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How to Succeed in the Changing 
Healthcare Marketplace
Shifting from volume to value means case managers must adapt

There’s a new healthcare market-
place out there and it’s changing 
almost daily, adding new pay-

ment systems and new regulations that 
make it necessary for hospital leadership 
to look at new ways of 
delivering and coordi-
nating care if they are 
going to succeed.

“A good organiza-
tion adapts to today’s 
environment. Hospi-
tal executives and/or 
program leaders are 
going to have to blow 
up their current care 
management models 
and start to think 
about the future: 
value-based care and 
value-based case man-
agement,” says Stefani Daniels, RN, 
MSNA,CMAC, ACM, founder and 
managing partner of Phoenix Medi-
cal Management, a Pompano Beach, 
FL-based hospital case management 

advisory firm.
CMS has a goal of linking 85% of 

Medicare fee-for-service payments to 
quality and shifting half of the Medicare 
reimbursement models to alternative 

payments by the end of 
2018, says Donna 
Hopkins, MS, 
RN, CMAC, vice 
president at Novia 
Strategies, a national 
healthcare consulting 
firm.

“This means 
hospital margins 
are threatened as 
never before, and 
care management 
must change along 
with it,” Hopkins 

says. Medicare Spend-
ing Per Beneficiary, bundled payments, 
and other initiatives are driving the need 
for cost reduction and clinical redesign 
across the full continuum, she adds. (For 
details on how to use data to identify areas 

“THIS MEANS 
HOSPITAL 

MARGINS ARE 
THREATENED AS 
NEVER BEFORE, 

AND CARE 
MANAGEMENT 
MUST CHANGE 

ALONG WITH IT.”
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EXECUTIVE SUMMARY

Hospital leadership and staff need to look at new ways of delivering care 

to succeed in the rapidly changing healthcare marketplace as CMS and 

commercial payers move toward basing reimbursement on quality .

• Pay-for-performance initiatives are here to stay even if Congress repeals the 

Affordable Care Act, experts predict .

• As hospitals assume risk for patient outcomes for as long as 90 days after 

discharge, case managers have to identify at-risk patients and think about 

their care on a long-term basis .

• Case management leadership needs to collect and report data on the 

hospital’s performance on quality measures, then develop and carry out 

process improvement projects .

• Case managers should reassess their relationships with post-acute providers 

,and track quality metrics and costs to ensure they are providing efficient 

care .

for improvement, see related article on 
page 20.)

For many years, case manag-
ers have had the mindset that their 
responsibility ends when the patient 
goes to the next level of care, Hop-
kins states. “We can’t think that way 
anymore. The changes in the health-
care system make inpatient hospitals 
responsible for patient outcomes 
from admission through the acute 
care stay, and 30 to 90 days after 
discharge. Case managers have to 
oversee patients through the entire 
care continuum, and in many cases, 
with no additional staff,” Hopkins 
says. (For information on why and 
how you may need to revise contracts 
with post-acute providers, see related 
article on page 21.)

Despite the changes in Wash-
ington, payers aren’t likely to revert 
to fee-for-service, says Elizabeth 
Lamkin, MHA, chief executive of-
ficer and partner in PACE Healthcare 
Consulting, LLC, based in Beaufort 
County, SC. “There has been no 
indication that the momentum to-
ward reimbursement based on value 
is changing,” Lamkin says. Congress 
was the catalyst for much of the 
move toward value-based reimburse-

ment, so that is likely to remain no 
matter what happens to the Afford-
able Care Act, she adds.

“Whether Congress repeals the 
Affordable Care Act or not, value-
based purchasing is here to stay. All 
payers are moving toward basing 
reimbursement on outcomes. Unless 
case management programs acknowl-
edge it and take steps to change the 
way they do things, they are going to 
be left behind,” Daniels says.

Even if the Affordable Care Act is 
not repealed, case managers may face 
additional challenges in coordinat-
ing care for an increasing number of 
unfunded and underfunded patients, 
says Beverly Cunningham, RN, MS, 
consultant and partner at Oklahoma-
based Case Management Concepts.

“Insurance policies are very dif-
ficult to understand and hospital per-
sonnel are encountering patients who 
think they are covered for everything, 
but we find that their policies have 
exclusions and they have significant 
out-of-pocket expenses. Rate increas-
es also may mean that more people 
may not be able to afford insurance,” 
she says.

“These factors, along with the 
move toward pay-for-performance, 
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make the case management role more 
important than ever,” Cunningham 
adds.

The good news is that the Medi-
care Access and CHIP Reauthoriza-
tion Act of 2015 (MACRA), which 
establishes a quality-based payment 
system for physicians, and Improving 
Medicare Post-Acute Care Trans-
formation (IMPACT) Act, which 
requires post-acute providers to report 
standardized quality metrics, put all 
providers in the continuum on the 
same page, Hopkins says.

The case manager role has grown 
to be extremely significant, Lamkin 
says. “They are the bridge for revenue 
cycle integrity by acting as the bridge 
between finance and clinical practice. 
If they pair with their physician advis-
ers and the clinical documentation 
improvement program, they can have 
a tremendous effect on efficiency, 
quality, utilization, and patient satis-
faction,” she adds.

While some hospital systems are 
looking at the broad picture, many 
are still operating in silos instead of 
working as part of the continuum of 
care and connecting revenue and the 
clinical side, Lamkin says.

“It’s hard to put a lot of effort into 
something that hasn’t happened. But 
if hospitals prepare for value-based 
purchasing by doing the right thing, 
they will give patients the most cost-
effective and efficient care — and the 
best care,” Lamkin says.

Lamkin predicts that all payers 
will expand their programs that base 
reimbursement on quality. “Hospitals 
should be treating all the patients the 
same. If you do what is right for the 
patients, you’ll satisfy 95% of payer 
requirements,” Lamkin says.

The shift toward quality-based 
reimbursement among commercial 
payers and employee groups mean 
that hospitals no longer can take 
a segmented approach to quality 

improvement based on diagnosis or 
payer. Hospitals have to apply their 
interventions across the board and do 
what is right for all patients, Hopkins 
adds.

Hospital boards and leaders alike 
face chaos in the future unless they 
prepare for the shift to value-based re-
imbursement. Adapting to the chang-
ing healthcare marketplace means a 
culture change at most hospitals that 
has to start at the top, Daniels says. 
(For details on how one case manage-
ment department was reorganized, see 
related article on page 22.)

“As they coordinate care, case 
managers need to be aware of the 
interventions and charges for each 
episode of care and make sure that 
patients don’t have procedures or tests 
that aren’t related to the reasons for 
the admission,” Cunningham adds.

At the same time, case manage-
ment leaders have the responsibility 
of making sure their staff have the 
appropriate caseloads so they can 
perform their jobs effectively, Cun-
ningham says.

“Case management departments 
have to have the right staffing and 
the right model to complete all the 
tasks they are responsible for and to 
collect avoidable days and other data 
at the same time. If case managers 
are responsible for 30 or 40 patients, 
they aren’t going to have the time to 
collect data and do everything else 
effectively,” Cunningham says.

Daniels recommends discharge 
planning responsibilities be assigned 
to the bedside nurses, a role they ful-
filled historically. “Discharge planning 
is a core competency of professional 
nursing practice, and they must be 
encouraged and supported to take 
back that role for patients who do not 
require care management services,” 
she says.

She calls for establishing a post-
acute resource center staffed by non-

licensed assistants who can facilitate 
the discharge plan. “The role of the 
care manager in the new marketplace 
is not discharge planning and utiliza-
tion review — it is care management 
and care coordination,” she says.

She also suggests that utilization 
review be placed under finance since 
it is an essential component in the 
hospital revenue cycle.

“Our experience shows that about 
20% of inpatients need aggressive 
care coordination, connection to 
transitional care, and follow-up in the 
community. Care managers need to 
work with these patients and the care 
team to monitor progression of care, 
rather than spending their time lining 
up a bedside commode for patients 
being discharged,” Daniels says.

To meet today’s challenges, hospi-
tals either have to add case manage-
ment FTEs or think pragmatically 
and reassign their current staff to 
meet the post-acute need, Hopkins 
says. Some organizations are creat-
ing an additional role of a transition 
coach or transition case manager, 
Hopkins says. “But most organiza-
tions are trying to keep their margins 
down and add FTEs only when they 
can show a good return on invest-
ment,” she adds.

The solution is not necessarily to 
add new FTEs, but to realign the 
current FTEs to meet the challenges, 
Hopkins says. For instance, DCH 
Health System in Tuscaloosa, AL, 
took an FTE in case management 
and converted it to the role of 
RN navigator to follow total joint 
replacement patients for 90 days after 
discharge. (For more information on 
the DCH program, see related article on 
page 22.)

Today’s healthcare marketplace 
makes it imperative to identify 
high-risk patients at their first 
point of entry into the system and 
to have a care manager work with 
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the patient and the care team to 
make sure the progression of care is 
efficient and effective, Daniels adds. 
“Care managers should follow the 
standards of practice for professional 
organizations and make sure patients 
get the right care in the right place at 
the right time,” she says.

Lamkin recommends hospitals 
initiate daily interdisciplinary team 
rounds with a short but formal 
format to discuss and document 
patient care, discharge needs, and 
transitions of care plans. “In addition 
to the case managers and the 
physician advisor, the rounds should 
include nursing, pharmacy, social 
workers, clinical departments, and, 
hopefully, the hospitalist. Everybody 
should be looking at transitioning 
patients into the post-acute setting, 
and this is where case managers are a 
necessity,” she says.

Care managers have to be an 
advocate for their patients and make 
sure the care plans are efficient and 
effective, Daniels says. For instance, if 
the physician prescribes an expensive 
medicine for a patient with limited 
financial resources, the patient 
probably won’t be able to fill the 
prescription and will end up back in 
the hospital. Daniels suggests that, as 
a patient advocate, the case manager 
should explain the situation to the 
physician and suggest switching to 
a less expensive, but still effective, 
alternative in collaboration with the 
clinical pharmacist.

Daniels asserts that in some cases, 
keeping the patient a few more days 
in the inpatient setting could help 
keep down the total cost for the 
episode of care by eliminating or 
minimizing the need for post-acute 
care.

She points out that the cost of an 
extra day is minuscule compared to 
the cost of care during the first days 
of the stay. She cites a study that 
concluded incremental costs incurred 
by patients on their last full day of 
a hospital stay on average were just 
2.4% of the total cost of stay.

Many hospital administrators still 
become concerned when they see the 
length of stay go up, Daniels says. 
“They still think that lower length 
of stay means efficiency. But there is 
not one payment model that is based 
on length of stay. They all focus on 
resource utilization. The idea that a 
lower length of stay translates into a 
lower cost is simply wrong,” Daniels 
says.

“The only time length of stay 
should be considered a problem is if 
you have capacity and throughput 
issues,” Daniels adds.  n

Collecting Data is a Key to Success — But 
You Have to Use it, Too
Use your findings to improve processes, educate C-suite

C ase management directors can’t 
fix the problems they don’t 

know about and that’s why it’s so im-
portant to collect data, says Beverly 
Cunningham, RN, MS, consultant 
and partner at Oklahoma-based Case 
Management Concepts.

“Having good data is extremely 
important in today’s healthcare 
environment. Case management 
leaders need to understand where 
the glitches, such as avoidable days, 
occur, identify what caused them, and 
develop an action plan for improve-
ment,” she adds.

Case managers should capture 
real-time data, says Elizabeth Lam-
kin, MHA, chief executive officer and 

partner in PACE Healthcare Con-
sulting, LLC, in Beaufort County, 
SC. “In today’s world, we don’t have 
time to do a six-month retrospective 
report,” she says.

Instead of taking a shotgun ap-
proach to improving performance, 
hospitals should analyze all of the 
components of value-based purchas-
ing and measure their performance 
in each of them. Use the data as a 
roadmap for setting priorities as you 
develop a quality improvement pro-
gram, Lamkin says.

“These domains and the measures 
within them represent the future of 
healthcare reimbursement. Hospitals 
should be working on improving their 

performance on all of them through a 
team approach. Activities and im-
provement plans may be assigned to 
different teams but reported through 
one committee, such as the quality 
committee, to present the total pic-
ture to hospital leaders and medical 
staff,” Lamkin says.

For its Value-Based Purchasing 
program, CMS bases performance 
on a set of measures that are grouped 
into domains and determines scores 
by comparing a hospital’s perfor-
mance during a “performance period” 
to how all hospitals performed during 
a baseline period, Lamkin says.1

Case managers can’t have much 
effect on some of the metrics on 
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which CMS is basing payment, such 
as hospital-acquired infections, Cun-
ningham says. But they can influence 
their hospital scores on the Medicare 
Spending Per Beneficiary and pa-
tient satisfaction questions relating 
to care coordination on the Hospital 
Consumer Assessment of Healthcare 
Providers and Systems (HCAHPS) 
survey, she adds.

She suggests looking at your hos-
pital’s Medicare Spending Per Ben-
eficiary performance on the Hospital 
Compare website and comparing 
the scores to other hospitals in the 
area to see how your hospital stacks 
up against the competition. Under-
stand what could be affecting your 
score. Poor scores could be linked to 
the post-acute levels of care, such as 
skilled nursing facilities, rather than 
your hospital’s inpatient spending per 
Medicare beneficiary.

If your scores look good compared 
to the national or state rate, don’t 
think you can rest on your laurels. 
Be aware that every hospital in the 
country is working to improve, Cun-
ningham says.

“My advice is that hospitals should 

build an infrastructure within the 
organization and tackle these mea-
sures not as individual issues, but as 
systematic accountability,” Lamkin 
says.

Case managers should identify 
issues that indicate less than opti-
mum patient care, aggregate them, 
and prepare monthly reports for the 
utilization committee and the quality 
committee, Lamkin says.

For instance, if there is a trend of 
delayed discharges because patients 
are waiting for a physical therapy 
evaluation, drill down and find out 
if it’s because there is a shortage of 
physical therapists, that they are avail-
able only 9 a.m. to 5 p.m., or another 
reason.

In addition, every facility should 
have a physician advisor to work with 
case management to engage medi-
cal staff to make improvements, she 
suggests.

“Leaders also have the challenge to 
make sure their staff is performing as 
their role demands. This means more 
than just collecting and reporting 
data. You have to put an action 
plan in place based on your results,” 

Cunningham adds.
Case management directors should 

educate hospital leadership about 
what is changing in healthcare, what 
payers are demanding, and what care 
coordinators can do to support the 
organization. Create metrics such 
as how care manager interventions 
resulted in lower cost per case to 
demonstrate your point, says Ste-
fani Daniels, RN, MSNA, CMAC, 
ACM, founder and managing partner 
of Phoenix Medical Management, a 
Pompano Beach, FL, hospital case 
management advisory firm.

“Emphasize that care coordinators 
can do more than reduce bottlenecks. 
They can increase efficiency by reduc-
ing variation in treatment, and reach 
out to post-acute providers in the 
community and identify those who 
are willing to partner with the hospi-
tal to make sure patients don’t bounce 
back,” she says.  n

REFERENCE
1 . Centers for Medicare & Medicaid 

Services . Hospital Value-Based Pur-

chasing . Medicare Learning Network: 

http://go .cms .gov/1rqSbWj .

Track SNF, Home Health Performance, 
and Share Data with Patients
Post-acute costs make a big difference with new payment models

If you’re not monitoring length of 
stay and cost of care data from your 

post-acute providers, you could be 
jeopardizing your hospital’s bottom 
line when pay-for-performance 
initiatives kick in.

“If case managers transition pa-
tients to a facility that readmits a lot 
of patients or keeps patients longer 
than expected, that will increase the 
Medicare Spending Per Beneficiary 

metrics and increase the cost of care 
in bundled payment arrangements,” 
says Beverly Cunningham, RN, MS, 
consultant and partner at Oklahoma-
based Case Management Concepts.

Case managers have to track the 
length of stay their patients have with 
post-acute providers and partner with 
those who provide the most efficient 
and cost-effective care, she adds.

Check out the scores of the pro-

viders to which you refer on Nursing 
Home Compare and Home Health 
Compare websites, she suggests.

Start by looking at the 
performance of any home health 
agencies or skilled nursing facilities 
that are part of your health system. 
If they don’t provide the same level 
of care as other facilities or they 
have a higher readmission rate, 
work with them to make changes, 
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Cunningham suggests.
In the past, skilled nursing facili-

ties were paid on the basis of how 
many patients they had, Cunning-
ham says. “Now, they are having to 
adjust to payment based on value. 
Case managers should work with the 
facilities in their area to help their 
leaders understand the importance 
of providing the most efficient and 
high-quality care,” she says.

Medicare Conditions of Partici-
pation require that patients have a 
choice of post-acute providers, but 
case managers should let patients 
know which provider has the best 
quality scores, Cunningham says. 
One way is to include the CMS 

Star Ratings for each provider on 
your lists of home care agencies and 
skilled nursing facilities.

When DCH Health System in 
Tuscaloosa, AL, analyzed data from 
its skilled nursing facility partners, it 
found that some of the facilities they 
frequently referred patients to actu-
ally had the highest costs, according 
to Carolyn Hamilton, MS, RN-BC, 
CDDS, CPHQ, corporate director 
of case management for the three-
hospital system.

Instead of giving patients lists of 
post-acute providers in alphabetical 
order, the health system ranks the 
facilities according to their perfor-
mance on quality data. (For more 

information, see related article below.)
DCH is working with its post-

acute providers, particularly the 
skilled nursing facilities, to focus 
on keeping costs down. “Since the 
hospital has accountability for what 
happens in these facilities, we may 
need to influence treatment,” she 
says.

The Improving Medicare Post-
Acute Care Transformation (IM-
PACT) Act requires post-acute pro-
viders to measure and report quality 
metrics, Hamilton points out. “This 
is a huge opportunity for hospitals to 
work with post-acute providers and 
help them improve the quality of 
care they deliver,” she says.  n

Case Management Department Revamped 
in Response to Shift in Reimbursement
Navigator added to intervene in bundled payments program

To meet the challenges of a 
fast-changing healthcare 

environment, leadership at DCH 
Health System in Tuscaloosa, AL, 
took a multipronged approach as 
they revised their care management 
model and processes to ensure 
patients continue to receive high-
quality care and safe discharges as the 
industry’s focus shifts from volume 
to value.

The changes at the three-hospital 
system include creating a navigator 
position to follow joint replacement 
patients for 90 days, developing al-
liances with the post-acute facilities 
that have the best quality indicators, 
instituting a series of regular multi-
disciplinary rounds, and expanding 
the physician advisor role. Donna 
Hopkins, MS, RN, CMAC, vice 
president at Novia Strategies, worked 
with the DCH Health System staff 

to redesign the case management 
department.

“Hospitals are beginning to bear 
the risk for the entire episode of care, 
and this means we have to change 
the way we operate. A different role 
is emerging for care managers and 
we have to adapt,” says Carolyn 
Hamilton, MS, RN-BC, CDDS, 
CPHQ, corporate director of case 
management for the three-hospital 
system.

After DCH was chosen to 
participate in the CMS mandatory 
joint replacement program, the 
health system created a new navigator 
position and filled it with a masters-
prepared RN who follows total joint 
replacement patients for the full 90 
days after discharge.

“We are finding that these patients 
often need a lot of interventions 
to help keep them from being 

readmitted,” she says.
Many of the interventions have 

involved anticoagulant medication 
prescribed for joint replacement 
patients, she says.

For instance, one patient who 
received a prescription for a new 
anticoagulant drug couldn’t afford 
the steep copay, so she didn’t get 
the prescription filled. When the 
navigator found out the patient 
wasn’t taking the prescribed 
medication, she was able to give her a 
coupon to cover the copay.

“This woman was at high risk for 
deep venous thrombosis [DVT] and, 
without the intervention, would have 
been readmitted. Instead, she’s doing 
well at home,” Hamilton says.

In another case, the patient was 
told to take an aspirin a day for 30 
days to prevent blood clots, but inter-
preted the instruction to mean that 
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EXECUTIVE SUMMARY

As DCH Health System in Tuscaloosa, AL, began to assume more risk for 

patients after discharge, the leadership redesigned the case management 

department to meet the new challenges .

• A masters-prepared RN assumed the role of patient navigator and follows 

total joint replacement patients for 90 days after discharge .

• The case management staff narrowed down the post-acute providers 

with which it contracts, based on quality data and cost of care, and requires 

providers to submit quality data regularly .

• The multidisciplinary staff holds rounds every day . In addition, there are long-

stay rounds twice a week, and daily rounds in the ICU .

she took aspirin as needed for pain.
The navigator program for total 

joint replacement patients has been 
so successful that the health system is 
going to expand it, Hamilton says.

The hospital system has begun to 
narrow its post-acute networks by 
using data to zero in on the facilities 
with the best quality indicators and 
the lowest costs. They have to reduce 
fragmentation and costs, and that 
means to stop referring to facilities 
with the highest costs. “When we 
examined the data, we found that in 
some cases, the highest-cost nursing 
home was the one we referred to 
most frequently,” Hamilton says.

The health system requires the 
post-acute facilities with which it 
partners to submit quality metrics on 
a regular basis.

In the total joint replacement 
program, participating skilled 
nursing facilities have to sign an 
agreement that they will provide the 
patient with physical therapy seven 
days a week and to start it on the day 
of admission.

In addition, the hospital system 
also tracks data such as skilled nurs-
ing facility readmission rates and 
costs, and meets regularly with skilled 
nursing facility representatives to re-
view Medicare Spending Per Benefi-
ciary data and cost of care as com-

pared to the rest of the community.
Patients at DCH still have a 

choice of post-acute providers, 
Hamilton says. “They still get a list, 
but the providers no longer are listed 
in alphabetical order. Instead, we 
rank them based on their Star Rating, 
average length of stay, and other 
quality data, and let the patients 
know that the ones on the top are 
those that work most closely with 
us and which provide the highest 
quality,” she says.

The case management team is 
working with the staff at the skilled 
nursing facilities on ways to prevent 
nursing home patients from being 
readmitted when they can be treated 
at the nursing facility.

The health system gave the skilled 
nursing facilities the phone numbers 
for the ED case managers so the 
facilities can contact them when they 
are considering transferring a patient 
to the ED.

When patients come back to 
the ED, case managers and social 
workers work with the skilled nursing 
facility staff and physicians to ensure 
that appropriate patients can safely 
be transferred back to the nursing 
facility instead of being readmitted to 
the hospital.

For instance, if the ED physician 
feels it is appropriate, patients with 

pneumonia can be returned to 
the skilled nursing facility for IV 
antibiotics instead of being admitted.

“We don’t have a problem with 
nursing homes sending patients to 
the emergency room, but keeping 
them when they can be treated at a 
lower level of care is the problem. 
We are working with the nursing 
homes so we can evaluate the 
patients, treat them, and send them 
back with a treatment plan that is 
carried out by the nursing home 
staff,” she says.

At DCH, the multidisciplinary 
team makes rounds every day 
on each medical-surgical unit. 
“These are transitional rounds and 
everybody has a role. We look at 
what is keeping the patient in the 
bed today, what are the barriers to 
moving each patient to the next level 
of care, and what we need to do to 
facilitate it. We encourage the team 
to communicate outside the formal 
rounds as well,” she says.

The hospital also holds long-stay 
rounds twice a week to discuss every 
patient who has been in the hospital 
more than seven days and collaborate 
on how to move them effectively and 
safely to the next level of care.

“The purpose of these rounds 
is to bring the entire clinical team 
together and make sure they are on 
the same page. Sometimes different 
members of the team think patients 
should move in a different direction, 
which makes it a challenge for the 
case management staff to move 
patients along,” Hamilton says.

The multidisciplinary team in the 
ICU has daily rounds on the ICU 
patients. “By collaborating, we are 
able to move five or six patients out 
of the ICU every day,” she says.

“Capacity is a real issue in our 
hospital. We have to constantly 
communicate and work together by 
move patients along the continuum,” 
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Hamilton says. For example, the 
hospital discharged 99 patients 
one day in December and by the 
next morning, only eight beds were 
available.

Physician advisors provide 

coverage seven days a week and 
play an integral role in the case 
management process, Hamilton 
says. “This role has evolved beyond 
status reviews and supports the 
delivery of high-quality patient 

outcomes, cost-effective care, and 
spot-on care management,” she adds. 
(For details on the physician advisor 
program at DCH Health System, see 
the June 2016 issue of Hospital Case 
Management.)  n

EXECUTIVE SUMMARY

Joint replacement patients who meet criteria can be discharged the same day 

after surgery through a program at NYU Hospital for Joint Diseases .

• Criteria include healthy patients with no cardiac issues who do not take 

anticoagulation medication or have obstructive sleep apnea, and have a body 

mass index less than 40 .

• Patients and their caregivers attend a mandatory educational session that 

includes information on what to expect the day of surgery and after discharge, 

how to use assistive equipment, and what symptoms to watch for at home .

• During the educational session, patients receive their post-surgical 

prescriptions with instructions to fill them before surgery, and choose a home 

health provider for physical therapy in the home for two weeks .

Some Joint Replacement Patients May Go Home 
the Same Day as Surgery
Pre-surgical education is a key to success

A t NYU Hospital for Joint Dis-
eases, patients who meet medical 

criteria, have a caregiver at home, and 
attend pre-surgical training may be 
discharged to home the same day they 
have joint replacement surgery. About 
90% of the patients who meet the 
criteria go home the day of surgery.

The program began in late 2014 
with a six-month pilot project 
spearheaded by orthopedic surgeon 
Roy Davidovitch, MD, including 
only his patients who received total 
hip replacements. The program was 
expanded in 2015 to include all 
surgeons and patients receiving knee 
replacement surgery as well, says 
Deserie Duran, RN, BSN, assistant 
director of care management at the 
New York City hospital.

“The patients get a lot of hand-
holding and a lot of attention before, 
during, and after their surgery. Our 
team works together to make sure 
that patients have everything they 
need for a successful discharge,” 
Duran says.

A multidisciplinary team includ-
ing clinical care coordinators, physical 
therapists, occupational therapists, 
and physicians collaborated on 
program development. The team 
developed criteria for patients who 
would qualify for the program, and 
brainstormed ways to ensure patients 
could be safely discharged on day 1. 
They worked together to set expecta-
tions for the team and the patient and 
to create the education patients would 
need, and designated a core group of 

clinicians to work with patients in the 
program.

“We wanted to streamline the 
process and create an ambulatory-like 
experience in the hospital setting. Not 
everybody who has joint replacement 
surgery can be in the program. It’s 
at the surgeon’s discretion, and there 
are criteria that patients must meet,” 
Duran says.

Patients who qualify for the pro-
gram are generally healthy with no 
cardiac issues, according to Meghan 
Rockey, RN, clinical care coordina-
tor. They are not taking anticoagula-
tion medication and do not have 
moderate-to-severe obstructive sleep 
apnea. Their hemoglobin must be 
more than 12 and body mass index 
less than 40. They must want to go 
home the same day as surgery and 
have a caregiver/coach at home who 
is willing to participate in an educa-
tion session. The orthopedic surgeons 
screen the patients and notify the 
case management department when 
patients who meet criteria for the 
program have surgery scheduled.

The key to the success of the pro-
gram is educating patients and family 
members or caregivers before surgery 
on what to expect and what they will 
need to do after discharge, Rockey 
says.

Patients who meet criteria for the 
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program attend a two-hour educa-
tional session with Rockey — the 
clinical care coordinator who will 
see them in the hospital — a physi-
cal therapist, and an occupational 
therapist. The educational session 
is scheduled on the same day that 
patients come in for pre-admission 
testing, usually seven to 10 days 
before surgery

“We require that the caregiver, 
who will act as a coach, is present and 
engaged, understands the process, 
and will be available during the entire 
episode of care,” Rockey says.

During the educational session, 
the clinical care coordinator goes over 
the timeline for the day of surgery 
and discusses the medication the 
patient will be taking and potential 
side effects.

“We talk about the two main 
issues that cause problems for joint 
replacement patients: blood clots and 
infections. This leads to a discussion 
of the medication regime, why it is 
important, and what symptoms and 
signs indicate that the patient should 
call the doctor or go to the emergency 

department,” Rockey says.
They educate the caregiver on 

what to expect when they are taking 
care of the patient at home. “Patients 
and families usually have a lot of 
questions. We answer all of them and 
encourage the patients to get back to 
their regular way life as soon as pos-
sible after surgery,” Rockey says.

The physical therapist, who sees 
the patient after surgery, instructs the 
patient on how to use the walker or 
other assistive device and how to use 
the portable compression device pre-
scribed by the surgeon for prevention 
of deep venous thrombosis.

Before the patient leaves, the team 
takes care of discharge details such as 
giving patients prescriptions for their 
post-surgical medication and instruct-
ing them to get them filled before sur-
gery, and making sure the patient has 
identified his or her preferred home 
care agency.

Surgery for patients in the pro-
gram is scheduled early in the day 
to give the staff time to prepare the 
patient for discharge.

In order for patients to be alert 

shortly after surgery, the surgeons use 
regional anesthesia and a local anes-
thetic that gives patients pain relief 
for 24 to 36 hours without narcotics.

The clinical care coordinator 
follows the patient throughout the 
day and coordinates the care and 
equipment the patient will need at 
home. The care coordinator calls 
patients after they get home to ensure 
the needed equipment was delivered, 
and to answer any questions or 
concerns. Patients can call the clinical 
care coordinator at the hospital or 
the surgical coordinator from their 
physician’s office if they have any 
questions.

Patients have physical therapy in 
the home for about two weeks, and 
begin outpatient physical therapy 
after the follow-up visit to the 
surgeon.

If patients have any issues with 
the potential of preventing a safe 
discharge, they stay overnight as a 
precaution, Rockey says.

“We make sure they are medically 
safe and if they need to stay over, we 
keep them,” she adds.  n

When You Have a New Patient, Don’t 
Reinvent the Wheel
Health center, other providers share information

Hospital-based case managers 
don’t have to start from scratch 

when they are gathering information 
on a new patient, says Nancy J. John-
son, RN, PhD, chief executive officer 
of El Rio Community Health Center 
in Tucson, AZ. The case manager at 
the patient’s primary care office prob-
ably can provide everything needed to 
develop a successful discharge plan, 
she adds.

“The health home staff knows a lot 

about patients, and with today’s tech-
nology, it’s easy to connect hospital 
case managers to the case managers at 
primary care providers,” Johnson says. 
El Rio is a federally qualified health 
center and Level 3 patient-centered 
medical home.

El Rio’s 11 campuses provide care 
for 95,000 patients, ranging from 
patients with no insurance to those 
who are fully insured, including about 
60% of the center’s 1,100 employees. 

About 54% of their patients live 
below the federal poverty level.

The health center has shared pa-
tient information with three Tucson 
health systems, with a total of five 
hospitals, for years through patient 
portals accessed by clinicians at 
both levels of care. “Our nurse care 
coordinators have a collegial relation-
ship with the nurse case managers in 
the hospital and share information 
that will help them manage the care 
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EXECUTIVE SUMMARY

Hospital case managers should create alliances with primary care providers 

who can share information that will help in creating a discharge plan, 

according to the chief executive officer of El Rio Community Health Center in 

Tucson, AZ .

• El Rio has developed a patient portal through which the health center staff 

and staff at three health systems share information to help patients get the 

care they need and create smooth transitions .

• Information on patients’ behavioral health issues is also on the patient portal 

so clinicians at all levels of care will be aware of potential roadblocks to care .

• The health center staff has regular meetings with skilled nursing facilities and 

home health agencies, and the next step is to include hospital case managers 

to work on ways to smooth transitions between all levels of care .

of patients in the hospital. In turn, 
they inform us when our patients are 
hospitalized and when the transitions 
in care occur,” she says.

Sharing information has been 
helpful in getting the patients the care 
they need and, as a result, patients 
from the health center experience one 
of the lowest readmissions rates in 
Arizona, Johnson says.

The health center has a centralized 
team of RN discharge coordinators 
who access the internet portals of 
local hospitals each day and identify 
El Rio patients who have been 
admitted to the hospital or have been 
to the ED.

The centralized nursing team 
passes the information on to the 
organization’s RN care coordinators, 
who are located at the health center’s 
11 campuses. The care coordinators at 
the individual campuses take on ac-
countability for the patients that have 
been treated at their facility.

“They try to make contact 
with the patient or family before 
patients leave the hospital. These 
conversations are a good time for 
the care coordinators to identify a 
patient at risk, such as those who are 
socially isolated or frail, and get them 
into our discharge clinic as soon as 

possible,” Johnson says.
They determine what caused the 

admission, what is happening during 
the hospital encounter, and when the 
discharge is likely to occur. They fol-
low up by phone after the discharge 
and make sure patients have filled 
their prescriptions, that any assistive 
device or other equipment has been 
delivered, and that they have adequate 
support at home.

The nurses contact patients who 
have visited the ED for non-emergent 
problems and coach them on the ap-
propriate level of care. They remind 
patients that the health centers are 
open on evenings and on Saturdays 
and inform them about the triage 
telephone line.

“Many of the patients who are 
frequently hospitalized or visit the 
emergency department have behav-
ioral health issues. We have integrated 
behavioral health with medical care 
and dental care in our centers to give 
patients a holistic healthcare experi-
ence. All the data is in our shared 
electronic medical record. We’re all on 
the team and we pull together to pro-
vide excellent patient care,” she says.

El Rio Community Health Center 
began its alliances with local hospi-
tals as some of its physicians began 

providing care at one Tucson hospital 
and instituted telephonic rounds 
between the hospitalists and nurses 
at the community health center. “It 
worked extremely well. We were able 
to share information and not have 
to reinvent the wheel. The nurses 
at both levels of care have enjoyed 
bridging the connection between 
the hospital and the community,” 
Johnson says.

The health center reached out 
to each Tucson hospital to set up 
electronic health record access and to 
take care of details involved in meet-
ing HIPAA requirements.

El Rio invited case managers from 
skilled nursing facilities, home health 
companies, hospitals, and the health 
center’s team to talk about coordinat-
ing care and how to perform a warm 
handoff. The group continues to 
meet on a regular basis.

The RN care coordinators at the 
health center also share information 
with the home health nurses caring 
for their patients.

The next step is to build alli-
ances to facilitate smooth transitions 
between the hospital, skilled nurs-
ing facilities, and the health center’s 
clinics.

“It’s important for us to know 
when patients leave the hospital if 
they are going to a skilled nursing 
facility so we can make the connec-
tion and be notified when the patient 
is going home,” Johnson says.

Johnson advises hospital-based 
case managers to build a relationship 
with the largest primary care provider 
in the community, whether it’s an 
independent practice, a group affili-
ated with the hospital, or a federally 
qualified health center. “Most hospi-
tals have some kind of relationship 
with physician groups. This would 
be a good starting point for creating 
connectivity,” she says.

Find out who is responsible for 
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care coordination and develop ways 
to share information about patients. 
You may not be able to share medi-
cal records at first, but you could 
fax each other or communicate by 

phone, she says.
Take the opportunity to bring 

care managers from other levels of 
care together for joint education and 
to brainstorm on ways to provide 

smoother transitions, she suggests.
“When all the providers who take 

care of patients share information, 
it’s very powerful and results in better 
patient care,” she says.  n

March 8 is Deadline for Giving MOON to Patients
Form is required for observation patients

CMS has set March 8 as the date 
on which hospitals are required 

to give patients receiving observation 
services the Medicare Outpatient 
Observation Notice (MOON).

The Notice of Observation Treat-
ment and Implication for Care Eli-
gibility Act, passed by Congress on 
Aug. 8, 2015, requires hospitals and 
critical access hospitals to provide 
written and oral notification to pa-
tients receiving observation services 
for more than 24 hours. Hospitals 
must deliver the notice no later than 
36 hours after observation services 
begin, or sooner if the patient is 
transferred, discharged, or admitted 
as an inpatient.

CMS also requires hospitals to 
use a standardized notice and to fill 
in the specific reason the patient is 
an outpatient and not an inpatient. 
The standardized form explains the 
implications of receiving outpatient 
services, including the potential out-
of-pocket costs and how an observa-
tion stay affects the eligibility require-
ments for Medicare to cover a skilled 
nursing facility stay. The person 
delivering the MOON must explain 
the notice and its content, document 
that an oral explanation was provid-
ed, and answer any questions.

Patients or their representatives 
must date and sign the notice to indi-
cate they received and understand it.

An important issue for hospital 
leadership is determining who will 

be responsible for delivering the 
MOON to patients and explaining 
what it means, points out Steven 
Greenspan, JD, LLM, vice presi-
dent of regulatory affairs for Execu-
tive Health Resources, a Newtown 
Square, PA, healthcare consulting 
firm.

Hospital staff also need to deter-
mine how they will fill out the blank 
space that tells patients why they 
are not appropriate for an inpatient 
admission.

“The instruction sheet that ac-
companies the MOON requires a 
hospital to explain in writing and 
orally the specific reason the patient 
is an outpatient, rather than be-
ing admitted as an inpatient. CMS 
failed to clarify further whether 
this needs to be a clinical reason, a 

technical reason, or both,” Greens-
pan says.

In other news from Washington, 
the 21st Century Cures Act passed 
by Congress and signed by the 
president in December contains a 
provision that requires CMS to take 
patient socioeconomic status into 
account when calculating a hospital’s 
performance in the Medicare Hospi-
tal Readmission Reduction Act. The 
Cures Act instructs CMS to adjust 
readmission penalties based on the 
percentage of patients the hospital 
treats who are dually eligible for 
Medicare and Medicaid.

A downloadable copy of the 
MOON notice in English and 
Spanish and instructions for 
delivering can be found at: 
http://go.cms.gov/2iTAfjG.  n

CE OBJECTIVES
After reading each issue of Hospital Case Management, the nurse will be able to do the 

following:

1 . identify the particular clinical, administrative or regulatory issues related to the profession of 
case management

2 . describe how the clinical, administrative or regulatory issues particular to the profession of 
case management affect patients, case managers, hospitals or the healthcare industry at 
large 

3 . discuss solutions to the problems facing case managers based on independent 
recommendations from clinicians at individual institutions or other authorities .  
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CE INSTRUCTIONS

CE QUESTIONS

1. CMS has a goal of linking 85% 

of Medicare fee-for-service 

payments to quality and 

shifting half of the Medicare 

reimbursement models to 

alternative payments by what 

date?

A . Oct . 1 . 2017

B . Jan . 1 . 2018

C . The end of 2017 .

D . The end of 2018 .

2. As part of its bundled payment 

initiative, DCH Health System 

in Tuscaloosa, AL, established 

a navigator position staffed by 

a nurse who follows total joint 

replacement patients for how 

long?

A . 30 days

B . 45 days

C . 60 days

D . 90 days

3. According to Meghan Rockey, 

RN, what is the key to 

successfully discharging joint 

replacement patients the same 

day as their surgery?

A . Scheduling the surgery early in 

the morning .

B . Educating patients and family 

members or caregivers before 

surgery on what to expect and 

what they will need to do after 

discharge .

C . Follow-up calls to make sure 

patients are following their 

treatment plans and taking 

whatever medicine is prescribed .

D . Scheduling a home health 

provider to provide physical 

therapy in the home .

4. According to Nancy J. Johnson, 

RN, PhD, hospital case 

managers should develop a 

relationship with primary care 

providers and contact them for 

information that will help with 

the discharge plan.

A . True

B . False


