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Get Ready for the Next Wave of 
Patients: Aging Baby Boomers
Seniors need to be treated differently from young patients

THE U.S. 
CENSUS BUREAU 
ESTIMATES THAT 
THE POPULATION 
OF PEOPLE AGE 

65 OR OLDER HIT 
50 MILLION IN 

NOVEMBER 2016 
AND WILL REACH 

70 MILLION BY 
2030.

You may have already noticed 
a change in the demographics 
at your hospital. The over-65 

baby boomer population is increasing 
daily, and two-thirds of this ever-
growing population 
has two or more 
chronic conditions, 
according to the 
U.S. Department of 
Health and Human 
Services’ Office of the 
Assistant Secretary for 
Health.1

The U.S. Census 
Bureau estimates 
that the population 
of people age 65 or 
older hit 50 million 
in November 2016 
and will reach 70 
million by 2030. 
That’s a lot of potential 
hospital patients. But you can’t just treat 
them like you do younger patients, say 

healthcare professionals with expertise 
in geriatric issues.

“All of us in healthcare should 
recognize senior patients have different 
needs and different reactions from those 

of younger patients, and 
we need to adjust 
our interventions to 
take the difference 
into account and 
ensure that they get 
the services they 
need,” says Michelle 
Moccia, RN, DNP, 
ANP-BC, CCRN, 
Senior ER Center 
program director 
at St. Mary Mercy 
Hospital in Livonia, 
MI.

For instance, 
some elderly patients 

do not show the 
same symptoms as younger patients 
do for some conditions, Moccia says. 
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EXECUTIVE SUMMARY

The baby boomer population is growing older and the healthcare system 

must adjust to accommodate their needs and reactions, which are different 

from those of younger patients .

• Case managers should start discharge planning early in the stay, take the 

time to get to know older patients, and include family and caregivers in the 

discharge plan .

• Keep in mind that seniors are frustrated because they may have trouble 

with vision, hearing, and mobility, and are concerned about losing their 

independence . Have patience and treat them with respect .

• Sit down when you talk to patients, gear the discharge instructions to their 

healthcare literacy, and connect them with a case manager in the community, 

either at their Medicare Advantage plan or an organization like the Area 

Agency for the Aging .

Older patients may experience 
weakness or symptoms of delirium 
due to a urinary tract infection, 
something that is not common 
in younger patients. Or, a patient 
with pneumonia may not exhibit 
common symptoms like coughing 
and fever.

Many senior patients may be 
unable to tolerate a normal dose 
of pain medication, Moccia points 
out. “We start low and go slow and 
check back to see if the patients feels 
the effects. We don’t want them to 
experience a fast, cumulative effect 
and become very drowsy,” she says.

St. Mary Mercy Hospital offers 
an ED for senior care, designed to 
accommodate elderly patients and 
staffed by clinicians with expertise in 
geriatric care. (For details, see related 
article on page 5.)

Case managers are in a good 
position to see that their elderly 
patients get the kind of services they 
need, says John Gutzwiller, BS, RN, 
managing consultant for Berkeley 
Research Group.

“Case managers see the entire 
picture of the patient and can be the 
eyes and ears of the multidisciplinary 
team. They should attend 

multidisciplinary rounds every day 
and point out the special needs of 
the seniors,” he says. Then, keep a 
keen eye on patients to make sure 
they are getting the kind of care 
they need to recover as quickly as 
possible, he adds.

Multidisciplinary rounds are 
vital for all patients, but especially 
for the elderly, he says. The rounds 
always should include a pharmacist 
to perform medication reconciliation 
and ensure optimal dosages. Many 
elderly patients have polypharmacy 
issues, a large contributing factor to 
readmissions, Gutzwiller says.

The Transitional Care program 
at Baylor Scott & White Health has 
found that medication issues often 
cause readmissions, says Alexis S. 
Early, LMSW-IPR, ACM-SW, 
transitional care social worker at 
the Dallas-based health system. 
Patients don’t fill their prescriptions, 
or they stop taking antibiotics as 
soon as they feel better. Seniors may 
misunderstand their medication 
instructions or take their old 
medication along with the new and 
wind up back in the hospital, she 
adds.

“A pharmacist on the team can 
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explain the medication, review 
the instructions, and emphasize 
the importance of following their 
medication regimen. The pharmacist 
on our team has prevented several 
problems, such as someone who isn’t 
taking their blood thinner, doesn’t 
understand how to use the inhaler, 
or is confused about the dosage,” she 
says. (For details on Baylor Scott & 
White’s transitional care program, see 
related story on page 11.)

Case managers should make 
sure their senior patients ambulate 
frequently as soon as they are 
cleared to get up, Gutzwiller advises. 
“Patients should not stay in bed for 
long periods of time. They need 
to get up and move around. Some 
hospital staff think only physical 
therapists can ambulate patients, but 
the nurses should be getting them up 
as well,” he says.

When patients are in bed and 
sedated for several days, it takes a 
toll on them physically, Gutzwiller 
points out. Instead of going home 
with physical therapy and nursing 
help, elderly patients often become 
so debilitated that they must enter a 
skilled nursing facility or a long-term 
acute care hospital. If patients stay 
in bed, particularly if they’re taking 
opioids, they are at increased risk for 
small bowel obstructions, pressure 
ulcers, and other avoidable issues, he 
says.

Long length of stays also increases 
risk for the elderly, Gutzwiller adds.

“The hospital is not the safest 
place to be. Every day elderly patients 
remain in the hospital, the chance 
of them developing pneumonia, 
C. difficile, or methicillin-resistant 
Staphylococcus aureus infection goes 
up. Patients in an unfamiliar setting 
may get confused and that can lead 
to a fall. They’re much better when 
they can be discharged to home,” he 
says.

A lot of times, the children of 
elderly patients live in another state 
and don’t understand what’s going on 
with the seniors who are struggling to 
stay self-sufficient, Gutzwiller says.

“Some older patients won’t let 
the home health nurse in their house 
because they are afraid of theft,” he 
says.

When patients decline services 
in their home after discharge, they 
are likely to be readmitted, Early 
says. She recommends that hospitals 
establish flexible post-acute programs 
with a variety of interventions from 
which patients can choose.

Start planning the discharge for 
seniors as soon as they are admitted, 
Gutzwiller says. He recommends 
conducting a thorough assessment 
that covers activities of daily living, 
the patient’s support system, where 
the family lives, cognitive issues, and 
durable medical equipment.

“Most hospitals struggle with 
early assessments and there is a lot 
of reactive discharge planning on the 
day the physician issues the discharge 
orders. We need to get a snapshot of 
the patient’s comorbidities, deficits, 
and needs early in the stay if we are 
going to create a successful discharge 
plan,” Gutzwiller says.

“There are a lot of older people 
who end up being readmitted to the 

hospital with a chronic, debilitating 
condition and nobody addresses the 
need for long-term follow-up,” he 
adds. “Case managers have to start 
early to make sure their needs are 
covered.”

Working with seniors in the 
transitional care program at Baylor 
Scott & White was “truly an eye-
opener” for Early. “Patients in the 
hospital would tell me everything is 
great at home, but after discharge I’d 
find out that it wasn’t so great,” she 
says.

Early recommends that the 
assessment cover finances and social 
support as well as patients’ physical 
and cognitive functions.

“Include the family and caregivers 
in discharge planning and be aware 
that patients are not going to retain 
all of the discharge instructions and 
family members may be able to 
give a clearer picture of the patient’s 
situation,” she says.

When the staff at LIFE Geisinger 
(Living Independently for Elders) 
conduct intake interviews, it’s not 
unusual for the potential participant 
to assure the staff that everything is 
going well at home while the family 
members in the room shake their 
heads and roll their eyes, says Robert 
McQuillan, MHA, NHA, associate 
vice president of LIFE Geisinger/
skilled nursing facility operations in 
Pennsylvania.

“Seniors are embarrassed to say 
they can’t take care of themselves, and 
they are fearful that their family will 
put them in a nursing home. Some 
of them would rather do without the 
things they need than ask for help,” 
he adds. (For details about LIFE 
Geisinger, which provides support at its 
day center and in the home for seniors 
who otherwise would go to a nursing 
home, see related article on page 12.)

McQuillan suggests that case 
managers and discharge planners 

“PATIENTS IN 
THE HOSPITAL 

WOULD TELL ME 
EVERYTHING IS 

GREAT AT HOME, 
BUT AFTER 

DISCHARGE I’D 
FIND OUT THAT 
IT WASN’T SO 

GREAT.”
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take a few minutes to sit down and 
talk to their older patients. Ask them 
where they want to go after discharge 
and how they will manage in the 
community, he says.

Don’t ask directly if patients can 
manage their regular routine. They 
might not be truthful, McQuillan 
advises. Instead, ask questions like: 
“Does your daughter work regular 
hours?” “How often does your son 
visit?” Get a feel for how much time 

somebody is in the home, he says.
Make it a point to talk to the 

family, McQuillan says. “The patient 
may be telling a story that’s not 
accurate,” he says.

Gutzwiller laments that case 
managers have to prepare so much 
documentation that they seldom 
have time to spend with patients. He 
urges them to find the time to get to 
know their older patients.

“The more time you spend with 

patients, especially when they are 
older and more vulnerable, the less 
anxious they will be and the quicker 
they will recover,” he says.  n

REFERENCE
1 . U .S . Department of Health and 

Human Services Office of the 

Assistant Secretary for Health . About 

the Multiple Chronic Conditions 

Initiative . Available at: http://bit .

ly/2jF7xb3 . Accessed Nov . 20, 2017 .

Regular Interventions May Not Work  
With Senior Citizens

Remember that elderly patients 
have accomplished a lot. They’ve 

worked their entire lives, raised 
families, and made contributions to 
society. Case managers should show 
them the respect they deserve, says 
Robert McQuillan, MHA, NHA, 
associate vice president of LIFE 
Geisinger/skilled nursing facility 
operations in Pennsylvania.

They’re frustrated that they can’t 
hear well, understand all of your 
instructions, or move as quickly as 
they used to, and losing patience 
with them will only make the 
situation worse, McQuillan adds.

Recognize that the elderly find 
their situation hard to accept, 
suggests Alexis S. Early, LMSW-
IPR, ACM-SW, transitional care 
social worker at the Dallas-based 
health system. “They are accustomed 
to taking care of their family and 
being independent. Now, they are 
sick and they have to depend on 
others. Maybe they can’t afford their 
medicine or can’t pay their utility 
bill and purchase the medicine at the 
same time. It’s hard to ask for help, 
especially when it means letting a 
stranger inside their world,” she adds.

Case managers should treat elderly 
patients as they would their family, 
suggests John Gutzwiller, BS, RN, 
managing consultant for Berkeley 
Research Group. Spend more time 
with them and give them a chance to 
get to know you and communicate 
with you. Pull up a chair and talk to 
them.

Case managers should sit down 
and talk to patients on their level. “If 
you stand over the bed and talk down 
to them, it’s disrespectful,” he says.

As people age, they lose 
peripheral vision, says Michelle 
Moccia, RN, MSN, ANP-BC, 
Senior ER Center program director 
at St. Mary Mercy Hospital in 
Livonia, MI.

She recommends that when 
clinicians come into senior patients’ 
rooms, they make sure they are in 
the patients’ line of sight. Go over 
to their beds and make sure they can 
see you while you speak. Then, talk 
in a normal tone of voice instead of 
yelling.

Moccia points out that older 
patients are not able to absorb 
information as quickly as younger 
people and they may be slow in 

processing it. “When I talk to 
seniors, I pace myself and give them 
another few seconds. I know that if 
I ask older patients to turn on their 
side, they might not be able to do it 
immediately,” she says.

Don’t let elderly patients 
languish in bed watching television 
and napping all day, Gutzwiller 
suggests. “Make sure the physical 
therapy evaluation is completed as 
soon as possible and that nursing 
is ambulating the patient regularly. 
Make sure they spend part of the 
day sitting in a chair and ambulating 
to the bathroom as their condition 
allows,” he says.

Talk to patients who live alone 
and get the name of a trusted 
neighbor or church member, and 
ask them to be involved when 
the patients are discharged, Early 
recommends.

Suggest an arrangement with 
a neighbor to signal when there is 
a problem, Moccia suggests. For 
instance, turn on the porch light or 
open a curtain at a certain time of 
day so that if it doesn’t happen, the 
neighbor will know there may be a 
problem.  n
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A Few Extra Minutes With Seniors May Help 
Avoid a Readmission
Avoid hit-or-miss discharge teaching

P reparing older patients 
to manage when they are 

discharged to home is a process that 
takes time and patience, says John 
Gutzwiller, BS, RN, managing 
consultant for Berkeley Research 
Group.

“Discharge teaching is often hit or 
miss because seniors have difficulty 
comprehending and retaining 
information,” he says.

Seniors are more likely than other 
patients to experience problems 
understanding their disease process 
and discharge instructions, adds 
Alexis S. Early, LMSW-IPR, ACM-
SW, social worker for the Transitional 
Care program at Baylor Scott & 
White Health.

“Case managers and social 
workers should take the time to 
determine a patient’s healthcare 
literacy and present the education 
in a way they can understand. It’s 
extremely important to adapt the 
discharge instructions and medication 
education to the patient’s ability to 
understand them, and to follow up 
and reinforce the instructions after 
they return home,” she says.

Gutzwiller suggests that hospitals 
develop a disease management 
and navigation program to follow 
patients after discharge and make 
sure they can access the resources 
they need.

When elderly patients are nearing 
discharge, Gutzwiller advises hospital 

case managers to connect them with 
their health plan case manager.

“Every Medicare Advantage plan 
has case managers. When patients are 
in the hospital, it’s the perfect time 
to introduce them to someone who 
can follow them into the community 
and help them navigate the confusing 
healthcare system,” he says.

Another option is to refer appro-
priate patients to the Area Agency 
on Aging and its vast list of commu-
nity resources, Gutzwiller suggests. 
“Seniors need to be connected with 
someone on the outside who can 
help them follow their discharge plan 
and stay out of the hospital. Being 
at home in a familiar setting reduces 
many risk factors,” he says.  n

Emergency Department Is Tailor-made  
to Meet the Needs of Older Patients
Staff have geriatric training; rooms are designed for seniors

When senior citizens present 
to the ED at St. Mary 

Mercy Hospital in Livonia, MI, 
it’s not unusual for them to tell the 
registration staff that they chose the 
hospital because of its senior ED.

The 304-bed acute care hospital 
treats patients who are 65 or older 
in a special 14-bed unit geared to 
the needs of the senior population. 
When the senior ED opened in July 
2010 with six beds, it was the first of 
its kind in Michigan. Now, all five 
hospitals in the Saint Joseph Mercy 
Health System in Michigan have 
opened similar departments.

A team from the hospital visited 
the first senior ED in the nation at 
Holy Cross Hospital in Silver Spring, 
MD, to gather ideas for their unit. 
Like Saint Joseph Mercy Health 
System, Holy Cross is part of Trinity 
Health.

“Everything about the senior unit 
was designed to improve the hospital 
experience and the quality of care 
for older patients,” says Michelle 
Moccia, RN, MSN, ANP-BC, Senior 
ER Center program director.

The unit has safety rails, non-skid 
floors, extra-thick pressure-reducing 
mattresses, and a reclining chair in 

each room. The nurses can provide 
hearing amplified earphones for 
hearing-impaired patients, magnifiers 
and reading glasses for those with 
vision problems, and warm blankets. 
The whiteboard in the room is extra 
large with room for staff to write in 
large letters. The pain chart, clocks, 
and phones all have large figures.

The staff dedicated to the Senior 
ER Center all have received geriatric 
clinical training and the nursing 
staff have completed a 17-module 
course on geriatric emergency nursing 
offered by the Emergency Nurses 
Association.
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EXECUTIVE SUMMARY

At St . Mary Mercy Hospital in Livonia, MI, patients 65 or older are treated in 

an ED staffed by clinicians with geriatric training, and equipped with non-skid 

floors, pressure-reducing mattresses, and tools to help with impaired hearing 

and low vision .

• All patients 65 or older are evaluated with a unique assessment designed for 

older adults .

• Information from the assessment is shared with patients’ primary care 

physicians .

• Social workers call patients within 48 hours after discharge and can arrange 

interventions if the patients experience problems .

Patients who are 65 years or older 
are evaluated when they enter the 
hospital, and are triaged to the senior 
unit when there is a bed available. 
Regardless of where the patient’s 
bed is, the nurses conduct a unique 
assessment designed for older adults.

“If the senior emergency depart-
ment beds are full, patients over 65 
will be placed in the main emergency 
department and the emergency de-
partment nurse completes the same 
assessment,” Moccia says.

The assessment covers activities 
of daily living, medication issues, 
availability of transportation, and 
recent hospitalizations and ED visits. 
The nurse completes a depression 
screen and assesses for cognitive 
issues.

“One of the most important 
questions is whether the patients live 
alone, and if they do, whether they 
have a willing caregiver,” Moccia says.

The nurse asks what the patient 
would do in case of an emergency, 
whether they have an alert bracelet, 
and if someone checks on them daily.

“We want to make sure that they 
understand they could be at risk if 
they need help and have no way to 
contact anyone,” Moccia says.

When the nurse enters the 
assessment information in the 
electronic medical record, the system 

immediately sends an alert to any 
department that must interact with 
the patient. For instance, the social 
worker is alerted if the patient has 
psychosocial issues. If there may 
be problems with medication, the 
pharmacist receives an alert.

“Pharmacists are an important 
part of our team,” Moccia says. If 
a patient comes in following a fall 
and doesn’t know why it happened, 
the pharmacist reviews his or her 
medication to determine if that could 
have been the cause. If the patient’s 
mental status is altered and there 
hasn’t been a change in his or her 
normal situation, it also could be due 
to medication, she adds.

The assessment often turns up 
information on senior patients that 
the team shares with other healthcare 
providers. For example, some primary 
care physicians do not regularly screen 
for cognitive issues or depression.

“The emergency room is the 
front porch of the healthcare 
system. We often discover some of a 
patient’s needs that the primary care 
physician was not aware of, and we 
are supplementing the information 
needed to care for patients in the 
community,” Moccia says.

Sometimes, the family doesn’t 
know things that the assessment 
reveals, she adds. “When patients 

exhibit memory issues, the assessment 
often validates what family members 
suspected all along,” Moccia says.

A social worker is dedicated to 
the senior ED from 8 a.m. to 5 p.m. 
Case managers cover the entire ED 24 
hours a day, seven days a week, and 
assist with patients in the senior ED 
when needed.

When patients cannot be safely 
discharged, the social worker or case 
manager collaborates with the rest of 
the team to arrange the best discharge 
destination.

Whenever possible, the ED 
team arranges a follow-up visit with 
patients’ primary care physicians 
and the hospital pharmacy fills any 
prescriptions before the patients are 
discharged.

All patients discharged from the 
ED receive a follow-up telephone 
call within 48 hours after discharge. 
A social worker calls senior patients, 
asks how they are feeling, and checks 
on whether they’ve filled their 
prescriptions and arranged a follow-up 
appointment.

“Based on the call, we may do 
more interventions to ensure that the 
patient adheres to the discharge plan,” 
Moccia says.

If patients say they haven’t received 
their medications, the social worker 
calls the prescriptions in to their 
normal pharmacies or, if necessary, a 
pharmacy that will deliver. If patients 
don’t have a follow-up appointment 
with their primary care physician, the 
social worker sets up the appointment.

If there is a question with the 
discharge instructions, the social 
worker can call on the nurse 
practitioner or physician to review it 
again.

“Patient satisfaction scores for the 
Senior ER are very high. We know 
our population is aging, and we are 
responding to their needs,” Moccia 
says.  n
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THE CONDITIONS 
OF PARTICIPATION 
ARE RULES FROM 
CMS BY WHICH 

MEDICARE- AND 
MEDICAID-
ENROLLED 

HOSPITALS MUST 
ABIDE AS A 

CONDITION OF 
PARTICIPATION IN 
THESE FEDERAL 

HEALTHCARE 
PROGRAMS.

Compliance Measures for the Case Manager’s 
Daily Practice — Part 1
By Toni Cesta, PhD, RN, FAAN

Introduction

In recent years, compliance has become a greater area of 
focus for case managers and case management leaders. 
Historically, case management compliance related 

most closely to the Centers for Medicare & Medicaid 
Services (CMS) Conditions of Participation (CoPs). More 
specifically, two of the conditions apply specifically to 
the practice of case management. These 
are the CoPs for utilization review and 
discharge planning. These CoPs were 
rarely audited by CMS — and hospitals 
did not pay close attention to them.

Like many things in healthcare, 
times have changed for CoPs and other 
standards of compliance established 
over the last several years. These include 
elements such as the Two-Midnight Rule 
under the Inpatient Prospective Payment 
System (IPPS), and the Important 
Message from Medicare. CMS, The Joint 
Commission (TJC), and other certifying 
bodies have begun to audit and evaluate 
case management compliance in 
hospitals. This month, we will review 
the areas of compliance in the CoPs that 
directly relate to the roles of the case 
manager and the social worker to ensure 
compliance.

What Is Compliance?
Compliance is defined as “cooperation or obedience.” 

Compliance with the law is expected of everyone. 
Compliance with laws related to healthcare are expected of 
all healthcare organizations and providers.

Healthcare compliance is more than just rules and 

regulations. The following are three broad categories of 
compliance to consider:

• clinical compliance;
• standards;
• evidence-based guidelines.
Examples of clinical compliance areas include value-

based purchasing measures, readmission penalties, hospital 
never events, and hospital-acquired 

conditions. Standards such as Condition 
Code 44 are enacted by TJC, CMS, and 
others. Evidence-based guidelines usually 
are written by the hospital or purchased 
by the hospital for internal use. These 
guidelines provide the expected processes 
for care of specific types of patients.

Conditions of Participation 

for Hospitals
The Conditions of Participation are 

rules from CMS by which Medicare- and 
Medicaid-enrolled hospitals must abide 
as a condition of participation in these 
federal healthcare programs. They are a 
set of stringent health measures designed 
to regulate how hospitals and other 
medical establishments use Medicare 

dollars. Every healthcare facility that 
receives reimbursement for Medicare-related costs must 
adhere to the guidelines specified by CMS. These rules are 
published in the Federal Register, and regular inspections by 
CMS ensure that all healthcare facilities consistently follow 
guidelines. These rules also ensure that all patients receive 
a minimum standard of care, which is considered a right of 
every Medicare beneficiary.

In general, the CoPs are the final rules in terms of 



8   |   HOSPITAL CASE MANAGEMENT / January 2018 HOSPITAL CASE MANAGEMENT / January 2018   |   9

adherence. In some instances, one 
state’s rules may supersede the federal 
CoP. This may happen if your state 
has a more restrictive regulation 
than that of the CoP, but in general 
the CoP is the law of the land for 
hospitals and other levels of care.

• Part A includes general 
provisions for the delivery of care.

• Part B covers administrative 
requirements as well as patient rights.

• Part C includes the following 
areas, including those that pertain to 
case management, utilization review, 
and discharge planning: nursing 
services; medical record services; 
pharmaceutical services; radiological 
services; laboratory services; food 
and dietetic services; physical 
environment; infection control; 
discharge planning; organ, tissue, and 
eye procurement.

• Part D, titled Optional Hospital 
Services, contains rules for additional 
departments that a specific hospital 
may or may not have. All others 
are considered mandatory. Part D 
includes the following: surgical 
services; anesthesia services; nuclear 
medicine services; outpatient services; 
emergency services; rehabilitation 
services; respiratory care services.

The CoP contains rules for 
virtually every department and 
discipline in the acute care setting.

Conditions of 

Participation for 

Utilization Review
Utilization review was the first 

role assumed by hospital case manag-
ers. It was a stand-alone role and was 
performed as a requirement under 
the Medicare program. As the case 
management models evolved, utiliza-
tion review was subsumed as one of 
many roles performed by hospital 
case managers. Whether your case 

management model applies utiliza-
tion review as a stand-alone role, or 
whether it is part of an integrated 
approach, your hospital is bound 
by the components of the CoP for 
utilization review. It is critical that 
case managers are aware of what these 
requirements are and that they also 
are included in the hospital’s utiliza-
tion review plan.

The section on utilization review 
begins with the basic requirements of 
utilization review: “The hospital must 
have in effect a utilization review 
(UR) plan that provides for review of 
services furnished by the institution 
and by members of the medical 
staff to patients entitled to benefits 
under the Medicare and Medicaid 
programs.” (For more information, 
visit: http://go.cms.gov/2BfF3cb.)

The hospital’s utilization review 
plan should include the following:

• a delineation of the responsibili-
ties and authority for those involved 
in the performance of UR activities;

• procedures for the review of the 
medical necessity of admissions;

• the appropriateness of the 
setting;

• the medical necessity of extend-
ed stays;

• the medical necessity of 
professional services.

The Utilization Review 

Committee
The utilization review committee 

must include two or more practi-
tioners who carry out the utiliza-
tion review functions. At least two 
members of the committee must be 
doctors of medicine or osteopathy. 
The other members can be any type 
of practitioner.

The UR committee must act as 
one of the following:

• a staff committee of the 
institution that has delegated to the 

UR committee the authority and 
responsibility to carry out the UR 
functions;

• a group outside the institution 
established by the local medical 
society and some or all of the 
hospitals in the locality, or established 
in a manner approved by CMS.

If your hospital is too small to 
practically establish a functioning UR 
committee, then a committee must 
be established as per above.

The committee’s reviews cannot 
be conducted by any individuals who 
have any of the following:

• a direct financial interest in the 
hospital (i.e., an ownership interest); 
or

• past professional involvement in 
the care of the patient whose case is 
being reviewed.

Section 482.30(c) Standard 
outlines the requirements for the 
scope and frequency of reviews. 
It discusses the manner in which 
clinical reviews must be conducted. 
The following information must also 
be included in the utilization review 
plan:

• The UR plan must provide for 
review for Medicare and Medicaid 
patients with respect to the medical 
necessity of admissions to the 
institution, direction of stays, and 
professional services furnished, 
including drugs and biologicals.

• Review of admissions may 
be performed before, at, or after 
admission to the hospital.

• Reviews may be conducted on a 
sample basis.

• Hospitals that are paid for 
inpatient hospital services under the 
prospective payment system must 
conduct review of duration of stays 
and review of professional services. 
For duration of stays, these hospitals 
are only required to review cases that 
they reasonably assume to be outlier 
cases based on extended length of 
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stay. For professional services, these 
hospitals need only review cases that 
they reasonably assume to be outlier 
cases based on extraordinarily high 
costs.

Implementing Review 

Frequency
While the CoP states that reviews 

may be conducted on a sample basis 
except for extended stays, most 
contemporary case management 
departments review all admissions 
to the hospital. Due to the changes 
in Medicare payments including the 
Two-Midnight Rule, reductions in 
payment for readmissions, and so 
forth, it has become necessary to 
look at all admissions at the start of 
the stay and daily thereafter. In the 
case of extended stays, less frequent 
reviews may be appropriate.

The UR plan should include the 
hospital’s expectations concerning 
reviews for medical necessity with 
respect to admission, duration of 
stay, and the professional services 
furnished. If your hospital is not 
paid under the prospective payment 
system, these rules are not applicable.

Section 482.30(d) includes the 
Standard: Determination regarding 
admissions or continued stays. The 
CoP tells us that the determination 
that an admission or continued stay 
is not medically necessary:

• may be made by one member of 
the UR committee if the practitioner 
or practitioners responsible for the 
care of the patient concur with the 
determination or fail to present their 
views when afforded the opportunity;

• must be made by at least two 
members of the UR committee in all 
other cases.

Before making a determination 
that an admission or continued 
stay is not medically necessary, 
the UR committee must consult 

the practitioner or practitioners 
responsible for the care of the 
patient, and afford the practitioners 
the opportunity to present their 
views.

• If the committee decides that 
admission to, or continued stay 
in, the hospital is not medically 
necessary, written notification must 
be given. This notification must be 
given no later than two days after the 
determination, and must be given 
to the hospital, the patient, and the 
practitioners responsible for the care 
of the patient.

Applying the Rules 

for Admission and 

Continued Stay Reviews
When someone other than a 

physician makes an initial finding 
that an admission or continued 
stay does not meet criteria, the CoP 
gives specific instructions as to how 
the process should be conducted. 
Generally, it is the case manager who 
is making these initial determinations 
and the case manager usually is 
a registered nurse. However, the 
CoP requires that, if the criteria 
are not met, the case be referred to 
the utilization review committee 
subgroup of the UR committee. This 
subgroup must include at least one 
physician. In most hospitals, this 
would be the physician advisor.

The committee or physician 
advisor then is required to review 
the case. If the physician advisor 
agrees that the case does not meet 
the hospital’s criteria for admission 
or continued stay, then the attending 
physician must be notified. The 
attending physician must be given 
an opportunity to present his or her 
views and any additional information 
relating to the patient’s needs for 
admission or extended stay.

Incorporating Utilization 

Review Into Daily 

Practice
As a case manager responsible for 

utilization management, you must 
know the rules and regulations for 
utilization review. Let’s start with the 
three types of clinical reviews that are 
the basis of utilization management: 
prospective, concurrent, and 
retrospective reviews.

Prospective reviews occur before 
services are rendered. For example, 
if the health plan requires the 
provider to request preauthorization 
for hospital admission, the request 
would trigger prospective utilization 
review. Another example might be 
that the preadmission case manager 
reviewing scheduled surgical cases 
will review the appropriate level of 
care prior to the admission, or may 
review a request for preoperative days 
that do not meet medical necessity. 
The case manager in this role must 
be sure that, as per the National 
Coverage Determinations (NCD), all 
documentation must be in the record 
to demonstrate the appropriateness 
of the specific procedures included in 
the NCD.

Concurrent reviews occur while 
services are rendered. For example, 
a provider’s request for hospital days 
beyond those approved would trigger 
a concurrent review.

Medicare’s expectation is that 
we manage the medical necessity 
of its beneficiaries throughout their 
hospital stay. There should be no 
exception related to admissions 
that do not need to be reviewed 
concurrently. Cases paid under a 
DRG, bundled payment method, or 
underfunded or unfunded patients 
should be reviewed. Cases should 
be reviewed proactively. There may 
be a situation in which you receive 
a concurrent denial. When this 
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happens, an additional review should 
be performed.

Retrospective reviews occur 
after services have been rendered. 
These reviews should be performed 
on short stays that were admitted 
and discharged before the medical 
necessity review was completed. 
Retrospective reviews also should be 
performed when a denial is received 
after the patient has been discharged. 
If reviews are performed daily and 
kept in a case management software 
application, the need to perform 
these retrospective reviews becomes 
unnecessary as they can be accessed 
and reviewed during the appeal 
process. This approach is more 
efficient and the reviews will be more 
accurate, as they were performed 
while the patient was still in the 
hospital.

Functions of the UR 

Committee
The utilization committee plays 

an important role in ensuring that 
hospital staff, including physicians, 
nurses, and administrators, are kept 
informed as to issues related to 
utilization, denials, length of stay, 
cost, outlier cases, etc. Below are 
examples of topics that might be 
included in a UR committee agenda. 
Not every topic must be discussed 
every month. Rather, topics should 
be included that have seen a change, 
positive or negative. Some reports can 
be presented quarterly while others 
probably should be reported at each 
and every meeting. For example, 
length of stay should be reported 
at each meeting while outlier cases 
might be reported less frequently. 
Ultimately, the frequency is up to the 
committee chair. Utilization review 
committees have a bad reputation 
as not being relevant to attendees; 
however, in today’s healthcare 

environment where quality, cost, and 
reimbursement are interrelated, it has 
never been more important to discuss 
these topics.

The same information that is 
presented to the UR committee 
also should be presented to the case 
management department staff. The 
RN case managers, social workers, 
and support staff must see the 
outcomes of their work, as well as 
where there are areas of success or 
needed improvement.

• ALOS: Medicare, Medicaid, 
self-pay, HMO, PPO, adult, and 
pediatrics;

• outlier cases;
• Medicare spending per 

beneficiary (from the Medicare.Gov 
Hospital Compare site);

• variable cost per case;
• readmission rates;
• medical necessity audit results;
• PEPPER reports;
• Two-Midnight Rule dashboard;
• QIO audit results;
• Two-Midnight Rule self-denial 

reports;
• denial rates;
• actual denials;
• overturns;
• denial reasons;
• annual review of UR plan;
• annual review of discharge 

planning policy.

Compliance With 

Documentation
As case managers, we must 
be thoughtful about what is 
documented in the medical record. 
What should be kept in the medical 
record vs. what does not belong in 
the medical record can be included 
in a departmental policy. The 
following are some basic tenets of 
documentation:

• Documentation belongs in 
your case management software if 

it relates to payer issues, avoidable 
delays, or denials. These should 
not be part of the patient’s medical 
record, but in a discreet part of the 
case management software.

• Do not copy and paste the 
electronic record and send to payer 
for a clinical review. Only send 
the information needed to support 
your case for a continued stay or 
discharge.

• Use critical thinking skills when 
providing clinical medical necessity 
information to payer. Sending too 
much information can be just as 
damaging as not sending enough, so 
be thoughtful as you compile what 
you need for your review.

• Keep documentation current. It 
should tell the patient’s story — not 
yours. Avoid documenting tasks you 
have performed; instead, document 
the relationship between the tasks 
and the patient’s status.

• Document any time there is an 
update regarding the patient.

• The department should have a 
policy for the minimum frequency 
of documentation — know the 
requirement for your department.

• Use software to remind you 
of the next review date so you do 
not cause a denial due to a lack of a 
review.

• Utilization information is not 
a part of the medical record (non-
discoverable).

• This information should be in 
the case management software.

Summary
This month, we began our review 

of compliance issues relevant to 
the field of case management. We 
will continue next month with 
more issues related to utilization 
management and the move on the 
Conditions of Participation for 
Discharge Planning.  n
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EXECUTIVE SUMMARY

Readmission rates plummeted after a multidisciplinary team at Baylor Scott 

& White Health in Dallas began following elderly patients for 30 days after 

discharge .

• Patients targeted are hospitalized with pneumonia, heart failure, and chronic 

obstructive pulmonary disease and are stratified into three risk categories .

• All patients receive follow-up calls from a nurse, pharmacist, and social 

worker, and participate in automated telehealth calls .

• Advanced practice nurses make one visit to medium-risk patients at home, 

and weekly visits to high-risk patients for 30 days .

Following Seniors After Discharge Slashes 
Readmission Rates
Interventions by multidisciplinary team are based on risk

R eadmission rates dropped from 
19.9% to 13.5% when Baylor 

Scott & White Health in Dallas 
launched a program to follow up 
with elderly patients hospitalized with 
pneumonia, heart failure, and chronic 
obstructive pulmonary disease 
(COPD).

“Our goal is to get readmissions 
down to 10%,” says Alexis S. Early, 
LMSW-IPR, ACM-SW, social worker 
on the transitional care team.

Components of the program 
include follow-up telephone calls, 
home visits for high-risk patients, 
and automated telehealth calls. The 
patients are stratified into three risk 
categories and three flexible protocols 
that can be adjusted according to 
their preferences.

Patients in the program are 65 
and older who are hospitalized for 
heart failure, pneumonia, or COPD. 
A multidisciplinary team follows 
patients discharged from nine 
hospitals in the Baylor Scott & White 
system for 30 days after discharge. 
The average patient in the program is 
85 years old with five comorbidities.

The program is part of Baylor 

Scott & White’s House Calls 
program, which has been providing 
primary care visits to homebound 
seniors for 20 years.

“Going forward, Baylor Scott & 
White will focus on all-condition, 
all-cause readmission prevention. To 
better support this goal, the program 
is expanding to include diagnoses of 
hypertension, diabetes, sepsis, and 
urinary tract infection and will open 
up to patients 18 and older,” Early 
says. Plans also call for including 
community health workers in the 
program.

The transitional care team 
coordinates transitions for about 180 
people at a time.

The team includes a master’s-
prepared social worker, a nurse, a 
pharmacist, three advanced practice 
nurses, and a healthcare coordinator 
who manages the telehealth program. 
A physician office representative 
reviews the referrals from the 
hospitals, checks the patients’ 
insurance, and acts as the coordinator 
of operations, Early says.

The nurse makes follow-up calls 
to the patient after discharge and 

intervenes when needed. The social 
worker conducts follow-up calls, 
screens for depression and anxiety, 
provides emotional support, and 
connects the patients with appropriate 
community resources. The pharmacist 
makes follow-up calls to patients, 
reinforces the importance of adhering 
to the medication regimen, conducts 
medication reconciliation, and 
coordinates with the patients’ primary 
care physicians to make sure they are 
aware of the prescriptions the patients 
received while in the hospital, and 
that none of the medications cause 
adverse interactions. The advanced 
practice nurses visit eligible patients 
at home and are available for 
phone consultation if patients have 
questions.

“The entire team collaborates to 
assist the patients,” Early says.

Most of the patients are referred 
by the social workers and RN care 
managers embedded in the nine 
hospitals.

“Our team relies heavily on the 
social workers and RN care managers 
who work with the physicians to 
write an order for patients who are 
eligible for our services. They present 
our program to eligible patients and 
get their consent to be enrolled. 
When patients agree to participate, 
the social workers and RN care 
managers notify us by email and we 
enroll them,” Early says.

When older patients are admitted 
to hospitals in the Baylor Scott 
& White system, they are given 
a detailed geriatric assessment 
that gathers information on their 
medical, psychosocial, and functional 
capabilities and limitations.
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The transitional care team inputs 
information from the assessment and 
other information from the patient 
chart into a software algorithm that 
risk-stratifies patients into three risk 
levels, each with a different protocol.

Patients at low risk still are 
active, newly diagnosed, or have 
been hospitalized only once for their 
disease. Many still are working. 
They receive a pharmacist call on 
the second day after discharge, and 
a call from the social worker after 
six days. The social worker conducts 
another social assessment, checking 
on family support, transportation 
to their physician office, activities of 
daily living, and social needs. The 
social worker conducts a depression 
screening and reminds the patient 
to call the nurse line if he or she has 
questions or concerns.

Low-risk patients receive an 
automated telehealth call every day 
for 30 days and answer questions 

that pertain to their specific chronic 
illnesses. If the patient answers “yes” 
to any question that indicates a 
problem, the nurse automatically is 
notified. The nurse calls the patient to 
get details and coordinates care with 
the patient’s primary care physician.

Patients at medium risk receive 
calls from the pharmacist two days 
after discharge, and the nurse on 
days five, 14, and 21. The nurse 
conducts an assessment, provides 
chronic disease-specific education, 
and answers questions and concerns. 
An advanced practice nurse makes 
one visit to the homes of medium-
risk patients, conducts medication 
reconciliation, reinforces the 
education, checks vital signs, manages 
any clinical symptoms, and helps with 
advance care planning. The patients 
also participate in telehealth.

High-risk patients are those who 
have five or more comorbidities, 
multiple ED visits and/or hospital 

admissions, or have had a skilled 
nursing or rehabilitation facility stay. 
“These are complex patients, usually 
with difficult family dynamics and 
lack of support in the community,” 
Early says.

They receive calls from the 
pharmacist and the nurse, and 
participate in telehealth. An advanced 
practice nurse makes a home visit 
to the high-risk patients within 48 
hours after discharge and follows up 
with a weekly visit. The social worker 
identifies the patients’ psychosocial 
needs, connects the patients with 
community services, and follows up 
to ensure their needs are met.

“Our program is very fluid and 
we try to accommodate the patients’ 
wishes. We have patients who don’t 
want a visit from an advanced 
practice nurse, so the office-based 
team follows them. If they don’t want 
telehealth, contact them through the 
nurse phone calls,” Early says.  n

Program Helps Senior Citizens Live at Home  
and Stay Out of the Nursing Home

Senior citizens who otherwise 
would be placed in a nursing 

home are able to live at home safely 
thanks to support provided by 
Geisinger Health System’s Living 
Independently for Elders (LIFE) 
program in Pennsylvania.

LIFE Geisinger is open to anyone 
55 or older who lives within the 
service area and who meets the medical 
criteria for a nursing home admission. 
Participants typically spend several 
days a week at a LIFE center, where 
they receive regular medical care and 
therapy and can take part in a variety 
of activities.

Between trips to the center, 
participants who need help at home 

are visited by LIFE Geisinger’s 
home care team for assistance with 
housekeeping, meal preparation, and 
other activities of daily living, as well as 
validating medication compliance.

“The goal of the program is to keep 
these seniors out of the nursing home 
and living in the community. We take 
care of their healthcare needs and keep 
them active and socialized so they 
don’t sit at home watching television, 
becoming debilitated and less able to 
manage on their own,” says Robert 
McQuillan, MHA, NHA, associate 
vice president of LIFE Geisinger/
skilled nursing facility operations.

The program provides transporta-
tion to and from the facility, primary 

and specialty physician care, dental 
care, medication management, nutri-
tion counseling, physical, occupation-
al, and speech therapies, social worker 
interventions, and recreational therapy. 
LIFE Geisinger may contract with a 
home health agency to provide skilled 
services to participants if needed. The 
therapists, clinic nurse, and physicians 
also may visit participants at home if 
necessary.

Geisinger has two full LIFE centers, 
one in Scranton, PA and one in Kulp-
mont, PA. The staff at the Scranton 
LIFE center oversee the activities at a 
satellite center in Wilkes Barre, PA.

The centers are staffed by 
interdisciplinary teams that include 
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EXECUTIVE SUMMARY

Geisinger Health System’s Living Independently for Elders (LIFE) program 

provides medical care, therapy, adult day activities, and home visits for elderly 

patients who meet the medical criteria for a nursing home admission .

• Seniors referred to the program are assessed by a multidisciplinary team that 

develops an individualized service plan .

• Most participants spend two or three days a week at one of two LIFE centers, 

facilities with 12,000 or more square feet of space that serve as the hub of the 

program .

• The program’s home care team makes home visits to participants who need 

assistance with activities of daily living .

managers of direct services and home 
care, physicians or nurse practitioners, 
physical therapists, occupational 
therapists, a pharmacist, a dietician, 
social workers, and a transportation 
supervisor. The intake coordinator is a 
nurse or a social worker.

The LIFE program receives 
referrals from a wide range of sources 
including churches, community 
organizations, state agencies, hospital 
staff, physicians, and friends or family 
members of potential participants.

When the program receives a refer-
ral, the intake coordinator contacts 
the patient, explains the program, and 
finds out what services may be needed. 
Individuals who are interested in 
participating have a choice of coming 
to the day center for a tour or having 
a staff member, either a social worker 
or a nurse, come to their home for an 
initial visit.

“During the initial visit, we try to 
gather enough information on the 
potential participant, his or her needs, 
and the family dynamics and put 
together an initial plan. We share what 
services we can provide and offer the 
participant and family members a trial 
visit to introduce them to the daily 
routine of the program,” McQuillan 
says.

The potential participant stays most 
of the day during the trial visit and 

meets members of the team. The team 
meets the next morning and outlines 
a service plan. Then, the intake 
coordinator or center manager calls the 
family, shares the plan, and asks if they 
want the senior to participate.

LIFE Geisinger is part of CMS 
PACE (Program for All-inclusive Care 
for the Elderly). Many of the people 
in the program are dually eligible for 
Medicare and Medicaid.

The program receives a capitated 
payment for dual eligible partici-
pants from both the state and federal 
programs. Those funds cover all of the 
expenses of dually eligible participants 
including home care, medication, sup-
plies, transportation, testing, physician 
visits, and home modification. Partici-
pants who are eligible for Medicare but 
have too many resources for medical 
assistance pay a private portion of 
$4,469.78 a month.

Participants can be enrolled only 
on the first of the month. “When 
hospital discharge planners or people 
in a physician office have someone 
with an immediate need, we can’t help 
them until the first of the month,” 
McQuillan says.

Before participants can be enrolled 
in the program, the Area Agency on 
Aging must visit the home and certify 
that they meet nursing home medical 
eligibility criteria.

“They agree with us 90% of the 
time. If we can’t meet the individuals’ 
needs, we connect them with 
organizations that can. We don’t leave 
anyone hanging,” McQuillan says.

On the first day they attend 
the center, the participants meet 
individually with the multidisciplinary 
team. “This gives us an opportunity 
to verify the information we got on 
the intake assessment and to get a 
baseline measurement for therapy. As 
time goes by, we try to involve them in 
activities that will help them maintain 
or improve their performance,” 
McQuillan says.

Over the course of the first 30 days, 
the multidisciplinary team members 
refine the service plan, adding more 
specific goals and measurements. They 
review the plan and the participant’s 
progress again in six months unless 
there is a significant change in 
condition.

Participants may come to the LIFE 
center monthly, but most come two 
to three times a week. The center 
staff may assist with the participants’ 
laundry and bathing, and provide a 
morning snack, a hot meal for lunch, 
and food to take home.

“We make sure they have their 
medication and all the supplies they 
need for the weekend or in winter 
when they may have to stay at home 
because of the weather,” McQuillan 
says.

The day centers are the hub of 
the LIFE program. Each program is 
conducted in a facility with more than 
12,000 square feet of space, enough 
room for activities for all levels of skills 
and needs. and includes a therapy 
area, clinic space with exam rooms, an 
activity room, and dining area. “We 
utilize technology like telehealth so 
our participants can see other provid-
ers or a specialist for a second opinion, 
eliminating the need to take patients 
to another facility,” McQuillan says.  n
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ACOs Yield Quality Lessons for Hospitals,  
May Expand

M edicare accountable care 
organizations (ACOs) have 

yielded valuable lessons about value-
based care and positioned some 
hospitals to be competitive in the 
future, with the most recent results 
showing participants improving 
quality and reaping financial rewards. 
One of the most promising has been 
cut off to new applicants, but could 
become available again in the future.

Most of the participants in the 
Next Generation and Pioneer ACO 
models earned payments in the most 
recent reporting period — 11 out of 
18 health systems participating in 
Next Generation in 2016, and six out 
of eight in the Pioneer model.

Seven Next Generation ACOs 
lost money and three dropped out 
in 2016 due to financial targets, 
saying they could not reach the 
value-based targets that would earn 
payments. (The latest CMS data on 
ACOs is available online at: http://bit.
ly/2zbDeOY.)

Next Generation  

ACO Grew

For Next Generation ACOs, the 
financial rewards ranged from a low 
of $272,140 for Steward Health Care 
Network in Massachusetts, to a high 
of $12 million for Baroma Health 
Partners in California.

The largest losses in the Next 
Generation ACOs were reported 
by LifePrint ACO in Delaware, a 
subsidiary of UnitedHealth Group, 
which owed $6.1 million, followed 
by OSF HealthCare in Illinois 
and MemorialCare Regional ACO 
in California, which both lost $5 
million.

Twenty-eight new ACOs joined 
the Next Generation program, 
making a total of 44 health systems 
taking part in the largest advanced 
ACO program in Medicare’s history. 
Next Generation builds on the 
Medicare Pioneer ACO model, which 
was in its final program year in 2016.

Eight health systems took part in 
Pioneer in 2016, with six reporting 
financial savings. Banner Health 
Network in Arizona led the pack 
with the highest reward at $10.9 
million, meeting its benchmark of 
$504 million for 42,040 beneficiaries 
with an actual expenditure of $489 
million.

None of the Pioneer ACOs owed 
money, but Monarch HealthCare in 
California and Partners HealthCare 
in Massachusetts just broke even. 
However, they reported quality scores 
of 90.25% and 94.51%, higher than 
some of the other health systems that 
earned money.

The Michigan Pioneer ACO had 
a lower quality score of 88.93% and 
still earned $7.4 million. Michigan 
performed better than its benchmark 
expenditure of $232 million for its 
14,319 beneficiaries, with actual 
expenditures of $220 million.

Rewards for Quality  

and Value

The ACO models are Medicare 
Shared Savings Programs (MSSPs) 
that encourage coordinated care and 
higher quality. Doctors, hospitals, 
and other healthcare providers and 
suppliers coordinate to provide 
high-quality care at lower costs, 
thereby saving money for Medicare. 
ACOs are patient-centered, explains 

Chris Dawe, vice president for 
payer partnerships at Evolent Health 
in Arlington, VA, which provides 
technical and management support to 
ACO participants.

ACOs provide a way for healthcare 
organizations to gather better 
information about their patients’ 
medical histories and improve 
relationships with patients’ other 
providers, he explains. Provider 
participation in ACOs is voluntary, 
and participating patients experience 
no change in their Medicare benefits.

An ACO that delivers high-quality 
care and reduces Medicare costs will 
share in the savings it achieves for the 
Medicare program. (More information 
on the Next Generation ACO model 
is available online at: http://bit.
ly/1YfzOws.)

Next Gen Model 

Successful

The latest results demonstrate 
the value of an ACO model and 
particularly the Next Generation 
approach, Dawe says. Hospitals 
cannot sign up for the Next 
Generation ACO now but might be 
able to join in the future, he says.

“The lesson would be the 
superiority of the model and that it 
is a truly viable platform for hospitals 
to start moving in this direction and 
transform care. It is a competitive 
threat for any hospital that is sitting 
there with a physician network and 
trying to grow that network, but 
doesn’t have a way to bring physicians 
the type of upside benefit that comes 
with the Next Gen model. If you are 
one of those hospitals, unfortunately 
CMS doesn’t have a solution for you 
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because Track 3 can work in some 
instances, but just doesn’t have the 
firepower of Next Gen.”

Dawe cites the example of 
Deaconess Health System, which 
has six facilities in Evansville, IN, 
and participated in MSSP Track 1 
starting in 2012. It joined the Next 
Generation ACO in 2016 with the 
intention of deploying physician-led, 
evidence-based clinical programs 
and new technology to improve 
the quality and care experience for 
Medicare beneficiaries.

They also needed to build a risk 
adjustment program to identify 
beneficiaries with undocumented 
conditions and support providers to 
improve documentation and coding 
accuracy, Dawe says.

Deaconess established financial 
incentives linked to performance, 
leadership training for physicians 
who typically spend 100% of their 
time practicing medicine, and a 
physician engagement strategy 
that included a governing board 
composed of practicing providers, 
Dawe says.

The health system also used new 
technology to extract data from 
disparate systems, such as claims 
data from payers, clinical data out 
of the electronic medical record, 
and patient-completed data. The 
data were combined into a data 
warehouse. Predictive analytics 
were employed retrospectively and 
prospectively to risk-stratify the 
population to help determine the 
appropriate care path for high-risk 
patients.

Data were shared with 
participating practices and 
providers on the care continuum, 
and Deaconess implemented a 
population health program to 
identify patients susceptible to 
future, avoidable conditions. The 
sickest patients receive dedicated 

care advisors to manage them for six 
months.

Deaconess used natural language 
processing technology to identify 
documentation gaps, ensure medical 
record accuracy, and drive care-
gap closure. Physician practices 
received lists of suspect conditions 
for upcoming office visits and coder 
decision support tools to improve 
billing accuracy.

Deaconess anticipates a savings 
of more than $7 million over 2016, 
which represents 80% of total shared 
savings, Dawe says.

Demand is increasing as providers 
look at avenues to get physicians 
out of the Merit-based Incentive 
Payment System (MIPS) and 
into Medicare Access and CHIP 
Reauthorization Act (MACRA) 
bonuses, Dawe says. It is unfortunate 
that an ACO option is closing off at 
the same time MACRA is gaining 
appeal with healthcare providers, he 
says. Interest in the Next Generation 
model should not come as a 
surprise, he says, because in addition 
to qualifying as an Advanced 
Alternative Payment Model (APM) 
under MACRA, the program also 
offers deal terms that surpass most 
other ACO contracts.

Dawe says these components of 
the Next Generation model make it 
superior to MSSP Track 1, Track 1+, 
and Track 3:

• Financial terms: Participants 
keep up to 100% of the upside 
savings.

• Risk adjustment: The 
benchmark can be adjusted up to 

+3% to accurately depict risk profile.
• Prospective attribution: Early 

identification helps manage the 
attributed population.

• Benchmark timing: 
Benchmarks are received prior to the 
start of the plan year.

• Network and beneficiary 
incentives: There are CMS waivers, 
supplemental benefits, and financial 
incentives for beneficiaries.

• MACRA: The Next Generation 
ACO satisfies MACRA requirements 
for an Advanced APM and provides 
a safe harbor for punitive pay-for-
performance programs. Participants 
receive the 5% Advanced APM 
bonus in addition to access to shared 
savings for successful ACOs, which 
creates a compelling platform for 
network expansion.

The good results coming just after 
the closing of applications for the 
Next Generation ACO will leave 
some hospitals frustrated, and ideally 
CMS should have at least one option 
each year for providers who want to 
voluntarily accept full downside risk, 
Dawe says.

“The Next Gen model will yield 
a tremendous amount of data over 
the next two or three years and we 
are confident that it will show a 
continuous improvement in quality 
and the ability to save Medicare 
money,” Dawe says. “We’re hoping 
they will be able to move it into a 
permanent option like how Pioneer 
became Track 3. Even though they’re 
not accepting new applications now, 
we’re hoping the new data will result in 
them opening it up permanently.”  n
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CE INSTRUCTIONS

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.  

CE QUESTIONS

1. According to John Gutzwiller, 

BS, RN, nurses and physical 

therapists can ambulate 

patients.

a . True

b . False

2. At St. Mary Mercy Hospital in 

Livonia, MI, how often do case 

managers staff the ED?

a . 8 a .m . to 5 p .m . Monday 

through Friday .

b . 24 hours a day, seven days a 

week .

c . 7 a .m . to 7 p .m . seven days a 

week .

d . 7 a .m . to 11 p .m . Monday 

through Saturday .

3. How long does the 

interdisciplinary team at Baylor 

Scott & White follow senior 

patients who are discharged to 

home after a hospital stay for 

heart failure, pneumonia, and 

chronic obstructive pulmonary 

disease?

a . One week

b . Two weeks

c . 30 days

d . 60 days

4. After seniors enroll in LIFE 

Geisinger, the multidisciplinary 

staff develops a service plan 

and refines it during the initial 

30 days the senior participates. 

When do they revisit the plan?

a . After six months, unless there is 

a significant change in condition .

b . Whenever a staff member 

notices changes in a participant .

c . Every 30 days .

d . Every 60 days .
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