
Controversy erupts over using PPS
data tool for benchmarking 
UDSmr and AMRPA square off in center ring

The rehab industry exhaled a collective sigh of relief last year
when the Centers for Medicaid and Medicare Services (CMS)
issued its final rule for the inpatient rehabilitation prospective

payment system (PPS). The industry was relieved largely because CMS
had decided to use a tool that was based on one already used by most
rehab facilities.

Now it appears that the industry’s relief was premature. While the
federal government still will be using the new system, the Inpatient
Rehabilitation Facilities Patient Assessment Instrument (IRF-PAI), there
is a big question about whether rehab facilities will have as much choice
in vendors as they’d like when using IRF-PAI data for benchmarking
purposes.

Who holds copyright on FIM?

The controversy basically comes down to this: UDSmr, a division of
UB Foundation Activities Inc., a nonprofit corporation supported by
SUNY-Buffalo, says the IRF-PAI is based on its functional independence
measure (FIM) system, which UDSmr claims is copyrighted material.
Therefore, rehab facilities that use vendors other than UDSmr and its
contracted vendors for benchmarking purposes may be in violation of
the company’s copyright, according to UDSmr, in a statement issued in
November 2001 on the company’s web site (www.udsmr.org).

Specifically, UDSmr says, “Facilities who subscribe to UDSmr need
not worry about ownership issues. The same cannot be said with
respect to services offered by AMRPA.”

UDSmr is referring to the American Medical Rehabilitation Providers
Association (AMRPA) in Washington, DC which has its own IRF-PAI,
called eRehabData. AMRPA has argued that UDSmr does not possess
the exclusive right to use the tool for benchmarking purposes.

AMRPA has issued two statements about the controversy, and in both
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cases asserts that UDSmr’s copyright claims are
questionable.

“Neither SUNY-Buffalo nor the Research
Foundation created the FIM,” the AMRPA state-
ment says. “The original components of the FIM
were developed by a joint task force composed of
representatives of various organizations in the
rehabilitation field.”

UDSmr says the company currently licenses
numerous vendors to incorporate copyrighted
elements of the FIM System in products that the
vendors offer to rehab providers. “UDSmr has
signed agreements with various vendors and
continues to discuss and respond to the needs
and requests of additional vendors,” UDSmr says
in its statement.

The AMRPA statement responds, “In AMRPA’s
view, no license from UDSmr is needed to use the
IRF-PAI published by CMS, or to collect and ana-
lyze the data supplied by facilities.”

Facilities fear litigation

Regardless of whether the dispute is settled in
or out of court, it appears to be having a damp-
ening effect on the rehab industry. According to
AMRPA, there have been reports from rehab
facilities that they fear being sued if they use
benchmarking services from AMRPA or vendors
other than those affiliated with UDSmr.

“UDSmr has always maintained that each of
its subscribing facilities owns its own raw data
and has never restricted the sharing of such
data with any party that a facility deems appro-
priate,” says the UDSmr statement. “In fact,
AMRPA itself has benefited from the ability of
facilities to share their data because, to date, 
the majority of data on which AMRPA has per-
formed financial analysis has been derived from
rehabilitation facilities that collected data using
UDSmr’s FIMware software.”

UDSmr says it has sent contract renewal pack-
ages to existing subscribers and as a service to
them has sent them UDSmr’s new UDS-PRO
software for outcomes systems.

The controversy is unfortunate and unpro-
ductive, and it needs to be resolved fairly, says
Ken Aitchison, chief executive officer of Kessler
Rehab Corp. in West Orange, NJ. Aitchison 
is the chairman of the PPS committee of the
AMRPA.

“If in fact UDSmr has what they assert they
have, then show it,” Aitchison says. “Then obvi-
ously, with that in hand, let’s come to a resolution.”

UDSmr needs to recognize the AMRPA’s role as
an advocacy group for the field of rehabilitation,
Aitchison says. “Advocacy doesn’t just take the
context of going down the halls of Washington —
it’s data-based.”

Distinguishing between AMRPA’s two roles

The UDSmr statement says, “First and foremost,
we urge you to distinguish between AMRPA’s role
as a trade association representing numerous reha-
bilitation facilities in Washington and its new, pro-
posed role as a commercial vendor providing data
transmission and data analytic services to the
rehabilitation field.”

The statement concludes, “Both UDSmr and
AMRPA have made significant contributions to
the medical rehabilitation field. We believe that
both of us can continue to best serve the field by
utilizing our existing areas of expertise for the
ultimate benefit of the rehabilitation community.”

AMRPA’s eRehabData project was designed, at
the request of rehab facilities, to enable facilities
to model PPS reimbursement prior to implemen-
tation, the AMRPA statement says.

“AMRPA also responded to industry requests
to incorporate cost data into the model and to
provide real-time information,” the AMRPA
statement reads. “These innovations help rehabil-
itation providers to review their actual and pro-
jected costs and outcomes, and to prepare for
new government regulations, without having to
wait months to receive their own information and
benchmark information.”

The dispute over the use of the IRF-PAI and its
FIM data is not without irony.
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When CMS first proposed using the Minimum
Data Set for Post Acute Care (MDS-PAC) as a
data collection tool, AMRPA joined rehab facili-
ties in objecting to what they saw to be a burden-
some, time-consuming tool.

“I and many people at AMRPA were very
active in seeking HCFA to move away from the
MDS-PAC idea,” Aitchison says. “So we were
moving quite aggressively to support moving
over to the FIM-based model, and were obviously
successful.”  ■

Telehealth shows promise
at Alabama rehab facility
Program uses FOCUS model

When hospital lengths of stay were longer,
the idea of telehealth rehab might not have

seemed feasible, but in the current health care
environment it is an attractive prospect for keep-
ing tabs on discharged patients’ progress.

“We’re trying to provide services of care in an
expedient fashion, using a health promotional
model,” says Timothy Elliott, PhD, associate
professor and psychologist at the University of
Alabama at Birmingham. Elliott directs psycho-
logical services at Spain Rehabilitation Center in
Birmingham.

Addressing transportation problems 

Focus groups said patients and families often
failed to attend outpatient rehab clinics because
of transportation problems.

“We realized that many of our family care-
givers were unable to make transportation
arrangements to come in and see us,” Elliott
says. “Many might be 200 miles away, and a trip
to Birmingham is a major undertaking for these
people, particularly if you have a loved one with
a severe disability.”

Telemedicine, using televisions, cable lines,
and telephones, provided a practical solution to
this obstacle to patient follow-up.

Spain Rehabilitation Center still provides
extensive inpatient rehab services, which often
have to focus on patients’ pulmonary problems,
neurological problems, hypertension, and fatigue,

as well as offering traditional rehab therapy, says
Amie Jackson, MD, professor and chair of the
department of physical medicine and rehabilita-
tion at the University of Alabama at Birmingham.

Also, the rehab facility has developed a strong
outpatient program, but there still is a need for
additional follow-up services, including tele-
phone contact and telemedicine, Jackson says.

“Telemedicine is a little better because of the
visual contact,” Jackson says. “It’s a step to pro-
viding education and support and letting the
family know that we are still there and they can
rely on us when they have problems.”

Here’s how the program works:
1. Invest in telemedicine equipment.
Most patients of the rehab facility did not have

access to computer and Internet technologies, so
the telemedicine program needed to use televi-
sion sets for visual communication, Elliott says.

“Our system is based upon a relatively inex-
pensive mobile unit that hooks up to a person’s
television through their cable jack and plugs into
the telephone jack,” Elliott explains. “Theoretic-
ally, it has a refresh rate that is comparable to
television, but it’s dependent on the quality of
telephone lines, and most lines in this state are
antiquated.”

The refresh rate is how quickly a screen
changes. Computer video images often appear 
to stutter because they have slower refresh rates.

However, if the refresh rate is slow, it’s not a
problem because the telemedicine program is not
designed to provide exercise motions via video,
Elliott adds.

The equipment has come down in price to less
than $100 per unit, and the program receives
grant funding to pay for it.

Caregivers assessed along with patients

2. Set appointments and treatment strategy.
The program schedules monthly follow-up

appointments with spinal cord injury patients
and has patients and/or caregivers sign consent
forms. At each session, which lasts 15-20 minutes,
caregivers are asked about their health and well-
being and are assessed for problem-solving abil-
ity, and patients are assessed for problem-solving
ability and physical well-being with regard to
pressure sores, says Patricia Rivera, PhD, rehabil-
itation psychology fellow at the University of
Alabama at Birmingham.

Because the project is part of a study, partici-
pants are randomly assigned to an intervention
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program that includes an hour-long educational
session and training in a five-step problem-solving
model that is developed from work by Art Nezu,
PhD, a psychologist at Hahnemann University in
Philadelphia.

The five-step model is represented by the
acronym FOCUS:

• Facts;
• Optimism;
• Creativity;
• Understanding;
• Solve.
“We believe if caregivers know the facts and

are optimistic and creative, they can better under-
stand problems and solve them effectively,”
Rivera says.

3. Educate caregivers.
The intervention program begins by giving

caregivers strategies for identifying major prob-
lems, Rivera says.

“We define the problem as specifically as possi-
ble and get as much information as we can about
it,” Rivera says.

For example, if the problem has to do with
bladder management, the strategy is to find out
what might be causing the problem, such as
dietary factors and medication.

Teach caregivers to relax

Next, Rivera will teach caregivers about the
relationship between their own emotions and the
outcomes. “If they’re in a negative frame of mind,
angry, or stressed out, they won’t be very effec-
tive in solving problems,” Rivera says.

“So we’ll teach them brief relaxation exercises,
including guided imagery and progressive relax-
ation that incorporates deep breathing,” Rivera
explains.

Then, caregivers are taught how to brainstorm
effectively.

“It’s difficult because caregivers are stressed,”
Rivera says. “We make them relax and encourage
them to be optimistic so they’ll be less inhibited
and can elicit some creative responses.”

This part of the training is both the most chal-
lenging and the most rewarding, Rivera notes.

“The caregivers see how many solutions
they’ve come up with, and it gives them a sense
that they’re not as boxed in as they felt they
were,” she says.

Another step involves understanding.
“Mostly we want them to understand what

the consequences are for each of the possible

solutions,” Rivera says.
For example, one possible solution for the

patient’s bowel problems would be to do noth-
ing. So Rivera will help the caregiver examine
that strategy and understand its consequences.

Caregivers are asked to write down these
strategies and solutions, and when they decide
one will not work, they can cross it off their list.

Finally, the caregiver will solve the problem 
by choosing one of the solutions. This doesn’t
always result in success, but the idea is that the
caregiver has come up with a plan.

“It may be a solution that I as a professional
know is doomed for failure, but that’s within
their learning experience,” Rivera says. “Of
course, I won’t let them do anything that’s dan-
gerous to themselves or their loved ones.”

The whole idea of the program is to empower
patients and caregivers and turn all of their expe-
riences into opportunities to learn, Elliott says.

Considerable problems with depression

4. Structure the program as a continuum of
care model.

The program’s value lies in how it helps care-
givers, as well as patients, cope with the injuries
and stay mentally and physically fit, Elliott says.

“We have another data set that followed care-
givers over the course of a year without any
intervention,” Elliott says. “Almost 50% of that
group of caregivers had scores in the depressive
range, indicating they were having considerable
problems with depression.”

Those caregivers with depression problems
were more likely to take medications, Elliott
adds.

“Health care systems are continuing to evolve,
and there will continue to be reformation through
the years,” Elliott predicts. “The tragic part is that
consumers with any chronic health care condition
have less and less input into the system.”

This often is due to lack of health care funding
and lack of access in rural areas where managed
care companies have little competition and there-
fore can limit services provided to the elderly and
chronically ill.

“People usually find this out the hard way,
but what happens is that they have to care for
an aging or chronically ill patient, and they are
amazed by the lack of training, accessibility, car-
ing, and social and public programs for their
loved ones,” Elliott says.

Home health services provide some nursing
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services, but that has been drastically cut back in
recent years because of the prospective payment
system, and Medicaid offers very little help in
most states.

“If someone has a disability in one of these
poor states, the best thing they can do is to move
to another state,” Elliott says.

Because the managed care fee-for-service model
doesn’t work for services like the telemedicine
program, it’s best to design such a program as a
continuum-of-care model, Elliott says.

The telemedicine model provides caregivers
with the follow-up education that will help them
cope with their new role and do a better job of
identifying and solving their loved ones’ physical
problems.

‘People don’t just go home and get better’

“We have to be sensitive to the realities of their
lives,” Elliott says. “Our research indicates that if
the caregiver is upset during the patient’s inpa-
tient stay, then they’ll be more so throughout the
year because people don’t just go home and get
better.”

This type of continuum-of-care program could
be offered in less expensive models, as well,
including simple telephone follow-up.

5. Provide other types of follow-up.
The rehab facility contacts patients by tele-

phone after discharge to see how they are doing
during their first few days at home, Jackson says.

Psychologists, therapists, and nurse practition-
ers will call patients to check on their progress. 

In some cases, they will e-mail patients with a
turnaround time of 24 hours on all questions the
patients and caregivers ask.

“And we’ve gotten better with written educa-
tional materials,” Jackson says. “Now we have
everything written on a fourth-grade level.”

Research has shown that 80% to 90% of the
people in Alabama would understand the educa-
tional materials if they are written at the fourth-
grade level, Jackson adds.

“We have a whole series of information sheets
that deal with all kinds of problems with spinal
cord injury and other areas,” she says. “We also
use videos, audio tapes, and other things.”

There also is access to educational programs
geared toward consumers through the Internet
for patients who own computers.

“We’ve gotten a lot better at disseminating
information,” Jackson says. “Before, we kept it all
in the rehab center, but now we have it available
by some other means when people leave rehab.”

Each year there is an education day when
patients and caregivers can return to the rehab
facility. Participants can pose questions to a
panel of medical professionals.

Patients also can find answers to their ques-
tions over the Internet and through telephone
conferencing.  ■

Multiple sclerosis center
provides variety of services
Depression, caregiver services also offered

Just over a decade old, the MS Center at
Shepherd Center in Atlanta provides multidis-

ciplinary care and a variety of services to patients
with multiple sclerosis.

Having services for multiple sclerosis patients
in one location is a great benefit for patients and
their caregivers.

“Objective data show that a person going to 
a multidisciplinary center is more likely to be
offered early medical treatment, as well as multi-
modality therapy, than someone who goes to
piecemeal treatment,” says Ben Thrower, MD,
medical director of the MS Center.

The center, which is primarily outpatient-
driven, has six exam rooms and a physical therapy
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site in the same hallway. Two floors below the cen-
ter is an Olympic-size pool that offers an aquatics
program for MS patients. “It was the site of the
1996 Paralympics,” Thrower says. 

There are six RNs, one medical assistant, a clin-
ical research coordinator who also is an RN, a
neuropsychologist, and Thrower, who is a neurol-
ogist. The center also shares five rehab physicians
with Shepherd’s traumatic brain injury and
spinal cord injury programs. The center’s physi-
cal and occupational therapists, totaling about
eight people, mostly are devoted to multiple scle-
rosis patients, and there are speech therapists
available to patients.

Here are the services offered by the MS Center:
• Initial evaluation: The initial appointments

are lengthy, lasting up to three hours, and case
managers are involved from the start.

Many patients self-refer

The evaluation is either for diagnosis confir-
mation or to make the diagnosis because patients
sometimes refer themselves to the center,
Thrower says.

“We have a tremendous word-of-mouth in the
MS community,” Thrower says. “If you do some-
thing good for the MS community, they’ll adver-
tise for you.”

Evaluation includes obtaining a history of
symptoms, which for MS typically include bouts
of numbness, tingling or weakness in arms or
legs, and blurring or loss of vision in an eye.

• Pool therapy: The rehab facility’s pool has its
temperature dropped three days a week for mul-
tiple sclerosis patients.

“Most of our folks with MS are heat-sensitive
as their core body temperature goes up,” says
Thrower. “They are more likely to have fatigue
and weakness, and it can limit their exercise
potential.”

• Pharmaceutical treatment: New patients
typically are started on a long-term immune
modulator drug, Thrower says. The three drugs
used are Avonex, Betaseron, and Copaxone, 
all approved by the U.S. Food and Drug
Administration.

“What the drugs do is slow down any progres-
sion of disability and any relapses of the neuro-
logical symptoms,” Thrower says. “Then we look
at symptom management also, including com-
mon things we see in mild MS: spasticity pain,
urinary frequency, or urgency.”

• Rehab services: MS patients who have had

the disease for 20 years or longer typically have 
a higher level of disability and are more likely to
need rehab services, including occupational
therapy, physical therapy, speech therapy, swal-
lowing therapy, and sometimes vocational ther-
apy. Also, they may receive therapy from the
neuropsychologist.

• Patient education: “Looking at the demo-
graphics of MS, we’re most likely to be dealing
with someone who is well-educated, has a college
degree, is professional, and we have lots of folks
who are doctors, nurses, school teachers, and
lawyers,” Thrower says.

“Of all the conditions I’ve worked with, this
probably is the most knowledge-hungry group
of people, who are well-connected to the
Internet and well-read,” Thrower says. “They
stay up on things, and they sometimes get bad
information over the Internet, and we have to
do re-educating.”

A team consisting of RNs, the neurologist, and
a physiatrist will educate the patient about multi-
ple sclerosis.

Case managers help find funding 

• Case management: Patients are encouraged
to begin treatment immediately. If their disease
has progressed to the point where they experi-
ence some disability, then they will be assessed
for wheelchairs or other devices.

Also, case managers will help patients find
creative ways to obtain funding for their treat-
ment and medications. The drugs can cost as
much as $10,000 per year. Health insurers typi-
cally cover all therapy visits, and they usually
do not pressure the center to select a discharge
date, Thrower says.

“Some insurance companies have a cap on
how much therapy a person can receive each
year,” he adds.

• Day program: Patients who have rehab
needs in at least two areas, such as physical
therapy and occupational therapy, may qualify
for the more aggressive therapy that is offered in
the day program. This program can entail eight
hours of working with various therapists.

• Therapy for older patients: These patients
may start with therapy three times a week and
progress to once a week.

“We’re big believers in getting people as self-
sufficient as possible,” Thrower says. “We take
advantage of family members to set up a home
program, because some patients come from long
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distances and it’s not practical for them to come
in often.” These patients may visit the center once
a year for a check-up.

• Treating depression: Depression and fatigue
are quite common in multiple sclerosis patients.
Cognitive dysfunction occurs in 50% of MS cases.

“It can be very difficult to sort those things
out,” Thrower says. “Our neuropsychologist does
a wonderful job in helping us with those folks to
sort out how much is true dysfunction vs. how
much is mental fatigue.”

Depression can result from the patient being
taken out of the work place or because the disease
is adversely affecting the patient’s job performance.

“Depression has a lot of potential clinical
implications,” Thrower says. “We used to think
depression was always situational, a reaction to
having a long-term health issue, but it turns out
that may be only a small part of it.”

There may be a biological cause of depression,
and some of the medications used to treat MS
may worsen depression, Thrower says.

“Most of the nurses and professionals who
work with multiple sclerosis patients are well
aware of how to look for depression,” Thrower
says. “They know when someone seems to be 
in a psychological crisis and how we should
intervene.”

Training the caregiver more than the patient

• Caregiver services: The center provides edu-
cation to caregivers when a patient is newly diag-
nosed, and center staffers strongly encourage
caregivers to be present at the initial evaluation.

“Half of what we tell new patients they won’t
remember because it’s all new and they’re stressed
by the situation,” Thrower notes. “So the more
ears we have in the room, the better.”

Therapists realize that sometimes they are
training the caregiver more than the patient, so
they’ll show caregivers how to do range-of-
motion activities and transfers.

MS Center staff also watch for signs of care-
giver burnout, and there are respite services
available through the day program.  ■

Report sentinel events 
to managed care groups
But don’t disclose too much

Question: We recently had a sentinel event at
our facility and responded appropriately with a
report to the Joint Commission on Accreditation
of Healthcare Organizations and a root-cause
analysis. Now, a managed care organization
(MCO) is asking for the same information and
claiming that we are required to turn it over. Is
that right?

Answer: Sort of. This may come as a surprise
to many peer review professionals, but you
should report a sentinel event to MCOs. You
don’t have to, but the Joint Commission would
be happier if you did.

You should be careful not to disclose too much
information, but the MCO is entirely within its
rights to ask for some explanation of the event.

MCOs required to gather sentinel event info

The new JCAHO 2001-2002 Comprehensive
Accreditation Manual for Health Care Networks has
an added section on sentinel events that says:
“Accredited networks are expected to identify
and respond to all sentinel events occurring in
the network or associated with services that the
network provides, or provides for.” That means
any MCO accredited by the Joint Commission is
required to gather information on sentinel events
in which its members are involved.

But because there are serious concerns about
peer review privilege and confidentiality, the
Joint Commission does not actually require
providers to give that information to the MCOs,
says Lynne Bergero, MHSA, associate project
director in the division of research at the Joint
Commission. In fact, the Joint Commission is
planning to issue a clarification in the next
month or so to emphasize that there is no such
requirement.

“This question has come up a lot, so we
thought a clarification was necessary even
though we’re not changing the standard itself,”
she says. “Some providers thought they were
supposed to give their root-cause analysis to the
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MCOs, and that’s not what we intended. We
would like to see them cooperate with the net-
works to promote better patient safety, but we’re
not saying you have to turn over a lot of sensitive
information.” 

Many hospital peer review professionals
don’t know about this expectation, says Sherry
Dunn, LMSW, ACSW, CCM, clinical quality
improvement specialist with Fort Worth, TX-
based Corphealth, an MCO specializing in
behavioral health care. Dunn says she has
encountered resistance from some providers
who don’t understand why she is asking for
information about the sentinel event.

“Some wonder why we need to know and just
say it’s none of our business,” Dunn says. “They
say they can’t show us the medical records
because they’re confidential, when they’ve actu-
ally been handing over other medical records all
along. There’s just a lack of knowledge about the
requirements here.”

Don’t send entire root-cause analysis

Dunn explains that reporting to an MCO is a
separate track from reporting the sentinel event
to the Joint Commission. No one expects you to
send the same information to both. And in fact,
you shouldn’t. Dunn has seen some providers
send their entire root-cause analysis to the MCO.
As someone who previously worked in quality
management for a hospital, she knows that is a
big mistake.

“I never would have sent that kind of informa-
tion to the managed care group, because then it
becomes public information and you lose all your
peer review privilege,” Dunn says. “You expose
yourself to tremendous lawsuits, and it’s not
even necessary. That’s not the information we
expect from providers.”

So what does the MCO want to see? Dunn
says most MCOs will be satisfied with a much
simpler explanation of the sentinel event and 
the provider’s response. The provider should
explain what happened and show that the event
was treated seriously and that there was a mean-
ingful response by the organization.

“Usually, as long as they are looking at the
quality issue and can show us they are taking cor-
rective steps, that’s enough,” Dunn says. “We
want to see that they considered it in terms of
quality improvement, that it’s been through a
quality committee, and that they didn’t dismiss 
it as just an isolated incident. We’ll usually get a

summary of the corrective action, not the speci-
fics. They’ll say that they educated the staff,
changed policies, and disciplined some people,
without explaining all the specifics.”

Bergero says that sort of report would please
the Joint Commission. She emphasizes that
though the Joint Commission does not require
providers to give sentinel event information to
the MCO, it wants the two parties to share infor-
mation within the constraints of peer review and
privacy issues. 

Other MCOs have no right to info

In some cases in which Corphealth thinks
patient safety is an issue, it may send Dunn or
other representatives for a site visit. Remember
that only the MCO whose patient was involved
in the sentinel event can demand such informa-
tion. Other MCOs may ask about a sentinel event
in the course of accrediting your organization,
but you are not obligated to provide the same
information to them.

The exact mechanism for how you report the
sentinel event may differ from one MCO to
another. Some MCOs’ contracts have a clause
that obligates the provider to volunteer the infor-
mation within a reasonable time, but others like
Corphealth wait until they find evidence of the
sentinel event themselves. Corphealth is pleased
if a provider comes forward with the information
on its own, but the MCO doesn’t mind if they
find it themselves. In most cases, sentinel events
are spotted by the MCO’s utilization review staff.

Corphealth is accredited by the National
Committee for Quality Assurance (NCQA) and
not by the Joint Commission, so it reports the
sentinel event information to the NCQA. The
Joint Commission will receive sentinel event
information from MCOs that it accredits. 

Also, keep in mind that the report to the MCO
serves an important purpose. The MCO will use
the information to assess the quality of your orga-
nization and whether you should be accredited to
treat their customers. At Corphealth, such reports
are sent to the chief medical officer and the risk
management committee for review. If they are
not satisfied with the report, Corphealth may ask
for more information.

“Ultimately, if we’re not satisfied with what
we’re given and the provider resists giving us
more information, it could threaten their accredi-
tation with Corphealth,” she says. “We would
have to forward it to our credentialing committee
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with a recommendation for decredentialing, or at
least flag it as a something to consider the next
time they come up for credentialing.” 

Dunn saw just such a case in the past few
months. A Corphealth customer committed sui-
cide while under treatment, which constitutes a
sentinel event, and the provider refused to sub-
mit adequate information. That provider already
had a history of questionable care and insufficient
quality improvement, so the refusal to provide
adequate data about the sentinel event was the
final straw. Corphealth decided not to renew the
provider’s accreditation.  ■

Case managers emerge 
as crux of hospitalist team
Improvements seen in LOS, utilization of services

As hospitalist teams continue to emerge, one
potential team member is often omitted: the

case manager. One hospital and its partners
solved that problem, however, by establishing
case managers as integral team members and
ultimately making them the leaders of daily
rounds.

According to Tracy Figueredo, RN, BSN, case
manager at Rex Hospital in Raleigh, NC, the
members of the newly formed hospitalist team
were drawn from three separate entities —
Kaiser Permanente, Carolina Permanente, and
Rex Hospital — that joined forces to establish
the team. “We wanted to provide hospitalist
services, and we needed to bring together all
three of these entities to accomplish that,” she
explains.

Rex Hospital is a 400-bed acute care hospital.
Carolina Permanente Medical Group was a group
practice in Raleigh that worked exclusively for
Kaiser Permanente and was responsible for
65,000 commercial lives. The group was made up
of 60 practitioners including physicians, nurse
practitioners, health care extenders, and physi-
cian assistants. It also included internists, pedi-
atric physicians, OB-GYNs, dermatologists, and
other specialists.

Under the hospitalist team design, case man-
agers worked for the payer and the hospital but
were based at the hospital, where they worked

exclusively with a group of physicians on the
hospitalist team. Importantly, hospitalists were
rotated to provide continuous coverage. “There
was a physician there 24 hours a day, which was
somewhat unique,” Figueredo says.

The model also included social workers.
Figueredo maintains that while some people now
advocate eliminating social workers, that is not
always a sound practice because case managers
typically are RNs who lack practical social work
experience. Rather than dedicate social workers
to the team, however, they were made available
on an as-needed basis.

According to Figueredo, the hospitalist team
saw a variety of patients but focused on adult
medicine service lines. It also acted as a consul -
tant for specialty services. In some cases, the team
also saw emergency department cases and unas-
signed primary care patients. 

Figueredo points out that many physicians in
the community already were eager for more
information about what was happening to their
patients while they were in the hospital as well 
as after they were discharged. “The physicians
needed to interact with the primary care physi-
cian, and they also needed to interact with the
specialist,” she explains. 

The hospitalist team provided that mechanism.
It also helped establish itself as a team concept,
says Figueredo. “We are all a team, and to be a
team, we need to sit together in the same room
and talk about the patient,” she explains. 

Medical director didn’t micromanage

The other team member was the medical direc-
tor, who was given responsibility for oversight of
hospitalist physicians and their clinical practice.
Notably, the medical director was tasked with
overseeing movement of the patient along the
continuum and physician education rather than
micromanaging clinical treatment, she adds.

According to Figueredo, case managers had
an extensive list of responsibilities, including the
overall care of the patient, utilization review and
utilization management activities, discharge
planning, and quality screening.

Utilization review and utilization manage-
ment in this scenario meant concurrent review,
says Figueredo. That included a determination 
of why patients were admitted and the severity
of illness, as well as the level of care they were
receiving. Case managers also performed emer-
gency department triage for admissions to help
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coordinate services in cases where a physician
might otherwise admit patients if no alternative
was immediately provided.

The case manager also was tasked with coordi -
nating and orchestrating the discharge plan,
which started on the first day and used a multi -
disciplinary approach. If patients were newly
diagnosed with diabetes, that meant linking them
with community resources such as a diabetes
educator. If they had a new ostomy, it meant con-
sulting an ostomy nurse early in the process. If
those patients were going to receive home health
services or skilled nursing, it meant contacting
the necessary vendors. 

The case manager also monitored readmissions
and tracked whether they had occurred because
of a clinical problem, a systems problem, or a
compliance problem. They also performed follow-
up appointment calls, an item that is frequently
overlooked as patient load increases, Figueredo
says.

Team did rounds together

According to Figueredo, team rounds were
critical to the hospitalist team approach. All the
components of the team participated in the morn-
ing rounds, including the hospitalist team physi-
cians and the medical director. If social workers
were required, they participated as well. 

“We even had an exclusive relationship with 
a skilled nursing facility that wanted to partner
with us that was invited,” adds Figueredo. That
often led to discharging patients to skilled nurs -
ing earlier in the process because physicians
immediately became aware of the services the
skilled nursing facility could provide. While the
hospital initially was concerned about confiden-
tiality issues, those concerns were successfully
addressed, she explains.

Every case was discussed during rounds, with
an immediate emphasis placed on the discharge
plan. Short afternoon rounds for problem cases
also were performed, in part to address any con-
cerns that might be raised in the interim by a
family member or other party.

Initially, the physician was the leader of the
team, Figueredo says. Not surprisingly, however,
physicians were almost exclusively interested in
medical issues. “The physicians were too clini-
cally focused,” she reports. “We quickly decided
that strategy was not going to work.” The medical
director was viewed as a poor alternative because
he was not dedicated to the team, she adds.

Instead, case managers became responsible
for the overall plan. “We thought the case man-
ager was the best person to lead the team,” she
reports. “Once we did that, it was interesting
how quickly the hospitalist physicians bought
into that concept.”

One of the most important outcomes of the
team approach was total patient care coordina-
tion, Figueredo says. “We now had a system
where the social worker, the case manager, and
the physicians were all working on the same
team to get the job done.” Physicians no longer
were blamed for denials, and when readmissions
did occur, both physicians and case managers
became more actively involved in establishing
preventive plans, she explains.

Lower costs, decreased length of stay

This provided a continuity of care not often
found when a patient is admitted by a primary
care practice that has eight or 10 partners in the
practice, she says. “They often can’t remember
what the last person did, and nobody remembers
what the case managers did,” she asserts.

Another result was improved utilization of ser-
vices, Figueredo says. “We saw decreased costs
because we established a norm for how you treat
certain patients.” In fact, the team often adopted
standard clinical practices regarding certain treat-
ments, she adds.

Because the team was employed by the hospi-
tal, it zeroed in on costs. “[The team] knew it was
not going to get more physicians to work for it if
the costs were too high or if they were overutiliz-
ers,” she says. There was also a decreased length
of stay with less variability, she adds.

As a 400-bed hospital with only two surgical
groups, Figueredo says, it was possible to help
the surgical practice move their patients through
a continuum. One example was bowel surgery
patients. Traditionally, those surgeons opted to
not feed the patients for up to three days after
surgery. However, in order to get bowel function
back, that timetable was expedited, and the
seven- or eight-day lengths of stay associated
with bowel surgeries were eliminated.

Quality of care improved as well, Figueredo
says. In fact, the hospitalist team still exists and
plans to publish data this year showing that the
team has a lower mortality rate than anybody
else in the hospital. The primary reason for this is
that the physician is there 24 hours a day, seven
days a week, she adds.  ■
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Consortium addresses hip
fracture care standards
Proponents call for longer lengths of stay

Question: When is a shorter length of stay not
an indicator of quality? Answer: When it

diminishes the quality of care.
Length of stay is one of many issues being tack-

led by a consortium begun by 11 national organiza-
tions to seek solutions to the morbidity, mortality,
and loss of independence faced by patients with
hip fracture. A total of more than 40 organizations
attended the Hip Fracture Conference sponsored
by the group in May 2001.

“Hip fractures are one of the most common,
costly, and devastating injuries suffered by
Americans,” notes Joseph Zuckerman, MD, pro-
fessor and chair of the NYU Hospital for Joint
Disease department of orthopedic surgery in New
York City, chairman of the Council on Education of
the American Academy of Orthopaedic Surgeons,
and a member of the conference steering commit-
tee. “They are occurring at an epidemic rate, with
over 350,000 incidents per year accounting for
approximately 30% of all fracture-related hospital-
izations,” he notes.

The conference recommendations fell into four
broad categories:

• communication/continuum of care;
• reimbursement issues;
• prevention/education for public and 

professionals;
• research initiatives.

Targeting length of stay

While the recommendations are numerous and
far-ranging, Zuckerman says length of stay is at
the crux of many of the challenges presented by
hip fracture patients. In a draft of a summary of
conference recommendations, the steering com-
mittee wrote: “Discharge from the acute care set-
ting to sub-acute, skilled nursing facility, or home
should be based on the attainment of specific
functional milestones, not achieving the shortest
length of stay.”

“Length of stay is a quality indicator for finan-
cial reasons, but not necessarily with respect to
outcome,” Zuckerman argues. “With this popula-
tion, it is probably just the opposite.”

Length of stay, he notes, became an issue in the

mid-’80s when diagnosis-related groups (DRGs)
came into existence. “It became incumbent on 
the hospital to become as efficient as possible,”
Zuckerman observes. “When you were paid on 
a per-diem basis, there was no reason to get the
patient out of the bed.”

With the system structured as it is now, hospitals
are allowed to do things only one way, Zuckerman
concedes. “But they are shooting themselves in the
fiscal foot,” he asserts. “All we are doing is cost-
shifting.”

In order for real change to occur, it has to be
authorized as a Centers for Medicare and Medicaid
Services issue, says Zuckerman. “This a real public
policy issue; you can’t do that on a busy weekend,”
he declares.

That’s one of the reasons for the consortium.
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“It has to be shown — and we are very aware of
this — that [keeping patients longer] is not just a
way to get doctors or hospitals more money. We
have to show it will lead to greater quality of
care. The quality indicator should probably be
how the patient is doing six months after the frac-
ture. If a patient gets out of the hospital in five
days but then stays in a nursing home for six
months, do you really save money?” 

Communication is one of the keys to establish-
ing a true continuum of care, says Zuckerman.
“If I operate on a hip facture patient and they get
transferred on day five to their home, I have to
communicate that information to their doctor;
it’s very important that information gets trans-
ferred,” he explains. “If they go to the rehab cen-
ter, then leave and go back to their original
doctor, how does he grasp the issues that have
arisen in the interim?”

It is the responsibility of the quality profes-
sional, says Zuckerman, to be sure that when a
patient leaves their facility a proper transfer of
records occurs, from physician to physician and
from nurse to nurse. “That should be a quality
indicator,” he asserts. “How do we confirm that a
record of what occurred got to the next facility?
The Mayo Clinic focuses on this tremendously. If
you send a patient to the Mayo, they send you
back unbelievable information on that patient.”

Under the heading of “Research Initiatives,”
the committee says the care provided to patients
with hip fractures should follow “an evidence-
based multidisciplinary critical pathway.”

What might that pathway look like? “One of
the elements should be standardized evaluation
when the patient is admitted,” says Zuckerman.
“There should be rapid recognition as to whether
the patient should get to the OR quickly for the
stabilization of any serious factors. Patients who
go to the OR two days after admission have a
higher mortality rate.”

As for the surgery itself, Zuckerman says that
is difficult to standardize. “But we should stress
prompt surgery, technically well-done, rapidly
progressive post-op care, thromboprophylaxis to

prevent clots, [and] ambulation. If you restrict
weight-bearing, you may as well leave them in
bed.”

It also should be recognized that there is signif-
icant malnutrition in this population, says
Zuckerman. “If they are admitted with a hip frac-
ture and malnutrition exists, this is considered a
comorbidity and a separate DRG, which increases
the level of reimbursement. In other words, hos-
pitals should want to identify this condition.”

Antiresorptive medication is another key con-
sideration. “If a patient has a heart attack, there is
no way he leaves the hospital without having his
cholesterol and blood pressure checked, and if
need be, being put on meds,” says Zuckerman.
“There should be an analogy when we admit
patients with hip fracture. Clearly, this is a risk
factor for osteoporosis, but probably less than
20% of these patients leave the hospital being
treated for osteoporosis. Some in the medical pro-
fession question whether we could actually pre-
vent osteoporosis, but we could clearly have an
impact.”  ■
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