
Ensure that patients are 

in the correct status up front

Waiting 24 hours to review the case may be too late

From the Centers for Medicare & Medicaid Services’ (CMS) perspec-
tive, the saying “ignorance is bliss” does not apply when it comes 
to a patient’s status. Hospitals are expected to get patients in the 

right status up front, not after the fact, says Brenda Keeling, RN, CPHQ, 
CPUR, president of Patient Response, a Milburn, OK, health care consult-
ing firm.

“Across the nation, hospitals frequently do not have an order for the 
level-of-care assignment when patients are placed in a bed. If the order 
merely says ‘admit’ or ‘admission,’ the status automatically defaults to 
inpatient,” Keeling adds.

As hospitals struggle to get the level-of-care decision right, there is a lot 
of confusion about inpatient status vs. outpatient with observation ser-
vices, adds Deborah Hale, CCS, president of Administrative Consultant 
Services LLC, a health care consulting firm based in Shawnee, OK.

“The distinction between outpatient with observation services and 
inpatient status often is not addressed explicitly in the admission order 
because it’s irrelevant to the kind of care the physician will provide for the 
patient,” she says.

There are many reasons for the confusion about inpatient vs. outpa-
tient, Hale says.

“There is a misunderstanding of the relative roles of physicians and 
other staff in determining the patient’s level of care, as well as confusion 
over the Medicare rules that guide the appropriate level-of-care selection,” 
she says.

In addition, the distinction represents a difference in billing and not 
medical treatment, Hale points out.

Using observation services as a default patient status is not the solution, 
she adds. 

“CMS has been clear that it is inappropriate to use observation as a 
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default patient status, and hospitals will be penal-
ized for doing so. Placing patients in observation 
when they meet inpatient criteria penalizes the 
hospital because the reimbursement is lower for 
observation services,” she says. 

Patients also may be penalized financially if they 
are automatically referred for observation services 
when they meet inpatient criteria because copays 

are higher for long outpatient services than for an 
inpatient admission, Hale adds.

In addition, if patients need post-acute skilled 
nursing care, their observation stay won’t count 
as an inpatient day or days and they may not meet 
the three-day inpatient-stay criteria for skilled 
nursing care, she adds. 

Observation services are appropriate for 
patients who need short-term treatment, assess-
ment, and reassessment before a decision can be 
made about whether they will require an inpatient 
admission, or for brief stays following a procedure 
needed to manage a complication, Hale says.

Condition Code 44 is the billing code that indi-
cates that the utilization review committee or phy-
sician advisor has determined that a physician’s 
inpatient order for a particular patient has been 
determined to be medically unnecessary, she says.

The order may then be changed to an outpatient 
order if the utilization review decision is made 
while the patient is still in the hospital, if the hos-
pital has not submitted a claim to Medicare for 
the inpatient admission, if the attending physician 
concurs with the utilization review committee’s 
decision, and the concurrence is documented in the 
medical record, Hale adds.

When acute care is not substantiated

If documentation doesn’t substantiate an acute 
level of care, the case managers should discuss the 
issue with the admitting physician, involve the 
physician advisor and/or the utilization review 
committee, and give the patient written notice, 
Keeling says.

“A lot of hospital staff are not aware that if 
they convert the patient from inpatient to out-
patient with observation services and implement 
Condition Code 44, CMS requires that patients be 
given information in writing about the change-of-
care status,” she adds.

When patient status is changed from inpatient 
to outpatient with observation services, there’s 
often confusion about when the hospital can start 
to bill for observation hours, Hale says.

“Medicare requires an observation order and 
documentation that supports observation services 
before the hospital can bill for observation hours. 
The observation order must be present before the 
observation clock starts ticking. This validates 
even more why the patient status has to be correct 
up front,” Keeling says. 

For instance, a patient is admitted in inpatient 
status overnight but the case manager’s review 
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determines that the patient doesn’t meet inpatient 
criteria. The case manager’s process has to include 
discussing the issue with the attending physician 
and the physician advisor. If the attending dis-
agrees with the physician advisor, the utilization 
review committee or a second physician advisor 
will need to look at the case. 

All this time the patient is in a bed, receiving 
care, but the hospital won’t get paid for an inpa-
tient admission because the patient doesn’t meet 
criteria and the facility can’t bill for observation 
services, as the order hasn’t been written, Keeling 
points out.

In some cases, by the time the case manager 
gets the order changed to observation services, the 
patient is stabilized and ready to go home. In these 
cases, an order for observation and an order for 
discharge are issued within a short time, and the 
hospital is in a position of not having any further 
medically necessary observation hours to bill, Hale 
says.

“Many times, the utilization review process 
takes place close to the time the patient is walk-
ing out the door. That means that hospitals can’t 
bill for the time the patient is in the bed, but they 
can bill for the ancillary services ordered for the 
patient that was supported by medical necessity,” 
she adds.

CMs should educate other staff

Case managers should work with the physician 
and nursing staff in the emergency and admissions 
department to keep them educated on what consti-
tutes inpatient vs. observation and the importance 
of getting it right from the get-go, says Kimberly 
Gilbert, RN, case management consultant, clini-
cal advisory services for Pershing, Yoakley and 
Associates in Atlanta.

“The entire hospital staff have to understand 
that we’re all in this together. It’s not just the case 
managers’ responsibility. Everybody has to know 
the regulations and get admission status right in 
order for the hospital to get paid,” she says.

The process has to start from the minute the 
patient comes in the door, either in the emergency 
department or through the admissions department 
when patients are admitted directly, Keeling says. 

“Cleaning up on the back end is a nightmare 
that causes redundant efforts and is confusing to 
the staff, physicians, and patients. Hospitals need 
to understand that getting the patient status right 
is a process and a system issue. It’s not just the 
responsibility of case management. It’s an overall 

hospital process,” she says.
The solution at some hospitals has been to give 

emergency department physicians admitting privi-
leges, a decision that often causes problems down 
the road, Keeling says.

“Giving emergency department physicians 
admitting privileges is not the best way to go. This 
doesn’t fix the problem. It just puts a Band-Aid 
on it. When emergency department physicians 
have admitting privileges, it means that they will 
have to accept full responsibility for patients all 
night long, or until the attending comes to see the 
patient,” she says. 

Furthermore, if the utilization review commit-
tee determines that the level of care for the patient 
is not appropriate, it may be difficult to locate 
the emergency department physician to discuss 
the patient status, Keeling points out. She adds 
that CMS requires that the physician the original 
level-of-care order be notified when the utilization 
review committee questions the level of care.

“In cases where the emergency department phy-
sician has admitting privileges, the case manager 
should clarify the patient status with the emer-
gency department admitting physician, not the 
attending physician, which often is more confusing 
than helpful,” she says.

Just adding more case managers is not the solu-
tion to the problem of getting patient status cor-
rect up front, Keeling says.

“The best way is to implement a process that 
involves as many people as possible,” she says.

Hospitals should establish a process for case 
management review that starts when the patient 
comes in for preadmission registration — through 
the emergency department or as a direct admission. 

“Most hospitals are not going to be able to 
have case managers in the house 24-7. This means 
a process should be established in which the bed 
coordinators and/or nursing supervisors are cross-
trained for level-of-care status, where the medical 
staff are trained on level of care, and the admitting 
clerks are educated to look at the orders before 
assigning a patient a bed,” Keeling says.

The admissions clerk needs to be aware that he 
or she should look at the level-of-care order before 
assigning a bed to the patient. If there isn’t a level-
of-care order, the clerk should notify the admitting 
physician for an order. 

“Often, the registration or admissions clerk will 
register patients as inpatient admissions without 
looking at the order. Level-of-care status needs to 
be part of the orientation and the accountability 
for people working in the admissions office. If the 
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level of care is constantly wrong, a review to deter-
mine the root cause is indicated. The root-cause 
[analysis] may reveal an employee accountability 
or knowledge deficit or a competency problem, 
rather than a registration process problem. It may 
be as simple as the admissions clerk is not reading 
the orders,” Keeling says.

Programs in which the house supervisor or who-
ever functions as an intake nurse is cross-trained in 
inpatient criteria work best, she says.

A proactive case management program should 
include representatives from registration, the busi-
ness office, nursing, and ancillary departments. 
They should be a part of the daily case manage-
ment meetings to reinforce the importance of 
ensuring that patients are in the appropriate level 
of care, Keeling says. 

Gilbert suggests that hospitals staff the emer-
gency department with case managers during peak 
hours to make sure the patient status is correct at 
the beginning. Case managers should make obser-
vation cases a priority when they come to work 
each day, she adds.

In addition, review the patients who are sched-
uled for surgery and identify those who are receiv-
ing inpatient-only procedures. Make sure that 
there is an order in place for an inpatient admis-
sion for these patients, Gilbert says.

“Case managers are going to have to review 
observation cases first thing in the morning to 
make sure the level of care is correct,” Gilbert 
says.

Case managers should not limit their review 
of records to Medicare patients, adds Joanna 
Malcolm, RN, CCM, BSN, consulting manager, 
clinical advisory services for Pershing, Yoakley & 
Associates in Atlanta. 

Traditionally, third-party payers have followed 
Medicare’s lead, she adds.

“Patient status is getting very difficult to man-
age, particularly with smaller hospitals. It’s hard to 
navigate the waters because insurance companies, 
Medicare, and even Medicare Advantage compa-
nies have different criteria as to what is appropri-
ate for observation and inpatient,” Malcolm says.

While Medicare and many commercial insurers 
use InterQual criteria as a basis for admissions vs. 
outpatient, some Medicare managed care compa-
nies use Milliman, and other insurers have their 
own criteria set, she points out.

“Some Medicare managed care companies 
specify that patients start out in observation and 
stay for 24 hours. Others specify 48 hours, and 
some even say that patients can be receiving 

observation services in the intensive care unit for 
up to 72 hours,” Malcolm adds.

Before a case manager makes a decision as far 
as patient status is concerned, he or she needs to 
be familiar with the patient’s insurer’s criteria set 
and expectations, she adds.

“Everybody in the hospital has to be in the loop 
and should communicate about what is going on 
with the patient. Case managers should be used 
as a resource to determine what status the patient 
should be in,” Gilbert says.

Medicare has created a publication for consum-
ers that clearly explains the difference between 
outpatient and inpatient status, Hale says.

The publication “Are You a Hospital Inpatient 
or Outpatient?” is available at http://www.medicare.
gov/Publications/Pubs/pdf/11435.pdf.

(For more information, contact: Deborah Hale, 
President, Administrative Consultant Services 
LLC, e-mail: dhale@acsteam.net; Brenda Keeling, 
RN, CPHQ, CPUR, President, Patient Response, 
e-mail: brenda@patient-response.com; Joanna 
Malcolm, RN, CCM, BSN, Senior Consultant, 
Pershing, Yoakley & Associates, e-mail: 
JMalcolm@pyapc.com.)  ■

FAQs on using 

Condition Code 44

Source: Centers for Medicare & Medicaid Services 
web site. https://questions.cms.hhs.gov/cgi-bin/ 
cmshhs.cfg/php/enduser/std_alp.php?p_sid=4imcBETj.

Q: May a hospital change a patient’s sta-
tus using Condition Code 44 when a physician 
changes the patient status without utilization 
review committee involvement?

A: No. The policy for changing a patient’s sta-
tus using Condition Code 44 requires that the 
determination to change a patient’s status be made 
by the utilization review committee with physi-
cian concurrence. The hospital may not change 
a patient’s status from inpatient to outpatient 
without utilization review committee involvement. 
The conditions for the use of Condition Code 44 
require physician concurrence with the UR com-
mittee decision.

For Condition Code 44 decisions, in accor-
dance with 42 CFR 482.30 (d)(1), one physician 
member of the UR committee may make the 
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determination for the committee that the inpa-
tient admission is not medically necessary. This 
physician member of the UR committee must be 
a different person from the concurring physician 
for Condition Code 44 use, who is the physician 
responsible for the care of the patient. For more 
information, see the Medicare Claims Processing 
Manual (Pub. 100-04) Chapter 1,Section 50.3.2. 
(When an Inpatient Admission May Be Changed 
to Outpatient Status.)

Q: How should the hospital report observation 
services when the patient’s status is changed from 
inpatient to outpatient using Condition Code 44. 
May the hospital report observation services from 
the beginning of the hospital outpatient encounter?

A: The use of Condition Code 44 pertains to the 
entire patient encounter, the patient’s status, and 
the hospital bill type submitted. Medicare does not 
recognize a separate patient status called “obser-
vation.” All hospital patients are either inpatients 
(if they are admitted as inpatients on the order 
of a physician) or outpatients (registered by the 
hospital as outpatients). When Condition Code 
44 is appropriately used, the hospital reports on 
the outpatient bill the services that were ordered 
and provided to the patient for the entire patient 
encounter. Reporting of individual HCPCS 
[Healthcare Common Procedure Coding System] 
codes on an outpatient claim must be consistent 
with all applicable instructions and CMS guidance.

However, in accordance with the general 
Medicare requirements for services furnished 
to beneficiaries and billed to Medicare, even in 
Condition Code 44 situations, the hospital cannot 
report hours of observation services using HCPCS 
code GO378 (Hospital observation services, per 
hour) for the time period during the hospital 
encounter prior to a physician order for observa-
tion services. Medicare does not permit retroactive 
orders or the inference of physician orders. Like all 
hospital outpatient services, observation services 
must be ordered by a physician and the report-
ing requirements specific to observation services 
are discussed in detail in the Medicare Claims 
Processing Manual (Pub.100-04) Chapter 4, 
Section 290.2.2. The clock time begins at the time 
that observation services are initiated in accordance 
with a physician’s order. While hospitals may not 
report observation services under HCPCS code 
GO387 for the time period during the hospital 
encounter prior to a physician’s order for observa-
tion services, in Condition Code 44 situations, 

as for all other hospital outpatient encounters, 
hospitals may include charges on the outpatient 
claim for the cost of all hospital resources utilized 
in the care of patients during the entire encounter.

Q: May a hospital report drug administration 
services, such as therapeutic infusions, hydration 
services, or intravenous injections, furnished dur-
ing the time period when observation services are 
being reported?

A: The Medicare Claims Processing Manual 
(Pub 100-4) Chapter 6, Section 290.2.2 states that 
“observation services should not be billed concur-
rently with diagnostic or therapeutic services for 
which active monitoring is part of the procedure (e.g., 
colonoscopy, chemotherapy).” In situations where 
such a procedure interrupts observation services and 
results in two or more distinct periods of observation 
services, hospitals should record for each period of 
observation services the beginning and ending times 
during the hospital outpatient encounter. Hospitals 
should add the lengths of time for the periods of 
observation services together to determine the total 
number of units reported on the claim for the hourly 
observation services under HCPCS code G0378. 
(Hospital observation services, per hour.)

The hospital must determine if active monitor-
ing is a part of all or a portion of the time for the 
particular drug administration services received by 
the patient. Whether active monitoring is a part 
of the drug administration service may depend 
on the type of the drug administration service 
furnished, the specific drug administered, or the 
needs of the patient. For example, a complex drug 
infusion titration to achieve a specified therapeutic 
response that is reported with HCPCS codes for a 
therapeutic infusion may require constant active 
monitoring by hospital staff. On the other hand, 
the routine infusion of an antibiotic, which may be 
reported with the same HCPCS codes for a thera-
peutic infusion, may not require significant active 
monitoring. For concerns about specific clini-
cal situations, hospitals should check with their 
Medicare contractors for future information.

If the hospital determines that active monitoring 
is part of a drug administration service furnished to 
a particular patient and separately reported, then 
observation service should not be reported with 
HCPCS G0378 for that portion of the drug admin-
istration time when active monitoring is provided.

(For more questions and answers from CMS, see 
https://questions.cms.hhs.gov/cgi-bin/cmshhs.cfg/
php/enduser/std_alp.php?p_sid=4imcBETj.)  ■
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Discharge plan reduces 

LOS for long-stay patients

Planning starts early after admission

In the first year of Stony Brook University (NY)
Medical Center care management department’s 

interdisciplinary project to reduce the length of 
stay for long-stay patients, aggregate patients days 
dropped from 4,400 to just more than 3,000 in a 
year, resulting in a revenue opportunity of approx-
imately $4 million.

Now the care management team at the 571-bed 
hospital has narrowed its focus to patients who 
stay 10 days or more with a goal of eventually 
including patients who have been in the hospital 
seven days.

“We started by focusing on patients here 30 
days or more but identified that there are many 
opportunities to move patients forward before 30 
days. We are continuing to fine-tune our actions 
and focus on moving patients safely through the 
continuum. Many times, the biggest opportunity 
for decreasing the length of stay occurs around 
seven days,” says Catherine Morris, RN, MS, 
CCM, executive director for care management.

Reducing LOS

The longer patients are in the hospital, the more 
they are at risk for infection, pressure ulcers, and 
the deconditioning that occurs when they are bed-
ridden, Morris points out.

The hospital began a strategic initiative four 
years ago to reduce the length of stay for long-
stay patients and established a team to analyze 
processes and implement improvements in the 
discharge process. 

As a tertiary care hospital and the only Level 1 
trauma center in the county, Stony Brook Medical 
Center treats patients whose needs can’t be met at 
other hospitals in the area, including patients with 
severe injuries and those who are clinically acute.

“These patients typically have long lengths of 
stay, and their discharge needs often are quite 
complicated. Our long length of stay team is work-
ing to move patients to another level of care as 
quickly and safely as possible and open up the bed 
for another patient who needs the kind of services 
we provide,” Morris says.

The long length of stay committee comprises an 
administrative-level meeting that includes the case 

management director, the social work director, the 
admitting department’s Medicaid liaison, the phy-
sician advisor, and representatives from finance, 
patient access, managed care, nursing, and legal 
services, which in the case of Stony Brook is the 
New York State attorney general’s office since it is 
a public hospital.

The team meets on a weekly basis, reviews the 
cases of long-stay patients, and determines what 
can be done to move patients safely through the 
continuum. It provides administrative support to 
the clinical team.

“We keep moving the focus to a lower length of 
stay so that patients are clearly looked at from a 
multidisciplinary viewpoint as early in the hospital 
stay as possible,” Morris says.

Knowing your patients

Each week, each clinical team member receives 
a spreadsheet listing all long-stay patients. The 
list includes the length of time in the hospital, the 
unit the patient is on, the clinical staff on the unit 
caring for the patient, the physicians involved, the 
payer source, and the current hospital charges.

Before the long length of stay meeting, the direc-
tors of the care management department meet with 
the clinicians who are actually providing the care 
and coordination for each patient and gather perti-
nent information that is added to the record. 

In the meeting, the team develops an action plan 
and assigns responsibility for each element to a 
team member who follows up the next week. 

“If the patient is self-pay, we make sure his or 
her Medicaid application is in place. If we are 
working with a managed care organization, we 
may negotiate with them for benefits. We work on 
getting disability set up and assist families in mak-
ing decisions regarding hospice or terminal care,” 
Morris says.

In one case, the patient was close to her lifetime 
benefit limit. The long length of stay committee 
negotiated to adjust the hospital bill so the patient 
would have benefits left for post-acute care.

“Discharge planning starts on the first day, but 
for these patients, the ultimate plan is to start look-
ing at patients administratively at seven days, even 
though they are not clinically ready for discharge. 
If we start early, it helps us move the patients for-
ward at the end of the stay,” Morris says.

For instance, the hospital treated an uninsured 
patient from Mexico who was in the United States 

(Continued on page 59)
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When California Pacific Medical Center was 
named a top hospital for patient quality and 

safety for the fourth year in a row by the Leapfrog 
Group, the award cited the hospital’s length-of-
stay initiatives.

“We get a report on length of stay twice every 
week, but we take an old-fashioned approach to 
length of stay. We don’t work on reducing the sta-
tistics. We work on providing quality patient care 
and putting processes in place to support moving 
patients to the most appropriate level of care envi-
ronment,” says Mary Kay Simmons, manager of 
outcomes management for the San Francisco medi-
cal center. 

California Pacific Medical Center, a Sutter 
Health affiliate, has four campuses — the Pacific 
Campus, a tertiary care hospital; the Davis 
Campus, which includes an acute care hospital 
and a skilled nursing facility unit; the California 
Street campus, which provides mainly mother and 
child care, orthopedic surgeries, and has a skilled 
nursing unit; and the St. Luke’s campus, which has 
a community hospital focus with a skilled nursing 
facility and a subacute unit.

Case managers are assigned differently on 
each campus, but all are responsible for 20 to 22 
patients a day. They conduct an initial screen-
ing within 24 hours of admission to determine 
if patients are likely to have discharge needs and 
identify those patients in the medical record. 

Patients who are likely to need discharge plan-
ning are those who are over 65 and/or who have 
joint Medicare/MediCal benefits, patients who are 
under 65 and who have chronic conditions and/

or multiple cormorbidities, and patients with no 
insurance who have complex medical needs. 

On each campus, the case management team 
meets at least once a week with the medical advi-
sor to review Medicare patients who are hospital-
ized for four days or more for medical necessity. 
The team also discusses patients who have com-
plicated hospital stays and may need extra focus 
on what is needed to move them safely to the next 
level of care.

“Our vice president of medical affairs, our chief 
of medicine, and the physician advisors on each 
campus are very active in our length-of-stay meet-
ings. One of them comes to each of the meetings. 
In addition, we have a great hospitalist group that 
works very closely with us. In the meetings, we 
talk about the stumbling blocks to discharging the 
patient and what, if anything, we can do to change 
this,” she says.

California Pacific Medical Center has instituted 
several initiatives to ensure that patients move to 
the next level of care as soon as possible when they 
no longer meet acute care criteria.

Among the initiatives are instituting a transfer-
back agreement with area hospitals that transfer 
patients to CPMC for specialized care and evalua-
tion; developing a community fund that is used to 
provide post-discharge needs for patients whose 
insurance doesn’t cover it and who can’t afford to 
pay for specific items or care; and establishing a 
custodial unit where patients who have no family 
and can’t take care of themselves can stay while 
the state establishes a guardianship.

Because California Pacific Medical Center is a 

Focusing on appropriate levels of care, 

hospital lowers length of stay

Initiatives include a fund for meeting discharge needs 
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tertiary care hospital and a regional transfer center 
for Sutter Health and Northern California, the 
medical center receives a lot of patients who are 
transferred from other hospitals for organ trans-
plant evaluations, heart or stroke procedures, and 
complicated medical work-ups. 

Transfer-back agreement

The hospital has developed a transfer-back 
agreement with the transferring hospitals that 
requires them to take patients back after they have 
received the specialized care or evaluations they 
need.

The case managers alert the transferring hospi-
tals 48 hours before the patients are ready to be 
transferred back.

“Our case management department puts a lot 
of time and energy into transferring people back 
to the outlying hospitals as quickly as possible so 
the patients can be near their families and to free 
up beds and keep our length of stay as low as pos-
sible,” she says.

When patients are staying in the hospital 
because of post-discharge needs and social issues, 
the case managers and social workers can access 
funds to help pay for whatever it takes to safely 
discharge the patient.

“Sometimes we aren’t able to discharge patients 
because they need a special wheelchair and their 
MediCal benefits haven’t come through. We can 
tap into the fund to get the wheelchair and get 
them discharged safely and quickly,” she says.

Case managers can use the funds to provide 
home care services for patients who don’t have the 
benefit if the alternative is keeping them in acute 
care longer. 

If patients are staying in the hospital because 
they can’t afford medication or IV treatment in the 
home, staff work with the pharmaceutical compa-
nies to donate medications so the patient can go 
home.

“We have a great working relationship with the 
visiting nurses and hospice care staff and work 
collaboratively with them to refer patients to them. 
They are able to take our referral quickly, which 
again allows for a safe and timely discharge,” she 
says.

Faced with a growing number of patients who 
aren’t capable of caring for themselves and/or 
making their own health care decisions and who 
have no family to make the decisions or provide 
care, the hospital looked for ways to ensure that 
the patients are safe and cared for while the 

process of establishing a conservatorship and 
MedCal coverage for the patient is taking place.

The process can take as long as two to three 
months, during which time the patient cannot be 
safely discharged to the community.

The hospital established a custodial care unit at 
the St. Luke’s campus where patients who are not 
competent to care for themselves can receive the 
supervision and the medical and nursing care they 
need until the conservatorship papers are com-
pleted and the state takes over the responsibility 
for the patient.

Patients who no longer need acute care or 
skilled nursing care are transferred to the custodial 
unit. Most are eventually discharged to a MediCal 
bed in a long-term care facility.

“We never discharge anyone unless we know 
they will be able to manage on their own and 
be safe. We look at all kinds of creative ways to 
get patients what they need in the next level of 
care, but we emphasize to the case managers that 
we never discharge a patient unless it is safe,” 
Simmons says.

(For more information, contact: Mary Kay 
Simmons, Manager of Outcomes Management, 
California Pacific Medical Center, e-mail: 
simmonmk@sutterhealth.org.)  ■

Hospital, LTACH focus 

on awaiting transplants

Patients receive specialized care 

Faced with a growing population of patients 
with heart failure who are awaiting a trans-

plant and a shortage of intensive care beds, The 
Methodist Hospital in Houston is partnering with 
one local long-term acute care hospital in a pro-
gram to care for patients with a left ventricular 
assist device (LVAD).

“We have a large transplant program and could 
foresee the volume growing. Since there is no way 
we could build more ICU beds, we look for options 
to ensure that the patients receive the special-
ized care they need,” says Lynda Collins, MSSW, 
LCSW, director of continuity of care for The 
Methodist Hospital.

Collins worked with the hospital’s transplant 
team to develop a partnership with a long-term 
acute care hospital to provide specialized care for 
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LVAD patients awaiting transplant.
“The team wanted to feel comfortable with 

the quality of care provided by the facility where 
they send their patients to await transplants. They 
decided that the best way would be to affiliate 
with one LTACH and get to know their staff,” 
Collins says.

Transplant team picks LTACH

The transplant team decided to partner with just 
one facility so that the staff would become highly 
skilled in caring for LVAD patients because they 
would be seeing them frequently.

“This is a very specific population with a very 
specific need. If the staff at a facility care for a 
certain type of patient regularly, they can maintain 
their skills. If they see one patient every once in a 
while, they may not maintain their skills in pro-
viding the kind of specialized care these patients 
need,” she adds.

The hospital looked at 30 LTACHs in the 
Houston area over the past year, narrowed them 
down to five, and selected one with which to partner.

The LTACH agreed to provide a unit that could 
manage at least four LVAD patients at a time and 
signed an affiliation agreement that guarantees 
that the staff members are trained in providing 

care for these patients, she says.
The hospital transplant team educated the 

LTACH staff on what kind of care the patients 
would need. The LTACH staff received training 
from an outside firm on how to handle the bio-
medical equipment implanted in the patients and 
the outside pumps.

Before the affiliation agreement, the hospital 
had been transferring LVAD patients to several 
different LTACHs, but the transplant team mem-
bers expressed concern that their treatment proto-
col was not being followed every time.

“When the patients were handed off to the 
LTACH team, they would go over the protocols; 
but when they visited the patients at the LTACH, 
they would find that the protocols were not always 
being followed,” she says.

The team sent its first patient to the LTACH 
under the new arrangement in mid-January.

This program and others at Methodist aim at 
overcoming the fragmentation that is built into 
the health care system and its negative impact on 
patients, Collins says.

“When the staff at two facilities go through 
a process like this, it means that both sides have 
to talk; and when they talk, good things happen. 
They maintain communication and it benefits the 
patients,” she says.  ■

Elderly heart failure 

patients get help at home

Hospital partners with community coalition 

Elderly heart failure patients who are at risk 
for rehospitalization are getting help follow-

ing their treatment plan after discharge through a 
collaborative effort of The Methodist Hospital in 
Houston and Care for Elders, a community coali-
tion of 80 private and public agencies that devel-
ops and tests pilot projects serving older adults. 

The Hospital to Home program, which was 
kicked off in June 2009, provides a transition 
coach who goes into the home shortly after elderly 
patients are released from the hospital, educates 
them about their treatment plan, and works with 
them on self-management techniques, says Lynda 
Collins, MSSW, LCSW, director of continuity of 
care for The Methodist Hospital.

“Care for Elders has been working to improve 
the Harris County systems that provide care 
for the elderly for five or six years. When they 

received a grant to develop the transition of care 
program, they picked Methodist as the hospital 
partner,” she reports.

The program is one of several initiatives 
established by the hospital’s continuity-of-care 
department in an effort to improve transitions 
throughout the continuum of care and reduce 
readmissions.

“Frequent fliers are a symptom of a broken 
system. Patients are asked to coordinate their 
own care after discharge, and not all of them can 
handle it. They often show up back at the hospi-
tal. We need to change the way we deliver care,” 
Collins says.

Targeting HF patients

The program started with heart failure because 
those patients have the biggest risk of being read-
mitted to the hospital, she adds.

The goal of the program is to demonstrate 
improved quality, reduced readmissions, and fewer 
emergency department visits for patients in the 
program.

“If the program is a success, we hope that it 
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can expand to include other diagnoses. Since 
the Centers for Medicare & Medicaid Services 
announced its intention to hold hospitals account-
able for readmissions within 30 days, plans to 
expand the program have been gaining momen-
tum,” Collins says. 

The Hospital to Home program is based on 
the Care Transitions Program developed by Eric 
Coleman, MD, MPH, professor of medicine in the 
division of health care policy and research at the 
University of Colorado Denver.

Heart failure patients who are treated at The 
Methodist Hospital and are at risk for readmission 
are referred to the program by the hospital’s case 
managers, nurse practitioners, cardiologists, and 
other staff members.

Collins’ department and other members of the 
Care for Elders Coalition developed criteria to 
guide the referring clinicians. 

For instance, patients with memory problems, 
those who have a history of failing to adhere to the 
treatment plan, patients with an impaired spouse, 
and patients who have an elderly caregiver are eli-
gible for the program.

The program uses community-based transition 
coaches to work with the patients in their homes. 

“The community-based transition coaches bring 
additional knowledge and skill sets that hospital-
based transition coaches may not have,” she says.

The transition coach for the Houston program 
is a social worker based at Sheltering Arms Senior 
Services, a nonprofit agency that specializes in 
helping people stay in their homes.

Extensive education

The hospital provided extensive education on 
heart failure for the transition coach, including 
medication reconciliation, symptom management, 
and self-care.

“Our protocol is for the patients to receive a 
home visit for six months. The transition coach 
visits or calls patients in their home at least once 
a week for the first three weeks, then tapers off 
based on need. She may follow up in person or on 
the telephone,” she says.

The purpose of the program is to bridge the 
gaps in care that often occur when patients are 
overwhelmed by discharge instructions while they 
are in the hospital setting.

“Our hospital has excellent heart failure educa-
tors who see every patient. We have developed 
clearly written printed materials that explain what 
patients should do after discharge. However, the 

patients aren’t feeling well when they are in the 
hospital; they’re anxious, eager to get home, 
and they don’t always remember everything,” 
she says.

In addition, patients and family members may 
have vision or hearing problems that also make it 
difficult to follow the treatment plan, she says.

“The one time in people’s lives when they have 
to learn all this new information is the time of life 
when things are difficult to comprehend because 
of aging and health issues,” she says.

Many patients have multiple problems but 
are treated by specialists who look at just one 
problem. This leads to fragmentation in the care 
patients receive and often confuses patients.

“They may have been seen by several physicians 
who gave different discharge instructions, and they 
may have a long list of different medications pre-
scribed by different physicians,” Collins says.

Reviewing meds

When the transition coach visits patients in 
the home, the first thing she does is look over 
the materials the patient brought home from the 
hospital. She asks patients to bring out all their 
medications, goes through them, and asks how 
often they take the medicine and determines if they 
know why they are taking it.

The transition coach writes down the medica-
tion on a reconciliation document and faxes it to a 
clinical pharmacist for review. 

“They evaluate every patient to see if they have 
a system for adhering to the treatment plan that 
works,” she says. 

“Their goal is to find out if they understand 
their medication and to learn how they are really 
taking it. Sometimes the patients haven’t gotten 
their prescription filled because they can’t afford 
it. In that case, the coach finds a way to get the 
medication,” she says.

“The program is a patient self-management pro-
gram with a goal of activating the patients’ skills 
in caring for themselves and complying with their 
treatment plan. Since it takes place in the home, 
the patients are comfortable and at ease and not 
anxious like they are in the hospital. The transi-
tion coach is able to determine what the patients 
really remember,” she says.

(For more information, contact: Lynda Collins, 
MSSW, LCSW, Director of Continuity of Care, 
The Methodist Hospital, Houston, e-mail: 
LCollins@tmhs.org.)  ■
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on a work visa and was hit by a car, receiving inju-
ries that left him a quadriplegic. He had no fam-
ily in the United States and his family in Mexico 
wanted him to come home so they could care for 
him.

“We knew he would need a hospital bed in his 
home in Mexico and the right kind of wheelchair. 
We started early in the stay to work with the insur-
ance company of the person who hit him and to 
coordinate what he would need after discharge. If 
we had waited until he was ready for discharge, it 
would have added several more weeks to his stay,” 
Morris says.

The long-stay committee pulls in other hospital 
staff when needed to facilitate moving a patient to 
a more appropriate level of care. 

The nurse managers on the unit are invited to 
the long length of stay rounds to provide a differ-
ent perspective of what the patient may need. 

“The nursing staff give us very specific informa-
tion on the patient’s condition and how to meet his 
or her discharge needs that could be overlooked 
when there isn’t good communication among all 
members of the team,” Morris says.

For instance, when the team was discussing 
transporting the patient back to Mexico, the team 
looked for ways to deal with the patient’s incon-
tinence during the five-hour plane ride and two-
hour car trip to his home.

“We were discussing providing a particular 
type of catheter, but the nurse pointed out that it 
wouldn’t work for him so we had to find other 
options,” Morris says. 

The long length of stay team got the hospital’s 
physical therapy staff involved in a special project 
for the patient returning to Mexico. Along with 
the care management staff, they produced a DVD 
demonstrating the exercises and range-of-motion 
activities the patient should do, had it translated 
into Spanish, and sent it with him for use by his 
family.

One goal of the long-stay initiative is to improve 
communication between members of the multidis-
ciplinary treatment team throughout the hospital, 
including establishing regular rounds with nursing, 
the physician staff, social workers, case managers, 
and other pertinent disciplines participating on 
each unit. 

“Often, the treatment team members work in 
silos. The doctor is very interested in the patient’s 
medical care. Nursing handles their piece, and 
the case managers and social workers focus on 
the discharge piece. Communication across all 

the disciplines is critical to making sure that the 
patient moves forward through the continuum and 
receives the post-hospital care he or she needs,” 
Morris adds. 

Communication with the patient and family also 
is an important part of ensuring that the patient 
moves through the continuum, she says. 

“Our hospital’s model is patient- and family-
centered care, so we want to make sure the family 
and patients are aware of what is going on with 
the clinical care and have a chance to give their 
input. If they know what kind of care the patient 
is going to need after discharge, it gives them a 
chance to plan in advance and makes the process 
smoother,” Morris says.

Anticipate holdups

In order to systematically identify and track 
organizational and process impediments to 
throughput, the team has developed a comprehen-
sive list of barriers to discharge with codes that 
identify the reason the discharge was delayed. For 
instance, reasons include no skilled nursing bed 
available, no ventilator bed available, the patient 
needs a guardianship, there is no payer source, and 
holdups in paperwork.

“In the long run, because we are using these 
codes, we can classify patients and identify the 
major barriers to discharge and develop target 
interventions. We can also calculate costs associ-
ated with these barriers and delays. High-level 
strategic initiatives may be put into action based 
on certain trends,” Morris says.

Already the hospital is working to develop part-
nerships with local nursing facilities and dialysis 
centers to make sure patients can receive the ser-
vices they need when they no longer meet criteria 
for acute care.

“One delay trend we identified was that 
Medicaid applications were taking an extended 
length of time to process. We worked with the 
local department of social services to place an 
employee on site to help speed up the process,” 
Morris says.

The long length of stay team is working with the 
state attorney general’s office to speed up issuing 
guardianships for patients who can’t make decisions 
for themselves and have no available next of kin.

“We have arranged with durable medical equip-
ment vendors for quicker service and are working 
with local skilled nursing facilities on a project to 
possibly rent beds from them. If the only way to 
get a patient out of the hospital is for the hospital 

(Continued from page 54)
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to pay for a post-acute bed, we may have to do so 
but only if the rate is cost-effective,” Morris says.

The hospital has organized special funds to 
facilitate moving uninsured or underinsured 
patients to the next level of care as quickly and 
safely as possible when they no longer need acute 
care, opening up beds for patients who require 
acute care.

The special discharges fund pays for some of 
the post-acute needs for patients who are unable 
to pay, such as providing transportation back and 
forth for radiation treatment, special formula and 
feeding apparatuses, or paying for a wheelchair.

In one instance, when the hospital was trying to 
place a quadriplegic patient, the team negotiated 
an arrangement with a local nursing home to pro-
vide the subacute care if the hospital would meet 
the patient’s follow-up acute care needs and was 
able to get a wheelchair for the patient donated.

The medication assistance fund helps provide 
assistance with certain medication needs after 
discharge.

The hospital also has an indigent patient fund, 
supported by donations and fundraising projects, 
that provides money for an array of services, car 
seats for newborns, food, clothing, shoes, and 
transportation for patients who can’t afford it. 

“Managing the long length of stay population 
continues to be challenging. Although the trend 
continues in a downward direction, these patients 
continue to account for 10.7% of our discharges. 
Hospital throughput projects focus on streamlining 
the process and removing system barriers. The care 
management department continues to spearhead 
individualized and creative approaches to provid-
ing patients with the services they need at the right 
level of care. We just have to keep thinking out of 
the box,” Morris says.

(For more information contact: Catherine 
Morris, RN, MS, CCM, Executive Director for 
Care Management, Stony Brook Medical Center, 
e-mail: catherine.morris@stonybrook.edu.)  ■

Discharging to rehab 

facilities just got harder

New rules mean more communication earlier 

A new rule from the Centers for Medicare & 
Medicaid Services (CMS) makes it imperative 

that case managers and/or discharge planners be 

familiar with new coverage requirements for inpa-
tient rehabilitation facilities and that they begin 
discharge planning earlier with inpatient stay, says 
Jackie Birmingham, RN, MSN, MS, vice president 
of regulatory monitoring and clinical leadership at 
Curaspan Health Group. 

The rule, CMS-1538-F, sets out requirements 
for preadmission screening of potential patients 
who are candidates for inpatient rehabilitation and 
requires the receiving facility to document that a 
patient is eligible for, willing to actively participate 
in, and is likely to benefit from intensive rehabilita-
tion services. 

Under the new inpatient rehabilitation facil-
ity coverage requirements, a licensed or certified 
clinician from the inpatient rehabilitation facility 
staff must conduct a comprehensive pre-admission 
screening to identify patients who are eligible for 
acute inpatient rehabilitation within 48 hours of 
admission to the rehabilitation facility.

The rule, which took effect Jan. 1, governs 
admission requirements for only inpatient reha-
bilitation facilities, either free-standing facilities or 
inpatient rehab units in acute care hospitals. 

Impact ‘wide-ranging’

“The impact of the new rule will be wide-ranging 
and will make it more difficult for hospitals to place 
patients in an inpatient rehabilitation facility, and 
will increase hospital length of stay as well as place-
ments to nonacute care settings. Discharge planners 
will need to work more closely with the clinical staff 
at inpatient rehab facilities to determine if a patient 
may be eligible for an inpatient rehab referral earlier 
in the hospital stay,” Birmingham says. 

Inpatient rehabilitation facilities and rehabilita-
tion units in acute care hospitals are paid under 
the Inpatient Rehabilitation Facility Prospective 
Payment System. The payment rates are higher 
than those paid for services in other settings, such 
as skilled nursing facilities or in the home health 
setting, because the patients have more severe and 
more complex medical conditions that need inten-
sive and coordinated rehabilitation services, she 
says.

Under the CMS coverage criteria, patients who 
are eligible for admission to an inpatient rehabili-
tation facility must need an intensive level of ther-
apy from multiple disciplines and at least one must 
be physical therapy or occupational therapy. Other 
disciplines include speech pathology and orthot-
ics/prosthetics. They must be able to participate in 
three hours of therapy five days a week.
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CNE questions
13. If a patient’s status is converted from inpatient 

to outpatient with observation services, the 
patient must be notified in writing. 

A.  True
B.   False

14. Medicare managed care providers have a vari-
ety of rules regarding observation services, 
according to Joanna Malcolm, consulting man-
ager, Clinical Advisory Services for Pershing, 
Yoakley & Associates in Atlanta. Some specify 
that all patients start out in observation, and 
others say that patients can receive observa-
tion services in the ICU for as long as how 
many hours?

A.  24
B.  48
C.  60
D.  72

15.  In the first year of its program to reduce the 
length of stay of long-stay patients, how much 
did Stony Brook Medical Center save?

A.  $1 million
B.  $2 million
C.  $3 million
D.  $4 million

16.  A new rule from CMS requires a licensed or 
certified clinician from an inpatient rehab facil-
ity to conduct a comprehensive screening and 
identify patients eligible for admission within 
what time frame?

A.  48 hours of admission
B.  24 hours of admission
C.  Three days before admission
D.  The day of admission

Answer key: 13. A; 14. D; 15. D; 16. A.

CNE instructions 

Nurses participate in this continuing education program 
by reading the issue, using the provided references for 

further research, and studying the questions at the end of 
the issue. Participants should select what they believe to be 
the correct answers, then refer to the list of correct answers 
to test their knowledge. To clarify confusion surrounding 
any questions answered incorrectly, please consult the 
source material. After completing this semester’s activity 
with the June issue, you must complete the evaluation form 
provided in that issue and return it in the reply envelope 
provided to receive a credit letter.  ■

Patients who can’t participate in or can’t benefit 
from an intensive rehabilitation therapy program 
do not qualify for treatment in an inpatient reha-
bilitation facility.

This means that discharge planners must be 
knowledgeable about all the possible discharge 
levels of care and patient eligibility for each in 
order to choose the right discharge destination, 
Birmingham says.

“Knowing the difference between sending a 
patient who needs rehab to a skilled nursing facil-
ity or an inpatient rehab facility, referring patients 
for outpatient rehab or rehab at home, or keep-
ing them in the hospital for rehab just got more 
important,” Birmingham says.

More data on patients needed

Under the new procedures set out by CMS, the 
preadmission screener will need more information 
on the patient than in the past in order to decide if 
the patient meets inpatient rehabilitation criteria, 
she adds.

Information includes a review of the patient’s 
level of function before admission to the acute care 
hospital, expected level of improvement, estimated 
length of stay, risk for complications, the specific 
condition that necessitates a stay in an inpatient 
rehabilitation facility, and the patient’s anticipated 
discharge destination after rehab.

“In other words, the discharge plan from the 
inpatient rehabilitation facility will have to be set 
up before the facility admits the patient. That’s 
right  — the rehab facility will have to plan a 
potential patient’s discharge before admitting him 
or her,” she says. 

The rule means that hospital case managers 
and/or discharge planners will have to communi-
cate more extensively with the staff at the inpa-
tient rehab facility, she adds.

If the inpatient rehab facility has an on-site 
liaison, the communications piece will be easier, 
but many don’t have staff on site at hospitals, 
Birmingham points out.

This means that hospitals must have technology 
in place to facilitate streamlined exchange of patient 
records to meet the timetable for discharging the 
patient and keep the length of stay as short as pos-
sible, she adds.

“Conveying information over the telephone is 
no longer enough, and information must be com-
plete. The preadmission screening by the inpatient 
rehabilitation facility staff must be done by a 

(Continued on page 62)
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review of clinical records sent to the rehab facility 
no more than 48 hours before a patient’s antici-
pated discharge. Any missing clinical note can hold 
up the acceptance of the patient and may even close 
the 48-hour window, forcing the process and the 
clock to restart,” she says.

Being able to use health care information tech-
nology can help discharge planners and case manag-
ers work with the new rule, she says. 

“With the 48-hour clock running, the secure, 
automated transmission of clinical records will 
make communication easier,” she says. 

Facilities without discharge planning services 
24-7, including holidays, are likely to have to keep 
patients longer because they won’t be able to work 
within the 48-hour window on weekends and holi-
days, she adds. 

“With greater scrutiny of the admissions process, 
fewer, but more appropriate, patients will be trans-
ferred to inpatient rehabilitation facilities, causing a 
backup elsewhere,” Birmingham predicts. 

Patients who previously would have been sent 
to an inpatient rehabilitation facility are going to 
be transferred to other settings for rehabilitation, 
including skilled nursing facilities, outpatient rehab 
clinics, and home with rehabilitation services, she 
adds. 

Patients may be staying longer

“With the shortage of physical therapists, these 
post-acute providers will be stretched to accom-
modate more patients, making it necessary for hos-
pitals to keep patients longer in order to set up an 
appropriate plan for post-acute care. And, without 
good planning, hospitals may be keeping patients 
when they no longer meet inpatient criteria,” says 
Birmingham.

She recommends that hospitals redesign their 
clinical work flow and adapt technology to identify 
early on patients who could benefit from a transfer 
to an inpatient rehab facility and develop alterna-
tive plans for those who may not meet inpatient 
rehabilitation facility admission criteria.

“If hospitals set up a process that starts early in 
the stay to rule out patients who won’t be eligible 
for an inpatient rehabilitation stay, they can involve 
the patients and families and facilitate transitions to 
other levels of care,” she says.

(For more information, contact: Jackie 
Birmingham, RN, MS, CMAC, Vice President of 
Professional Services, Curaspan Health Group, 
e-mail: jbirmingham@curaspan.com.)  ■

Nurses take ownership 

of rads discrepancies

New process improves communications 

A new process for managing radiological dis-
crepancies in the ED at Catawba Valley 

Medical Center in Hickory, NC, has significantly 
improved the efficiency with which notifications 
are received and acted upon.

“Nursing owns this process and relies on the 
physicians only for order corrections or addi-
tions,” says Van Haygood, RN, MSN, NE-BC, 
administrator for emergency, post-procedural, 
and direct admission services. 

“I guess we have been doing this exactly as we 
do it now for about four years,” says Haygood, 
citing several reasons for the change. For one, a 
new Patient Archives and Communication System 
(PACs) was acquired, Haygood says. “After the 
upgrade, we addressed the old process, where 
radiologists would fill out a pink slip and have 
it brought over to the ED,” he says. “Some slips 
made it to the box, some didn’t, and sometimes 
the doctors wouldn’t see them, so we decided 
to take it upon ourselves to develop another 
process.”

Team developed game plan

The new process was developed by a team that 
included Haygood and the ED medical director. 
“We identified the key issues and determined 
exactly what we needed to do to fix them,” he 
says.

The new process works like this: First, as 
always, films are taken as ordered by the ED phy-
sician, who then reads them. All those films are 
then overread by a radiologist. 

“If there is a discrepancy they are required to 
write it up,” says Julie Carrigan, RN, BSN, CEN, 
one of two patient care coordinators designated 
to oversee the new process. 

If the physician still is in the building, the 
radiologist will call him or her and give notifica-
tions about the discrepancy. “For example, they 
may tell them they found a discrepancy in a chest 
X-ray and suggest a CT scan,” she says. However, 
sometimes they might be read after the patient has 
been discharged, which makes the situation a little 
more complicated, Carrigan reports.

“Each day, myself and the other patient care 
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COMING IN FUTURE MONTHS

CNE OBJECTIVES

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

the following:
• identify the particular clinical, administrative or 

regulatory issues related to the profession of case 
management

• describe how the clinical, administrative or regula-
tory issues particular to the profession of case man-
agement affect patients, case managers, hospitals or 
the health care industry at large 

• discuss solutions to the problems facing case man-
agers based on independent recommendations 
from clinicians at individual institutions or other 
authorities.  

coordinator go to the computer system to see if 
there is a discrepancy. If there is, it’s listed on the 
PACS system,” Carrigan says. “We print the dis-
crepancy off, pull the chart, and review the diagno-
sis and treatment with one of the ED physicians.” 
The physician will tell them what follow-up needs 
to be done, i.e., a return visit for additional testing, 
an outpatient visit, or referral to a specialist, she 
says. Carrigan or the other coordinator then will 
contact the patient and/or the specialist to arrange 
for the follow-up.

“I then go back into the PACS, where there is a 
place for a ‘discrepancy acknowledgement,’” she 
says. “I will either enter the fact that I was not able 
to get in touch with the patient and will send a let-
ter, or, if did I contact them, I type it in the system 
and the discrepancy goes away.” 

New process is ‘much more timely’

 Before, Haygood explains, the MDs were inde-
pendently responsible to remember to look at the 
discrepancy reports, pull the necessary records, 
make decisions in writing, and place the hard copy 
into a bin so that the charge nurses, in turn, could 
call patients if necessary and arrange for further 
testing. “The issues were that the MDs got busy, 
didn’t take the time to look at the reports, and 
hated the process, so they tended not to want to 
get involved,” he says.

There was not much training needed to imple-
ment the new process, says Julie Carrigan, RN, 
BSN, CEN, one of two patient care coordina-
tors. “I just really needed to learn how to access 
the PACS system,” she says. In addition, says 
Haygood, “the ED medical director had been 
doing this, so she taught Julie.” 

Any ED that has a PACS could implement such 
a process, says Haygood. “If they don’t, but if they 
have any kind of radiological overread system, 
then someone in the department needs to be desig-
nated to do what Julie does,” he says. 

“You have to have a designated person respon-
sible to do this on a regular basis,” says Haygood. 
In addition, he notes, “I don’t think this person can 
be a secretary. It should be a nurse who is able to 
understand what the doctor wants.” 

The reason? The new process, in effect, has 
taken the MDs “out of the loop” except to pres-
ent them with the report and obtain immediate 
feedback in the form of orders, Haygood says. 
“These orders can only be written and acted upon 
by an RN — thus, no secretarial involvement,” he 
says.  ■

 Study: Hospital patients 

lack knowledge

Most could not recall drug names

A new study published in the Journal of Hospital 
Medicine highlights the problem of hospital 

patients being unaware of their own medications.1 

Investigators found that 44% of patients 
thought they were receiving a medication that 
they had not been prescribed. And only 4% of 
patients were able to remember the names of all 
of their prescribed medications.

This education deficit poses a safety risk for 
hospital patients since patients who know their 
medications might be able to prevent the wrong 
medication from being administered.

There were 50 study participants, ages 21 to 
89, and all said they knew all of their outpatient 
medications. They spoke English and were from 
the community around the University of Colorado 
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Hospital.
Patients who lived in nursing homes or had a 

history of dementia did not meet the study’s cri-
teria.
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