
Patient flow takes on new  
importance with health care reform
Hospitals can’t afford for patients to stay longer than necessary

As hospitals face cuts in reimbursement and patients who become 
insured under health care reform legislation seek care, moving 
patients safely and quickly through the continuum of care is going 

to become important, experts say.
“Hospitals are expensive places to be, and in today’s reimbursement cli-

mate, hospitals need to reduce waste. Any time a patient is staying longer 
than necessary, he or she is utilizing services resulting in a waste of limited 
resources,” says Teresa Fugate, RN, BBA, CCM, CPHQ, vice president, 
case management services for Covenant Health System.

Medicare payments are based on the geometric mean length of stay, 
which means that the hospital loses money on patients who stay longer 
than expected for their DRG, Fugate points out. 

In addition, commercial payers are tightening their reimbursement, 
making it necessary for hospitals to ensure that patients get the care they 
need in a timely manner, she adds. 

“Hospitals simply can’t afford to have patients who do not need to be 
there. Health care is one of the most inefficient industries. Hospitals are 
going to have to become more efficient in order to survive,” she says.

Any time a patient stays in the hospital, he or she is at an increased risk 
of infection, falls, and medical errors, Fugate points out. 

“It’s important for patients to be treated and discharged as quickly and 
efficiently as possible, not because of the hospital’s bottom line but from a 
standpoint of providing appropriate quality care,” she says.

When hospitals have an increased length of stay and patients stay too 
long in the inpatient setting unnecessarily, it creates a bottleneck that 
results in overcrowded conditions in the emergency department. This adds 
additional time to the length of stay while patients wait for an inpatient 
bed and the emergency department ultimately runs the risk of going on 
diversion, adds Roxanne Tackett, RN, MBA, vice president of clinical ser-
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vices for Compirion Healthcare Solutions, a health 
care consulting firm based in Elk Grove, WI.

Reducing waits for beds in the emergency 
department improves patient satisfaction as well 
as improving quality and safety outcomes, which 
ultimately will improve the hospital’s bottom line, 
Tackett points out. 

“Patients shouldn’t be on a stretcher for multi-
ple hours waiting for an inpatient bed. Emergency 
department and post-anesthesia care unit [PACU] 
nurses are experts in stabilizing emergent patients, 
but they are not experts in providing ongoing criti-
cal care. Patients need to be transported to the 
appropriate inpatient bed as soon as possible in 
order to receive care from a particular unit that 
matches their treatment needs and so they can 
receive their medication in a timely manner,” she 
says.

One way to help reduce the length of time 
admitted patients wait in the emergency depart-
ment and eliminate boarding in the ED is to 
improve patient flow to the inpatient areas. It 
takes the entire team from throughout the organi-
zation working together to accomplish length-of-
stay initiatives, she adds.

But improving patient flow doesn’t just mean 
getting patients out of the emergency depart-
ment and into a bed as quickly as possible, 
points out Ann Kirby, BA, BSN, MSN, MPA, 
managing director at Wellspring + Stockamp 
HuronHealthcare, a Chicago-based consulting 
firm.

Managing the ‘balancing act’

“Good patient throughput is a balancing act. 
It’s about getting patients into a bed where they 
can get the best care,” she adds.

For instance, if a cardiac patient is placed on the 
orthopedic floor because that’s the first bed avail-
able, it’s not best for the patient because the staff 
don’t have the level of expertise to provide optimal 
care, she adds.

“It sounds like a great idea to get patients in the 
emergency department admitted to an inpatient bed 
as fast as you can. But, if hospital patients are placed 
in a bed on an appropriate unit, then being moved 
the next day, it creates a lot of extra work for the 
staff and adds to the length of stay,” she says.

For instance, suppose there are two patients 
waiting for beds — an orthopedic patient who has 
been in the emergency department for an hour and 
a cardiac patient who has been there two hours.

“If there is a bed on the orthopedic unit avail-
able and the cardiac patient is stable, it would be 
better to admit the orthopedic patient to that bed, 
particularly if a cardiac bed is expected to open up 
soon,” she says.

Addressing patient flow in a comprehensive 
manner is very important, Kirby says.

“Everybody knows that they need to improve 
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flow, but it doesn’t work well to tackle just one 
area at a time. Decisions on the unit or the depart-
ment level don’t necessarily make sense for the rest 
of the house,” she says.

For instance, many hospitals focus on case man-
agement functions, but if people throughout the 
hospital are not involved, the initiative is likely to 
have limited impact, she adds.

“Capacity management no longer can be just 
the responsibility of care management. It requires 
collaboration between all disciplines to drive the 
flow from admission to discharge. Everybody who 
is involved with patient care has to work as a team 
to achieve timely patient flow,” Fugate adds.

Hospitals in Covenant Health System’s East 
Tennessee Region collaborated on improving effi-
ciency and the quality of patient care by creating 
teamwork and ownership in bed capacity manage-
ment, she says. (For details on the initiative, see 
related article on page 100.)

“The key for hospitals to survive in today’s 
health care environment is for everyone who is 
directly or indirectly related to patient care to 
understand how what they do every day impacts 
patient flow and the ramifications for the hospital 
when patients stay longer than necessary and over-
utilize resources,” she says. 

Capture the entire patient episode

Kirby recommends developing a flow diagram 
that outlines all the processes that span the entire 
patient episode from the time a patient comes into 
the hospital until he or she leaves.

Look at how people are organized, how they are 
trained, the processes they use, and the tools that 
support them, Kirby recommends.

For instance, outline how the nursing supervi-
sor helps facilitate getting patients to the unit, the 
roles of case management and social work, how 
the interdisciplinary team interacts, and how non-
clinical staff such as housekeeping and transporta-
tion are involved in patient flow, she says.

“The patient flow process has a lot of moving 
parts. It’s no wonder organizations are struggling 
to fix their flow,” she says.

Look at the length of time it takes to place 
patients into a bed from the emergency department 
and how often the patient is placed on the most 
appropriate unit, she says.

Most hospitals need an automated bed board in 
order to effectively manage and measure patient 
flow performance, Kirby says. 

The bed control staff have to have a good view 

of the beds available, who is ready to leave, and 
who is waiting to come into an inpatient bed in 
order to make the best decision for the patients.

In some hospitals, nurses approach housekeep-
ing directly when there’s a bed that needs to be 
cleaned. This process may impede patient flow 
because the housekeepers may be working on one 
unit when there are patients waiting for beds on 
another unit, she says.

“The people in the central bed hub should be 
the only ones to say a bed needs to be cleaned 
immediately. The nurse may see that her unit has 
four empty beds but the most critical need for beds 
may be in another unit,” Kirby points out.

Have good processes in place so you automati-
cally track your metrics and drill down to see the 
causes of the delays, she says. 

“So often we see hospitals that have a lot of 
information, but they haven’t set up a way to get 
the team together to discuss information and set 
goals,” she says.

For instance, if statistics show that housekeep-
ing’s response time is 25 minutes and the goal is 
15 minutes, the roadblock could be that the unit 
secretaries aren’t entering discharges in a timely 
manner and are processing them all in a big group.

“All of the processes are interconnected, and 
everyone involved must be aware of the impact 
they have on patient flow,” Kirby says.

When making changes in processes, it’s impor-
tant not to underestimate the length of time it 
takes to make the changes stick, Kirby says.

Some hospitals have invested in tools such as 
a case management system or an automated bed 
board but don’t spend the time helping people 
transition through the new way of doing work or 
develop the metrics to monitor and recognize suc-
cess and identify opportunities for improvement, 
she says.

It typically takes eight to 12 months for a hos-
pital to determine what needs to be done and how 
to do it and to ingrain the behavior in the entire 
hospital staff, Kirby says.

[For more information contact: Teresa Fugate, 
RN, BBA, CCM, CPHQ, vice president, case 
management services for Covenant Health System, 
e-mail: tfugate1@covhlth.com; Ann Kirby, 
BA, BSN, MSN, MPA, managing director at 
Wellspring + Stockamp HuronHealthcare, e-mail: 
akirby@huronconsultinggroup.com; Roxanne 
Tackett, RN, MBA, vice president of clinical ser-
vices, for Compirion Healthcare Solutions, e-mail: 
roxanne@compirion.com.]  n
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Communication key to 
improving throughput
Keep patients, family members in the loop

Improved communication, coordination, and col-
laboration among all members of the treatment 

team is the key to improving patient throughput, 
says Roxanne Tackett, RN, MBA, vice presiden-
tial of clinical services for Compirion Healthcare 
Solutions, a health care consulting firm with head-
quarters in Elk Grove, WI.

Case managers tend to be the owners of the 
throughput process, but all members of the unit 
have to take ownership for ensuring that their 
patients get the care they need and are discharged 
in a timely manner, she says.

Everybody on the interdisciplinary treatment 
team needs to get together and talk about every 
patient every day, adds Ann Kirby, BA, BSN, MSN, 
MPA, managing director at Wellspring + Stockamp 
HuronHealthcare, a Chicago-based consulting firm.

“It is quite a challenge to get everybody 
together, but the payoff is huge,” she adds.

Often, team member thinks they are too busy, 
but once they start meeting, they realize how a 
short meeting can increase their efficiency, she says.

“The team can look at the plan of care for 
today, goals for the patient, barriers for discharge, 
and ways to resolve them. They don’t spend time 
later trying to track each other down. Having 
everybody together can make the discharge pro-
cess much smoother,” she says.

The meetings should include a core group of 
people, including a physician or a physician repre-
sentative, case managers, social workers, the bed-
side nurse, and other disciplines as needed. The 
charge nurse or unit leader should be the facilita-
tor, she suggests.

The meetings should be short and focused on 
patients being discharged that day, as well as 
looking at patients who may be discharged in two 
or three days and should address any barriers to 
discharge, Tackett says. 

During the meeting, the staff should go over 
every patient on the unit, the anticipated discharge 
dates, potential barriers for discharge, current 
length of stay, and expected length of stay for that 
DRG, Tackett.

Having regular meetings alerts staff members to 
what they need to do before discharge. For instance, 
if a patient will be ready to go home the next day if 

he voids after his catheter is removed, the case man-
ager knows to get his durable medical equipment or 
home health services lined up, Kirby adds.

“Patients should leave when they are medically 
ready and not have their stays extended because 
tests haven’t been done or arrangements for post-
discharge care or transportation haven’t been 
made,” she says.

If an anticipated discharge doesn’t happen, the 
case manager should initiate an avoidable-day 
form to have a paper trail of the reasons for the 
delays, Tackett says.

Track avoidable days on a daily basis to deter-
mine if any trends are occurring, and take steps to 
improve the process, Tackett suggests.

Analyze each avoidable day to determine the 
cause and whether it’s hospital-related or commu-
nity-related, she suggests.

For instance, the patient may have stayed an 
extra day because a skilled bed wasn’t available or 
the family couldn’t pick him or her up.

Hospital-related causes may be that there was a 
delay in orders, the patient didn’t get an antibiotic 
in a timely fashion, or the physical therapy assess-
ment wasn’t completed. Nursing needs to be aware 
of these causes and develop solutions to prevent 
them from recurring, Tackett says.

The avoidable-day form should be copied and 
given to the supervisor of the person or depart-
ment responsible, she says.

When Tackett works with a hospital on patient 
flow initiatives, she suggests that the staff focus 
first on the noncomplicated discharges.

“I suggest that each floor try to get two of those 
easier patients discharged by 11 a.m., two out by 
noon, and two by 1 p.m. on a daily basis. This 
assists in reducing bottlenecks,” she says.

The average discharge time in most hospitals 
is after 3 p.m., Tackett says. This is when the 
hospital typically has fewer resources, such as 
housekeeping and transportation ,and when the 
emergency department is beginning to experience 
peak volumes of patients who need to be admitted. 

Lack of communication and coordination 
between members of the care team and between 
the care team and the family are the major reasons 
for delays in discharge, Kirby says.

In addition to verbally notifying the patient and 
family of when to expect discharge, Tackett sug-
gests putting dry-erase boards in patient rooms 
and writing the anticipated discharge date along 
with treatment goals so the staff, the patient, and 
the family members are aware of when the dis-
charge is likely to occur.  n
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Proposed IPPS hinges on 
accurate documentation
More changes coming under health care reform 

Cuts in reimbursement and new reporting of 
quality measures contained in the proposed 

rule for the Inpatient Prospective Payment System 
(IPPS) make it more important than ever for 
documentation to be accurate and complete, says 
Deborah Hale, CCS, president of Administrative 
Consultant Services LLC, a health care consulting 
firm based in Shawnee, OK.

The Centers for Medicare & Medicaid Services 
(CMS) announced that the proposed rule does 
not reflect the provisions of the Affordable Care 
Act, which was passed by Congress too late to be 
included. CMS is expected to announce informa-
tion on the implementation of the policies and 
payment rates included in the health care reform 
legislation at a later date.

A number of provisions in the new legisla-
tion will have an impact on the IPPS, but due to 
the timing of the legislation, CMS was unable 
to incorporate provisions in the proposed rule, 
according to information released by CMS.

In issuing its proposed rule for fiscal year 2011, 
CMS recommended updating hospital rates for 
inflation but reducing payment rates to address 
changes in hospital document and coding practices 
as a result of the MS-DRG system.

The proposed rule includes a 2.4% market bas-
ket payment update for hospitals that report quality 
data. However, the payment update for inflation 
will be offset by a -2.9% adjustment to recoup half 
of the increase in hospital aggregate payments in fis-
cal years 2008 and 2009 that it contends occurred 
because hospitals changed their documentation and 
coding of patient diagnoses in a manner that leads 
to an increase in aggregate payments without corre-
sponding growth in actual patient severity.

“Coupled with other IPPS changes, CMS proj-
ects a payment reduction of 0.1% for most hospi-
tals for fiscal year 2011,” Hale says.

Hospitals that do not report quality data will 
receive the market basket update, minus 2% for not 
reporting and the additional -2.9% adjustment. 

CMS anticipates that 96% of participating hos-
pitals will receive the full update this year.

However, according to the American Hospital 
Association (AHA), the proposed rule doesn’t 
include the 0.25% market basket cut that is man-

dated by health care reform legislation. 
When that cut goes into effect, the average payment 

to hospitals will be reduced by 0.35% compared to 
fiscal year 2010 payments, according to the AHA.

“Plain and simple, this policy will undermine 
hospitals’ ability to care for patients and commu-
nities across the country. We strongly urge CMS 
to rethink their analysis regarding the coding off-
set and hope to work with the agency to eliminate 
these cuts and protect health care that patients 
and communities need and deserve,” says Rich 
Umbdenstock, AHA president and CEO.

The reasons behind the proposed market bas-
ket cuts go back to fiscal year 2008, when CMS 
replaced the 538 DRGs with 745 MS-DRGs. The 
agency added one MS-DRG in fiscal year 2009, 
bringing the total to 746. 

The adoption of the MS-DRG system was 
intended to be budget-neutral, but the Medicare 
Actuary estimates that the cumulative effect of the 
documentation and coding increased spending by 
5.8% in fiscal years 2008 and 2009. 

By law, CMS must recoup the excess spending 
during fiscal years 2008 and 2009 by FY 2012.

CMS is proposing to make the payment adjust-
ment of 2.9% to recoup half of what it says are 
excess payments. The agency proposed an adjust-
ment last year but, after reviewing comments on 
the proposed rule, did not adopt it in the final rule.

The coding and documentation improvement 
adjustments were based on claims data that 
showed an increase in the capture of major com-
plications and comorbidities (MCCs) since the 
onset of the MS-DRG system, Hale says.

“Hospitals without effective coding audit strate-
gies, query processes, or clinical documentation 
improvement programs in place to assure optimum 
capture of MCCs and complications and comor-
bidities [CCs], may find the 2.9% reduction par-
ticularly difficult to swallow,” Hale says.

Those hospitals will still receive the reduc-
tion for coding and documentation improvement 
despite the fact that their coding and documenta-
tion may not have improved.

In the proposed rule, CMS aims to add 45 mea-
sures to the Reporting Hospital Quality Data for 
Annual Payment Update (RHQDAPU), but only 
10 of those measures will be considered in deter-
mining a hospitals’ update for FY 2012. 

The remaining 35 measures, many of which are 
reported through registries, would be included in the 
FY 2013 update. The use of registries would prevent 
hospitals from having to report the same data twice. 

CMS is proposing to retire one measure: mortal-
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ity for selected surgical procedures.
The list of hospital-acquired conditions for which 

hospitals do not receive MCC or CC payment when 
the condition was not present on admission was 
expanded to accommodate new ICD-9 codes in the 
existing 10 categories, Hale says. 

CMS is making eight of these categories part of 
the hospital quality data reporting requirements, 
which means the results will be available to the pub-
lic on the Hospital Compare website, she points out.

“This makes accurate documentation more 
important than ever,” she adds.

The proposed rule includes only one new 
MS-DRG, which splits bone marrow transplants 
into two groups to provide a substantial reim-
bursement increase for allogeneic transplants in 
comparison to autologous bone marrow trans-
plants, Hale adds. 

“The most significant changes to the MCC/CC 
list are a downgrade in acute renal failure from an 
MCC to a CC and a downgrade in fecal impaction 
from a CC to a non-CC,” she says.

The final rule will go into effect Oct. 1.

[For more information, contact Deborah Hale, 
CCS, president of Administrative Consultant 
Services LLC, e-mail: dhale@acsteam.net.]  n

Prepare now for the 
implementation of ICD-10
Look at the potential impact on case management 

You may think that because you’re a case man-
ager, you don’t need to be aware of the imple-

mentation of the new International Classification 
of Diseases (ICD-10) codes. Or you may think that 
since they don’t take effect until Oct. 1, 2013, you 
don’t have to worry about them yet.

Think again, advises James R. Proctor, a direc-
tor with KPMG Healthcare. 

“These changes in coding are going to lead to per-
vasive changes across the revenue cycle and will have 
a broad impact on the entire hospital. When ICD-10 
goes into effect, it’s likely to affect the ability of case 
managers to handle the same caseloads they are han-
dling now. It’s not too early for case management 
departments to start looking at the potential impact 
and preparing in advance for it as opposed to rushing 
as we near the implementation deadline,” he says.

ICD-10 is a major overhaul of the codes used 
for inpatient diagnoses and procedures. The United 

States is one of the few countries not already using 
ICD-10 to compare its data internationally to track 
the spread of disease and treatment outcomes.

“This is a big deal. What complicates the adop-
tion for the United States is that we use coding 
information to determine payments and to justify 
medical necessity. Regardless of the payment time 
(e.g. case rate, per diem, carve out), ICD-10 will 
impact the way authorization is obtained and 
claims are adjudicated,” he says. 

One huge change is that while ICD-9 uses five-
digit numeric codes, ICD-10 is a seven-digit alpha-
numeric coding system.

The expanded fields for coding make it possible 
to track much more detailed information about 
the patient’s condition, Proctor points out. 

“Payers will be able to aggregate information 
and perhaps adjust medical management and pay-
ment policy based on the increased level of infor-
mation. They may assign different payment rates 
within a diagnosis group based on the additional 
information,” he says.

With the coding reflecting a greater level of detail, 
coders will need more accurate and detailed informa-
tion to assign the correct code to the procedure. This 
means that clinicians will have to provide more com-
prehensive documentation, Proctor says.

“Under ICD-10, much more detailed documen-
tation is going to be required. Since case managers 
often are at the forefront when it comes to improv-
ing the clinical documentation, the responsibility of 
case managers is likely to increase,” he says.

As payers start to modify their medical manage-
ment policies, they will want more information for 
authorization. This means that case managers need 
to have detailed information at their fingertips and 
be able to communicate it to the payers.

The preparation that goes into compiling infor-
mation for communication with payers regarding 
authorizations for treatment and continued stays is 
going to increase, and case managers also should 
prepare for an increase in the level of clinical 
information they are asked to produce, he says.

“If the documentation isn’t complete and 
detailed up front, I anticipate that there will be a 
lot of duplicate work as case managers re-query 
clinicians to clarify detailed diagnoses,” he says.

Many in the health care field think that because 
ICD-10 involves coding, it’s solely the responsibil-
ity of health information management or informa-
tion technology, Proctor says.

“But if you don’t gather all the necessary infor-

(Continued on page 107)
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Hospitals take multidisciplinary approach

As a result of a joint initiative to improve 
bed capacity, Fort Sanders Regional 
Hospital and Parkwest Hospital in 

Tennessee reduced discharge delays, increased dis-
charges between 11 a.m. and 2 p.m. by 8%, and 
consequently reduced the amount of time patients 
in the emergency department wait for inpatient 
beds from 70 minutes to less than 30 minutes. 

Fort Sanders Regional Hospital, a 556-bed 
hospital in downtown Knoxville, and Parkwest 
Hospital, a 310-bed hospital on the west side of 
the city, were experiencing increasingly long waits 
for beds in the emergency department and for 
patients being directly admitted, says Sheryl Hiers, 
RN, MPH, CCM, manager of quality and clinical 
effectiveness at Parkwest Hospital. Both hospitals 
are part of the Covenant Health System.

The problem was exacerbated, particularly for 
Fort Sanders Regional, when a downtown hospi-
tal closed, says Teresa Fugate, RN, BBA, CCM, 
CPHQ, vice president, case management services 
for Covenant Health System.

“During our busiest times, patients sometimes 
had to wait eight to 12 hours or had to stay in the 
emergency department overnight because there 
was no bed available. We knew that we needed 
to improve our patient flow process so we could 
accommodate more patients,” Hiers says. 

Representatives from both hospitals developed 
a multidisciplinary team to review, assess, and 
implement changes in the bed flow process.

“We knew that good patient throughput 
involves more than just case managers. It starts in 
the emergency department with the physicians and 
nurses and includes people throughout the entire 
hospital. Case managers focus on getting patients 

in the right bed and discharge planning, but they 
can’t do it alone. It takes a multidisciplinary 
approach,” she says.

Members of the team included house supervi-
sors, the bed board staff, the admitting case man-
ager, the manager of case management, charge 
nurses (called “shift leaders”) from all areas of the 
hospitals, nurse managers, nurse educators, unit 
case managers and social workers, the emergency 
department case manager, and representatives 
from transportation and environmental services.

“Bed flow involves more than just discharg-
ing patients. It involves people throughout the 
hospital. Our purpose was to set up communica-
tion between all the people who are involved and 
develop ways to make the process work better,” 
she says.

For instance, people in housekeeping have to 
understand why it’s important to get the room 
cleaned in a timely manner. Nurses have to under-
stand why it’s important for them to take patients 
as soon as a bed is available if necessary, rather 
than waiting until after shift change, Fugate adds.

The team began by defining the role of everyone 
who could affect patient flow and educating them 
on why their role is important.

“We asked them for their perception of their 
role and what they considered timely, then dis-
cussed the impact that a delay could have,” Hiers 
says.

The team compiled data on when the most 
admissions occurred, waits for inpatient beds for 
direct-admit patients, and wait time in the emer-
gency department.

They outlined the jobs of all team members 
and discussed ways patient flow could be affected 
if someone doesn’t do his or her job in a timely 
manner.

Bed capacity project reduces discharge, ED delays
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“People in hospitals tend to work in silos, and 
nobody understands how one little action can 
delay patient flow. Getting everybody in a room 
to talk about it helped everyone understand what 
needs to be done. Once everybody understood 
their role, patient flow began to improve,” she 
says.

For instance, housekeeping didn’t understand 
that taking their time to clean a room backed up 
the emergency department or that they needed to 
prioritize which rooms needed to be cleaned, she 
says.

For example, if there are several patients in the 
catheterization lab waiting for beds, housekeeping 
should clean the rooms on the cardiac floor first. 

As a result of the meetings, housekeeping and 
transportation changed their hours of operation to 
accommodate the need for beds during peak times.

Representatives from other departments made 
similar changes to help move patients through the 
continuum in a timely manner. 

“It makes it easier if everyone is on the same 
page,” Hiers says. 

Mark Maples, chief technologist at Covenant 
Health, worked with the team to develop an elec-
tronic discharge flow board with icons that show 
all the milestones that must occur before a patient 
is discharged. 

Milestones include “complete medication rec-
onciliation,” “complete core measures,” “obtain 
signed Medicare letter from patient,” “complete 
patient education,” and “confirm transport has 
been notified.” Other icons indicate when the 
room is empty, when it is being cleaned, and when 
it is ready for a new patient. 

The flow boards are large and posted all over 
the hospital.

All of the rooms on all the units are shown on 
the flow board. When the treatment team indicates 
that a patient may be able to be discharged the 
next day, the case manager, nurse, or unit secre-
tary enters it on the discharge flow board, and the 
“intent to discharge” icon appears on the flow 
board in the slot for that patient room. 

The flow board includes time frames for each 
task to be complete. When “intent to discharge” 
is place on the flow board, the clock starts ticking 
and the nursing staff know that they need to get 
the discharge order signed as soon as possible.

When the physician signs the discharge order, 
the “discharge flow” process begins and the clock 
starts on the time frames for medication reconcili-
ation, discharge instruction to patients, and other 
milestones. 

If a time frame is missed, the icon turns red, 
alerting the staff that the person responsible 
should make this task a priority.

The team set a goal of working together so 40% 
of patients could be discharged from Parkwest by 
11 a.m. and from Fort Sanders Regional by 2 p.m. 

Staff assess the patient census throughout the 
day, holding regular huddles to assess patient flow 
issues. The team created a chart showing when the 
huddles occur, the location, the attendees, and the 
goals.

“Unless everybody on the team focuses on 
patient flow, bottlenecks are likely to occur,” 
Hiers says.

The huddles start at 4 a.m. when the house 
supervisor, shift leaders, and bed control office 
staff reassess staffing needs, looking at anticipated 
surgeries and patients who are scheduled for 
the cardiac catheterization laboratory, potential 
patient admissions from the emergency depart-
ment, and patients whose discharges are antici-
pated by the case manager and the nursing unit.

At about 8:30, the same group assembles and is 
joined by the case management manager, a surgery 
staff representative, and a heart catheterization lab 
representative to determine staffing and bed capac-
ity needs for the day and to look at anticipated 
discharges for the day and at patients with special 
needs, such as those with sitters and restraints.

“They look at how many discharges were writ-
ten at 7 a.m. when the hospitalists arrive and what 
patients the surgical staff anticipate will need to be 
admitted,” Hiers says.

At 9 a.m., the nursing units hold a census meet-
ing attended by the nurse manager, case manager, 
social worker, and nurse educator. They discuss 
and assess bed needs, anticipate discharges, antici-
pated admissions, and review data needed for 
core measures, and patients who should receive 
Important Message from Medicare letters.

All social workers and case managers in the 
department meet as a group at 11 a.m. and discuss 
the bed needs for the day, the anticipated dis-
charges, and what needs to happen to facilitate the 
discharges. They identify the outliers and barriers 
to discharge and identify patients appropriate for 
palliative care or transfers to hospice. 

The bed control team meets again at 4 p.m. to 
reassess bed capacity and staffing needs for the 
night shift.

If the bed control team sees an unexpected 
increase in the number of patients who need a bed 
at any time during the day, they call a huddle to 
look at ways to accommodate the need for bed.
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Representatives at the individual hospitals meet 
once a month to look at patient flow from a bigger 
perspective, Hiers says.

At both hospitals, case managers begin dis-
charge planning on admission, using the antici-
pated length of stay for that DRG. 

The case managers have a goal of seeing 
patients within 24 hours of admission and alerting 
them of the anticipated discharge times, Fugate 
says. 

When a discharge is anticipated, medication 
reconciliation is done the night before by the phar-
macy staff so physicians, nursing staff, and case 
managers are not delayed the next day in coordi-
nating the patient’s discharge, she says.

Throughout the stay, case managers make sure 
the patients and family members understand the 
discharge day and time.

“At Fort Sanders Regional, the case manag-
ers have an innovative way of getting the patients 
and family members on board for the earlier dis-
charges. They explain that the early discharge time 
gives the patients or family members time to go 
the pharmacy and get their discharge medications 
and that the nurse or case manager on the unit will 
still be there if they have questions after they get 
home,” she says.

Both hospitals offer the family alternatives for 
getting the patient transportation home, such as 
providing cab vouchers or bus tickets if the dis-
charge time isn’t convenient.

[For more information, contact: Sheryl Hiers, 
RN, MPH, CCM, manager of quality and clinical 
effectiveness at Parkwest Hospital, e-mail: shiers@
covhlth.com.]  n

Bay Medical improves 
ED throughput via ICU

Frustrated patients, core measures that require 
timely intervention, and optimizing house 

beds. Those are the issues Bay Medical Center 
in Panama City, FL, decided it was going to deal 
when it hired a consultant in 2008. Since then, 
patient satisfaction in the emergency depart-
ment has increased by 14 points, throughput has 
improved, and mortality has dropped from 3.4 at 
the end of 2007 to 2.1 at the beginning of 2010.

Robert Campbell, PharmD, director of perfor-
mance improvement, patient safety, regulatory 
compliance, and director of pharmacy services, 

attributes that drop to all the successes of each 
intervention, not just one.

The hospital’s work began with developing 
a steering committee comprising staff up to the 
VPs and the CEO. Then subgroups were devised 
around issues such as core measures, patient sat-
isfaction, and patient placement. Teams present 
their goals and subsequent barriers or hurdles, and 
with senior leadership involvement, “you have all 
the players at the table that could make the deci-
sion and move forward without having to have all 
the time it takes to go through a system in a hospi-
tal,” Campbell says.

One of the main areas of review was wait times 
in the emergency department. Campbell says the 
team began by investigating the answer to two 
questions: How fast are staff moving patients who 
can be treated and released, and if patients are 
admitted, how long are they staying?

They found there was a direct correlation 
between the ICU transfer time and the hold time 
in the ED. So “if the ICU transfer time went up — 
and that is patients being transferred from the ICU 
not to the ICU — then there would be a longer 
wait time in the ER,” Campbell says.

Campbell shared with staff an important statis-
tic and a motivator for ramping up ED through-
put: Patients who sit in the ED for longer than 
six hours have a 27% increase in mortality. “We 
explained to our staff if you have a family member 
who comes in here and they’re right there at the 
50/50 chance of making it and they have to sit in 
the ER for six hours, the odds are against them,” 
he says.

He says the overriding goal became “pulling” 
patients out of the ICU rather than “pushing” 
them. “So the idea is that the med/surg floor will 
pull that patient from the ICU so ICU can pull 
patients from the ER instead of the ICU calling 
and saying, ‘I’m sending this patient. I hope you’re 
ready for them.’ Or the ICU calling the med/
surg floor and saying the same thing. The idea is, 
we create an environment where we’re working 
together to pull the patients through the system 
and get them out the door. And as efficiently as 
they need to be.”

Campbell closely tracks the ICU transfer times 
— tracking from the time the request is made to 
the time the bed is ready on the floor and from 
the time that bed is ready to the time it takes for 
the patient to be transferred. The total time is 
recorded, and then that can be broken down to 
bed request to bed ready and bed ready to patient 
transfer.
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The goal, Campbell says, is that patients are 
transferred and in a bed on another floor within 
60 minutes. On initiation, Campbell says some 
barriers were uncovered. For example, nurses 
would wait to transfer a patient at shift change so 
they wouldn’t get a new patient. The other thing 
is that there is a button in the rooms to alert envi-
ronmental services when patients are discharged 
or transferred from a room, and compliance on 
pushing that button was low. “[T]hat stopped the 
whole process. Environmental services’ point is, 
‘If I don’t know it’s dirty, I don’t know to clean 
it.’ So we had an issue there.” So a process fix was 
implemented. Now, when transport comes to get a 
patient, they are responsible for pushing that but-
ton. If a patient is leaving the hospital, he or she 
is given a piece of paper, which specifies whether 
that button was pushed, and told to carry the 
paper to the front desk at check out. When front 
desk staff see that, they can confirm the button 
was pushed. As another check, when environmen-
tal services comes to the room, they’re equipped 
with a check-off list where they record whether 
the button was pushed. They also mark the cur-
rent shift, and nursing managers check compliance 
by floor and shift.

In making the ED more efficient and making 
patients happier, Campbell says scripting was cre-
ated for physicians and nurses to communicate 
to patients what was going on and, if there was a 
hold-up, why that was. So patients are told, for 
example, “Yes you’re going to be admitted. These 
are the steps we’ve got to do just so you know 
what’s going on behind the scenes and expect to 
be up there within this time frame.”

Campbell says for busy staff members, 30 min-
utes may seem like nothing, but to patients, those 
30 minutes could turn into two or three hours 
waiting for a bed or the frustrating realization that 
they don’t know exactly how long it could take. 
“When you continue to say, ‘I don’t know, I don’t 
know,’ it builds on people’s frustration. And their 
tension,” he says. Communicating with patients 
about what’s going on and when they can expect 
to be put in a room has made a huge difference in 
patient satisfaction, he says.

Bay Medical, beyond its traditional ED, has 
a rapid response department for lower-acuity 
patients. The ED staff, he says, are responsible 
for monitoring the utilization of that depart-
ment. “Our goal is that 30% of all patients who 
go through the department go through the rapid 
response department. And the way we determined 
it was we took historical data for a year, looked 

at the triage levels for the patients, and determined 
that this percentage could easily go through the 
department and not create any issues and actually 
improve throughput and improve patient care and 
outcomes,” he says. “So we monitor that. Plus, 
we say, ‘OK, given the acuity of these patients and 
given what we normally see based on our data, 
the turnaround time should be 90 minutes for this 
room.’”

In a spreadsheet program, he tracks how many 
times a room was used in a day, how many times a 
room was left empty, and how many times a room 
could have been used but wasn’t. “We found that 
they were meeting their 90 minutes, but they were 
not meeting their goal for volume. Well, what we 
found was they were only using five of the eight 
rooms. And they were using the rooms closest 
together to save footsteps. So we actually started 
monitoring utilization of each of the rooms in 
rapid and making sure that it was plateaued out. 
And it made a difference,” he says.

Another process helped meet the core measure 
on 90 minutes to percutaneous coronary interven-
tion. All of the hospital’s ambulances are equipped 
with 12-lead EKGs. So when the team responds to 
a call, they can do the EKG in the patient’s home 
and send the information via cell phone to a physi-
cian in the ED, who can notify the cath lab to pre-
pare for a patient. Oftentimes, Campbell says, the 
team is ready before the patient even gets there.

“The other thing that was interesting was we 
had some issues with the 90-minute window core 
measure for PCI, and what was interesting was 
that part of it had to with simply differences in 
times on clocks,” he says. So atomic clocks were 
put in the ED and cath labs.

“When the cath lab gets a patient who’s going 
to qualify for the core measure, we have a work-
sheet they fill out that has time stamps on it where 
they fill in the times. So they know when that case 
ends if that patient passed or failed automatically. 
And then we get that information and then we 
review that with the staff the following week to go 
over what we could have done differently and then 
the physician-related stuff we give to the appropri-
ate physicians,” he says.

The hospital also added a discharge lobby, so 
patients don’t have to wait in their rooms to be 
discharged, thus opening more beds for other 
patients. The lobby has places for patients to read 
or watch television and a coffee shop. The hospital 
also is using its old ED to move patients when they 
are ready to be discharged and then can leave from 
there.  n
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mation upfront, hospital case managers may not 
get authorizations, and they will have to track 
down physicians for clarification. The new codes 
will also affect discharge planning because the 
amount of information required to get authoriza-
tion for post-acute services will increase,” he says.

The changes will affect hospital technology in much 
the same way that Y2K did because they require that 
hospitals update technology to accept seven digits 
instead of the current five in the coding fields.

“Current hospital information technology is 
designed to store a five-digit field for coding. All 
of the programs that touch coding will have to be 
updated to accept the expanded field,” he says.

Case management, discharge planning, registra-
tion, and clinical electronic transaction systems 
will have to be upgraded to accommodate the 
additional characters, he says.

Proctor encourages hospitals to start thinking about 
the impact of ICD-10 and to begin to plan for it.

“It’s too early to offer detailed training for the 
coding staff, but it’s not too early to do aware-
ness training across the revenue cycle and other 
impacted processes,” he says.

Case management directors should start plan-
ning for the potentially negative productivity 
impact the additional documentation requirements 
will have on their staff.

“As the hospital plans for implementation of 
ICD-10, case management departments should 
get involved and make their needs and challenges 
known,” he says.  n

Medicare project focuses 
on hospital readmissions
QIO, hospitals, nursing homes collaborate 

Since DCH Regional Medical Center in 
Tuscaloosa, AL, and the Alabama Quality 

Assurance Foundation began collaborating on a 
Medicare demonstration project to determine the 
most effective ways to reduce readmissions for 
Medicare patients, the hospital has increased its 
referrals to home care, nursing homes, community 
resources, and medication assistance programs. 

The project began in August 2008 in the 
Tuscaloosa Hospital Referral Region and involves 
seven hospitals, 13 nursing homes, and 12 home 
health agencies in seven counties, according to 

Sherrie Smith, RHIA, CPHQ, lead quality resource 
specialist, Alabama Quality Assurance Foundation 
with headquarters in Birmingham. 

The Alabama Quality Assurance Foundation 
was one of 14 state Quality Improvement 
Organizations (QIOs) awarded a contract for the 
Medicare Care Transitions project. 

The project’s main goal is to reduce readmis-
sions for Medicare patients hospitalized for all 
diagnoses, Smith says. The project also measures 
readmission rates for patients with heart failure, 
acute myocardial infarction, and pneumonia.

A key component of the project is increasing 
communication between post-acute providers and 
the hospital as patients transition to another level 
of care, Smith says.

“There are a lot of people who may impact 
whether a patient stays out of the hospital after 
being discharged. When patients are transferred 
from one provider to the next, in many cases, nei-
ther provider knows what the other’s issues and 
requirements are. Home care agencies and nursing 
homes have to be involved in any project to reduce 
readmissions,” Smith says.

Before the project began, DCH Health System 
already had embarked on several initiatives to 
reduce readmissions, says Brian Pisarsky, RN, 
MHA, ACM, CPUR, director, case management 
services, DCH Regional Medical Center and 
Northport Medical Center in Tuscaloosa, AL. 

“We are looking at readmissions of all patients 
with all payers, from self-pay to commercial insur-
ance to Medicare and Medicaid,” he says.

The health system began what it calls the 
Hospital-to-Home case management program to 
identify additional patients who would benefit 
from being discharged with home care.

A dedicated case manager reviews patients 
throughout the facility to determine which ones 
might benefit from a home health referral. 

“She looks at all patients, not just those who 
might be expected to need home health because 
of their diagnosis. These include patients who 
had outpatient surgery and those who are receiv-
ing observation services and are sick but not sick 
enough to be admitted,” he says.

The Hospital-to-Home case management pro-
gram has resulted in a 32% increase in referrals 
to home health, which in turn is likely to reduce 
readmissions, Pisarsky says.

“The home care agencies are very concerned 
with helping patients avoid readmissions because 
one of their quality measurements is the number of 
patients who are readmitted. They have the same 

(Continued from page 102)
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kind of incentives we have to make sure patients 
don’t need to be readmitted,” Pisarsky says.

The Medicare Care Transitions project 
expanded on several initiatives that were already 
in place at DCH Health System, Smith adds.

In an effort to improve communication as 
patients transition from one level of care to 
another, the health system was meeting regularly 
with representatives from nursing homes to discuss 
what kind of information needs to be shared and 
to collaborate on how the communications and 
referral process can be improved.

“In the past, we have talked on the telephone. 
By meeting face to face, we get to know each 
other, and now the case managers have someone 
to talk to at each facility,” Pisarsky says. 

Each facility brings a representative case to each 
meeting and discusses the issues that arose as the 
patient transitioned between facilities.

“Early on, the teams functioned to put out fires 
and focuses on the issue du jour. As time went on, 
we changed the focus to do a root-cause analysis 
to determine what the issues are and opportunities 
to improve the transitions in care. These meetings 
have helped each side understand what issues the 
other side has,” Smith says.

The hospital holds similar meetings with repre-
sentatives from home health agencies who collabo-
rate with the hospital case managers on ways to 
improve the transition in care.

The home health improvement team is review-
ing the educational materials patients receive at 
each level of care to make sure they are consistent 
throughout the continuum.

“It’s confusing when patients get one set of 
materials in the hospital and a different set from 
the home care agency. They may say the same 
thing, but when they are worded differently, the 
patients may get confused,” Smith says.

Since the project began, DCH Health System 
has implemented case management in the emer-
gency department from 7:30 a.m. to 11:30 p.m., 
seven days a week. The department added an 
additional 1.4 FTE in staff in order to expand the 
emergency department coverage.

The emergency department case managers iden-
tify patients who are being readmitted as soon as 
they arrive. 

“The case manager is aware that the patient has 
been recently discharged and intervenes to verify 
what we could have done better. The purpose is 
not just to stop patients from being readmitted. It’s 
to help them find a medical home,” Pisarsky says.

While assessing the patients who are readmitted, 

the emergency department case manager answers 
questions on the admission assessment screen to 
provide details on the reason the patient came 
back to the hospital.

The information on readmissions is reviewed by 
the multidisciplinary length-of-stay team, which is 
responsible for reviewing the cases of patients who 
have been in the hospital for more than six days.

The team examines each readmission separately 
and looks for trends and areas where the discharge 
process can be improved.

For example, analysis has shown that many of the 
patients are being readmitted because they did not 
understand their medication regimen, Pisarsky says.

As a result, the hospital has implemented a 
“time out” for its medication reconciliation and 
education efforts. Now, when a patient is about to 
be discharged, the medication orders are reviewed 
by the nurse. Then, a second nurse, a pharmacist, 
or case manager reviews the discharge medications 
and verifies that they have been reconciled and 
that the medication is appropriate.

The hospital has added one FTE to its staff to 
make follow-up calls to patients with pneumonia, 
heart failure, and surgical patients after they have 
been discharged.

The discharge follow-up case manager, an RN, 
makes several hundred calls a month to check on 
patients three or four days after they have been 
discharged.

“We’re trying to find any way possible to ensure 
that patients don’t have to be readmitted. We have 
instituted multiple processes to close any gaps in 
treatment that may have occurred after discharge,” 
Pisarsky says.

The case manager reviews the discharge infor-
mation in the patient’s computerized medical 
record and asks a series of questions that are cus-
tomized based on patient history.

She asks patients if they have a follow-up visit, 
if they have filled their prescriptions, and if the 
home care nurse has visited.

“We have found at times that our case manager 
sets up home care, but because of miscommunica-
tion, the nurse doesn’t arrive. The same is true of 
durable medical equipment. We want to intervene 
and correct the problem as soon as possible,” 
Pisarsky says.

The discharge follow-up case manager also asks 
patients questions about adherence to their treat-
ment plan and answers any question or concerns, 
then takes appropriate action.

For instance, if the patient doesn’t have a 
follow-up doctor’s appointment, she sets one up. 
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CNE questions
1 .  According to Ann Kirby, the best way to improve 

patient throughput is to move patients being 
admitted out of the emergency room and into the 
next available bed as soon as possible .  

A . True
B . False

2 . According to Roxanne Tackett, what is the average 
time that hospitals discharge patients?

A . Noon
B . 2 p .m .
C . 3 p .m .
D . 4 p .m .

3 . In its Inpatient Prospective Payment System Pro-
posed Rule for 2011, how many quality measures 
does CMS propose to add to those that hospitals 
now have to report to receive the annual market 
basket update?  

A . 15
B . 25
C . 35
D . 45

4 . DCH Health System’s Hospital-to-Home program 
has resulted in what percentage increase in refer-
rals to home health?

A . 32%
B . 21%
C . 43%
D . 18%

Answer key: 1 . B; 2 . C; 3 . D; 4 . 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 December issue, you must complete the evaluation 
form provided in that issue and return it in the reply enve-
lope provided to receive a credit letter .  n

Sometimes patients can’t afford their medication 
so she helps them get medication assistance.

If patients seem to be unable to care for them-
selves, the follow-up case manager can set up home 
care visits.

Sometimes patients refuse home care when they 
are in the hospital, but after they get home, they are 
uneasy about changing their dressing, are confused 
about their medication, or don’t understand what 
to do when they have symptoms, Pisarsky says.

“A lot of times, patients who thought they 
didn’t need home care find out that they do need 
help in adhering to their treatment plan. We are 
taking proactive steps to make sure they can stay 
safe and healthy at home,” he says.

Since the project started just 18 months ago, 
it’s too soon to have definitive data on reducing 
readmissions, Smith says. However, the hospital 
reports increases in referrals and other processes 
that are expected to affect the readmission rate.

Since the initiatives began, the hospital has expe-
rienced a 32% increase in home care referrals, a 
7% increase in referrals to nursing homes, a 30% 
increase for community resources, and a 50% 
increase in referrals to programs that help indigent 
patients with their medication, Pisarsky says.

The QIO is working with community partners 
to ensure that the patients are educated on how to 
plan for their discharge and are trained and encour-
aged to assume responsibility for their health. 

One staff member at AQAF is dedicated to 
working with community agencies, such as soup 
kitchens, senior centers, and organizations for the 
aging, Smith says.

The QIO has partnered with the University of 
Alabama School of Nursing on a project to mea-
sure patients’ level of activation in taking responsi-
bility for their own care.

As her school project, a student at the 
University of Alabama School of Nursing visits 
patients in the hospital and administers the Patient 
Activation Measure (PAM), which is used to deter-
mine which patients are at high risk for readmis-
sion and most appropriate for coaching.

The QIO is paying for a coach to visit the 
patients in their homes after discharge to go over 
the patients’ health records, help them understand 
their medication regimen, ensure that they have a 
follow-up visit with a physician, and if necessary, 
goes to doctor visits with the patients. 

“The coach encourages the patients to keep a 
personal health record updated and coaches them 
on what questions to ask their physicians and how 
to ask them,” Smith says.
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The coach makes three follow-up calls within 
30 days of discharge to make sure the patient is 
managing his or her own care.

The project focuses on readmissions for 
Medicare patients but should have an effect on 
readmissions for patients with all types of insur-
ance or no insurance, Smith says.

“The information we learn from this project 
and the processes that the hospitals put in place 
should reduce avoidable readmissions for all 
patients,” she says.

[For more information, contact Brian Pisarsky, 
RN, MHA, ACM, CPUR, director, case manage-
ment services, DCH Regional Medical Center and 
Northport Medical Center, e-mail: bpisarsky@
DCHSYSTEM.COM.]  n

MI system leads in effort 
to improve transitions

Hospitals will be hearing a great deal more 
about care transitions and reducing readmis-

sions in coming years. Discharge planners and hos-
pitalist leaders will be searching for models that 
are affordable, effective, and sustainable.

The University of Michigan Health System 
in Ann Arbor is involved in a collaborative care 
transition project that builds on its use of Project 
BOOST (Better Outcomes for Older adults 
through Safe Transitions) tools and strategies.

Hospitals and leaders involved in discharge plan-
ning should keep in mind that medical staff and DP 
staff try their best to provide high-quality care to 
patients, but the nature of their schedules can make 
communication among providers challenging, says 
Christopher Kim, MD, MBA, an assistant professor 
of internal medicine in pediatrics and an assistant 
medical director for the faculty group practice at 
the University of Michigan Health System in Ann 
Arbor. Kim, who is closely involved in the care 
transition project, also is an assistant chief of staff 
for the office of clinical affairs at the health system.

“We collaborate to ensure each patient’s hospi-
tal stay is the best it can be, but when it’s time for 
patients to leave, the process could be improved,” 
Kim says. “This is one of the quality improvement 
needs that Project BOOST has helped us recognize.”

Patient care transitions require input from all 
disciplines, including hospitalists, floor nurses, dis-
charge planning nurses, social workers, therapists, 
and primary care physicians, he notes.

“But often, we’re not working purposely 
together; we’re working at our own pace and 
direction,” Kim says. “BOOST helps us focus our 
efforts and energy better as we work on that par-
ticular phase of the patient’s care.”

Based on the health system’s Project BOOST 
experience and its more recent involvement in 
the Michigan provider-insurer care transition 
initiative, Kim offers these suggestions for how 
hospitals can improve their discharge planning 
communication and process:

• Use a risk assessment tool to identify at-risk 
patients: Hospitals could develop their own risk 
assessment tool or select one that has been used 
successfully by other facilities.

Kim recommends they check out Project 
BOOST’s 7P screening tool (available for down-
load at www.hospitalmedicine.org).

The two-page checklist covers these seven main 
risk assessment areas:

— problem medications;
— punk (depression);
— principal diagnosis;
— polypharmacy;
— poor health literacy;
— patient support;
— prior hospitalization.
“These are pretty broad categories,” Kim notes. 

“But what using the tool has helped us recognize 
in our own patient population is that most of our 
patients actually have one or more of these prob-
lems when we screen them.”

• Create interventions based on findings from 
screening tool: “The next step is how do we 
engage the hospital’s health care staff to address 
those aspects of the patient’s risks?” Kim says.

The BOOST 7P screening tool includes recom-
mended interventions under each of the risk areas. 
For example, the problem medications section has 
these checkboxes:

— medication-specific education using teach-
back provided to patient and caregiver;

— monitoring plan developed and communi-
cated to patient and aftercare providers where rel-
evant (e.g. warfarin, digoxin, and insulin);

— specific strategies for managing adverse drug 
events reviewed with patient/caregiver;

— follow-up phone call at 72 hours to assess 
adherence and complications.

The screening tool’s second page includes a nine-
point universal patient discharge checklist, plus five 
considerations for increased risk patients. 

“This tool helps us to ensure the patient’s 
transition and needs have been addressed by 
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somebody,” Kim says. “It includes a look at the 
patient’s social needs prior to going home and 
medication reconciliation.”

The additional considerations list such items as 
having direct communication with the principal 
care provider before discharge and having phone 
contact with the patient or caregiver within 72 
hours post-discharge to assess the patient’s condi-
tion, discharge plan comprehension, adherence, 
and to reinforce follow-up.

“In the past, we’ve probably recognized that 
the patient had one or more risk factors or needs, 
but how we intervened was a siloed process,” Kim 
says. “Now, we want patients actively monitored 
from the get-go, and we’ll have the entire team 
involved in the discharge process.”

• Focus on education and using teach-back 
method: Hospital discharge planning should con-
tinually assess and improve patient education 
strategies.

Kim recommends using the teach-back method, 
which also is promoted in BOOST materials.

The teach-back concept encourages patients to 
actively participate and become engaged in their 
medication and medical condition, Kim notes.

A first step is to explain how the patient’s medi-
cations have changed and listing prescriptions that 
are added or deleted. Then the discharge planner 
will reinforce what the patient already knows 
about existing prescriptions.

The teach-back part is when the discharge plan-
ner asks patients to acknowledge their understanding 
with a question such as: “We’d like to be sure we 
did a good job of explaining this to you. Would you 
mind repeating back to me what I just explained to 
you about your condition or medication?”

• Think outside the hospital care box when 
addressing patients’ transition issues: The BOOST 
7P screening tool includes a general assessment 
of preparedness (GAP) section that lists logistical 
issues and psychosocial issues that generally fall 
outside the purview of hospital medicine.

“We use the risk assessment to collect more 
information about patients’ needs, perhaps to pick 
up on something we’ve overlooked,” Kim says. 
“Perhaps we could have made more of an effort to 
speak with the patient and caregivers at home, or 
we could have ensured a better handoff to the pri-
mary care physician.”

The screening tool’s logistic issues include 
assessing whether the home has been prepared for 
the patient’s arrival and whether the patient will 
have transportation to the initial follow-up visit. 
Under psychosocial issues, the tool has provid-
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ers assess whether the patient’s substance abuse/
dependence has been evaluated and whether a sup-
port circle for the patient has been identified.

Another example of thinking outside the box 
involves having hospital transition planning 
include consideration of palliative services.

“Patients who are hospitalized multiple times 
for chronic diseases sometimes are deemed termi-
nal, but they might not have the opportunity to 
discuss the option of consulting with a palliative 
care specialist,” Kim explains. “Palliative care is 
a specialty area that could be very helpful to the 
patient and patient’s family.”

If hospital discharge providers identify patients who 
have had repeated hospitalizations within a six-month 
period, and their chronic disease status appears to be 
worsening, they might suggest the patient and family 
speak with a palliative care specialist, he adds.

Some hospitals will make a palliative care con-
sultation an automatic referral when such patients 
are identified.

• Stress collaboration: “A critical piece is how 
we can all work together to improve the transition 
phase of patient care,” Kim says.

It’s no longer useful for each discipline to do 
their part alone.

“This is why we’ve initiated discharge or transi-
tion care rounds where we gather together all of 
these disciplines,” Kim says.  n


