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IN THIS ISSUE
Readmission reduction has begun 
and the penalties will escalate
Help prevent financial loss by changing your focus

Beginning Oct. 1, 2012, more than 2,000 hospitals serving Medicare 
patients began losing reimbursement under the Centers for Medicare & 
Medicaid Services (CMS) readmission reduction program, which penal-

izes hospitals experiencing excess 30-day readmissions for heart failure, acute 
myocardial infarction, and pneumonia. The average penalty is about $125,000.

This year, hospitals with the most readmissions within 30 days received up 
to a 1% reduction in reimbursement for every Medicare admission. In fiscal 
2014, beginning Oct. 1, 2013, the penalty will rise to 2% and top out at 3% in 
fiscal 2015 beginning Oct. 1, 2014.

In last year’s Inpatient Prospective Payment System (IPPS) final rule, CMS 
reiterated its intention to add new diagnoses to the readmission reduction 
initiative beginning in fiscal 2015 but did not specify what diagnoses will be 
added. Chronic obstructive pulmonary disease, coronary artery bypass grafting, 
percutaneous transluminal coronary angioplasty (PTCA) and other vascular 
procedures are among those under consideration.

But it’s not going to stop there, adds Linda Sallee, MS, RN, CMAC, ACM, 
IQCI, director for Huron Healthcare, with headquarters in Chicago. “History 
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tells us that while CMS is penalizing hospitals for 
excess readmissions in three diagnoses now and has 
announced plans to add four more, CMS is likely to 
continue to expand the number of diagnoses in the 
future. This means that hospitals need to look glob-
ally at readmissions in order to prevent losses in the 
future,” she says.

Preventing readmissions takes a complete paradigm 
change in the hospital’s focus, adds Deborah Hale, 
CCS, CCDS, president and chief executive officer of 
Administrative Consultant Service, a healthcare con-
sulting firm based in Shawnee, OK.

“It’s a big transition for hospitals to focus on pre-
venting admissions when historically the emphasis has 
been on filling beds, but payers are shifting from basing 
reimbursement on quantity to reimbursing hospitals 
and other payers for providing quality care,” she adds. 
(For tips on what hospitals should be doing, see related 
article on page 47.)

Many hospitals were not focusing on reducing read-
missions when the Centers for Medicare & Medicaid 
Services began looking at readmissions in 2009, Hale 
points out. “It’s been only in the past 12 months that 
many hospitals have become conscientious about look-
ing for ways to prevent readmissions,” Hale adds. 

Hospitals that were not penalized planned ahead 
by targeting DRGs with high readmission rates and 
looking for ways to improve transitions, Sallee says. 
“Hospitals really have to change their focus. The key 
from a financial perspective as well as a patient-care 
perspective is providing the right care at the right place 
and the right time,” she says.

Readmission rates are risk-adjusted, Hale points out. 
That’s why it’s so important for the documentation 
to reflect the severity of illness so the hospital won’t 
lose reimbursement, she says. Case managers should 
work collaboratively with the clinical documentation 
specialists to make sure that the patient’s condition and 
services received are completely and accurately docu-
mented, she says.

As a way to avoid readmission penalties, some 
hospitals have been ordering observation services for 
all patients who come back to the hospital within 30 
days, rather than admitting them as inpatients, says 
Ralph Wuebker, MD, MBA, chief medical officer for 
Executive Health Resources, a Newton Square, PA, 
physician advisor. “This is not the right thing to do 
for a number of reasons and from a compliance stand-
point. Hospitals should do what is medically necessary 
for each patient every time,” he says. 

When Medicare patients are kept in an observa-
tion setting, they are responsible for a percentage of 
the Medicare-approved services, including observa-
tion services as well as any medications that could be 
self-administered. In some instances, beneficiaries may 
have purchased Medicare supplemental insurance that 
covers these expenses, he points out. He has seen cases 
where patients who received observation services for 
several days were hit with bills totaling as much as 
$10,000. “When hospitals place patients in ‘observa-
tion’ inappropriately, an unnecessary financial burden 
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is put on patients. If observation is appropriate, that’s 
OK, but artificial drivers should not affect the setting in 
which a patient is receiving care,” he says.

Case managers are a huge resource when it comes 
to creating smooth transitions and collaborating with 
providers at other levels of care, says Teresa Treiger, 
RN-BC, MA, CHCQM-CM/TOC, CCM, president 
of Ascent Care Management LLC, a case manage-
ment consulting firm based in Holbrook, MA. “When 
case managers develop a transition plan, they can’t 
limit their thinking to determining where the patient is 
going next. They have to look at what will happen at 
the next level of care and create a transition plan that 
transcends the whole continuum of care. This must 
be done in a collaborative manner among all the care 
team members, and most importantly, the patient,” she 
says.

There’s been an explosion of transition of care pro-
grams, but they are still operating in silos, Treiger says. 
“While these are well-intentioned programs, hospitals 
and other providers don’t always work together, so it is 
creating a different set of problems with redundancy in 
effort,” she says.

Hospitals, payers, and primary care providers all 
have transition of care programs. Once patients get 
home from the hospital, they’re getting multiple calls 
from people asking the same questions, Treiger says.

“This is going to create a significant consumer 
backlash. Patients have complained for years that they 
have to fill out forms asking the same questions in the 
primary care office, the specialist office, and the hospi-
tal. Now they have people calling them with the same 
questions,” she says.

All of this consumer frustration will begin to affect 
hospital and provider quality ratings on the Hospital 
Consumer Assessment of Health Care Providers and 
Systems (HCAHPS) and other surveys, Treiger says. 
“Patient perception of healthcare providers is having 
more and more influence on reimbursement. If there 
continue to be redundancies, or patient perception 
worsens due to lack of collaboration, it follows that the 
rating will reflect that accordingly,” she adds. 

“To help lessen duplicate effort and to maximize 
everyone’s hard work, case managers across the con-
tinuum should coordinate more effectively with each 
other. This will go a long way towards making sure 
care team members all are on the same page and not 
duplicating their follow-up initiative,” she adds. 

Hospitals also need to work with neighboring 
hospitals to identify the types of patients with ongo-
ing health problems who are at risk for readmissions 
so that the healthcare team will be aware of the issue 
whatever emergency department that patient goes to, 
Treiger suggests. “Hospitals want to distinguish them-

selves from the competition, but they hurt themselves 
in the long run if they don’t work together,” she says. 
“While business, privacy and patient confidentiality 
have to be taken into consideration, they should not 
preclude hospital representatives from having “meet-
ings of the mind” in order to improve the overall 
health and healthcare delivery of their respective com-
munities,” she adds.

If your hospital avoided readmission penalties this 
year, you can’t rest on your laurels, Sallee warns. Keep 
in mind that CMS will assess penalties on hospitals 
in the top tier of readmissions and if other hospitals’ 
improvements outpace yours, you could be penalized 
in the future. “Hospitals can’t let their eye off the ball 
for a second or they’ll find themselves losing reimburse-
ment. They have to continue to get better and better,” 
she says.  n

Don’t just get them out—
Make sure they stay out
Pay attention to post-discharge care

In the past, case managers and discharge planners 
have concentrated on how to get patients out of the 

hospital, but now they also need to focus on how to 
keep them from coming back, says Deborah Hale, 
CCS, CCDS, president and chief executive officer of 
Administrative Consultant Service, a healthcare con-
sulting firm based in Shawnee, OK.

“Case managers play a major role in helping avoid 
readmissions. As they perform discharge planning, 
they should make sure the patients receive appropri-
ate education on what to do after discharge so they 
don’t come back because they didn’t understand their 
instructions. They will need to be creative in order to 
find resources for patients who can’t afford their medi-
cations so they won’t come back because they didn’t 
get their prescriptions filled,” she says.

Readmissions can affect a hospital from a finan-
cial perspective and may have negative connotations 
from a patient safety perspective. That’s why CMS 
is putting so much emphasis on readmissions, says 
Ralph Wuebker, MD, MBA, chief medical officer 
for Executive Health Resources, a Newton Square, 
PA-based physician advisor company. 

“It is difficult to give blanket guidance on readmis-
sions because the patient population and processes dif-
fer among hospitals. We know hospitals should focus 
on heart failure, acute myocardial infarction, and pneu-
monia because those are the ones that CMS is looking 
at. But keep in mind that CMS is going to add more 
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diagnoses in the future,” Wuebker says.
He advises case managers to determine which diag-

noses are at high risk for readmission and concentrate 
on improving care within the hospital and smoothing 
transitions in those areas. 

Don’t just concentrate on diagnoses that CMS is 
focusing on, advises Linda Sallee, MS, RN, CMAC, 
ACM, IQCI, director for Huron Healthcare with 
headquarters in Chicago. Analyze the data in your 
hospital’s Program for Evaluating Payment Patterns 
Electronic Report (PEPPER) and see how you compare 
to other facilities to get a sense of where your opportu-
nities for improvement are found, Sallee suggests. 

Start by making sure that a way to identify read-
mitted patients is built into the computer system, she 
says. Analyze every readmission and determine what 
brought the patients back. Look at what you are 
doing now, what areas need improvement, and what 
resources you will need to improve the process.

It could be something as simple as discharge instruc-
tions, Wuebker says. He tells of one hospital that 
reviewed readmissions and found that the 15-page 
packet of instructions patients received at discharge 
was overwhelming to the extent that the patients did 
not even try to read it. They distilled the information 
into a one-page document with the key items patients 
needed to know.

Medication reconciliation is another big area that 
can affect readmissions, Wuebker says. “If patients 
don’t take the right medications as prescribed, they are 
likely to get in trouble at home. It’s not good enough 
just to hand them a prescription. Someone also needs 
to make sure they got it filled,” he says.

Teresa Treiger, RN-BC, MA, CHCQM-CM/TOC, 
CCM, president of Ascent Care Management, LLC, a 
case management consulting firm based in Holbrook, 
MA, tells of a client with heart failure who was tak-
ing a generic brand of a diuretic at home and was 
discharged with a prescription for a name brand of the 
same medication. The patient took both and ended up 
back in the hospital. 

When patients are taking multiple medications, get 
the hospital pharmacist involved to review the medi-
cations prescribed in the hospital as well as those the 
patient was taking before admission. Make sure the 
patients and caregivers understand the medications, 
including why and how they should take them, she 
adds.

Sallee offers more tips for preventing readmissions: 
• Don’t just collect data. Make sure there is a way 

to turn data into information that can be used to make 
improvements, Sallee says. 

• Look for patterns in readmissions, such as whether 
a significant number are coming from a particular post-

acute provider, then work with them to identify and 
remedy the problems.

• Go beyond educating patients on what they need 
to do to manage their condition and make sure they 
have the ability to do it. Identify patient vulnerabilities 
that may have been overlooked. For instance, patients 
may come back because they couldn’t afford their 
medication, they could be instructed to weigh them-
selves but they don’t have scales, or they may not go to 
their follow-up appointment because they don’t have 
transportation.

• Use multidisciplinary rounds as an opportunity 
to look for at-risk patients, identify trends and make 
changes. 

• Don’t try to re-invent the wheel, Sallee says. Join 
with other hospitals and find out what worked for 
them. 
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Initiative leads to 11% 
drop in HF readmissions
Coordinators follow up after discharge

After the University of California San Francisco 
Medical Center began a heart failure readmis-

sion reduction program at its 559-bed main hospital, 
30-day readmission rates for heart failure patients 
dropped 46%, from 24% in 2009 to 13% in 2011 
and 11% in 2012.

The 559-bed hospital started its heart failure ini-
tiative, focusing on patients 65 and over, in 2008 
with a two-year grant from the Gordon and Betty 
Moore Foundation and training from the Institute for 
Healthcare Improvement. The hospital has continued 
the program on an ongoing basis and expanded to 
include all heart failure patients 18 and older. 

“We knew that heart failure was the No. 1 reason 
older adults are readmitted to the hospital. When we 
started the program, nearly 1 in 4 heart failure patients 
were readmitted. We knew that we had to do some-
thing different to improve patient care and keep these 
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patients safe at home,” says Eileen Brinker, RN, MSN, 
heart failure program coordinator.

The heart failure team includes two nurses, Brinker 
and Maureen Carroll, RN, CHFN, who work together 
on a part-time basis (1.6 FTEs) to coordinate the pro-
gram. They are supported by a multidisciplinary team 
including hospitalists, cardiologists, clinical nurse spe-
cialists, case managers, social workers, pharmacists, 
dieticians, and chaplains. In addition, they coordinate 
care with primary care physicians, skilled nursing facil-
ity staff, home care nurses, and outpatient nurse practi-
tioners in the health system’s heart failure clinic. 

Brinker and Carroll worked with the multidisci-
plinary team to analyze the hospital’s care processes 
and identify opportunities for improvement.

“When we analyzed the situation, we saw a lot of 
gaps in care. Patients were being treated in silos—the 
hospital, the clinic, post-acute facilities—and there 
wasn’t a cohesive treatment plan or a smooth transi-
tion between levels of care. Sometimes patients were 
being treated in the clinic across the street, but those 
providers were not aware that their patients had been 
in the hospital,” Brinker says. 

During the first year of the program, the multidisci-
plinary team concentrated on the inpatient experience, 
particularly education for patients and family mem-
bers, using the teach-back method. 

The team revised educational materials, taking 
healthcare literacy issues into account, and got feed-
back from cardiologists and the program’s Patient 
Advisory Council. They developed a comprehensive 
binder of heart failure educational materials, includ-
ing adopting the Heart Failure Zones chart to show 
patients what to do in case of symptoms and including 
information on low-sodium diets from the dietician. 
“We adopted materials from a number of sources, 

rather than reinventing the wheel. We have modified 
the information along the way based on input from 
patients and family caregivers,” Brinker says. 

The hospital also translated the materials into 
Chinese, Russian, and Spanish. “We use an interpreter 
when patients are in the hospital, but we wanted them 
to have something to refer to when they go home,” she 
says. 

When patients are admitted with heart failure, the 
coordinators meet with them to provide education and 
post-acute needs. They request appropriate consulta-
tions for case management, social work, dietary, or 
palliative care and determine post-discharge needs, 
including rehabilitation and home health care. The 
nurses focus on patients with a primary diagnosis of 
heart failure and see patients with a secondary diagno-
sis as time permits.

The heart failure nurse coordinators spend about 15 
to 20 minutes with each patient every day. “We build 
on the teaching of the previous day because trying to 
teach them everything at once can be overwhelming 
to the patients. This way, we really get to know the 
patient and develop trust. We don’t just give patients 
the tools to manage their heart failure. We teach them 
how to use the tools,” she says.

When the heart failure coordinators began using 
the teach-back method to educate patients, they were 
surprised to learn of some of the gaps in patient under-
standing, Brinker says. “It opened our eyes to teaching 
a different way. Now the teach-back method is being 
rolled out throughout the hospital,” she says.

The heart failure coordinators work with the medi-
cal center schedulers to ensure that patients have a 
follow-up physician visit within seven days of discharge 
and offer home care services to patients within 48 
hours of discharge when possible. 

When patients are discharged to home, the nurse 
coordinators call them within seven days after dis-
charge, and again at two weeks to check on their prog-
ress, and answer any questions or concerns. They make 
sure any post-acute services are in place, assess whether 
the patients remember what they were taught in the 
hospital and reinforce the education.  n

ExECUTIvE SUMMARy
A multi-pronged readmission reduction program at the Uni-
versity of California San Francisco Medical Center resulted in 
a 46% drop in readmissions for heart failure patients over a 
three-year period.
• The program is led by two heart failure coordinators who 
spend 15 to 20 minutes with at-risk patients every day 
during their hospital stay and follow up by telephone after 
discharge.
• A multidisciplinary team revised the educational materials 
to make them easy to understand and had them reviewed 
by cardiologists and the program’s Patient Advisory Council. 
• The heart failure team collaborates with post-acute provid-
ers and outpatient treatment centers to develop ways to 
improve transitions between levels of care and ensure that 
patients receive the same education on managing their 
conditions regardless of where they are receiving care.

Hospital team reaches out 
to post-acute providers
Consistent education, transitions are targets

Recognizing that the inpatient staff can do only 
so much during a three-to-five-day hospital stay, 



50 hospital case management ™ / april 2013

the heart failure readmission reduction team at the 
University of California San Francisco Medical Center 
collaborates with post-acute providers and outpatient 
treatment centers to develop ways to improve transi-
tions between levels of care and ensure that patients 
receive the same education on managing their condi-
tions regardless of where they are receiving care.

Led by Eileen Brinker, RN, MSN, and Maureen 
Carroll, RN, CHFN, heart failure program coordina-
tors, the multidisciplinary team invited local skilled 
nursing facilities and home health agencies to meet at 
regular intervals with hospital staff to discuss ways 
to provide better and more consistent patient care. 
About 20% of patients are discharged to a skilled 
nursing facility. In addition, whenever possible, the 
hospital makes a referral for a home care agency 
nurse to assess the patient at home. If a patient whose 
insurance doesn’t cover home care visits chooses the 
University of California home health agency, the 
health system picks up the tab for the visit. 

The collaboration with post-acute providers has 
been eye-opening for the hospital team as well as staff 
from the skilled nursing facilities and home care agen-
cies, Brinker says. 

For instance, early in the program, the team 
noticed that patients frequently were coming back 
from one skilled nursing facility after gaining weight, 
and conducted an analysis to determine the cause. 
They discovered that the nursing facility served a 
kosher diet and didn’t have a low-salt option. “We 
told the facility staff that we couldn’t refer heart fail-
ure patients to them unless they had a better dietary 
option. They were willing for us to work with the 
facility’s dietician to develop a low-sodium diet for 
heart failure patients,” Brinker says.

When Brinker and Carroll started working with 
the nursing home staff, they created scenarios and 
asked the nurses what they would do if a patient was 
short of breath or had gained weight. Every time, the 
answer was “Call 911.” 

“We have worked to help them understand that 
those are just warning signs and to pass on warning 
signs of a heart failure exacerbation to the physician. 
Now there is a lot more communication and trouble-
shooting and the nurses know they can call us rather 
than automatically sending patients back,” she says.

When the team met with medical directors from 
two skilled nursing facilities to talk about hand-offs, 
they learned that often the goals of care were missing 
from the discharge summary. 

The team goes to the skilled nursing facilities and 
home health agencies and presents in-services on heart 
failure management. They make sure that the post-
acute providers have all the information they need to 

manage the care of patients after discharge from the 
hospital. 

“With our new electronic medical record, home 
care and outpatient providers can see our notes and 
we can see theirs. It really helps in care transitions,” 
she says.

The team works closely with the nurse practitio-
ners in the medical center’s heart failure clinic and 
with primary care providers who are treating the 
patients in the community.

When a patient is admitted with heart failure, 
the heart failure coordinator sends an e-mail to 
the entire team throughout the continuum that 
has cared for the patient, including the home care 
agency, skilled nursing facility, and the patient’s 
primary care provider, in addition to the inpatient 
team. “We connect all the providers. It’s been a 
very successful endeavor. The providers all share 
their information about the patient with everyone 
who gets the e-mail,” she says. As patients prog-
ress through the continuum, the clinicians caring 
for them add information about their progress and 
share it with the entire “virtual team.”  n

Team helps hospital avoid 
readmission penalties
Initiative includes post-acute follow-up

Bassett Medical Center’s readmission reduction 
project has resulted in a reduction of up to 70% 

among highest-risk patients. The hospital is one 
of only 20 hospitals in New york State that is not 
incurring penalties from the Centers for Medicare & 
Medicaid Services for excess readmissions for heart 
failure, acute myocardial infarction, or pneumonia.

The 180-bed Cooperstown, Ny, hospital began 
its readmission reduction program in 2009 to 
provide the best possible care for patients, says 
Ronnette M. Wiley, vice president, performance 
improvement and care coordination.

“CMS had not yet announced financial penalties 
for readmissions, but we knew that New york state 
was among the states with the highest readmission 
rates in the nation,” Wiley says.

The hospital developed a readmissions model 
based on the Society of Hospital Medicine’s Project 
BOOST (Better Outcomes for Older Adults through 
Safe Transitions) and later adopted the entire Project 
BOOST model.
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managers, social workers, the patient service coordina-
tor, and an administrative assistant who takes notes. 
Representatives from physical therapy, lead clinical 
nurses from the acute care medical units, and repre-
sentatives from pastoral care and palliative care also 
attend.

When patients have been readmitted, either the 
patient services coordinator or social worker vis-
its the patient to find out why he or she came back 
to the hospital. Case managers hold their huddles 
Monday through Friday and also cover the hospital on 
Saturday. The hospital is moving to seven-day-a-week 
case management coverage.

The case managers round with physicians and col-
laborate on care for new admissions and those who 
have complex discharge needs. Patients who require 
long-term care, who have issues such as dementia, or 
financial problems are referred to a social worker for 
interventions.

“Case managers identify the needs of patients, verify 
coverage, and pull in social work to assist with any 
financial barriers,” Wiley says. They make sure that 
any post-acute services are in place when the patient 
is discharged. If patients will need home health care 
or physical therapy, the case manager alerts the home 
health agency, which sends a representative to com-
plete an assessment before discharge.

The patient service coordinator assists the case 
managers in arranging post-discharge needs for the 
patients. She calls high-risk patients within 48 hours 
after discharge and uses an electronic tool that pro-
vides a script for the calls. She makes sure the high-risk 
patients have follow-up appointments and have trans-
portation, that they have filled their prescriptions and 
are taking the medication as prescribed, and that any 
post-acute services, such as home health or durable 
medical equipment, are in place.

If the patient has questions or needs further follow-
up, the patient service coordinator alerts the appropri-
ate discipline to call the patient. In addition, the case 
management department has a toll-free number that 
patients can call during business hours with questions 
and concerns.

The continuing care coordinators, who work in 
some primary locations, also attend the inpatient mul-
tidisciplinary huddles to learn about the patients and 
coordinate with the hospital case managers about the 
plan for discharge and the discharge day.

“We notify them when patients are admitted to the 
hospital and when they are ready for discharge. We 
communicate the plan we have put in place, set up an 
appointment with their primary care provider, and 
check in after discharge to make sure all the services 
arranged have been provided,” Kiss says.  n

ExECUTIvE SUMMARy
Bassett Medical Center’s readmission project cut 30-day 
readmissions by up to 70% for the highest-risk patients 
and resulted in the medical center being one of only 20 
hospitals in New York State that did not incur readmis-
sion penalties from the Centers for Medicare & Medicaid 
Services.
• The care coordination team includes case managers, so-
cial workers, and patient service coordinators who set up 
post-acute services and call at-risk patients within a day of 
their discharge. 
• Case managers round with physicians and refer patients 
who have psychosocial needs to the social workers for 
follow up.
• Continuing care coordinators at primary care offices at-
tend multidisciplinary rounds with the hospital team and 
receive detailed information about the hospital stay.

Cornerstones of the program include making 
sure patients go home with an expedited follow-up 
appointment, instead of relying on them to make 
their appointment, contacting high-risk patients 
within a day of discharge, setting up a toll-free 
number that patients can use to contact the case 
management department if they have questions 
after discharge and before their follow-up physician 
appointment, and working with care coordinators in 
primary care practices that have them.

In addition to the case managers and social 
workers on the floor, care for high-risk patients is 
coordinated by a patient service coordinator who 
works with the case managers to set up post-acute 
services and calls high-risk patients after discharge, 
and in some cases, by continuing care coordinators 
located at some primary care practices in the Bassett 
Healthcare Network. 

“We used the BOOST criteria to screen patients for 
the potential for readmission when they are admitted. 
Those who are determined to be of highest risk receive 
extra education and support,” says Margaret Kiss, 
RN, BSN, director of case management. Many of the 
patients who are at highest risk take multiple medica-
tions, are isolated with little or no support system, and 
have other issues such as problems with transportation 
and getting their prescriptions filled.

The hospital started its initiative with patients admit-
ted with heart failure, acute myocardial infarction, or 
pneumonia and expanded the program to all high-risk 
patients.

Every morning, each service line has a multidisci-
plinary team huddle during which the staff review all 
patients who have been admitted and those who are at 
highest risk. The multidisciplinary teams include case 
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SNF visits help hospital 
reduce LOS, readmissions
Patients transferred as soon as they’re stable

A program at the University of Michigan Health 
System in which physicians and nurse practitioners 

visit patients after their transfer to a skilled nursing 
facility has smoothed transitions and reduced the aver-
age length of stay of older patients from 10.6 days to 
eight days.

Hospital inpatient stays for patients in the program 
dropped by nearly 2,908 days a year after the program 
began, according to geriatric physician Darius K. Joshi, 
MD, who leads the UMHS sub-acute program at the 
914-bed tertiary care center in Ann Arbor, MI. In addi-
tion, the number of patients readmitted within 15 days 
dropped from 20% to 17.4%.

“This program started before the CMS readmission 
reduction program, but preventing a return to the hos-
pital has always been a priority for our hospital. The 
patients targeted for the program often come back to 
the emergency department. We operate at near capac-
ity, and many times we have patients in the emergency 
department waiting for inpatient beds,” Joshi says.

The subacute program staff, which include physi-
cians and nurse practitioners, are employed by the 
health system’s department of geriatric medicine and 
work on salary. “Their salaries and bonuses are not 
directly correlated to the number of patients a clinician 
sees and bills insurance for but are tied to program-
matic goals like decreasing the hospital length of stay, 
decreasing hospital ‘bounce back’ of skilled nursing 
facility patients, and caring for complex, higher-acuity 
patients in the skilled nursing facility,” Joshi says.

In the past, many patients who are now being fol-
lowed in skilled nursing facilities by the subacute ser-
vice clinicians had lengthy hospital stays because they 
couldn’t safely be discharged to home, he says. In addi-
tion to freeing up beds for other patients by transferring 
hospital patients to a skilled nursing facility, the pro-
gram has also helped prevent emergency department 
visits and readmissions, he adds.

“Before we started this program, when we dis-
charged patients to skilled nursing facilities we had no 
contact with the physicians or other clinicians who 
were taking care of patients after they were discharged 
from acute care. Because of the lack of coordination 
between levels of care, the bounce-back for patients in 
skilled nursing facilities typically is very high,” Joshi 
says.

Many times, skilled nursing facility physicians make 

ExECUTIvE SUMMARy
Physicians and nurse practitioners on the University of 
Michigan Health System’s Subacute Service visit patients 
transferred to skilled nursing facilities after a hospital stay 
and provide follow-up care.
• The initiative has reduced the average length of stay for 
older patients from 10.6 days to eight days and dropped 
15-day readmissions from 20% to 17.4%.
• Patients identified for the program are medically stable 
but can’t safely be discharged to home. In the past, they 
would have stayed in the hospital for a long time.
• The subacute staff see patients in the skilled nursing 
facility within 24 hours, and follow up as necessary, con-
ducting medication reconciliation every week.

the decision to transfer patients back to the hospital 
after talking to the nurse on the telephone, rather than 
making a bedside visit, Joshi points out. 

Physicians treating patients in skilled nursing 
facilities often have sketchy details about the patients’ 
hospital stays, Joshi says. “This lack of clinical coordi-
nation and communication can lead to adverse clinical 
outcomes as well as confusion and frustration for the 
patient and family members,” he says. In addition, he 
points out, most nursing homes contract with physi-
cians in private practice who have a busy office practice 
and can’t see skilled nursing facility patients on a fre-
quent basis.

“The physicians in our subacute program work 
full time in the skilled nursing facility. They don’t 
see patients in the office but focus their entire day on 
patients in the skilled nursing facilities. The more time 
physicians spend at the patient’s bedside, the less likely 
the patient is to need to be readmitted to the hospital,” 
he says.

Working with the hospitalist team and the surgeons, 
the subacute care team identifies patients who, in the 
past, would stay in the hospital after they were stabi-
lized, rather than being transferred to a skilled nursing 
facility to recover. Hospitalists and surgeons feel more 
comfortable discharging patients to a skilled nursing 
facility because they know one of their colleagues from 
the same health system is following the patient after 
discharge, he says.

“Patients in the program are those who no longer 
require intensive care after a few days in the hospital. 
They are relatively medically stable, but not ready to be 
discharged to home,” Joshi says.

For instance, an 85-year-old patient with pneumo-
nia who requires Iv antibiotics for several weeks and 
becomes confused while in the hospital typically stays 
in the hospital until the confusion is resolved and he 
or she has finished with the course of antibiotics. “In 
this program, once we feel the patient’s respiratory 
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condition has stabilized and they are breathing better, 
we transfer them to a subacute facility that can pro-
vide care and rehabilitation. Elderly patients do quite 
well in this situation,” Joshi says.

The subacute team doesn’t usually see patients in 
the hospital setting unless they are called in to assess a 
patient’s eligibility for the program. They are alerted 
when patients are transferred from the acute care hos-
pital to a skilled nursing facility.

The program operates seven days a week. Physicians 
and nurse practitioners round on their patients 
Monday through Friday at the skilled nursing facilities 
and rotate weekend duty. They see any patients being 
transferred to skilled nursing facilities within 24 hours 
of their hospital discharge.

The health system has an extensive electronic medi-
cal record that gives the physicians and nurse prac-
titioners on the subacute service Internet access to 
information on the patients from all levels of care.

“The biggest challenge for physicians in private 
skilled nursing facilities is that they don’t know what 
has been happening with patients before they come to 
the skilled nursing facility. This program makes the pri-
vately owned skilled nursing facility an extension of the 
hospital,” he says.

When patients are transferred to a skilled nursing 
facility, a nurse practitioner from the program conducts 
medical reconciliation in the facility. “Many skilled 
nursing facilities still use paper records, and we find a 
lot of medication errors. The nurse practitioner reviews 
the medication for every patient every week,” he says.

To ensure continuity of care after patients are dis-
charged from the skilled nursing facility, the team 
works closely with patients’ primary care providers and 
makes sure they have details about the acute care and 
skilled nursing stay.  n

Health Network. Scores are in the 97th percentile for 
patients’ perception of how long they wait for treat-
ment, the 96th percentile for helpfulness of the staff, 
and the 98th percentile for waiting time for a room, 
says Dee Guttadore, MHA, RN, clinical nurse manager 
of the emergency department. 

In January 2011, the hospital contracted with an 
outside firm to work with a multidisciplinary commit-
tee to develop a Lean project to improve the patient 
flow in Sycamore’s emergency department. The com-
mittee included emergency department nurses and 
physicians, hospitalists, two managers from the acute 
care floors, and representatives from case management, 
the laboratory, radiology, bed control, registration, and 
environmental services.

“We analyzed how patients arrive at the emergency 
department, how they are triaged and treated, and how 
they are admitted. We included all disciplines so every-
one involved would understand the ‘snowball effect’ 
that one department can have on another at slowing 
patient flow throughout the hospital,” she says. 

The emergency department is one of a handful 
of departments where every aspect is data-driven, 
Guttadore points out. “The emergency department 
staff must be experts in time management and priori-
tization. Every aspect of the emergency department is 
managed by time: the amount of time from the door to 
triage; triage to room; room to doctor; doctor to dis-
position. We strive to achieve a three-hour or less stay 
for patients being released, but to a patient, even a two-
hour wait is like a decade,” she says. 

The team examined the roles and responsibilities of 
the entire emergency department staff, then rewrote the 
job descriptions for everyone, being explicit about what 
the exact roles and responsibilities were.

“We determined that some staff were doing a lot of 
work while others were running around the depart-
ment,” Guttadore says. For instance, the team asked 
the emergency department secretaries to wear pedom-
eters and found that they were walking an average of 
six miles a day. “They were dropping off papers, bring-
ing patients back, and performing a lot of tasks. If the 

ExECUTIvE SUMMARy
Sycamore Medical Center’s Lean project to improve 
patient flow in the emergency department resulted in an 
increase in patient satisfaction scores and a decrease in 
patients who left without being seen.
• A multidisciplinary team analyzed how patients arrive, 
how they are treated, and how they are triaged.
• The team examined the work of all emergency depart-
ment staff and made changes to optimize their time.
• The team created a set of essential care orders the hospi-
tal can use if the patient is stable and can go to the floor.

ED redesign improves 
patient flow, satisfaction
Lean project involved entire hospital

Just eight months after Sycamore Medical Center 
emergency department in Miamisburg, OH, 

launched a Lean project to improve patient flow in the 
emergency department, the percentage of patients who 
left without being seen dropped dramatically and the 
department’s patient satisfaction scores rose to the 90th 
percentile. 

In December, the emergency department achieved 
the 96th percentile on patient satisfaction surveys, the 
highest among the hospitals that are part of Kettering 
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secretary wasn’t at the desk, the nurses were answering 
the phone instead of performing patient care,” she says.

“We told them that if they were walking to the other 
end of the department, someone else was doing their 
job. It was enlightening to them to realize why it was 
important not to have a nurse, with a lot of training 
and a professional salary, answering the phone,” she 
says. 

At the beginning of the project, in January 2011, 
4% of patients were leaving without being seen by 
the emergency department physician. By the end of 
August the figure had dropped to 0.04%. “In addition 
to being a patient care problem, we looked at the loss 
of revenue for those patients walking out and seeking 
treatment elsewhere,” she says. For the past 18 months, 
the hospital’s rate of people who left without being 
seen is less than 1%. When the project began, the emer-
gency department’s patient satisfaction scores were in 
the 70th percentile. Now it’s consistently in the 90th 
to 96th percentile and in August 2012, the emergency 
department’s patient satisfaction score was 99%. 

The project also reduced the average door-to-
doctor time as well as length of stay in the emergency 
department. During the second year, the team worked 
to improve the relationship between the emergency 
department staff and the hospitalists. “In order facili-
tate patient movement from the emergency department, 
we need to have hospitalists available to accept them,” 
she says. The multidisciplinary team created a set of 
orders the hospital can use if the patient is stable and 
can go to the floor. The orders include only the care 
essential for the patient when he or she arrives on the 
floor. Now that the organization has established an 
electronic medical record, the hospitalists are using the 
brief orders more frequently to expedite the transfer of 
patients, she says.

Case managers cover the emergency department 
from 9 a.m. to 9 p.m. and work with physicians on 
medical necessity and appropriateness of care and talk 
with families when patients don’t meet inpatient crite-
ria. “All of our case managers are experts at expediting 
appropriate admissions and facilitating patient dis-
charges that in turn will lead to freeing up beds for new 
patients,” she says.

At Sycamore Medical Center, bed control is part of 
the emergency department, an arrangement that helps 
with timely transfers of patients from the emergency 
department to the floor. To facilitate speedy transfers 
of patients, Guttadore meets regularly with the inpa-
tient nurse managers. “When one department doesn’t 
understand the flow of the other, frustrations mount. 
Clearly communicating with managers and staff and 
providing thorough explanations from the emergency 
department inspires resolution from both departments. 

I was an inpatient floor nurse for 20 years and I feel I 
have a strong understanding of the concerns of both 
departments,” she says.

The inpatient floor staff sometimes work in the 
emergency department to learn what the staff are up 
against. “They learn first-hand what it’s like to have 
20 people in the waiting area and having to leave a 
sick patient lying on a stretcher on a four inch-mattress 
and having to share only two bathrooms with 26 other 
patients,” she says. 

As part of the project, the hospital switched from 
a portable telephone system to walkie-talkie units for 
staff and physician communication. “It’s much quieter 
now. The noise level is frequently a patient complaint,” 
she says. They analyzed the space and moved an oxy-
gen storage unit and some rarely used file cabinets, 
freeing up considerable space for items such as new 
computer stations for hospital residents to use.  n

Department redesign frees 
up CMs to coordinate care
UR nurses review patients from all payers 

A redesign of the care coordination department at 
Riverside Medical Center in Kankakee, IL, assigns 

utilization review tasks to dedicated nurses, freeing up 
case managers to spend more time with patients and 
develop a close working relationship with physicians to 
facilitate smooth and timely progression of care.

“We were doing an excellent job with an average 
length of stay of 3.76 days. But we knew that with 
the new regulations coming from the Centers for 
Medicare & Medicaid Services [CMS] and the increase 
in auditors scrutinizing our records, we had to work 
to improve what we were doing for the future,” says 
Brenda Menard, BSN,MHA, CCM, CMAC director of 
clinical resource management for the 280-bed hospital. 

“We knew we had to adjust the way we think about 
the plan of care and take a holistic approach that 
includes physicians, nurses, therapists, the lab, radiol-
ogy—all entities providing care—to plan for the day, 
plan for the way, and plan for pay to provide a safe 
discharge,” she says.

The hospital has three utilization review nurses who 
are assigned by unit and review patients with all types 
of payers, including commercial, Medicare, Medicaid, 
self-pay, and veterans Administration, utilizing clini-
cal criteria. Each morning they receive a report from 
the team leaders on the units and review the carts as 
needed, and share the information with the case man-
agers. The hospital’s post-acute care coordinators, two 
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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 regula-
tory issues related to the profession of case manage-
ment

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

• discuss solutions to the problems facing case managers 
based on independent recommendations from clini-
cians at individual institutions or other authorities.  

COMING IN FUTURE MONTHS

During their visits to the orthopedic surgery offices, 
the case managers discussed the importance of hav-
ing documentation in the medical record to support 
the surgery. “We told them what documentation we 
require to demonstrate that the patient has failed out-
patient modalities and that the procedure is medically 
necessary. Otherwise, the surgery will be canceled. It 
was hurtful at first but the physicians and surgeons 
understand that neither they nor the hospital will be 
reimbursed. We told the physicians that we know that 
all they want to do is take care of their patients but that 
we are the voice of the payer as to what they will reim-
burse for or deny,” she says.

The care coordination department began four years 
ago to educate the surgeons and attending physi-
cians about medical necessity and the importance of 
complying with Medicare rules and regulations. “We 
explained how the hospital was losing money when 
treatment was denied and showed them documentation 
on how they should proceed. Now, they are beginning 
to understand and it’s very exciting,” she says. 

Before redesigning the care coordination process, the 
hospital hired a case management consulting firm to 
review the entire patient care process to determine what 
needed to be done. 

“I had been trying for three years to get the admin-
istration to hire utilization review nurses in the emer-
gency department at night. The consultant showed 
them the numbers and the request was approved. 
Sometimes, it takes an outsider to speak to the adminis-
tration in a way that it clearly understood,” she says.  n

non-clinicians with coding backgrounds, handle fax-
ing information needed for referrals to nursing homes 
and home health services and set up durable medical 
equipment and other post-acute services. A nurse calls 
the post-acute facility or service agency and provides a 
thorough clinical report.

The case managers don’t see every patient but con-
centrate on the patients who need it, based on criteria 
developed by the care coordination department and 
referrals from physicians and the utilization review 
nurses. The case managers refer patients such as those 
with multiple comorbidities and trauma who have 
comprehensive discharge needs to social services and 
work with the social workers on the discharges. At the 
end of each day, the case managers enter potential dis-
charges into the Pending Discharge List in a drive that 
is accessed by all entities in the hospital. “The staff is 
alerted to address the issues of patients who are leaving 
the next day. In this manner, all the ancillary depart-
ments know how to prioritize and complete what the 
patients need early in the morning to promote timely 
discharges,” she says.

The facility is moving toward having nursing handle 
the non-complex discharge planning, Menard says. The 
hospital presented a 12-hour teaching session for the 
team leaders and managers to help them understand 
the new role for nursing. “They were already doing a 
lot of discharge planning and are responsible for the 
discharge teaching,” Menard says. 

As part of the process redesign, case managers now 
are assigned to surgeons and primary care physicians 
instead of by unit. They began by visiting the physician 
offices and re-introducing themselves. “They explained 
that the case managers are partners with the physician 
in ensuring that their patients’ transition-in-care needs 
are met. Nurses work 12-hour shifts and the physician 
may not see the same nurse two days in a row. The 
case managers are there every day in the hospital to 
work with the physicians to facilitate tests and proce-
dures, and streamline their patients’ post-acute needs,” 
she says. 

ExECUTIvE SUMMARy
At Riverside Medical Center in Kankakee, IL, a dedicated 
team of nurses handles utilization review, freeing up case 
managers to work with patients and physicians.
• Case managers are assigned to physicians and work 
closely with them to manage the care of patients who 
have complex treatment or discharge needs.
• Post-acute care coordinators handle referrals to post-
acute providers and set up services such as durable medi-
cal equipment.
• The pending discharge list alerts the entire healthcare 
team when patients are likely to leave the next day. 
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CNE INSTRUCTIONS 

Nurses participate in this continuing education program 
and earn credit for this activity by following these 

instructions.
1. Read and study the activity, using the provided refer-
ences for further research.
2. Log on to www.cmecity.com to take a post-test; tests 
can be taken after each issue or collectively at the end of 
the semester. First-time users will have to register on the site 
using the 8-digit subscriber number printed on their mailing 
label, invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you will be 
allowed to answer the questions as many times as needed 
to achieve a score of 100%. 
4. After successfully completing the last test of the semes-
ter, your browser will be automatically directed to the activ-
ity evaluation form, which you will submit online. 
5. Once the completed evaluation is received, a credit letter 
will be e-mailed to you instantly.  n

1. Penalties for hospitals with excessive readmissions began 
Oct. 1, 2012 at 1% and will escalate to 3% of all Medicare 
discharges by what date?
A. October 1, 2013.
B. October 1, 2014. 
C. October 1, 2015.  
D. October 1, 2016.

2. Heart failure coordinators at the University of California 
San Francisco Medical Center meet with patients every 
day to educate them on their condition and how to man-
age it. How much time do they typically spend with each 
patient?
A. 15-20 minutes. 
B. 10 minutes.
C. Half an hour.
D. Up to an hour. 

3. At Bassett Medical Center in Cooperstown, NY, a patient 
service coordinator calls patients at-risk for readmission 
after discharge and uses a script to make sure they un-
derstand their treatment plan and are following it. How 
soon after discharge does she call?
A. With 24 hours.
B. Within 48 hours. 
C. Within 72 hours.
D. Within five days. 

4. The emergency department staff at Sycamore Medical 
Center in Miamisburg, OH strives to discharge patients 
being treated and released in what length of time?
A. One hour.
B. Two hours.
C. Three hours. 
D. Four hours.


