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Case Managers Play Big Role  
in Stroke Care Transitions
COMPASS starts at hospital

By Melinda Young

Vulnerable stroke patients often 
are transitioned home, which 
can create challenges and the 

continued need for case management or 
follow-up care.

Researchers 
studied these 
transitions in a 
pragmatic trial to 
see if health systems 
would implement 
transitional care 
for certain stroke 
patients, says Pamela 
W. Duncan, PhD, 
PT, professor of 
neurology at Wake 
Forest School 
of Medicine in 
Winston-Salem, NC.

“We randomized 
hospitals. Some were the [12-month] 
intervention hospitals, and others were 
usual care,” Duncan says. “We enrolled 

40 hospitals across the state of North 
Carolina.”

The Comprehensive Post-Acute 
Stroke Services (COMPASS) study 
authors collected information about 

6,000 patients and 
included meetings 
with post-acute care 
coordinators and 
the collection of 
quantitative data, 
says Barbara J. Lutz, 
PhD, RN, CRRN, 
FAAN, McNeill 
distinguished profes-
sor at the University 
of North Carolina 
Wilmington.

The authors of 
one paper studied 

the effectiveness of 
the intervention. A parallel analysis of 
the program’s implementation helped 
COMPASS investigators understand 

FIFTY-EIGHT 
PERCENT OF 

INTERVENTION 
HOSPITALS 

EXPERIENCED 
UNINTERRUPTED 

DELIVERY OF 
THE COMPASS 
TRANSITIONAL 

CARE PROGRAM.
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EXECUTIVE SUMMARY

Investigators developed a comprehensive transitional care program for 

people who are discharged home after a stroke .

• The Comprehensive Post-Acute Stroke Services (COMPASS) program was 

studied at 20 different hospitals in North Carolina .

• Care coordinators called patients to ensure they filled their medication, 

bought healthy food, and were prepared for their clinic and provider visits .

• COMPASS helped patients and care coordinators find solutions to the most 

urgent needs .

the findings. The pragmatic trial did 
not require intervention hospitals to 
enroll all eligible patients. Fifty-eight 
percent of intervention hospitals 
experienced uninterrupted delivery 
of the COMPASS transitional care 
program. Thirty-five percent of 
patients enrolled at intervention 
hospitals completed the COMPASS 
protocol.1

“There was this wide variability of 
implementing the study at different 
sites,” Lutz says. There was a wide 
variability, across sites, in the proto-
col implementation, Lutz says. For 
example, the intervention hospitals 
that enrolled eligible stroke patients 
saw a range from a hospital that 
enrolled 6% of patients to one that 
enrolled 69% of eligible patients.

“Other hospitals fell within 
that range, and the average was 
somewhere around one-third,” Lutz 
says. “A low number of patients 
that were eligible received the 
intervention.”

Perform a Thorough 

Assessment

The study analysis included the 
outcomes of all eligible patients 
and whether they received the 
intervention at an appropriate 
hospital. This diluted the findings, 
but was necessary, she adds. (See 

story on lessons learned about making 
transitional care work in this issue.)

The COMPASS program focused 
on assessing patients carefully and 
ensuring they received enough 
information to know their own risk 
factors. The intervention included 
post-acute care coordinators, mostly 
nurses, serving as case managers 
for patients. They teamed up with 
advanced practice providers, such as 
nurse practitioners, Lutz says.

Care coordinators met with 
patients in the hospital to talk about 
the program. They made follow-up 
calls to patients to ensure they filled 
their medication, bought healthy 
food, and knew about their provider 
appointments. “The post-acute care 
coordinator or case manager would 
try to get resources to them to fill 
those needs,” Lutz says.

When patients visited the clinic, 
the same coordinator would meet the 
patient to perform a comprehensive 
assessment. The nurse practitioner 
talked with patients about their 
stroke, showing them CT scans to 
explain where the stroke occurred. 
Their goal was to provide specific 
information to help patients un-
derstand. Patients were screened for 
cognitive issues, as well as medical 
conditions and social determinants of 
health.

“We did a quick cognitive screen 
to see if they had the skills necessary 
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to manage their medicine,” Duncan 
says. “We found that 39% of the 
patients who were going directly 
home may have some cognitive 
challenges that would be a problem 
in their managing five or more 
medications.” More than 75% of the 
stroke patients were taking more than 
five medications.

When screening showed a cogni-
tive challenge, the team brought in 
a caregiver as a resource to help the 
patient with medication. “One of the 
most valued aspects of this that all the 
clinicians loved was that we linked 
them to community-based resources,” 
Duncan says. “Patients would go 
home and not be able to afford their 
medicine, so we had community 
resources to help.”

Community-Based 

Resources

Connecting patients to com-
munity resources required some 
prioritization. The patients often had 
an overwhelming list of needs. “We 
targeted community-based resources 
on their most urgent needs,” Dun-
can explains. “The nurse practitioner 
would say, ‘We can’t deal with all of 
these problems, so what is the most 
important?’”

Medical issues like high blood 
pressure remained at the top of the 
list. Falls prevention also was a top 
priority, as was helping patients afford 
and manage their medication.

Case managers meet patients in 
the hospital, review the program, and 
answer questions. They make sure 
patients fill all their medications, set 
appointments, and know to inform 
the case manager of any issues after 
returning home. Case managers 
follow up by phone within two days 
to prevent gaps in care.

For example, the post-acute care 

coordinator at one site met with a 
patient in the hospital and helped 
set up everything for the patient’s 
safe transition home. Then, the 
coordinator called back in two days 
and learned the patient did not have 
medication, food, and possibly not 
even transportation to get to the 
clinic appointment, Lutz recalls.

“The care coordinator had a 
relationship with the community 
paramedic program, and had a 
paramedic go out and do a home 
visit to make sure the gentleman had 
everything he needed before coming 
back to the clinic,” she explains.

True case management and care 
coordination is to not just hand the 
patient a sheet of paper with phone 
numbers of 10 organizations. “This 
coordinator made those connections 
for people because that is really hard 
for patients and families to do,” Lutz 
says. “Patients don’t know who to 
call.”

The team’s nurse practitioners 
also help solve problems. If a patient 
is not taking medication, the nurse 
practitioner can write a referral for 
therapy, if needed. “If the patient has 
been falling and doesn’t have physical 
mobility, then [the team] can refer the 
patient to physical therapy,” Duncan 
says. “If the patient is screened for 
depression, then they could further 
evaluate for depression and make a 
change medications or refer them to a 
support group.”

Look for Practical 

Solutions

COMPASS administrators look 
for practical solutions to patients’ 
obstacles to self-care and disease 
management. For instance, blood 
pressure is the chief risk factor for 
stroke. Most patients do not have 
their blood pressure controlled after 

their hospital discharge. “We know 
that only 49% of patients recognize 
blood pressure as a risk factor for 
stroke,” Duncan says. “We’re telling 
them all of this information in the 
hospital, but it’s not embraced, or 
when they get home they have so 
many problems.”

A potential solution encouraged 
by COMPASS was to provide stroke 
patients with blood pressure cuffs 
and logs before they were discharged. 
“The people who got our intervention 
self-reported they monitored their 
blood pressure more often,” Duncan 
adds.2

When care coordination teams 
saw the value in implementing the 
intervention and went above and 
beyond after a patient’s discharge, 
their efforts were more likely to 
succeed.

“Our healthcare system is so siloed 
and fragmented that when someone 
gets out of the hospital, for years and 
years, it was [the attitude of ] ‘our 
part is done,’” Lutz says. “We wanted 
to go beyond that and have patients 
thrive when they get out of the 
hospital.”

Stroke care coordinators actively 
help patients manage their blood 
pressure and symptoms. The 
COMPASS program is a bridge from 
the hospital back to the community, 
she adds.  n
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Care Transition Programs Falter  
with Inconsistencies
By Melinda Young

For case management and 
transitional care services to 

produce positive results in patient and 
economic outcomes, they need to be 
consistent, researchers suggest.1

The Comprehensive Post-Acute 
Stroke Services (COMPASS) tran-
sitional care study used a pragmatic 
approach. The investigators did not 
hire transitional care coordinators 
to ensure all eligible patients were 
enrolled and all intervention solu-
tions were consistently applied. Then, 
investigators studied the results. They 
found a wide variability in how the 
program was implemented across 20 
hospitals. Some barely enrolled any 
patients, and others enrolled at least 
two-thirds of patients eligible for the 
intervention.1

The result was that some sites, 
particularly those with poor 
communication and low staff 
availability, were not as successful 
at consistently implementing the 
program.

Overall, little more than one-third 
of eligible stroke patients received 
the intervention, says Pamela W. 
Duncan, PhD, PT, professor of 
neurology at Wake Forest School of 
Medicine in Winston-Salem, NC.

“There were a lot of system barriers 
to that,” Duncan says. “We had five 
or six sites that reached out to a lot 
their patients, but in a pragmatic 
trial, we were not allowed to pay 
research coordinators to provide the 
intervention.”

Hospitals had to provide the 
intervention. Only half of the 
intervention hospitals sustained the 
intervention without interruption. 
“Many of them treated it as a PRN 

service — ‘We got it if we have the 
staff,’” Duncan explains. “If the nurse 
was out on leave, they didn’t have 
services available.”

Researchers studied the variability 
among implementation of the 
program and have tried to explain 
what the variation was about, says 
Barbara J. Lutz, PhD, RN, CRRN, 
FAAN, McNeill distinguished 
professor at the University of North 
Carolina Wilmington.

“We found organizations really 
had to be ready to implement,” 
she says. “They had to have the 
commitment of the organization 
— not just at the highest level or 
staff level, but also horizontally and 
vertically.”

Buy-in from staff is needed for 
the transitional care program to 
succeed. “That was a big ‘ah-ha’ 
moment for us,” Lutz says. “Even if 
you have commitment from staff, 
if the hospital couldn’t dedicate the 
resources necessary to implement this, 
it wouldn’t succeed. Hospitals had to 
use their own resources because that’s 
what the way the funding works.”

Hospitals also needed a program 
champion. “They needed someone 
well-connected throughout the 
organization and who could have 
the ear of the administration,” Lutz 
explains. “They needed someone who 
could navigate the system and talk to 
the people they needed to talk to.”

For example, one eastern North 
Carolina hospital employed a 
post-acute coordinator and stroke 
coordinator who would visit the 
hospital’s board and top leader to tell 
them what she needed to make the 
program work. She provided a case 

for it, and they listened to her, Lutz 
says. “She had [the attention of ] a 
wide range of decision-makers, and 
they were very successful.”

By contrast, upper-level adminis-
trators at some larger hospitals were 
unaware of the program. When the 
care coordinators attempted to imple-
ment the intervention, they found the 
leaders were not involved in reducing 
obstacles.

The most successful sites for the 
intervention involved administrators 
who believed in the COMPASS 
transitional care program and who 
recognized it as an important part of 
stroke care, Lutz says. “They wanted 
to see it work.”

Health systems have reduced 
readmissions and invested in case 
management services in recent years, 
but the bigger question is if these 
efforts have improved the health 
of patients. “Right now, all the 
[available] studies have had mixed 
results, but that doesn’t mean we have 
to stop,” Duncan says.

Duncan’s own experience after 
a bike accident and skull fracture 
taught her that everyone recovering 
from a traumatic injury or severe ill-
ness could benefit from some imme-
diate follow-up or transitional care.

After spending a couple of days 
in a coma in the neuro intensive 
care unit, Duncan awoke and was 
told she would be discharged. Her 
only discharge plan was to see her 
primary care provider within two 
weeks. As soon as she went home, 
she experienced severe leg cramping. 
It turned out her potassium level 
was dangerously low, a problem that 
might not have been discovered if 
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she had not suggested this when her 
husband took her to a local healthcare 
facility.

“We can all be the victim of poor 
transitional care,” Duncan says.

Organizational readiness also 
was a key factor in implementation. 
Successful sites included both clinical 
champions and institutional commit-
ment to implementing the interven-
tion in the way it was designed. They 
made the program a priority, and 
communicated that commitment 
to frontline staff. “They provided 
dedicated and sufficient resources 

for implementation, including hir-
ing staff with appropriate skills and 
experience,” Lutz says. “You have to 
hire the right people. These are folks 
who have to have the right kind of 
problem-solving skills, and feel OK in 
an autonomous role.”

Implementation challenges 
included the length of the clinic visit, 
the clinic’s location, and patients’ 
access to transportation and copay 
funds. “Those kinds of logistical 
and tangible issues also made 
implementation more difficult,” Lutz 
says.

Transitional care programs based 
on COMPASS can succeed for other 
chronic conditions and medical 
problems as well, she notes.  n
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The Need for More Post-Acute COVID-19 Care  
Is on the Rise
By Melinda Young

Through the winter of 2020-
21, hospitals across the nation 

saw peak patient levels in crowded 
intensive care units (ICUs) and 
emergency departments (EDs).

Health systems responded to the 
early days of the pandemic with rapid 
response units that opened tents 
for overflow of patients and set up 
drive-through testing for COVID-19. 
Now, they are focused on setting up 
recovery programs to help patients 
who contracted the disease and 
recovered, but have developed chronic 
medical problems.

“A good number of people didn’t 
have physicians, so they’d get calls 
they were COVID-positive and 
wouldn’t know what to do,” says Gary 
Rogg, MD, FACP, co-director of the 
WMCHealth COVID-19 Recovery 
Program at Westchester Medical 
Center in Valhalla, NY. “The amount 
of anxiety this was creating was amaz-
ing. This was something very different 
from the flu. Irrespective of who gets 
the flu, you have similar symptoms, 

and in a week or so, you get better — 
unless you’re older or sicker.”

With COVID-19, clinicians 
received callbacks, week after week, 
that patients’ symptoms were not 
improving. “That gave us the idea 
that we should do something more 
for the community and provide some 
ongoing care and a remedy,” Rogg 
says. “One thing we came up with 
was an expedited response system.”

The organization created a dedi-
cated group of specialists from each 
specialty to provide rapid consults 
and response. Care navigators provide 
transitional care and case manage-
ment services, helping patients make 
appointments and following up with 
them.

“We had a COVID cardiologist, 
neurologist, and COVID renal 
nephrologist,” Rogg says. “It was 
becoming apparent that people were 
having ongoing symptoms, so we 
set up this model for people who 
‘recovered’ from COVID, but were 
not over it because of a shortness 

of breath, hair loss, and brain fog.” 
Psychiatrists and rehabilitation 
medicine also are involved in the care 
of COVID-19 patients.

Long-Term Effects

A year into the pandemic, 
clinicians have learned of a dizzying 
array of long-term and chronic 
health problems caused by even mild 
COVID-19 illness. These included 
neurological problems that mimicked 
traumatic brain injury and dementia, 
lung problems and tightness of 
chest, headaches, loss of smell and 
taste, vascular issues, sciatica, blood 
clotting, organ decline or failure, loss 
of sexual function, and more.

COVID-19 survivors report feel-
ing too fatigued to walk to their mail-
boxes for weeks or months after they 
were discharged from the hospital. 
They talk about brain fog, skin scars, 
continual sweats and numbness, hair 
loss, depression, and symptoms of 
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trauma, anxiety, and fear, according 
to the Facebook Survivors of COVID 
19 support group. (More information 
is available at: http://bit.ly/3962M05.)

“What I find interesting is we 
had people come in from different 
age groups, male, female, different 
backgrounds, different races and 
ethnicities, and they all used the same 
term, ‘brain fog,’” Rogg says. “It’s 
fascinating that everyone describes it 
the same way.”

None of the post-COVID-19 
patients experienced pre-existing 
cognitive symptoms. Some patients 
had been physically fit, but after the 
disease, they could not walk up a 
flight of stairs without shortness of 
breath and muscle aches. “It seems to 
cause a post-inflammatory response 
and modulates the immune system,” 
Rogg says. “We think a lot of these 
ongoing symptoms are because of 
dysregulation of a person’s immune 
system.”

The COVID-19 recovery program 
was designed with the expectation 
that most patients would be older, 
diabetic, or have emphysema or 
another chronic medical illness that 
led to more impairment. But they 
underestimated the damage the virus 
causes to everyone.

“We’re seeing healthy 20-, 30-, 
40-year-olds coming in with these 

complaints,” Rogg says. “The thing 
that is not clear is how long it will 
last.”

The only experience to which cli-
nicians can refer to is the severe acute 
respiratory syndrome (SARS) corona-
virus outbreak in 2002. That disease 
was not as contagious as COVID-19, 
but it resulted in patients experienc-
ing pulmonary symptoms two years 
later, he explains.

The virus’ ability to cause multi-
system problems creates a major chal-
lenge for any recovery program. For 
instance, clinicians have to be aware 
of blood clots caused by the disease. 
“People with ongoing shortness of 
breath could have pulmonary emboli 
to the lungs,” Rogg says. “They could 
have diffusion abnormalities, where 
the lungs have these air spaces and 
sometimes are irritated, and oxygen 
comes across.”

When Rogg and colleagues created 
the unit, they recognized that one 
size does not fit all. “People have very 
unique presentations,” he says. “We 
set this up with the idea to provide 
very individualized patient care.”

Patients can call and speak 
with a designated navigator, who 
will help them make an expedited 
appointment with a dedicated 
primary care physician with 
experience treating COVID-19 

patients. “We’ve been doing probably 
20-30 televisits per day during the 
pandemic,” Rogg says.

Navigators review patients’ 
medical history to see what they need 
and which tests should be ordered. 
“The navigator will get you into 
each and every appointment and 
contact you in between to make sure 
everything is completed,” he explains.

There was a soft launch after 
Labor Day 2020, and an official 
launch in October 2020. “A good 
number of our patients are existing 
patients of the health network, and 
they’re automatically enrolled in the 
program,” Rogg says.

Early results from the program are 
positive. Patients express gratitude 
that someone is listening and 
recognizing their issues.

“One big complaint you hear 
from people is their shortness of 
breath months later,” Rogg says. 
“Then, they have an X-ray done, 
and the doctor says, ‘You’re fine; 
nothing’s wrong.’ It’s a big frustration 
to them.”

The COVID-19 recovery program 
gives these patients an avenue to 
specialists and follow-up. “One thing 
I try to teach medical students is to 
never judge someone by how they 
look,” Rogg says. “Some sit in the 
exam room and look totally fine, but 
if you push them, you’ll hear they’re 
having a huge change in their quality 
of life from COVID-19. It’s not just 
that they had the disease, and it’s not 
just they’re in a funk about it, but 
they’re really not feeling well.”

In some cases, tests come back 
negative and patients are reassured 
they just need more time to heal.

“You haven’t given them a 
treatment, but you’ve given them an 
insight that there’s nothing bad there 
by pursuing testing,” he explains. 
“The symptoms aren’t gone yet, but at 
least they have a brighter outlook.”  n

EXECUTIVE SUMMARY

Hospitals nationwide have focused on handling overflow of COVID-19 patients 

needing acute care . They also are developing programs to handle post-acute 

medical problems discharged COVID-19 patients face .

• Unlike the flu, patients with COVID-19 might not recover quickly . Some 

experience neurological and other issues for weeks or months .

• One COVID-19 recovery program includes care navigators who provide 

transitional care and case management services .

• COVID-19 leaves some patients with long-term problems, such as dementia, 

lung damage, headaches, loss of smell and taste, vascular issues, sciatica, 

blood clotting, organ decline or failure, and loss of sexual function .
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The Perks of Palliative Care
By Jeni Miller

Most healthcare providers know 
that compassionate care and 

honest conversations with patients 
can lead to trusting relationships and 
better outcomes. Those relationships 
are even more important as a patient 
edges toward the end of life, or 
received a diagnosis of chronic or 
terminal illness.

This is where palliative care comes 
in. Differentiated from hospice, 
which focuses solely on end-of-life 
care, palliative care is “medical and 
related care provided to a patient with 
a serious, life-threatening, or terminal 
illness that is not intended to provide 
curative treatment but rather to 
manage symptoms; relieve pain and 
discomfort; improve quality of life; 
and meet the emotional, social, and 
spiritual needs of the patient.”1

This special kind of care begins on 
a foundation of solid communication 
with the patient and his or her family. 
It can take many forms, depending 
on how those patient-provider 
conversations play out.

“Having a conversation with the 
patient is truly the crux of palliative 
care,” says Gregory Gadbois, MD, 
MBA, a board-certified family 
physician and executive medical 
director at naviHealth. “You have to 
know what this particular patient’s 
goals are, prepping the patient for 
what to expect going forward. If they 
have an advanced illness, you may 
discuss what is their life span, what 
are their symptoms, the expected 
success of available treatment options. 
But it’s also important to ask, ‘What 
is it that you want going forward?’ 
That’s the thing that we often miss 
and aren’t good at in healthcare.”

For most healthcare providers, this 
is an acquired skill that departs from 

the standard practice of objectively 
prescribing treatment for the patient. 
Asking the patient a subjective ques-
tion like “What is most important 
to you?” can be an uncomfortable 
position for the provider. Also, the 
responses and plan may change over 
time as the patient’s disease process 
evolves.

“The important thing to focus 
on when working through this is 
remembering that ‘This is what I 
know the patient is interested in right 
now,’” Gadbois explains.

Depending on what is most 
important to the patient, palliative 
care can be ordered to help with 
symptom relief, pain control, and 
lifestyle management. While the 
needs and plan may look different 
from patient to patient, anyone can 
be a candidate for palliative care.

Gadbois tells the story of a recent-
ly married, 40-year-old patient whom 
he referred to palliative care when her 
diagnosis of stage-four colon cancer 
did not respond to aggressive therapy 
and metastasized.

“I talked for an hour on the 
phone with her and asked what her 
oncologist had said,” recalls Gadbois. 
“He’d said that she could try a fourth 
round of chemo, but that each 
round of chemo tends to be less and 
less successful. We talked about the 
transition between this world and 
the next, and how to make her as 
comfortable as possible. A month 
later, she passed. Since I saw her sister 
as a patient, too, [her sister came in 
and said] ‘Thank you for having that 
talk with her, because she needed 
that permission to say ‘I’m done.’ 
She didn’t want to let her husband or 
family down, and needed someone 
to say, ‘It’s OK. You’re not giving 

up.’ She said they had a much more 
fulfilling time in that last month than 
they otherwise would have.”

For his part, Gadbois believes this 
conversation was one of the most 
“fulfilling things [he’d] done because 
[he] took the curative hat off and 
asked, ‘What can we do to make this 
journey for you go as smoothly as 
possible?’”

Likewise, Gadbois noted, health-
care providers need to “recognize 
when to take off the curing hat and 
acknowledge that advanced illness 
will continue to progress and be the 
end for this patient. We should turn 
our attention to include how to help 
them prepare for what’s next with as 
much grace and dignity as possible.”

The ‘Who’s Who’  

of Palliative Care

To provide the highest-quality 
care, all healthcare providers “need to 
have their ears perked up to identify 
patients who would benefit from 
these discussions,” says Gadbois. 
It is true that some providers — 
physicians and case managers alike — 
may never be comfortable engaging 
in palliative care discussions, but 
there always is the opportunity to 
refer a patient to someone who is.

“A case manager should be always 
looking and asking, ‘Would pallia-
tive care be helpful in this instance?’” 
explains Gadbois. “If they aren’t 
comfortable taking it further than 
that, they can always get a patient 
scheduled with someone who can 
broach the subject.”

Sometimes, that may be a clini-
cian in the patient’s skilled nursing 
facility. Gadbois says case managers 
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can learn about the situation by re-
questing the care team to ask them-
selves, “Would I be surprised if this 
patient passed away in next year?” 
If the answer is no, then this person 
likely is a candidate for palliative care 
conversations.

There also are times when the 
patient is not ready and needs buy-in, 
he added. But they will never have a 
chance if their care providers do not 
bring it up.

“It’s worthwhile to have conversa-
tions about [the possibility of pal-
liative care] with whomever will be 
caring for the patient,” shares Gad-
bois. “We have the freedom to open 
our eyes and plant the seed.”

Who better to plant the seed than 
a case manager, who already is well-
versed in attentiveness to many facets 
of patient care?

“Palliative care is an integrative 
process that needs continued discus-
sion,” explains Gadbois. “Seeking 
referrals to find someone in the com-
munity setting can help make it part 
of the patient’s discharge plan. Case 
managers also can talk to the patient’s 
primary care physician’s office and 
say, ‘This person may be appropriate 
for [palliative care].’”

By following up on this, Gadbois 
believes case managers can be “the 
linchpin in making sure it doesn’t fall 
through the cracks. Transitions of 
care can often lead to falling through 
the cracks. [Case managers] are a key 
player in making sure gaps are filled 
and someone else has grabbed the 
baton.”

While the key to the palliative 
care experience is to hold meaningful 
discussions about what the patient 
wants to do, there might be times 
when those conversations fall 
flat. “The worst time to have this 
conversation is when the patient is 
having acute distress in the ED,” he 
says.

Otherwise, the sooner a provider 
can hold the conversation with the 
patient, the better. The care team will 
be more prepared in knowing what 
the patient does and does not want. 
This is where a palliative care plan 
can lead to a reduction in hospital 
readmissions and other outcomes.

“If a patient has COPD, and 
they’re 75 or 80, and they’ve been 
intubated before … if they go on a 
vent again, they may not come off 
of it,” Gadbois says. “As part of their 
palliative care plan, they may say 
that they don’t want that. If there’s a 
flare-up, they can be prepared to do 
something at home to get through it, 
especially if they don’t want to go to 
the hospital. If everyone is clear with 
that, then the palliative care physician 
will put together a game plan to 
handle that next flare-up.”

A situation like that may not be 
quite so rare. According to Gadbois, 
80% of people do not want heroic 
measures performed at the end of their 
lives. For those with advanced disease, 
“It’s like living life walking through 
a fog. The farther away something is, 
the fuzzier it is, but you gain more 
clarity as you get closer. As you move 
along in this journey, the clearer the 
outcome and expectations.”

As diseases progress, healthcare 
providers can hold those conversations 
knowing a time may come when a pa-
tient will approach a situation where 
interventions are not just low value, 
but no value, says Gadbois. Helping 
them avoid unwanted measures and 
stay out of the hospital is a valid part 
of a palliative care plan.

It is all about peace of mind and 
the intangible benefits of having a 
strong palliative care plan when it 
matters most. “Decreased hospital 
readmissions are good, but with 
patients and their family members, 
it’s about certainty,” Gadbois notes. 
“Some patients’ families are filled 

with regret because they didn’t know 
what their loved ones wanted, and 
emotions are always heightened in 
these situations. For both the patient 
and the family, [palliative care] can 
help them move through their journey 
more easily, and it becomes easier to 
make decisions.”

Case managers can help their 
hospitalized patients by mustering 
the courage to broach the subject of 
palliative care measures. According 
to Gadbois, hospital case managers 
should not fear these discussions 
because most people appreciate it after 
the fact.

Many large health systems offer 
resources and specialists to help case 
managers in this area. Other resources, 
like training programs, offer in-person 
classes and online training modules 
that can help case managers build con-
fidence in holding these discussions 
with patients and making appropriate 
plans.

But most important is remember-
ing palliative care is a worthwhile 
way to care for patients in their most 
vulnerable state, while also acting as a 
balm for the healthcare provider who 
is trained primarily to cure.

“In the healthcare field, we are 
trained as physicians to cure — we 
see disease as enemy, death as failure,” 
shares Gadbois. “But the reality is, 
100% of our patients are going to die. 
If we look at death as a failure on our 
part, we may need to look at another 
field. Meanwhile, the patient doesn’t 
want to let their doctor down, or their 
family. This is why we need to simply 
ask, ‘What’s important to you?’ To 
say to them, ‘What matters is what 
you want.’ They need to have those 
options, and palliative care provides 
that.”  n

REFERENCE
1 . Merriam-Webster . Definition of 

palliative care . https://bit .ly/39Whc3g

https://bit.ly/39Whc3g
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Keeping It Together: Hospital Consolidation
By Jeni Miller

Whether for financial reasons, 
to improve integration of 

care, decrease duplication of clinical 
services, or to mitigate the financial 
effect of COVID-19, more hospi-
tals are choosing to consolidate into 
larger systems. What can hospital case 
managers do to prepare for this, and 
how can they handle the transition 
with grace?

According to Jean Maslan, 
RN, MHA, ACM, CCTM, senior 
consultant of The Center for Case 
Management, several processes may 
change as standardization takes place 
across the system.

“When there is consolidation 
of hospitals, there may be different 
EMRs [electronic medical records], 
and if they elect to go with just one, 
that would be a change in the work-
flow for the case manager,” explains 
Maslan. “Eventually, processes would 
need to be changed to standardize the 
work across all hospitals. There will be 
a need to understand the bigger pic-
ture related to outcomes; for example, 
understanding in-network vs. out-of-
network.”

As consolidation begins, “a thor-
ough assessment should be done at all 
the hospitals to identify leading best 
practices among the hospitals, which 
should then be implemented system-
wide,” Maslan says. “Standardization 
and accountability are the key.”

Patrice Miller, MSN, MBA, 
enterprise vice president for care 
management at Jefferson Health 
in Philadelphia, agrees. Miller was 
instrumental in the success of the 
consolidation of four hospital cam-
puses into Jefferson Health.

“It was a conscious decision to 
centralize the utilization review pro-
cesses, and we needed to pull every-

one together into the same workflow 
perspective,” she shares. “We worked 
hard to have one consistent mes-
sage with the staff. We brought them 
together, discussed how this would 
impact them, and were very trans-
parent, open, and honest. When we 
revised policies and procedures and 
competencies, we did all of that with 
the staff.”

Maslan adds “communication 
and education to staff is imperative 
to help them realize what additional 
resources are available with a consoli-
dation. For example, patient transfers 
between the hospitals would be im-
portant. Creating transfer agreements 
amongst the hospitals to send patients 
back to the sister hospital for poten-
tially longer discharge planning issues 
would be a start.”

The Day-to-Day 

Difference

For anyone experiencing a change 
in the workplace, questions about 
what this might look like daily are 
normal and expected. While “day-
to-day operations would not change” 
says Maslan, “awareness on the case 
managers’ part will be crucial.”

The most noticeable change for 
case managers during a consolidation, 
according to both Maslan and Miller, 
is the utilization review (UR) process.

“Many hospitals are centralizing 
the UR process. When several 
hospitals are consolidating into a 
big system, it would make sense 
to centralize this process,” says 
Maslan. “There is such a negative 
financial impact when UR is not 
done accurately. You need efficient 
and accurate processes. By doing 

a thorough assessment of the UR 
function, numerous opportunities can 
be identified in lost revenue.”

Of course, there are some best 
practices to keep in mind regarding 
the centralization of UR.

“By centralizing the UR process, 
it is important to make sure the lines 
of communication are kept open 
between the UR nurse and the case 
manager,” Maslan explains. “Utiliza-
tion review should be driving the 
discharge process. It is key to have a 
good communication plan in place 
between UR and case management. 
By implementing best practices and 
standardizing processes, you can 
realize a reduction in denials. Correct 
patient status right out of the gate 
will realize revenue as well.”

Maslan also suggests hospitals 
consider adding clerical and 
administrative staff to support UR 
nurses, especially when it comes to 
duties that do not require an RN 
license.

“Responding to payer requests 
is very time-consuming for the case 
management staff,” she says. “Ad-
ministrative support staff can retrieve 
phone messages from payers, fax and 
send clinicals, enter authorization 
numbers, and many other tasks. This 
will free up the nurse to communi-
cate with providers and bedside case 
managers.”

Leadership and Culture

For those leading the charge and 
working to help make a consolidation 
transition successful, it is important 
to be sensitive of the various 
workplace cultures that already are 
embedded in the life of each hospital.
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“There are definitely different cul-
tures at each division, and you really 
need to take into consideration those 
different hospital cultures,” explains 
Miller. “The mindset of the leadership 
can help shape the understanding of 
the enterprise concept and affects how 
everyone works together to create 
consistency and to standardize across 
the enterprise.”

Maslan reiterates the importance 
of leadership for setting the tone 
for success. “A strong leader of 
the case management program 
will be imperative to assist in 
identifying leading best practices 
and implementing changes across 

all hospitals. It is beneficial to have 
revenue cycle integration with the UR 
team as well. Hospitals lose millions 
of dollars from insurance denials 
and writeoffs. With revenue cycle 
integration, trends can be identified 
and rectified. It will be important 
to develop an exceptionally good 
communication plan and to be 
transparent with all members of the 
team to minimize the potential for 
duplication of work.”

Case management leadership 
also would be wise to check in 
periodically with both stakeholders 
and staff to continue fine-tuning the 
consolidation process.

“It would be helpful for leaders 
from all the hospitals to come 
together collaboratively on data, such 
as avoidable day data and denials 
data, to address and solve trending 
issues that are common amongst 
them,” says Maslan. “They can all 
learn from each other.”

For everyone involved, Miller 
suggests they endeavor to be 
“transparent and honest” during the 
process, and that staff always should 
“reach out with questions, remember 
not to dwell on things or make 
assumptions. The goal is for everyone 
to be informed, and for it to all work 
out well.”  n

Teaming with Physician Advisors
By Jeni Miller

A s modern healthcare continues 
to unfold and advance, new pro-

cedures and even positions often are 
put in place to best serve professionals 
and patients. One role that has been 
enhanced in recent years is the physi-
cian advisor (PA). These professionals 
are known as the liaisons between 
physicians and the administrative 
side of hospital operations. It is no 
surprise they rub shoulders regularly 
with hospital case managers.

“PAs help to support hospital op-
erations through utilization manage-
ment and efficient use of resources,” 
explains Elias Loukas, MD, medi-
cal director for case management at 
Dartmouth-Hitchcock Medical 
Center. “We help ensure that CMS 
mandates are held accountable to, 
especially in the nebulous landscape 
we’re in at times.”

Loukas’ colleague, Justin Krawitt, 
MD, medical director of utilization 
and clinical documentation in the 
hospitalist section of Dartmouth-
Hitchcock Medical Center and 

president of the NH-VT chapter 
Society of Hospital Medicine, adds “a 
lot is borne out of CMS conditions 
of participation requiring physician 
oversight into utilization.”

“All hospitals require utilization 
review, and a PA is a liaison who 
supports that from a medical, legal, 
and ethical standpoint,” he says. “It’s 
important to have good support to 
help navigate and deliver efficient, 
high-quality healthcare, which we’re 
required by design to employ through 
CMS mandates.”

That “physician oversight” is the 
crux of the physician advisor role, 
as these advisors are medical doctors 
with patient care experience who also 
have undergone extensive training 
to understand the ins and outs of 
compliance, CMS, utilization review, 
and more.

PAs work together with case man-
agers, but also use their clinical skills 
to provide support to their physician 
colleagues who may not be as well-
versed in all things administrative.

“PAs have a unique expertise to 
educate their colleagues, and this has 
an impact on how care is delivered 
and how patients progress while 
hospitalized,” explains Krawitt. “They 
work with case managers and social 
workers to troubleshoot barriers to 
discharge, but clinically they reach 
out to physicians, or even to nursing 
home directors regarding barriers they 
may have.”

Many of these consultant-liaisons 
have performed extensive research of 
CMS guidelines, read up on materials 
from the American Case Management 
Association, and may even hold mem-
bership with the American College of 
Physician Advisors. Loukas explained 
“we have diverse groups of PAs in-
cluding hospitalists, an ED physician, 
a cardiologist, and a thoracic surgeon, 
and they all still do clinical work. 
Everyone knows who we are, and that 
helps boost buy-in for providers.”

In any case, says Krawitt, “the 
PA bridges knowledge from the 
case managers to the physicians to 
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ensure that patients are cared for and 
hospitals are reimbursed. We’re really 
advocates for all of these entities, and 
that’s very important both to patient 
satisfaction and to the bottom line 
of the hospital. They say that it takes 
two years to make a good PA, and five 
to six years to make a great one. There 
are so many rules and regulations 
with CMS that PAs need to shadow 
for a long time.”

Not all hospitals have a thriving 
physician advisor team (yet), and it 
takes time to build the kind of team 
that Krawitt and Loukas have devel-
oped at Dartmouth-Hitchcock Medi-
cal Center. After a hospital takes the 
first step toward prioritizing a solid 
PA team, much can be done to make 
the group a success and a help to their 
fellow healthcare professionals.

“Sometimes, ‘PA’ can be confused 
with ‘physician assistant,’ so we call 
our physician advisors ‘medical direc-
tors’ and have expanded their role,” 
says Krawitt. “All of our PAs support 
utilization management, care manage-
ment, and clinical documentation 
improvement. Each also have specific 
sub-specialty areas of expertise. We 
have a designated liaison to different 
departments, surgery anesthesia, OB/
GYN, pediatrics, critical care, and all 
are on rotation on an on-call role for 
acute decision-making seven days a 
week.”

However, it is not enough for the 
group to be deployed into the right 
places or roles in the hospital. They 
also need to be highly respected.

“Our group has been well support-
ed by Dartmouth-Hitchcock because 
we’ve demonstrated excellent return 
on investment that far supersedes 
basic compliance,” explains Krawitt.

Loukas adds their team has “spent 
a good amount of time building up 
investment and engagement with pro-
viders and building relationships with 
colleagues across the institution. A 

good team depends on how well you 
interact with colleagues, and being 
a strong part of the overall program, 
being transparent and accessible, 
problem-solvers. We help take care of 
their patients, and that adds a level of 
credibility and acceptance. It’s worth 
it to cultivate this.”

Of course, relatability is not the 
only building block. The team also 
needs to support the goals of the 
hospital and ensure excellence.

“Dr. Loukas and I have been 
building PA programs that support 
compliance and move the institution 
toward best practice,” notes Krawitt. 
“The programs pay for themselves in 
spades when done correctly, and truly 
the financial return is extraordinary 
for institutions. The ROI in terms of 
quality, reimbursement (both revenue 
capture and loss mitigation), [and] 
physician engagement has really been 
a model of success. It’s true that the 
margins that a PA can help support 
are mystifying.”

Physician Advisor  

Meets Case Manager

Of all the many relationships the 
PA must cultivate in the hospital 
setting, the connection with hospital 
case managers is perhaps one of the 
most important.

“Case managers should [meet] 
with PAs as much as possible,” 
shares Krawitt. “The PA can be their 
advocates for patients and a bridge 
between physician and patients, and 
case manager and physician. We’re 
here to support them, partner with 
them, and learn from them.”

Krawitt gives the example of how 
important it is for case managers 
and PAs to work together seamlessly 
for the benefit of the patient — and 
what can go wrong when they do 
not.

“A patient can have a perfect sur-
gery, but still leave the hospital very 
disgruntled if their case management 
piece is not delivered successfully,” he 
explains. “The PA and case managers 
work together to smooth transitions 
and processes, since patient satisfac-
tion can be highly dependent on 
their last few hours or days in the 
hospital.”

Program on  

a Smaller Scale

The Dartmouth-Hitchcock PA 
program can help inform similar 
pursuits at other hospitals. But how 
can case managers still realize the 
benefit of a robust PA program at a 
smaller hospital?

“Even smaller hospitals can look 
at insourcing, making an investment 
in a PA that works actively and has 
a clinical role in the hospital,” says 
Krawitt. “They should try to get 
somebody on the ground working 
with case managers, someone they 
respect, know, and trust, who’s in the 
trenches with them.”

Loukas adds that “utilization man-
agement nurses are the unsung heroes 
in hospitals,” so it makes sense that 
joining forces with a PA would be a 
brilliant move for case managers who 
really strive for excellence in caring 
for patients and helping achieve their 
hospital’s goals.

“Having a PA with clinical ex-
pertise to make decisions on medical 
necessity can be invaluable,” said 
Krawitt. “Then, the case manager can 
ensure that the patient will still get 
care elsewhere if there’s not medical 
necessity at an acute care hospital and 
ensure they’ll find the optimal place 
for that patient. This is how PAs can 
work with case managers and social 
workers to ensure the best possible 
outcomes for patients.”  n



CONSULTING EDITOR
Toni G. Cesta, PhD, RN, FAAN 
Partner and Consultant
Case Management Concepts, LLC
North Bellmore, NY

EDITORIAL ADVISORY BOARD
Kay Ball, PhD, RN, CNOR, CMLSO, FAAN
Consultant/Educator
Adjunct Professor, Nursing 
Otterbein University 
Westerville, OH

Beverly Cunningham, RN, MS 
Partner and Consultant 
Case Management Concepts, LLC 
Dallas, TX

Teresa C. Fugate, RN, CCM, CPHQ  
Case Management Consultant   
Knoxville TN

Deborah K. Hale, CCS 
President 
Administrative Consultant Services Inc. 
Shawnee, OK

Patrice Spath, RHIT 
Consultant  
Health Care Quality 
Brown-Spath & Associates 
Forest Grove, OR

Donna Zazworsky, RN, MS, CCM, FAAN
Consultant
Zazworsky Consulting
Tucson, AZ

Interested in reprints or posting an 
article to your company’s site? There are 
numerous opportunities for you to lever-
age editorial recognition for the benefit 
of your brand. Call us: (800) 688-2421. 
Email us: reliasmedia1@gmail.com.
Discounts are available for group 
subscriptions, multiple copies, site 
licenses, or electronic distribution. For 
pricing information, please contact our 
Group Account Managers at groups@
reliasmedia.com or (866) 213-0844.

To reproduce any part of Relias Media 
newsletters for educational purposes, 
please contact The Copyright Clearance 
Center for permission:  Email: info@
copyright.com. Web: www.copyright.com. 
Phone: (978) 750-8400

To earn credit for this activity, please follow these instructions:

1. Read and study the activity, using the provided references for further research.

2. Log onto ReliasMedia.com and click on My Account. First-time users must register on the 
site. Tests are taken after each issue.

3. Pass the online test with a score of 100%; you will be allowed to answer the questions as 
many times as needed to achieve a score of 100%. 

4. After successfully completing the test, your browser will be automatically directed to the 
activity evaluation form, which you will submit online. 

5. Once the completed evaluation is received, a credit letter will be emailed to you.

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. What percentage of stroke 

patients discharged home 

experienced cognitive 

challenges that could prevent 

them from successfully 

managing five or more 

medications?

a . 39%

b . 52%

c . 75%

d . 12%

2. According to Gregory Gadbois, 

MD, MBA, what percentage 

of patients do not want heroic 

measures performed at the end 

of life?

a . 50%

b . 60%

c . 70%

d . 80%

3. What other infectious disease 

was most similar to COVID-19 

in how it left some patients with 

long-term health problems, 

according to Gary Rogg, MD, 

FACP?

a . H1N1 flu outbreak in 2009

b . Ebola outbreak of 2014

c . SARS coronavirus outbreak in 

2002

d . Zika epidemic of 2015

4. Depending on the patient’s 

needs, palliative care can be 

ordered to help with:

a . end-of-life decision-making .

b . symptom and pain 

management .

c . curative treatments .

d . creating a living will .
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THE CAPACITY 
MANAGEMENT 
LESSON FROM 
THE COVID-19 

CRISIS IS THAT THE 
ORGANIZATION 

SHOULD CREATE A 
PLAN AND REVIEW 

IT EVERY DAY.

Capacity and COVID-19: Where Is Case 
Management?
By Toni Cesta, PhD, RN, FAAN

Introduction

As of this writing, there are reports about hospitals 
across the country that have reached or exceeded  
 capacity. These hospitals have only one or two 

available critical care beds, and some have no open medical 
or surgical beds. Running at 100% capacity seems to be 
a new phenomenon for these hospitals. 
They are struggling to figure out how 
to accommodate ever greater influxes 
of patients that do not jibe with their 
discharges. It is clear the hospitals are 
overwhelmed with COIVD-19 cases, 
and they are coming at rates that 
are outside the bounds of anyone’s 
experience. But as I listen, I have to 
wonder. Where is case management? 
Are these administrators using case 
management to its fullest? Is there a 
capacity management plan?

Capacity Management:  

Do Not Wait for a Crisis

I have worked at New York City hospitals that ran 
at 100% capacity most days of the week, every week. 
You may wonder if this was because they were not run 
well, or maybe case management was not up to snuff. In 
my estimation, neither of these were true. The fact was 
these hospitals were in densely populated areas serving 
millions of people, so overcapacity was a daily issue. Some 
days were worse than others. But the trick was to treat 
capacity management as a routine problem to be addressed 
every day, like any other daily problem. The capacity 
management lesson from the COVID-19 crisis is that the 

organization should create a plan and review it every day. 
The hospital should know whether they are running green, 
yellow, or red every day. Each color code, particularly 
yellow or red, should trigger a set of interventions to return 
the hospital to green.

Understanding capacity management can help in other 
ways. It can indicate if the hospital is overbedded, where 

a product line may need to be adjusted or 
enhanced, and how efficiently the emer-
gency department (ED) is operating. 
Most importantly, it can indicate what 
activities case management will need to 
perform to open more beds.

When a hospital operates at greater 
than 80% capacity, the entire system 
slows down. More patients waiting for 
tests, treatments, or procedures means 
longer wait times and longer lengths of 
stay. The overall length of stay starts to 
creep up, and everything slows down. 
Fewer discharges mean more patients 

waiting in the ED. It might even mean 
patients going elsewhere for treatment. Fewer discharges 
mean fewer medical/surgical beds, fewer critical care beds, 
and more PACU holds. You can see how this reversed 
process creates all sorts of problems.

The idea is to never be overcapacity. Easier said than 
done, right? It all goes back to those capacity management 
guidelines. Keeping an eye on capacity every day is the 
only way to keep occupancy under 80% or 90%.

As you can see, capacity creates more capacity. Adminis-
trators have to prevent it from happening in the first place. 
A few words about the guidelines: First, these are only 
examples. When developing a similar tool, you can use this 
one as a starting point. The idea is to individualize them to 
your hospital.
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Guidelines for Bed Capacity

Criteria for Determining Zone and Communication Plan
Determination of zone will be made by a joint decision among the “Core Team” members

Green Zone Yellow Zone Red Zone

Definition includes any combination 
of the following:
• Pending discharges within normal 

range;
• No diversion status.

Definition includes any combination of 
the following:
• Pending discharges below normal 

levels and less than scheduled 
admissions;

• ICU Holds > 3;
• PACU Holds > 3;
• ED Holds > 3;
• On diversion.

Definition includes any combination 
of the following:
• Pending discharges below normal 

levels and less than scheduled 
admissions;

• ICU holds > 5;
• PACU Holds > 5;
• ED Holds > 5;
• On diversion.

Implementation Steps for Each Zone

Green Zone Yellow Zone Red Zone

Actions:
• Conduct bed huddle meeting 

8:50 a.m. and 1 p.m.
• Case management to work 

with nursing leadership, social 
workers, and physicians to 
expedite discharges.

• Prioritize imaging and lab tests 
for patients who are admitted and 
discharged. (CM)

• Floor nurses must take call/
fax report as soon as the bed is 
ready. Patient is sent immediately.

• Housekeeping supervisor 
prioritize rooms to be cleaned.

• ED case manager assesses 
potential discharges, telemetry 
requests, expedites testing, 
expedites discharges.

Actions:
• Provide bed status update at least 

every four hours in the huddle as 
needed.

• Consider opening hall beds as 
overflow areas. (CT)

• Case managers initiate rapid 
discharge process. (CM)

• Provide transportation for 
discharged patients who need it. 
(CM/SW)

• Request physician to conduct 
expedited reading of diagnostic 
tests (i.e., stress tests, CT scans, 
MRI, etc.). (CM)

• BC and housekeeping supervisor 
prioritize rooms to be cleaned.

Actions:
Continue actions initiated during the 
Yellow Zone
• Conduct a continuous 

re-evaluation of zone status. (AD)
• Consider the need to go on 

diversion. (AD)
• Consider opening additional 

overflow units/beds PACU 
recovery/ambulatory surgery 
recovery. (AD)

• Request physicians to reassess 
patients for potential of discharge 
(physicians should be notified of 
need to do this by 3:00 p.m.). (CM)

• Notify NH/Rehab of need to 
discharge patients in the evening. 
(CM)

• Limit transfers from other facilities. 
(CM)

• Evaluate the possibility of 
cancellation of surgeries 
scheduled elective procedures 
and transfers. Assess elective 
volume of cases for next three 
days. (CT))

• Delay or divert direct admissions. 
(AD)

Administration (AD), Case Management (CM), Medical Director (MD), Nurse Executive (NE)

SOURCE: Institute for Healthcare Improvement
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As you review the grid, bear some 
things in mind. The job titles might 
need to be adjusted for your hospital. 
The benchmarks for moving from one 
color to the next most certainly will 
have to be adjusted for your hospital.

Developing a  

Capacity Grid

Case management should manage 
capacity each day. When the hospital 
is green, leaders can predict discharges 
and admissions will balance out, 
there are no holds anywhere, and the 
hospital is not on diversion.

There are two types of diversion. 
The first occurs when critical care 
patients are diverted from the hospital 
due to a lack of beds. Under these 
conditions, emergency services 
will take those patients to another 
hospital. The other form of diversion 
is general. In this case, all patients 
through the emergency system are 
taken to other hospitals. Diversion 
is a means of last resort and should 
never be used unless absolutely 
necessary from a safety perspective. 
During the pandemic, it is likely 
all other hospitals in a region are 
experiencing the same capacity issues.

There are a few metrics one can 
predetermine to indicate when the 
crisis hits. The types of crises can 
range from storms, hurricanes, and 
floods, to mass casualties from a 
shooting, or other viruses or illnesses. 
Therefore, developing these tools is 
important in the long run and can 
apply to any similar emergency where 
capacity is an issue.

Keep these issues in mind when 
developing a grid:

• List key team members. These 
are people who will be called to action 
when the grid turns yellow.

• What metrics flip the facility to 
yellow, and then to red, including:

- Pending discharges;
- Pending admissions;
- Holds in the ED;
- Holds in critical care;
- Holds in the PACU.
• Other geographical areas that 

can be flexed to accommodate 
additional patients;

• How to staff those areas.
The case management department 

should be front and center during 
a crisis and become the “feet on the 
ground” for managing capacity. In 
this way, clinicians can focus on 
caring for patients and facilitating 
their throughput from a clinical 
point of view.

The department needs to take an 
all-hands-on-deck approach when 
the hospital is in yellow or red. A 
proactive approach on yellow days 
may prevent the hospital from 
entering the red zone. If the facility 
reaches the red zone, you might have 
to escalate the approach.

The work of the department can 
be prioritized by:

• Patient flow;
• Discharge planning;
• Utilization review/management.
Remember that none of these 

approaches are set in stone. It may 
be necessary to reprioritize the work 
on an hour-by-hour or day-by-day 
basis. Be sure discharge planning 
and utilization review are closely 
aligned if different staff members 
perform these roles. Transitions 
should take place as soon as patients 
are clinically ready. Never forget the 
non-COVID-19 patients. They need 
care, too.

Methods of Patient 

Flow

During times of high capacity, the 
primary goal is to keep the patients 
moving. Specifically, continue to hold 

daily interdisciplinary care rounds 
with the team, but in an abbreviated 
form, focusing on delays, discharges, 
and throughput.

Talking points for rounds:
• The inpatient plan of care;
• Expected outcomes of care;
• Barriers to care or throughput;
• Avoidable delays;
• The discharge plan;
• Barriers to discharge.
Keep a discharge list that is 

updated hourly, and provide the 
list to the supervisor or director via 
email. If there will be a discharge 
for the following day, order 
transportation the day before the 
discharge so patients can vacate 
their bed as early as possible. Alert 
family of the discharge as well. 
Determine if the family will be ready 
to receive the patient at home, and 
that all necessary patient and family 
education has been completed.

Facilitate tests, treatments, and 
procedures, but question any that 
may be performed on an outpatient 
basis. Conduct clinical reviews as 
needed with an understanding that 
this may not be the main priority. 
Discharge planning and transitional 
planning may usurp those clinical 
reviews.

Be sure to identify any barriers to 
throughput or discharge, and discuss 
them with ancillary departments, 
the supervisor, or other clinical team 
members, during or after rounds. 
Each delay adds time to the patient’s 
length of stay.

Capacity Management

Each morning, the case manage-
ment department should review how 
many patients are in the ED. Review 
the ED volume against expected 
discharges to determine where capac-
ity issues may lie. Understand where 
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bottlenecks might occur based on 
the anticipated bed needs. Use the 
capacity management grid to identify 
potential problem areas. Build these 
trigger points into the patient flow 
software, if available.

Discharge planning also is critical 
to staying out of the yellow or red 
zones. Whenever possible, anticipate 
tomorrow’s discharges. Prepare for 
their early departure, including good 
communication with the patient 
and family. The director should flex 
staffing according to problem areas, 
or areas of bottlenecks or shortages 
of specific beds. Understanding these 
needs requires constant communi-
cation with the ED case manager. 
Understand that patient assignments 
may not be consistent each day as 
problem areas come up that need to 
be addressed.

During these times, consider 
abbreviated discharge planning 
assessments. Be cautious as not to 
miss information needed for a safe 
discharge plan. Give the patient their 
second Important Message from 
Medicare (IM) as soon as you know 
they are within two days of discharge. 
Address discharge delays immediately 
and seek help if you cannot resolve 
the problem on your own. Consider 
identifying a location in the hospital 
where discharged patients can stay 
until their family picks them up. 
This frees up the bed for another 
admission or transfer.

COVID-19 Discharge 

Planning Waivers

If you are in a surge hospital 
during the pandemic, the following 
are waived:

• Choice list;
• Three-day skilled nursing rule;
• EMTALA;
• The requirement to work with 

patients and families in selecting a 
post-acute provider based on quality 
data.

Swing rehab or other specialty 
beds for COVID-19 or other 
overflow patients.

Utilization Management

Consider clinical reviews the 
lowest priority. Be sure to actively 
manage the routes of entry to the 
hospital, especially the ED. Check 
that the patients’ levels of care are 
correct so as not to overuse inpatient 
beds. Move patients to lower levels 
of care as soon as they are clinically 
ready. These are the touchpoints 
where the roles of utilization 
management and discharge planning 
must be tightly linked if the roles are 
separated in the department.

COVID-19 Utilization 

Review Waivers

If you are in a surge hospital 
during the pandemic, the following 
are waived:

• You do not have to create a 
utilization review plan to evaluate 
the medical necessity of admissions, 
duration of stays, or appropriateness 
of services provided.

• Hospitals do not have to 
maintain a utilization review 
committee.

CMS states these waivers allow 
case management staff to focus on 
other roles and functions.

The ED in Yellow  

and Red Zones

Case management should have 
a strong presence in the ED. Use 
aggressive discharge planning tactics. 

Watch for unnecessary admissions. 
These might be patients who could 
go home with the assistance of 
home care. The same might be true 
for potential observation patients. 
Work closely with home care 
agencies to facilitate these types of 
determinations. Consider asking one 
or more agencies to staff a home care 
intake person in the ED during these 
times.

Other COVID-19 

Challenges

The chief financial officer will need 
to understand that the “discharged 
not finally billed” list will lengthen. 
Case management leaders need to 
prioritize roles in the department. 
For example, the appeals coordinator 
might need to take a caseload or 
expedite discharges. The Medicare 
Outpatient Observation Notice and 
the IM can be explained by phone, 
and the forms can be delivered by 
bedside caregivers.

Communicate with payers. Un-
derstand their post-acute plans during 
the pandemic. Ask the physician advi-
sor speak with their medical director 
to understand inpatient vs. outpatient 
needs. They may consider a patient 
who is monitored in isolation an 
observation patient. If this happens, 
direct them to the guidelines explain-
ing these should be inpatients. For 
example, the Milliman Care Guide-
lines explain this in detail.

Remember: The Two-Midnight 
Rule has not been waived.

These are difficult and challenging 
times. Work with senior leaders to 
better ensure they use the valuable 
resources case management offers 
to the greatest extent possible. 
Remember that reducing overcapacity 
involves more than just discharge 
planning.  n
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