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“THE SEVEN CORE 
MEASURES ARE 
THE FIRST TO BE 

ANNOUNCED 
BY THE 

COLLABORATIVE...”

CMS Standardizing Some Quality 
Measures
Effect on Hospitals Unclear

Responding to criticism from 
healthcare institutions that 
quality measures have become 

too numerous and diverse, CMS is 
adopting a core set of quality measures 
with the intention of standardizing data 
collection and making it more mean-
ingful. But will this change have much 
effect on hospitals?

CMS worked 
with the Core Qual-
ity Measures Col-
laborative, a group of 
professional organiza-
tions and insurers, to 
develop seven core sets 
of quality measures 
that the groups say 
will support greater 
quality improvement and reporting across 
the health system. Core measure sets were 
developed for the following practice areas:

• accountable care organizations 
(ACOs)/patient-centered medi-
cal homes (PCMH)/primary care;

• cardiology;
• gastroenterology;

• HIV/Hepatitis C;
• medical oncology;
• obstetrics and gynecology;
• orthopedics.
The collaborative’s members say the 

measures are necessary as payers and 
consumers bear more responsibility for 
finding and purchasing high-quality 

care and providers are 
increasingly paid 
under contracts tied to 
their quality perfor-
mance. The seven 
core measures are the 
first to be announced 
by the collaborative, 
which includes CMS, 
America’s Health 

Insurance Providers, 
the American College of Cardiology, 
the American Heart Association, the 
American Academy of Family Physicians, 
the National Partnership for Women 
& Families, and seven other groups. In 
addition, the National Quality Forum 
(NQF) served as a technical adviser. (The 
core measures are available for down-
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Quality professionals have criti-

cized existing quality measures on 
two counts: Many were poorly 
developed, and there are just too 
many of them. The new measures are 
intended to decrease the burden of 
data collection while also improving 
the quality of the information, acting 
CMS Administrator Andy Slavitt 
said in announcing the change.

“In the U.S. healthcare system, 
where we are moving to measure 
and pay for quality, patients and care 
providers deserve a uniform ap-
proach to measure quality,” Slavitt 
said. “This agreement today will 
reduce unnecessary burdens for 
physicians and accelerate the coun-
try’s movement to better quality.”

The new core measure sets should 
accelerate quality improvement and 
make healthcare more effective and 
efficient, says Helen Burstin, MD, 
MPH, chief scientific officer with 
the NQF in Washington, DC.

“Clinicians need fewer and more 
meaningful measures to reduce 
the burden of reporting similar or 
lookalike quality measures to dif-
ferent entities in order to free up 
more time for direct patient care,” 
Burstin says. “Equally important, 
this effort helps provide consum-
ers with comparable information to 
better inform healthcare decisions.”

The release of the collaborative’s 
core measures shows the willing-
ness of the public and private sec-
tors of healthcare to work toward 
more efficient and effective data 
collection, Burstin says. She sees 
that as an important signal to the 
healthcare quality professionals 
who must embrace the new mea-
sures if they are to be successful.

“I think it will take a little bit 
of time, with CMS’s rulemaking 
processes and health plans chang-
ing their contracts, to see this actu-

ally happen,” Burstin says. “But not 
a long time. I would expect to see 
some effects within a year or two.”

The collaborative views the 
upcoming year as a transitional 
period, as it begins adoption and 
harmonization of the measures. 
(Read further for more information 
on the timeline for adopting the core 
sets. See the story later in this issue for 
NQF’s assessment of another quality-
related program from the Department 
of Health and Human Services.)

Core measures  

apply to hospitals

Burstin notes that most of the 
measures are aimed at the clini-
cian level, but there are measures 
at the facility level as well, particu-
larly in cardiology and obstetrics.

“That means it would be im-
portant for hospitals to have an eye 
toward which measures are part of the 
core set, make sure they’re comfort-
able with them, and begin measur-
ing if they’re not already doing so,” 
Burstin says. “I think a lot of them 
will be ones they are already mea-
suring, but there will be some that 
they should consider adopting.”

Familiarity with the core measures 
is particularly important now that 
insurers are contracting more directly 
with hospitals, Burstin explains. Core 
measures are likely to be embedded 
in the contracts, so she says hospitals 
would be wise to assess beforehand 
which of the measures are applicable 
to their services and begin collect-
ing that data. (See the story later in 
this issue for more information on how 
the core measures will prompt hospitals 
to change data collection processes.)

Reaction to the core measures has 
been largely favorable, Burstin says.

“There certainly is more work to 
do down the line to continue to build 
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more outcome measures into the set 
and more patient voice into the set, 
but it’s a great starting point,” she 
says. “We do know that it shouldn’t 
be carved in stone because as data 
systems improve and the ability to 
capture data beyond claims improves, 
this data set will continue to evolve.”

Consistency will be key

Standardizing data collection 
through the core measures may still 
prove challenging, says Andrew Boyd, 
PhD, professor of health informatics 
at the University of Illinois at Chi-
cago, an expert in data simplification 
and clinical outcomes. Though the 
intention is to have everyone col-
lect the same information, that won’t 
be easy even if hospitals are all using 
the same core measures, he says.

The core measures will require 
collecting more or different data ele-
ments than some hospitals are already 
collecting, and in many cases those 
data points will involve assessments 
that are fairly straightforward, with 
agreed-upon definitions. Some activi-
ties of daily living, for instance, might 
produce data that is reliably consistent 
across all providers. But in other cases, 
the data may not be so consistent.

“The big challenge is that the 
government will come out with defini-
tions and rating scores, trying to make 
them as objective as possible, but it’s 
impossible for every hospital and every 
other healthcare facility to always 
agree on the exact same meaning of 
all the terms,” Boyd says. “The intent 
is to minimize that inconsistency, but 
that can happen only when every-
one is using the same definitions.”

That means that a top priority for 
hospitals will have to be understanding 
the meaning of terms and definitions 
in the core measures, Boyd says. Oth-
erwise, data for the healthcare industry 

Core Measures Will Change Data Collection
The seven core sets of quality measures released recently by the Core 

Quality Measures Collaborative will require hospitals to change the way 
some data is collected, says David Nace, MD, chief medical officer at 
MarkLogic, a software company in San Carlos, CA. Nace has more than 
20 years of senior management experience in large healthcare systems, 
payer health plans, leading healthcare providers, and health information 
technology organizations.

“The big story here is not so much on the standardization of 
assessment instruments, but rather moving the ball forward on 
standardizing quality and financial measures, and thus requiring 
the integration of data from multiple silos,” Nace says.

Nace notes that the Improving Medicare Post-Acute Care 
Transformation (IMPACT) Act of 2014 instructs CMS to require 
post-acute care providers to collect, integrate, and report standardized 
patient assessment data and quality measures — and that the data be 
interoperable for exchange with other providers to facilitate longitudinal 
and near or real-time coordination of care. The collaborative’s core 
measures are intended to make that more of a reality, he says.

“The reason the assessment instruments are highlighted is 
that the data you start with will dictate the data to collect in an 
ongoing fashion to track and manage patient care, specifically cost, 
quality, and outcomes,” he says. “A key driver of the initiative is 
to allow for transparency in comparing provider costs, quality, 
and outcomes — and thus allow for well-informed choices by 
those choosing or steering others to providers, and allow for 
continuing learning environments for the providers themselves.”

Data across multiple sources first has to be brought together, 
matched up with the right patient, and made accurate and reliable, 
says Ramon Chen, data management expert and chief marketing 
officer with Reltio, a company in Redwood Shores, CA, that provides 
data management services. Existing healthcare systems do not need 
to be immediately replaced, he says, but organizations need to 
leverage new modern data management capabilities so post-acute 
care data analysis can occur against a reliable data foundation.

“Standards are always desired and an ultimate goal. But enforcing 
standards is a difficult task without technologies that can govern and 
ensure that information conforms. Even with validation at source, there 
will always be errors such as mistyped names, addresses, and other 
details,” Chen says. “An ideal platform is one that can both guarantee 
standard entry, continuously validate information across all sources, 
reconcile and match details between systems, and provide a collaborative 
framework to review errors and correct them manually if needed.”

SOURCES
• Ramon Chen, Chief Marketing Officer, Reltio, Redwood

Shores, CA . Telephone: (855) 360-3282 .

• David Nace, MD,Chief Medical Officer, MarkLogic, San Carlos, 
CA . Telephone: (650) 655-2300 . Email: 

david .nace@marklogic .com .  n
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as a whole is devalued, and quality 
is jeopardized in transition of care.

“If someone is completely depen-
dent on someone else to feed them, 
that’s one level, and if they’re able to 
feed themselves that’s the other end 
of the scale,” Boyd explains. “You 
can get consistent data collection on 
those, but in between there are gra-
dations. Providers even in the same 
hospital will have different opinions, 
so the definitions have to be as clear 
as possible. Making the information 
meaningful for healthcare provid-
ers is going to be the challenge.”

Boyd is hopeful that the core 
measures will improve data collec-
tion and quality of care, but he has 
doubts. One of his concerns is that 
the government doesn’t have a good 
track record of making clear the 
criteria for assigning particular codes 
to a patient or service. With bill-
ing codes, for instance, research has 
shown that it is common for there to 
be up to 40% disagreement among 
clinicians on a diagnosis, yet that is 
not reflected in the attached code.

“The quality of that data is not as 
high as we would hope, but you don’t 
get paid without putting a code on. 
People end up just assigning a code 
without thinking that it will really af-
fect patient outcomes. It’s just another 
checkbox,” he says. “This has potential 
to improve patient transitions, but the 
healthcare providers have to believe 
there is value in the data. If not, they 
will just assign a value and move on. 
They have other things to do.”

SOURCES
•  Andrew Boyd, PhD, Professor of 

Health Informatics, University of 

Illinois at Chicago . Telephone: (312) 

996-8339 . Email: boyda@uic .edu .

•  Helen Burstin, MD, MPH, Chief 

Scientific Officer, National  

Quality Forum, Washington, DC . 

Telephone: (202) 783-1300 .  n

More on Value-based Purchasing Programs
The National Quality Forum’s (NQF) Measure Applications Part-

nership (MAP) released two reports outlining cross-cutting issues 
that affect the delivery of healthcare in hospitals and hospital set-
tings (including dialysis facilities and ambulatory surgery centers) as 
well as post-acute care and long-term care (PAC-LTC) settings.

These reports, submitted to the Department of Health and Human Ser-
vices (HHS), highlight important considerations for the federal government 
when selecting performance measures related to the care provided to 55 mil-
lion Americans insured by Medicare in these settings, says Helen Burstin, 
MD, MPH, chief scientific officer with the NQF in Washington, DC.

“As the healthcare system shifts to new delivery and payment 
models that promote shared accountability and greater responsibil-
ity for patient outcomes, performance measurement must keep pace,” 
Burstin says. “The 150 expert MAP volunteers continue to empha-
size the need for better measures in federal programs; the increased 
engagement of providers, families, and patients; and a more coordi-
nated approach to delivering care across the different healthcare set-
tings — from hospitals to post-acute and long-term care facilities.”

The “MAP 2016 Considerations for Implementing Mea-
sures for Federal Programs—Hospitals” report:

• encourages better integration of hospitals with PAC-LTC settings 
by leveraging measurement to spur enhanced care coordination and data 
sharing to avoid unnecessary hospital readmissions,

• emphasizes the need to engage patients and families as partners in care 
and notes ways in which measurement can facilitate this essential goal, and

• highlights the need for improved interconnectivity and information-
sharing among patients, providers, and payers to ensure that health data 
and information plays a central role in decision-making processes.

The report is available online at http://tinyurl.com/hlgdf9z.
The “MAP 2016 Considerations for Implementing Measures for Federal 

Programs—PAC-LTC” report finds the following:
• Further testing is needed of measures intended to promote alignment 

across PAC-LTC settings to ensure they reflect specific patient populations 
while acknowledging differences in healthcare goals.

• Measure concepts for the PAC-LTC settings should reflect the effects 
of sociodemographic, socioeconomic, and psychosocial issues, as well as 
encourage patient and family engagement.

• Measurement gaps remain in care coordination, transitions in care, 
and other areas that matter to patients and caregivers.

• Shared accountability between providers across the care continuum 
remains a priority.

The report is available online at http://tinyurl.com/z8jpcqy.
This year, MAP reviewed 44 measures under consider-

ation for eight programs addressing hospitals, dialysis fa-
cilities, and ambulatory surgery centers and 32 measures for 
six programs addressing PAC and LTC settings.  n
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Concurrent Monitoring Helps Hospital Be a TJC 
Top Performer

Implementing an electronic medical 
record (EMR) turned out to be one of 

the driving forces that resulted in a New 
York State hospital being recognized 
as one of the best in the country. 
Concurrent monitoring of patient 
quality measures also propelled the 
hospital to top status.

The Joint Commission has named 
South Nassau Communities Hospital 
in Oceanside a Top Performer on 
Key Quality Measures for the third 
consecutive year. South Nassau earned 
the award for its use of evidence-
based clinical processes that are shown 
to improve care for the following 
conditions and services: heart attack, 
heart failure, pneumonia; surgery, 
children’s asthma, inpatient psychiatric 
care, venous thromboembolism, stroke, 
perinatal care, and immunizations.

South Nassau is one of 1,043 
hospitals in the U.S. to earn the 
distinction of Top Performer on Key 
Quality Measures. The ratings are based 
on an aggregation of accountability 
measures data reported to The Joint 
Commission during the 2014 calendar 
year. The list of Top Performer 
organizations represents 31.5% of all 
Joint Commission-accredited hospitals 
reporting accountability measure 
performance data for 2014.

The following accomplishments 
helped South Nassau earn Top 
Performer on Key Quality Measures:

• achieved a cumulative performance 
of 95% or above across all reported 
accountability measures,

• achieved a performance of 95% or 
above on every qualifying accountability 
measure reported, and

• had at least one core measure set 
that was a composite rate of 95% or 
above, and (within that measure set) 
all applicable individual accountability 

measures had to have a performance rate 
of 95% or above.

Each accountability measure 
represents an evidence-based practice 
such as giving aspirin at arrival for heart 
attack patients, giving antibiotics one 
hour before surgery, and providing a 
home management plan of care for 
children with asthma.

Better monitoring 

improves care

Success in those areas was possible 
because of how the EMR and 
concurrent monitoring improved the 
hospital’s ability to get a current and 
more accurate assessment of quality 
measures, says Rita Regan, RN, BS, 
CPHQ, assistant vice president of 
performance management and care 
transitions at South Nassau.

“It used to be that after the patient 
was discharged from the hospital, 
we would review charts and find the 
occasional missed opportunity where 
better care or better documentation 
could have helped us have better 
compliance with the best practices,” 
Regan says. “Since then, we went to 
concurrent monitoring by being in 
the electronic record on daily basis, 
looking for best practices and the 
right documentation to show that if 
we didn’t, something there was a very 
acceptable reason.”

For example, if the EMR shows 
that a heart attack patient did not 
receive an aspirin after admission, South 
Nassau staff look for a legitimate reason 
documented in the record, such as the 
aspirin being contraindicated because of 
bleeding or an allergy.

“When we’re in the chart daily 
we can find those things, and if 

documentation is missing we can look 
into it in real time,” Regan explains. 
“We will get in touch with the doctor 
and either have the oversight addressed, 
or we will have the reason documented. 
As the EMR developed, we actually put 
omission orders into the order set to 
make it very easy for the practitioner to 
document that and not have to write it 
in a narrative note.”

South Nassau also emphasizes 
educating staff on quality measures, 
both clinical and those related to patient 
experience. Staff often are more familiar 
with clinical quality measures and what 
quality means from their perspective, 
but they may be less attuned to 
measures of patient experience, Regan 
notes.

“We help them understand what 
quality means to a patient, what makes 
them want to always come back to us 
at South Nassau because they received 
great care and we paid attention to the 
personal needs of both the patient and 
the family,” she says. “We incorporate 
all of these things into every orientation. 
Every physician, physician’s assistant, 
and nurse practitioner that is onboarded 
to our staff meets with some from the 
Performance Management Department 
so that they know very clearly what the 
expectations of the hospital are.”

Clinicians are told that the hospital 
wants to work in partnership with them 
to ensure that all patients receive care 
that meets best practices, and that the 
hospital is willing do what’s necessary 
to help the clinicians achieve that. The 
hospital developed standardized order 
sets, for instance, and incorporated alerts 
into the EMR. Regan and her colleagues 
at South Nassau focus on improving the 
system so that it is easier to do what’s 
best for the patient.

The EMR also scores patients 
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on admission for risk of certain 
complications like a blood clot. If 
the patient scores high on that risk 
assessment, the EMR alerts the 
physician and directs the nurse to 
confirm that there is an order for the 
appropriate therapy.

“Its little things like that that help 
educate and structure the workflow 
so that you’re set up for meeting best 
practices,” Regan says.

The aggregation of accountability 
measures data comes from the scores 
of quality measures recorded by South 
Nassau. Regan points out that the high 
composite scores did not hide lower 
individual scores.

“With our stroke program, for 
example, we got 95% on the composite 
of the stroke core measures, but each 
individual core measure that makes up 

that 95% was also at 95%,” she explains. 
“It’s not that we were 40% in one and 
100% in everything else, so it averaged 
well. You have to 95% on everything in 
a particular set to get this recognition.”

Patient handoffs have the potential 
to disrupt the continuation of best 
practices, so South Nassau emphasizes 
communication along the continuum 
of care. Regan says that it is crucial for 
physicians and staff to document well 
and have a clear understanding of when 
certain best practices must take place — 
on admission, within 12 hours, by day 
two, or on discharge, for example.

It also is important to have qualified 
abstracters, Regan notes. South Nassau 
has RN coordinators who all have 
expertise in chart abstraction and 
understanding CMS guidelines. They 
maintain good relationships with the 

physicians and other practitioners so 
that they can reach out to them when 
needed and work productively, Regan 
says.

“Our goal is not to be a Joint 
Commission Top Performer. Our 
primary goal is to do the very best we 
can for each individual patient,” Regan 
says. “If you keep it about the patient in 
the bed and making sure they get all of 
the evidence-based care to get optimal 
outcomes, your compliance, scores, and 
recognition will follow.”

SOURCE
•  Rita Regan, RN, Assistant Vice 

President, Performance Management 
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Video Visits Aim to Improve Patient Satisfaction

A hospital system in Ohio is 
trying to alleviate some of the 

most common patient complaints 
by helping them avoid a trip to the 
hospital or physician’s office. Instead, 
patients can interact with a physician 
by email or a live video encounter.

OhioHealth recently began 
a program in which four of its 
employed doctors see some of their 
established patients for primary 
care visits via video and online 
consultations. The program started 
in November 2015 and, if successful, 
OhioHealth plans to expand it 
to other physicians. Each of the 
doctors is expected to see 10 patients 
via video and complete 30 online 
exchanges during the pilot period.

Doctors at OhioHealth and Ohio 
State University’s Wexner Medical 
Center have used telemedicine 
for several years to care for stroke 
victims at outlying community 
hospitals across the state, notes David 

Applegate II, MD, chief of primary 
care transformation at OhioHealth. 
Implementing the telemedicine 
option was made possible by the 
hospital’s conversion over to an 
electronic medical record (EMR), 
which allows easier patient access for 
billing, scheduling, test results, and 
other information. The EMR allows 
the patient to create an account 
that is used for establishing secure 
connections online.

OhioHealth is offering both 
video consultations and what it calls 
“e-visits.” Video consultations are 
face-to-face with the physician in real 
time, and e-visits are email exchanges 
with the physician. Both can improve 
patient satisfaction by eliminating 
the hassle of a trip to the hospital 
or doctor’s office when an in-person 
examination is not really necessary.

For appropriate patients, it will 
save patients hours of drive time and 
getting off of work or making it to a 

doctor’s office in the middle of winter, 
Applegate notes.

“These are for conditions that 
usually do not require a physical exam 
and the encounter is more a series 
of questions,” Applegate says. “If we 
ask 18 to 30 questions and update 
their allergy and medication lists, we 
can often make a determination that 
a visit is not necessary and we can 
respond with advice by email. But if 
you answer some of the questions in a 
certain way, it will trigger a response 
that says you have to come see us in 
person. Those questions are up front 
so that if you can’t do an e-visit, it 
tells you up front and you don’t have 
to do the rest of the questions.”

E-visits are for these non-urgent 
medical conditions: back pain, 
cough, eye redness, indigestion and 
heartburn, urinary problems, cold 
and sinus, diarrhea, headache, tired 
(fatigue,) and vaginal discharge/
irritation. To initiate an e-visit, the 
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patient fills out a questionnaire 
and sends it in. The physician then 
responds within 24 hours, and usually 
much faster.

Other conditions, such as diabetes 
management, can be addressed with 
video visits. These encounters require 
a conversation between the patient 
and physician, but usually not a 
hands-on physical exam, Applegate 
notes. For video visits, the physicians 
have video exam rooms in their 
offices. Patients are able to make 
appointments for video visits and are 
billed the same as for an office visit.

“We try to be sensitive to the fact 
that patients might be at work or 
have other constraints, so we tend to 
schedule video visits first thing in the 
morning or right after lunch, and we 
try to make sure physicians are on 
time for those,” Applegate says.

The doctor sits in the room 
looking at two large monitors, the 
patient on the left and the chart on 

the right, so the doctor can take notes 
as they go.

In addition, OhioHealth is 

expanding how the video visits can be 
used. If a patient is at the physician’s 
office but a family member elsewhere 
wants to join the discussion and 
hear what the doctor says to the 
patient, that family member can join 
them through the video connection. 
Similarly, Applegate explains, the 
doctor could bring a pharmacist into 
the conversation with the patient.

“The quality of the experience is 
being monitored, and we’re watching 
how many patients end up coming 
to the office within three days of the 
e-visit or video call,” Applegate says. 
“The goal here is to get patients a 
quick answer when that is feasible and 
responsible, so that they don’t spend 
half a day sitting in a waiting room to 
spend just a few minutes getting an 
answer from the doctor. That has to 
improve the patient experience.”  n

Adherence to recommended 
care following an in-

hospital cardiac arrest (IHCA) 
varies significantly among U.S. 
hospitals, and patients treated at 
hospitals with greater adherence 
to these recommendations 
have higher survival rates, 
according to a study published 
online by JAMA Cardiology.

More than 200,000 patients are 
treated for IHCA annually in the 
United States. In-hospital cardiac 
arrest is associated with poor 
survival, yet survival to discharge 
rates vary among U.S. hospitals. 
Whether this variation is owing to 
differences in IHCA care quality 
is unknown. Some process-of-care 
measures, such as shorter time 
to defibrillation, are associated 
with better survival after IHCA.

Using data from the American 
Heart Association’s Get With 
the Guidelines-Resuscitation 

(GWTG-R) program, Monique 
L. Anderson, MD, MHS, of 
Duke University Medical Center 
in Durham, NC, and colleagues 
analyzed 35,283 patients with 
IHCA treated at 261 U.S. 
hospitals from January 2010 
through December 2012. The 
researchers calculated a hospital 
process composite performance 
score for IHCA using five 
guideline-recommended process 
measures, and scores were 
calculated for all patients.

The IHCA hospital process 
composite performance was 
associated with risk-standardized 
hospital survival to discharge 
rates. After adjustment, each 
10% increase in a hospital’s 
process composite performance 
was associated with a 22% higher 
odds of survival. Hospital process 
composite quality performance 
was also associated with favorable 

neurologic status at discharge.
The researchers estimate that 

an additional 22,990 to 24,200 
lives would be saved per year if all 
hospitals operated at the level of 
the highest-performing hospital. 
“Although this is an estimate only, 
it helps to shed light on the effect 
of ensuring timely and high-quality 
care for IHCA,” they wrote.

“Significant opportunities 
remain for improving adherence 
to guideline-recommended care 
overall and with individual 
process-of-care measures,” authors 
concluded. “Of importance, 
enhancing process quality of care 
may improve outcomes for the 
many patients with IHCA.”

An abstract of the article 
is available online at 

http://tinyurl.com/zuo6w8n.  n

Best Practices Lead to Better Cardiac Survival

“THESE 
ENCOUNTERS 

REQUIRE A 
CONVERSATION 
BETWEEN THE 
PATIENT AND 

PHYSICIAN, BUT 
USUALLY NOT 
A HANDS-ON 

PHYSICAL EXAM.”
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Hospital LOS Confirmed to Worsen Hip Fracture 
Outcomes

Hospital length of stay has been 
thought to affect a patient’s 

odds of surviving a hip fracture, and 
investigators from the University of 
Rochester Medical Center (URMC) 
Department of Orthopedics have 
created a new research tool to 
determine just how much.

The researchers built analytics 
software to mine New York’s Statewide 
Planning and Research Cooperative 
System (SPARCS) database. SPARCS 
contains all payers’ records of virtually 
every patient case in New York, making 
it a rich source of information to study 
and compare patient treatments and 
outcomes. They published the results 
of their study recently in the British 
Medical Journal. (An abstract of the 
study is available online at http://tinyurl.
com/hpz8hox.)

Questions about fragility fractures 
and length of hospitalization are of 
particular interest at URMC because it 
is home to an internationally renowned 
Geriatric Fracture Center that has 
improved patient outcomes while 
reducing patients’ time in the hospital. 
The center’s research over the past 
decade has suggested that patients do 
better with a shorter hospital length 
of stay. But a January 2015 study of 
Swedish hip fracture patients published 
in the British Medical Journal offered 
a seemingly opposite finding: After 
reviewing nearly 120,000 patients from 
2006-2012, authors concluded that 
patients with shorter hospitalizations 
had an increased risk of death. 
For Swedish hip fracture patients 
hospitalized less than 10 days, each 
one-day reduction in length of stay 
increased their odds of death within 30 
days of discharge by 8 percent in 2006, 
and the risk rose to 16% in 2012. 

Hip fractures are among the most 

common and disastrous of orthopedic 
injuries: more than 250,000 older 
adults suffer a hip fracture in the United 
States each year and the number is 
expected to rise as the population 
ages. It’s a given that the injury can 
compromise an older patient’s overall 
health and it greatly increases their risk 
of death within one year.

John C. Elfar, MD, associate 
professor in the Department of 
Orthopedics, was struck by the 
study findings. He had been leading 
orthopedics residents in a journal club 
dedicated to reviewing and critiquing 
emerging orthopedics papers; when 
this one surfaced, the team launched 
a study of New York state patients to 
test its findings. Elfar is the paper’s 
senior author and the team included 
Lucas Nikkel, Stephen Kates, Michael 
Maceroli, Bilal Mahmood, and 
Michael Schreck.

Using the SPARCS database 
information, Elfar and his colleagues 
conducted a retrospective cohort study 
of 188,208 patients age 50 and older 
who were admitted to a hospital with a 
hip fracture in New York from 2000-
2011. They found that longer hospital 
stays spelled worse results for U.S. 
patients. Compared to patients with a 
hospital stay of 1-5 days, patients with 
a hospital length of stay of 11-14 days 
was associated with a 32% increase 
in odds of death within 30 days of 
discharge. The 30-day mortality risk 
rose to 103% for patients with length 
of stay of 14 days or more. Researchers 
concluded that decreased length of 
stay was associated with lower 30-day 
mortality rates.

“Patients in New York spend far 
less time in the hospital than their 
counterparts in Sweden, but it does 
not mean that they are being released 

prematurely here,” Elfar says. “It 
also does not mean that being in the 
hospital for a long period of time in 
New York is a cause of complications 
or a driver of poorer outcomes.”

The analysis shows that the 
difference in hospital stays and results 
between Sweden and the U.S. is related 
to a difference in healthcare systems, 
Elfar says.

“Patients do as well here with short 
hospital stays as they do with longer 
hospital stays in Sweden because 
U.S. hospitals focus on acute care 
and transfer patients to rehabilitation 
facilities as soon as possible,” he 
explains. “Such facilities are not 
available in Sweden, so patients rehab 
in the hospital setting and spend 
longer periods of time there.”

Finding the best approach to 
care is vital because hip fractures are 
so common and older patients are 
especially vulnerable, Elfar notes. 
Women are more likely to die from 
a hip fracture than breast cancer. 
In older patients who suffer a hip 
fracture, perhaps one-third of them 
will die within a year’s time. In an 
institutional setting, they are 11 times 
more likely to die than a patient who 
has not broken a hip, Elfar explains.

Elfar said Peter Nordström, the 
corresponding author of the Swedish 
paper, reviewed URMC’s study and 
came to the same conclusion, “that the 
different systems and their outcomes 
are different for a good reason.” 
The new study findings validate the 
soundness of the Geriatric Fracture 
Center model, Elfar said. “Getting 
fracture patients out of the hospital 
quickly is the best approach provided 
you have a good place to send them 
for rehabilitative care, as we do here,” 
he said.  n



44   |   HOSPITAL PEER REVIEW® / April 2016 HOSPITAL PEER REVIEW® / April 2016   |   45

Financial Stakes Rise as Auditors Set Their Sights 
on Providers
CMs should keep informed on CMS rules, review every admission

Just when you thought the 
stakes couldn’t be any higher 
when it comes to getting 

patient status right and medical 
necessity documented properly, the 
Centers for Medicare & Medicaid 
Services has raised the ante.

Beginning at the first of the year, 
hospital records are being subjected 
to review by a range of auditors, all 
of them looking for errors that could 
result in loss of reimbursement.

Quality improvement 
organizations (QIOs) are evaluating 
hospitals’ compliance with the 
two-midnight rule. Beginning Jan. 
1, CMS shifted the enforcement 
of the rule from the Medicare 
Administrative Contractors to two 
Beneficiary and Family-Centered 
Care Quality Improvement 
Organizations, Livanta and KEPRO.

“The QIOs will conduct the 
first-line reviews of cases with short 
inpatient stay to evaluate whether 
they comply with the two-midnight 
rule and will refer hospitals with 
high denial rates to the Recovery 
Auditors for further review and 
corrective action,” says Deborah 
K. Hale, CCS, CCDS, president of 
Administrative Consultant Services, 
a Shawnee, OK-based healthcare 
consulting firm.

The Recovery Auditor program 
has cranked back up and the 
auditors are allowed to look at any 
issue that CMS has approved with 
the exception of patient status. So 
far, the RAs have been performing 
mostly DRG validation reviews, 
reports Steven Greenspan, JD, 
LLM, vice president of regulatory 
affairs for Executive Health 

Resources, a Newtown Square, PA, 
healthcare consulting firm.

“If a RA happens to pull a case 
for review and find patient status 
issues, it can still end up denying 
the case for patient status. Once the 
claim is reopened, the entire claim 
is vulnerable to review,” Greenspan 
says.

The Medicare Administrative 
Contractors (MACs) continue to 
conduct prepayment reviews.

CMS has reined in the RAs 
somewhat with changes in the 
auditors’ scope of work, and plans 
more changes when it issues new 
contracts, possibly in mid-year. (For 
details, see related article on page 
33.) For instance, effective Jan. 1, 
additional documentation requests 
(ADRs) from RAs are restricted to 
0.5% of a provider’s total number 
of paid bills for all types of claims in 
the previous year.

“Providers should note that, also 
effective Jan. 1, CMS can adjust the 
number of additional documentation 
requests hospitals can receive 
depending on the hospital’s denial 
rates,” says Elizabeth Lamkin, 
MHA, chief executive officer 
and partner in PACE Healthcare 
Consulting, LLC, based in Bluffton, 
SC. As a provider’s denial rates 
decrease, so may the number of 
files the RAs can request. On the 
other hand, if your hospital has a 
high rate of denials, the RAs will be 
allowed to request the maximum 
number of records allowed to review, 
she adds. “This alone should be an 
added incentive to ensure systems 
and resources in care management 
to screen and monitor continued 
care in order to get medical necessity 
right concurrently and avoid 
denials,” she says.

The consequences for getting 
patient status wrong are equally 
troubling under today’s rules, 
Greenspan says. For instance, if 
the QIO or RA believes a hospital 
may be gaming the system, they 
are required to alert the Office 
of Inspector General (OIG) or 
the Zoned Program Integrity 
Contractors (ZPIC) to investigate 
for fraud and abuse and possibly 
bring criminal charges.

What does all of this mean for 
case managers?

“It is critical for hospital staff 
members who are responsible for 
case management and for utilization 
review to have comprehensive 
knowledge of CMS requirements. As 
CMS modifies the audit programs, 
providers have to be aware of the 

“BEGINNING AT 
THE FIRST OF THE 
YEAR, HOSPITAL 
RECORDS ARE 

BEING SUBJECTED 
TO REVIEW BY 
A RANGE OF 

AUDITORS, ALL OF 
THEM LOOKING 

FOR ERRORS THAT 
COULD RESULT 

IN LOSS OF 
REIMBURSEMENT.”
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changes and make sure they comply 
with them,” Hale says.

Because case managers — along 
with their physician advisors — are 
the bridge between the financial 
piece and the clinical piece, they 
should have a system to keep up 
with what is going on with CMS and 
other regulators so they can share 
it with the rest of the clinical and 
revenue cycle staff, Lamkin adds.

“Today’s healthcare environment 
has so many moving parts and CMS 
is moving so quickly and being so 
aggressive that it’s almost impossible 
to keep up with everything that is 
happening. By the time providers 
hear what is going on with other 
providers, it’s almost too late to 
react. That is why care managers 
proactively seek out the most 
current rules and changes directly 
from CMS and give feedback to 
physicians on what they need to 
do to avoid denials,” Lamkin says. 
Avoiding denials means getting the 
patient status right at the onset and 
documenting thoroughly to support 
medical necessity, she adds. 

The best thing that today’s case 
managers can do is to stay informed 
about what is going on with CMS 
and other payers, Greenspan says. 
“CMS is not the most transparent 
organization. They sometimes update 
their requirements but don’t always 
alert the provider community that 
they have issued another edict,” 
Greenspan says. He recommends 
checking the CMS website as well 
as the Recovery Auditor’s and QIO’s 
websites and reaching out to your 
compliance partners to see if there 
are any updates.

All of the fast-paced changes 
make it a confusing time for 
everyone in the healthcare arena, 
adds Donna Hopkins, MS, RN, 
CMAC, vice president at Novia 
Strategies, a national healthcare 

consulting firm. “CMS has 
shortened the timelines for review 
and is adding new layers and 
efficiencies to the appeals process to 
improve responses to providers. All 
discussions and appeals will need to 
be done more efficiently and within 
a shorter timeframe,” Hopkins says.

“There are multiple cooks in 
the kitchen now. The QIOs are 
reviewing for patient status and the 
RAs are reviewing for everything 
else. As the audits stretch beyond 
the inpatient setting into home 
health services, durable medical 
equipment providers, acute rehab 
and skilled nursing facilities, it will 
become essential for appeals and 
response management to become 
interconnected. This is particularly 
the case within more integrated 
organizations,” Hopkins adds.

To survive in today’s healthcare 
environment, hospitals need to 
eliminate the walls that exist between 
various departments and make sure 
everyone on the staff understands the 
current healthcare environment and 
how it is rapidly changing, Lamkin 
says.

“Think about the healthcare 
process as a team endeavor with 
many different players. Everybody 
has to play their part perfectly 
and collaborate with all the other 
players,” she says.

Hospitals need an entire 
operational focus just to manage 
the appeals, Hopkins says. “The 
databases hospitals created to keep 
track of the RAC requests won’t be 
sufficient when you have reviews by 
the QIOs, the RAs, and the MACs, 
all with different timetables and all 
looking at different issues,” she says. 
Hospitals may need to create a new 
division or department to manage 
all the changes, she adds.

Lamkin suggests that the case 
management department partner 

with its physician advisors to 
help the admitting physicians 
understand the CMS regulations, 
including the difference between an 
inpatient admission and observation 
services as well as the level of 
detail that must be included in the 
documentation.

“Case managers can give advice, 
but the physician makes the ultimate 
decision unless there is a dispute and 
the case is referred to the utilization 
management committee,” she says.

Work closely with the admitting 
physicians and your physician 
advisor, Greenspan suggests.

“Developing relationships with 
physicians is more important 
than ever. Case managers should 
be talking with the physicians, 
reminding them about properly 
documenting medical necessity, 
and should be involved with the 
utilization review committee,” he 
says.

Lamkin recommends that 
hospitals create a joint billing 
and audit compliance committee 
that includes representatives from 
finance, administration, clinical 
departments, and case management 
to review what is happening and 
make sure that everyone is trained 
and up to date on the regulations. 
“The committee should review 
auditor activity, reasons from 
denials, bill holds, and other 
problem areas and give feedback to 
the front-end providers to correct 
any problems,” she says.

The case management 
department needs to have a seat 
at the table and be involved in all 
aspects of the revenue cycle, she 
adds. “Case managers are one of the 
hospital’s most important assets, 
but not everyone recognizes this. It’s 
very important that case managers 
be involved in all aspects of the 
revenue cycle,” she says.  n
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to doctors

 n EMR in exam room distracts from 
patient?

 n Standardizing measures across a 
health system
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Help Wanted: CBO to Screen Patients for Benefits

Smart thinking and reaching out 
to a community-based organiza-

tion (CBO) partner can result in a 
solution that benefits patients and 
everyone else involved, as well.

Here’s an example: The case man-
agement vice president at Carolinas 
HealthCare System in Charlotte, NC, 
read an article about how many people 
who are eligible for food assistance 
and other benefits are unaware that 
they can apply, says Kathryn Har-
rell, MSW, ACM, social work case 
manager at Carolinas Medical Center.

“So the vice president approached 
us, saying, ‘What can we do about 
this? If people are eligible for benefits, 
but are not connected, how can we 
get them connected?’” Harrell recalls.

The case managers knew of a state 
eligibility tool that could be used 
to screen people for benefits. They 
spoke with health professionals in 
various departments and found that 
people were receptive to the idea 
but would say they had neither the 
time nor expertise to screen pa-
tients using the tool, she explains.

“So we reached out to a communi-
ty partner, Crisis Assistance, and said, 
‘Hey, how would you like to help us 
explore something beneficial?’” Harrell 
says. “It’s taken us a while to figure out 
the kinks, but they now help us screen 
for one benefit: nutrition services.”

The initiative starts with case 
managers assessing patients, real-
izing they have limited income and 
are not receiving food stamps or who 
say they do not have enough food 
at home. “I make sure case manag-
ers are asking the right questions to 
identify food insecurity,” Harrell says.

Part of the case manager’s job is to 
make patients comfortable with the 
idea of asking for help. “A lot of times, 
if you say, ‘Hey, are you receiving food 

stamps?’ they’ll say, ‘No, I don’t want 
to depend on that,’” Harrell says.

“Case managers will answer, 
‘Sometimes it’s just temporary. 
If you’re eligible, it can help you 
get through your medical cri-
sis. If you’re eligible, you should 
get it,’” she adds. “We beat down 
some of the stereotypes.”

The case manager then refers 
these patients to Crisis Assistance 
for an eligibility assessment.

The tool, which is called Benefit 
Bank, can be used for a variety of 
benefits. Crisis Assistance had been 
using the tool with the organiza-
tion’s clientele and agreed to come 
into the hospital three days a week 
to meet with patients at bedside 
to screen them as well, she says.

The Crisis Assistance representa-
tive went through hospital protocols 
and training. She also helps patients 
with other social needs, includ-
ing help with budgeting, utilities, 
rent assistance, and job searching.

“She has worked at Crisis Assis-
tance for a long time and is a wealth 
of knowledge,” Harrell says. “She 
has a certain skill set and knows 
community resources better than 

a case manager does because we’re 
focused on hospital resources.”

“The crisis assistance person also 
follows up with patients if they’re dis-
charged, and she meets with them in 
the community,” Harrell adds. “She 
is available to them by telephone.”

Hospital case managers send 
her referrals for assessments.

Since initiating the collaboration, 
the hospital has had hundreds of 
referrals for food assistance, she adds.

“There are lots of people receiv-
ing food stamps, and we track them 
when they come back to the hos-
pital to see how many referrals are 
submitted to Crisis Assistance and 
how many applications were submit-
ted to the state department of social 
services,” Harrell says. “We see how 
many were approved and how many 
were readmitted to the hospital.”

While the initiative’s data is 
too limited to conclude that the 
referrals reduced hospital readmis-
sions, it is possible to say that the 
people who received food stamps 
did not return to the hospital 
within 30 days, Harrell says.

“So we like to think we had some 
impact on them,” she says.  n
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ONLINE SURVEY

1.  How did CMS develop its recently 

announced set of core quality 

measures? 

A . CMS worked with the Core 

Quality Measures Collaborative, a 

group of professional organizations 

and insurers .

B . CMS developed the core quality 

measures on its own .

C . The measures were developed 

by a group of healthcare industry 

analysts .

D . The measures were developed a 

data task force at a major university .

2.  Which of the following is true 

regarding the new set of core 

quality measures?

A . The core measures apply to 13 

practice areas .

B . Most of the measures are aimed 

at the clinician level, but there are 

measures at the facility level as well .

C . None of the new measures 

will require a hospital to collect 

information it is not already 

collecting .

D . There are no measures 

addressing cardiology or obstetrics .

3.  In the study of in-hospital cardiac 

arrest (IHCA) using data from the 

American Heart Association’s Get 

With the Guidelines-Resuscitation 

(GWTG-R) program, each 10% 

increase in a hospital’s process 

composite performance was 

associated with what higher odds 

of survival?

A . 22% 

B . 11%

C . 8%

D . 32%

4.  What does Rita Regan say is a key 

reason the hospital scores well on 

quality measures?

A . It moved from retrospective 

monitoring to concurrent 

monitoring .

B . It minimized the number of 

quality measures monitored .

C . The hospital hired more staff 

dedicated to measuring best 

practices compliance .

D . The hospital separated its 

outpatient services from the 

hospital’s quality measures report .


