any inpatient readmissions 180 days after discharge
Full trial sample (n ¼ 782, HDD) 61.70 62.34 0.82 −5.97, 7.61 0.81
Medicaid sample (n ¼ 561) 66.79 63.35 −3.32 −11.09, 4.45 0.40

Any ambulatory ED visits 180 days after discharge
Full trial sample (n ¼ 726, UB) 61.81 62.43 2.49 −4.36, 9.34 0.48
Medicaid sample (n ¼ 561) 53.57 54.09 1.3 −6.76, 9.36 0.75

SOURCE Authors’ analysis of data from New Jersey Medicaid, hospital discharge data (HDD) provided by the Camden Coalition, and New Jersey Department of Health
uniform billing data (UB). NOTES We regressed indicators for any readmissions and any ambulatory ED visits in the 180 days after discharge from the index admission on
an indicator for treatment and prespecified covariates (the number of readmissions or ED visits 0–6 and 7–12 months before the index admission and indicators for age
grouped in 5-year increments, male sex, Black non-Latino/a, and Latino/a). Days after discharge were computed on the basis of readmission or ED visit start dates and
index admission discharge dates. The 95% confidence intervals and p values were calculated with the use of heteroskedasticity-robust standard errors. aPercentage
points.
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physician, rather than a nurse or midlevel pro-
vider.)33

The first panel of exhibit 2 shows results for all
ambulatory visits, which include both primary
and specialty care. For our primary outcome,
27.1 percent of the control group had an ambu-
latory visit within fourteen days of discharge.
The program increased this probability by
15.3 percentage points (p < 0:001), a 56.5 per-
cent relative increase. At 180 days after dis-
charge, the program increased the probability
of having an ambulatory visit by 10.7 percentage
points (p ¼ 0:002), a 14.7 percent increase rela-
tive to the control mean of 73.2 percent. At 365
days after discharge, the program increased the
probability of having an ambulatory visit by
7.5 percentage points (p ¼ 0:01), a 9 percent in-
crease relative to the control mean of 82.5 per-
cent. The control group had an average of 3.6
visits after 180 days and 6.7 visits after 365 days.

The program increased the average number of
ambulatory visits by 0.9 visits after 180 days
(p ¼ 0:003) and 1.2 visits after 365 days
(p ¼ 0:03).
Exhibit 2 also shows results separately for pri-

mary care and specialist visits. The increase in
the probability of any ambulatory visit by four-
teen days was driven entirely by the increase in
the probability of a primary care visit (15.2 per-
centage points, p < 0:001). By 180 days, the pro-
gram had increased the probability of both any
primary care visit (11.7 percentage points,
p ¼ 0:002) and any specialist visit (13.3 percent-
age points, p ¼ 0:001).
Primary care accounted for about two-thirds

of the increase in the amount of care over 180
days. After 180 days, the program had increased
the number of primary care visits by 0.62
(p ¼ 0:001), or about 32 percent relative to the
control group, and the number of specialty care

Exhibit 2

Effect of the Camden Core Model on ambulatory office visits, overall and by primary or specialty care use, Medicaid sample
only, 2014–18

Control
mean

Treatment
mean

Treatment
effecta 95% CI p value

All ambulatory office visits
14 days after dischargeb

% with any 27.14 42.35 15.33 7.79, 22.86 <0.001
180 days after discharge
% with any 73.21 83.63 10.73 4.04, 17.42 0.002
No. of visits 3.56 4.58 0.94 0.32, 1.56 0.003

365 days after dischargec

% with any 82.50 90.04 7.45 1.78, 13.11 0.01
No. of visits 6.72 8.22 1.23 0.12, 2.34 0.03

Primary care visits
14 days after discharge
% with any 18.93 33.10 15.21 8.38, 22.03 <0.001

180 days after discharge
% with any 61.07 71.89 11.73 4.36, 19.11 0.002
No. of visits 1.95 2.48 0.62 0.25, 0.98 0.001

365 days after dischargec

% with any 70.36 79.36 9.13 2.14, 16.12 0.011
No. of visits 3.50 4.20 0.76 0.14, 1.39 0.017

Specialist visits
14 days after discharge
% with any 12.14 16.73 3.53 −2.28, 9.35 0.235

180 days after discharge
% with any 52.5 66.55 13.32 5.38, 21.26 0.001
No. of visits 1.60 2.10 0.34 −0.05, 0.73 0.092

365 days after dischargec

% with any 66.43 77.94 11.47 4.12, 18.83 0.002
No. of visits 3.22 4.02 0.45 −0.29, 1.20 0.232

SOURCE Authors’ analysis of data from New Jersey Medicaid. NOTES We regressed indicators for any visits or the number of visits
occurring within various periods after discharge from the index admission for the 561 study participants enrolled in Medicaid at trial
enrollment on an indicator for treatment and prespecified covariates (the number of visits 0–6 and 7–12 months before the index
admission and indicators for age grouped in 5-year increments, male sex, Black non-Latino/a, and Latino/a). Days after discharge were
computed on the basis of visit start dates and index admission discharge dates. The 95% confidence intervals and p values were
calculated with the use of heteroskedasticity-robust standard errors. aPercentage points for percent rows. bPrimary outcome.
cOutcomes that were not prespecified.
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visits by 0.34 (p ¼ 0:09), or about 21 percent
relative to the control group.
Exhibit 3 shows ambulatory results graphical-

ly, displaying the mean number of visits for pri-
mary and specialty care over time for a range of
days after discharge (from 7 to 365 days). Visits
of both types increased over time for both treat-
ment and control groups. The program impact
on the number of visits increased in magnitude
over time for both visit types, with the largest
differences found at 365 days. For primary care,
the statistically significant increase in the num-
ber of visits for the treatment group relative to
the control group appeared at seven days and
persisted through 365 days. The increase in the
number of specialty care visits took longer to
appear and was not consistently statistically sig-
nificant at the 5 percent level (only at nine-
ty days).
There was no effect on home health care use,

which was very low in this population. Only
about 2 percent of the control group used any
home health care in the 180 days postdischarge.
(Appendix exhibits A9 and A10 contain the

complete set of ambulatory and home care out-
comes.)33

Durable Medical Equipment And Prescrip-
tion Drug Outcomes Exhibit 4 displays results
for durable medical equipment and prescription
drugs. The program increased the proportion of
people who had received any durable medical
equipment 180 days after discharge by 12.4 per-
centagepoints (p ¼ 0:001), a 42percent increase
relative to the control mean. However, the pro-
gram had no effect on the number of unique
items dispensed (estimated effect, 0.01;
p ¼ 0:98). Appendix exhibit A14 illustrates that
no single category of durablemedical equipment
drove the increase, and appendix exhibit A15
plots the distribution of the number of unique
durable medical equipment items.33

The program also had no effect on the share of
patients receiving any prescriptions or the num-
ber of unique prescriptions dispensed 180 days
after discharge (exhibit 4). The program in-
creased the number of unique chronic prescrip-
tions by 0.40 from a control mean of 2.24
(p ¼ 0:04); however, the resultwas substantively

Exhibit 3

Effect of the Camden Core Model on the number of primary and specialty care visits over time, 2014–18

SOURCE Authors’ analysis of data from New Jersey Medicaid. NOTES Adjusted treatment means were computed as the control mean
plus treatment effect from linear regressions of the outcome on an indicator for treatment and prespecified covariates (the number of
visits 0–6 and 7–12 months before the index admission and indicators for age grouped in 5-year increments, male sex, Black non-
Latino/a, and Latino/a) for the 561 study participants enrolled in Medicaid at trial enrollment. Days after discharge were computed on
the basis of visit start dates and discharge dates for the index admission. We show 95% confidence intervals (whiskers) on the treat-
ment effect calculated from heteroskedasticity-robust standard errors. Seven-, 30, and 365-day outcomes were not prespecified.
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small, was not prespecified, and was not robust
to the removal of controls or adjusting for
multiple hypothesis testing (appendix ex-
hibit A13).33

Discussion
The Camden Core Model increased the use of
ambulatory care immediately after hospital dis-
charge, and this effect persisted throughout the
365-day follow-up period. The timing of effects
followed an intuitive pattern, with an immediate
increase inprimary care visits followedby amore
gradual increase in specialist visits. In the ab-
sence of the program, very few patients received
timely ambulatory care. Only 27 percent of the
control group met with a provider after two
weeks, and even after six months, fewer than
three-quarters had done so. The program in-
creased the share that met with a provider to
42 percent after two weeks and 84 percent after
sixmonths. The program also increased the like-
lihood of receiving durable medical equipment
but did not reduce ED visits or increase the num-
ber of prescription medications.
Implementation was far from perfect. More

than half of the participants did not receive a
postdischarge office visit within fourteen days.
However, the increase in ambulatory care was
similar to what other care coordination pro-
grams have achieved. For example, the Individu-
alizedManagement forPatient-CenteredTargets
community health worker intervention, which
serves high-cost, high-need patients (although
patients with needs that are less costly and com-
plex than those of the Camden population), was
designed to connect patients to primary care
after discharge and has been cited as a successful

counterexample of complex care coordination in
light of the null result of the Camden trial.14 A
randomized evaluation found that this interven-
tion increased the proportion of recently dis-
charged patients with a primary care visit within
fourteen days by 12 percentage points from a
baseline of 48 percent.22 In comparison, the
Camden Core Model increased this proportion
by 15 percentage points from a lower baseline of
19 percent. The Individualized Management for
Patient-Centered Targets intervention also did
not reduce readmissions across three evalua-
tions.22–24

Other studies of programs designed to in-
crease ambulatory care in less complex patient
populations have found similar-size effects. A
randomized trial of discharge planning for older
adults with high readmission risk found a 17.5-
percentage-point increase in follow-upphysician
visits within thirty days from a higher baseline.36

A randomized trial of cash incentives to encour-
age primary care visits among low-income previ-
ously uninsured adults likewise found increases
of 9–12 percentage points in having any visit in
six months in a setting where 62 percent of the
control group achieved a visit.37

Although it is of course possible that a pro-
gram that increased ambulatory care even more
might also reduce readmissions, it is noteworthy
that the current program was unable to do so
despite achieving increases in ambulatory care
that have been considered successful in other
contexts. We similarly did not observe changes
in additional services such as home health, pre-
scriptions, or durable medical equipment that
might suggest office visits as a key to increasing
other forms of care.
We therefore interpret our findings as consis-

Exhibit 4

Effect of the Camden Core Model on durable medical equipment and prescriptions, Medicaid sample only, 2014–18

Control
mean

Treatment
mean

Treatment
effecta 95% CI p value

Durable medical equipment, 180 days after discharge
% with any 29.29 43.06 12.39 4.82, 19.95 0.001
No. of unique durable medical equipment items 1.28 1.44 0.01 −0.48, 0.49 0.976

Prescriptions, 180 days after discharge
% with any 76.43 78.65 2.22 −4.05, 8.49 0.489
% with any chronic prescriptionsb 54.74 60.74 6.28 −0.86, 13.43 0.085
No. of unique prescriptions 12.43 13.49 1.03 −0.52, 2.59 0.194
No. of unique chronic prescriptionsb 2.24 2.63 0.40 0.01, 0.79 0.042

SOURCE Authors’ analysis of data from New Jersey Medicaid. NOTES We regressed indicators for any durable medical equipment or prescriptions or the number of unique
durable medical equipment items or prescriptions dispensed after the index admission for the 561 study participants (except where otherwise noted) enrolled in Medicaid
at trial enrollment on an indicator for treatment and prespecified covariates (the number of durable medical equipment items or prescriptions 0–6 and 7–12 months
before the index admission and indicators for age grouped in 5-year increments, male sex, Black non-Latino/a, and Latino/a). Days after discharge were computed on the
basis of claim start dates and index admission discharge dates. The 95% confidence intervals and p values were calculated with the use of heteroskedasticity-robust
standard errors. aPercentage points for percent rows. bChronic outcomes were not prespecified. Sample size was lower for chronic outcomes (526) because we dropped
patients who had pharmacy claims but for whom we were unable to classify any of their prescriptions as either chronic or acute.
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tent with the view that care coordination alone,
even when implemented well, is insufficient to
reduce hospitalizations for this complex popu-
lationof high-needpatients. Consistentwith this
interpretation, theCamdenCoalitionandseveral
large health systems are actively incorporating
other supplemental supports into their care
managementmodels, such as providing housing
and legal services, as part of a greater focus on
nonclinical support.28,38,39 Randomized evalua-
tions of these efforts would be valuable. More
broadly, as the science of health care delivery
increasingly adopts the rigor of medical trials,
it is important to be mindful that null results
need not be the end of the road. Instead, they

can spark new hypotheses and new avenues for
exploration.

Conclusion
Our findings show that the Camden Core Model
had important effects on its intermediate care
coordination goals. That this was insufficient
for the program to reduce hospital readmissions
(as reported in the original trial)8 points to chal-
lenges to reducing readmissions in very high
use, complex populations. Our study also shows
how rigorous evaluations can continue to gener-
ate insights even when they initially return null
results. ▪
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