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HCM Reader Survey Now Online
 
This year, we’re going digital with our annual Hospital Case Management reader 
survey — and giving away a free publication to subscribers who take it. To par-
ticipate, go to the Web address at the bottom of this message and enter your 
responses. When you’re done, you’ll receive a PDF of our new 57-page publica-
tion, 2012 Healthcare Salary Survey & Career Guide.
 
Thanks in advance for sharing your thoughts about HCM and how we might 
better meet your needs as a subscriber.
 
Here’s the Web address for the survey: 
https://www.surveymonkey.com/s/HCMsurvey2013  n

Be ready for the discharge 
planning surveyor worksheets
Dust off those CoPs and educate your staff

As the Centers for Medicare & Medicaid Services (CMS) moves 
to reimbursing hospitals for quality, the agency is paying more 

attention to discharge planning and is pilot testing worksheets to 
review how hospitals comply with the Medicare Conditions of 
Participation as they relate to discharge planning.

In addition to the discharge planning worksheet, CMS is develop-
ing patient safety worksheets that surveyors will use to help assess 
compliance with hospital Conditions of Participation for quality 
assessment and performance improvement and infection control. 
CMS says the worksheets are designed to be effective tools for sur-
veyors to use in assessing compliance and to serve as risk-manage-
ment assessment tools for hospitals.

The fact that CMS ranks discharge planning with quality assess-
ment and performance improvement and infection control and 
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includes it in a patient safety initiative is evi-
dence of the emphasis that the agency is putting 
on discharge planning and preventing readmis-
sions, says Jackie Birmingham, RN, BSN, MS, 
CMAC, a nurse educator based in Suffield, CT.

“CMS is making it clear that discharge plan-
ning is a patient safety issue and that it expects 

hospitals to be concerned with what happens to 
patients across the continuum of care and not 
just when they are in the hospital,” Birmingham 
says.

CMS did not have worksheets for surveyors 
until it announced the first draft of the work-
sheets in October 2011, says Sue Dill Calloway, 
RN, MSN, JD, CPHRM, CCM, CCP, president 
of Patient Safety Education and Consulting in 
Dublin, OH. CMS issued its third revision of 
the worksheets that surveyors use for hospital 
surveys on Nov. 9, 2012, after the worksheets 
were pilot-tested twice. In the third pilot, sur-
veyors will select between 1 and 9 hospitals in 
each state, depending on the size, and will use 
all three worksheets. Hospitals with higher than 
average readmissions for all causes are likely to 
be targeted for a survey, Dill Calloway says.

Hospitals that participate in Medicare 
or Medicaid must meet the Conditions of 
Participation for all patients in their facil-
ity, regardless of payer source. Hospitals with 
deemed status can still be subject to a complaint 
survey or a validation survey on the Conditions 
of Participation, Dill Calloway says.

“Information only”

In addition to questions that indicate 
compliance with the current Conditions of 
Participation, the worksheets include “infor-
mation only” questions that CMS will use to 
determine what will be added to the Conditions 
of Participation in the future, Birmingham 

EXECUTIVE SUMMARY
The Centers for Medicare & Medicaid Services (CMS) 
is pilot-testing patient safety worksheets for survey-
ors to use to review how hospitals comply with the 
Medicare Conditions of Participation for quality as-
sessment and performance improvement, infection 
control, and discharge planning.
• Familiarize yourself with the Conditions of Partici-
pation and the worksheets and use them to develop 
best practices in discharge planning.
• Make sure you have discharge policies and proce-
dures in place and are following them for all pa-
tients, not just those receiving Medicare and Medic-
aid benefits.
• Look beyond the hospital stay and be aware of 
what was happening before patients were admitted 
and follow them beyond the discharge.
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says. “The worksheets list not only what CMS 
now expects hospitals to do to comply but 
also what they may be considering includ-
ing in the Conditions of Participation in the 
future,” Birmingham says. Even if CMS does 
not change the Conditions of Participation, 
it will change what it looks for in compliance 
with the Conditions of Participation during the 
survey process, Birmingham adds. “The items 
in this pre-survey worksheet will be added to 
the Interpretive Guidelines used by surveyors to 
determine compliance with the Conditions of 
Participation,” she says.

Case managers should pay careful attention 
to the “information only” components of the 
survey worksheets, because they provide an 
opportunity to learn what Medicare thinks is 
important and to prepare for the time that these 
components may be added to the Interpretive 
Guidelines for compliance with the Conditions 
of Participation, Birmingham says. “It’s not only 
a way of determining what may be required for 
compliance in the future, but it also offers an 
opportunity to guide discharge planners in devel-
oping best practices in patient care and transi-
tions,” she says.

The discharge planning survey worksheets are 
all part of CMS’ movement to encourage hospi-
tals to prevent unnecessary readmissions, says 
Elizabeth Hogue, Esq., a Washington, DC, attor-
ney specializing in healthcare issues.

“There is increasing agreement in the industry 
that care transitions from one level of another 
are a key point at which interventions are needed 
to prevent rehospitalizations,” she says.

Beginning with discharges on Oct. 1, 2012, 
CMS began penalizing hospitals for excess 
readmissions. The new Value-Based Purchasing 
initiative will include Medicare spending-per-
beneficiary beginning in fiscal 2015.

Readmissions and Medicare spending-per-
beneficiary are now being reported on Hospital 
Compare, Birmingham points out. In addi-
tion, three new questions on transitions of care 
have been added to the Hospital Consumer 
Assessment of Healthcare Providers and Systems 
(HCAHPS), she says.

Discharge planning is important in today’s 
environment, especially in light of health-
care reform laws, Dill Calloway points out. 
“Reimbursement is driving hospitals’ behavior. 
The bottom line is that two out of three hospi-
tals lost money under the readmission reduction 

program and value-based purchasing,” she says.
Dill Calloway recommends that hospitals put 

together a team to review the worksheets and 
complete the forms in advance as a self-assess-
ment. Then, if there is a survey, the worksheet 
can be shown to the survey as part of the survey 
readiness process.

Hogue adds: “The Conditions of Participation 
may have gotten short shrift in the past, but 
that no longer can be the case. Case managers 
may not have reviewed them recently. Now is 
the time to take a good hard look at what they 
require.” She advises case management directors 
to educate their staff about the Conditions of 
Participation and the contents of the worksheets.

Policies and procedures

Review the pilot surveyor worksheet and take 
note of the areas that CMS is concerned about, 
determine where your hospital needs improve-
ment, then tailor process improvement projects 
to ensure that you are in compliance with the 
Conditions of Participation now and will be in 
the future, Hogue says.

Hospitals need to have policies and proce-
dures in place on admission screening, assessing 
patients for care coordination needs, and giving 
patients choices of appropriate and available dis-
charge destinations, Birmingham says.

The surveyors are going to make sure that 
the discharge policies and procedures are in 
effect for every inpatient and that staff follow 
the policies and procedures, Dill Calloway says. 
In addition, the worksheets determine if there 
is a discharge planning process for outpatients 
receiving observation services, emergency depart-
ment patients, and same-day surgery patients.

Surveyors can interview the patients as well as 
physicians to determine whether they are aware 
that they can request a discharge planning evalu-
ation, Dill Calloway says.

If physicians are not aware that they can 
request a discharge planning evaluation, the 
surveyors will ask the hospital about how they 
inform the doctors, she says.

The underlying Conditions of Participation 
on which the worksheet is based did not change, 
but some of the questions may not be apparent 
from reading the Conditions of Participation, 
Dill Calloway says.

For example, the patient is discharged on 
Monday with heart failure. The hospital makes 
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the follow-up appointment with the primary 
care physician for Thursday at 10 a.m. The 
worksheet states that the necessary medical 
information, which can be in the discharge sum-
mary, must be in the hands of the provider prior 
to that appointment, Dill Calloway says. If a 
follow-up appointment is not made, the medi-
cal record information must be sent to provid-
ers within seven days. This is not a requirement 
stated in the Conditions of Participation, she 
says.  n

Reach out to patients 
beyond the hospital stay
Find out what led to admission

The Centers for Medicare & Medicaid Services’ 
(CMS) new emphasis on discharge plan-

ning makes it imperative for case managers to 
start discharge planning on Day 1 and create a 
discharge plan that takes into account what hap-
pened to patients before admission, says Jackie 
Birmingham, RN, BSN, MS, CMAC, a nurse edu-
cator based in Suffield, CT. 

Case managers also need to look beyond 
admissions and discharges to what happens to 
patients across the continuum, she adds.

“Case managers are more essential than 
ever before for hospitals to succeed, but they 
no longer can just create a discharge plan, 
send patients out, and forget about them. In 
today’s healthcare environment, case manage-
ment departments need to have a focused com-
mitment to do outreach after discharge,” she 
says. All case managers want patients to be safe 
when they to go to the next episode of care, and 
Medicare is saying that the discharge plan is a 
patient safety issue, she adds.

The full story

Case managers need to know the full patient 
story—where patients are admitted from, their 
pre-admission functional status, their care coor-
dination needs, and their discharge needs, not 
just what happened during the acute care epi-
sode, Birmingham says. Look beyond the admis-
sion for this hospital episode and determine 
what was happening in their lives that led to the 

admission or the readmission, she adds.
The pilot survey sheets ask a specific and 

separate set of questions about patients admit-
ted from home and those admitted from a skilled 
nursing facility, Birmingham points out.

“Most of the time, case managers assess 
patients on admission to make sure they meet 
medical necessity criteria and to determine 
their care coordination needs. CMS wants case 
managers to assess patients who are admit-
ted from skilled nursing facilities to determine 
what services they will need after discharge, if 
they should go back to a skilled facility, and if 
so, should they go to the same one,” she says. 
Many times, patient records list only a street 
address and case managers don’t know that 
patients came from a nursing home or other 
facility unless they ask, Birmingham says.

“Hospitals are already collecting data on the 
discharge disposition of patients but CMS now 
is looking at quality issues. Not only should case 
managers know that they send patients to cer-
tain facilities, they need to know what happened 
when the patient got there,” she says.

Case management departments should analyze 
their discharge planning metrics and evaluate 
patient safety and their post-acute network of 
providers, Birmingham says. Having a good net-
work of post-acute providers is a patient safety 
issue, she says.

Post-acute providers need to have at least 
basic information about the patients who are 
referred to them, adds Elizabeth Hogue, Esq., a 
Washington, DC, attorney specializing in health-
care issues.

“I’ve heard a lot of complaints from post-
acute providers that the information they receive 
from the transferring hospital is incomplete or 
inaccurate. This is a recipe for a readmission,” 
she says.

Discharge planners should provide a list of 
agencies or facilities that can provide the spe-
cialty care a patient needs, then let the patient 
and family choose, Hogue says. “In addition to 
being part of the Conditions of Participation, 
this also is part of the national standards of care 
for case managers,” she says.

A lot of times, discharge planning is a last-
minute activity instead of starting on admis-
sion, Hogue says. A case in point occurred 
when her elderly mother, who lived at home 
alone, was hospitalized, she recalls. “I knew 
my mother would need 24-hour private care 
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in addition to home health when she got home 
and I got the process started. If the case man-
ager had waited until the day of discharge to 
start planning, it would have been difficult to 
get the services lined up, [and] she might have 
ended up back in the hospital or emergency 
department,” she says.

Outpatient navigators

Case managers need to evaluate outpatients 
as well as inpatients for their discharge needs, 
says Sue Dill Calloway, RN, MSN, JD, CPHRM, 
CCM, CCP, president of Patient Safety Education 
and Consulting in Dublin, OH.

“Discharge planners and social workers must 
function like outpatient navigators and make 
sure that once patients are discharged, they have 
everything they need to have a safe and effec-
tive discharge,” she says. For instance, if patients 
do not have transportation for their follow-up 
primary care visit, connect them with a service. 
Patients who lose a lot of weight are at risk for 
rehospitalization and may need Meals on Wheels. 
The discharge planner should make sure there 
is a process in place to ensure that the physician 
has pertinent information about the hospital stay 
before the patient’s follow up visit, she says.

For a long time, case managers have been 
under tremendous pressure from hospital admin-
istrations to move patients to the next level of 
care and shorten the lengths of stay, Hogue points 
out. “Now hospital administrators are going to 
have to realize that there is more to this game. 
They are going to be penalized financially if they 
don’t encourage discharge planners to create an 
effective plan to prevent readmissions,” she says. 

Case management directors need to open a 
dialogue with the administration about the role 
of case managers and what the Conditions of 
Participation require them to do, she says.

Educate your administration to understand 
that discharge planning has an impact on patient 
safety as well as hospital revenue, Birmingham 
says.

Case management directors can use the 
new emphasis on discharge planning to clarify 
expectations of case managers and may be in a 
position to justify new staff, Birmingham says. 
“What case managers are asked to do is already 
overwhelming, and hospitals keep adding other 
functions,” she says.

For information about changes in the 

Conditions of Participation, visit the CMS 
Survey and Certification website (www.cms.hhs.
gov/SurveyCertificationGenInfo/PMSR/list.asp) 

For a direct link to the pilot project work-
sheets, visit: http://www.cms.gov/Medicare/
Provider-Enrollment-and-Certification/
SurveyCertificationGenInfo/Downloads/Survey-
and-Cert-Letter-13-03.pdf

SOURCES
• Jackie Birmingham, RN, BSN, MS, CMAC, Nurse Educator, Suffield, CT. 
e-mail: jbirmingham62@gmail.com.
• Sue Dill Calloway, RN, MSN, JD, CPHRM, CCM, CCP, President Patient 
Safety Education and Consulting, Dublin, OH. e-mail: sdill1@colum-
bus.rr.com
•Elizabeth Hogue, Esq., Healthcare Attorney, Washington, DC. 
e-mail:ElizabethHogue@ElizabethHogue.net.  n

Barrier reduction teams 
smooth throughput
Staff are empowered to make changes

After New York Presbyterian Hospital 
developed barrier reduction teams on each 

service to determine reasons for delays in the 
discharge process and come up with solutions, 
the average length-of-stay hospitalwide dropped 
by half a day and patient satisfaction scores 
increased.

Having teams on each service identify barri-
ers in the discharge process and collaborate on 
overcoming the problems has the added bonus 
of making the hospital staff feel empowered to 
make changes, says Katherine Pavlovich, MPH, 

EXECUTIVE SUMMARY
At New York Presbyterian, each service has a barrier 
reduction team, led by a nurse manager, that identi-
fies barriers to the discharge process and determines 
ways to improve.
• Teams include care coordinators, social workers, 
nurses, and any other discipline that can affect pa-
tient throughput.
• Teams collect information on anticipated versus 
actual discharges every day and meet biweekly to 
discuss the differences.
• Changes recommended by the teams have been 
made on individual services, and some have been 
rolled out throughout the hospital.
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project manager, department of quality improve-
ment and innovation for the 2,049-bed hospital. 

“Staff members no longer think that issues 
are someone else’s problem or that it’s up to the 
hospital to solve them. Now they work together 
to fix problems that occur on their unit,” she 
says.

The hospital began looking at ways to 
increase efficiency in the discharge process in 
late 2009 and assembled a multidisciplinary 
team including case managers, social workers, 
nurses, and therapists to analyze the hospital’s 
demand and capacity. The first step was imple-
menting morning bed huddles by admitting 
and nurse managers from all units that admit 
patients, Pavlovich says. The nurse managers 
shared information on pending discharges at the 
huddle, and the admitting representative shared 
the predictions for the number of people who 
would need to be placed on a unit during that 
day.

“This worked very well in terms of getting 
everybody on the same page about patients who 
were leaving and being admitted each day, but 
many times, the number of admissions and dis-
charges anticipated in the morning was different 
from what happened during the day. We knew 
we had to come up with a way to address the 
underlying issues that were causing the differ-
ences,” she adds.

The hospital developed barrier reduction 

teams on each service to identify barriers in the 
discharge process, determine what was causing 
the delays, and come up with ways to improve 
the issues. A nurse manager from each service 
facilitates the meetings. “The nurse managers 
were chosen for their leadership ability. We 
wanted to make sure that people who served in 
that capacity had the desire and the skill set nec-
essary to drive the team,” Pavlovich says.

Each service has its own barrier reduction 
team which includes the staff that can most 
affect throughput, says Carol DeJesus, MSW, 
LCSW, ACSW, CCM, director of social work 
and care coordination. Care coordinators, social 
workers, and nurses are on every team. Ancillary 
departments and physicians participate depend-
ing on the service.

“We got the entire team involved. Instead 
of the care coordinators being the only ones 
to look at barriers and chase down ways to 
overcome them, the whole team is working 
together,” DeJesus says.

The nurse managers compile a daily report 
detailing the anticipated and actual discharges 
on the service, and the team looks at what causes 
the difference between the estimated discharges 
and patients who actually go home. In the begin-
ning, the barrier reduction teams on the individu-
ial services met every week to discuss the report 
and identify trends and ways to improve the pro-
cess. Pavlovich, DeJesus, and one of the directors 

Bedside rounds improve 
communication
LOS has decreased, satisfaction is up

As a result of the barrier reduction teams, every 
service at New York Presbyterian Hospital has 

implemented bedside walking rounds at a set time 
each day when the entire treatment team visits 
patients’ rooms and discusses their progress, their 
treatment plan, and their anticipated discharge.

“This initiative has improved communication 
between the treatment team, the patient, and the 
family and has led to a decrease in length of stay 
and an increase in patient satisfaction scores. 
Families know when the team is going to make 
rounds and can be there,” says Carol DeJesus, 
MSW, LCSW, ACSW, CCM, director of social 
work and care coordination.

The team does not hold bedside rounds on every 
patient every day. Instead, the care coordinator 
on the unit reviews the records each morning and 
determines which patients should be included in 
the bedside rounds and leads the rounds, focusing 
on the pertinent issues. Many times, the patients 
targeted are the most complex medically or those 
getting ready for discharge. However, if a patient 
has cognitive deficits, the team may skip the bed-
side rounds and communicate with the family 
another way.

The bedside rounds are short, but if the patient 
has a question, the clinician who can answer it 
comes back later. “The team doesn’t have a long 
conversation with the patient and family mem-
bers, but they hear the same message from all the 
team members. In the past, each team member 
may have said the same thing, but if they used 
different language, it confused the patients,” she 
says.  n
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of nursing attended each meeting. “In the begin-
ning, we were the liaisons between the different 
services. We talked with each team about their 
challenges and their successes and identified hos-
pitalwide trends,” she says.

Now the individual teams on each of the 10 
services collect the information daily and meet 
biweekly. The role of the members of the team 
is to go back to the clinicians on the service and 
share what was discussed. The nurse manag-
ers who lead the service teams meet monthly to 
discuss trends and brainstorm on solutions and 
attend quarterly meetings with the patient care 
services director. 

“As we began to meet, we got to know each 
other and the processes throughout the hospi-
tal and where the glitches occurred. Because of 
teamwork, we were able to create simple solu-
tions,” DeJesus says.

The initiative was accomplished without addi-
tional staff. “It was a matter of getting the struc-
ture in place, meeting regularly, and giving the 
staff ownership and empowerment,” Pavlovich 
says.

Some of the changes the services made as a 
result of the barrier reduction teams were small 
but very important. Others have been rolled 
out across the entire hospital, Pavlovich says. 
(Bedside walking rounds are one initiative that is 
being implemented throughout the hospital. For 
details, see page 78.)

For instance, patients on the pediatric ser-
vices often could not be discharged until the 
team determined that they could tolerate a meal. 
When lunch was served at 12:30 or 1, it often 
delayed the discharge because the physician had 
to see the patient and write discharge orders 
after the meal. “Now nutrition delivers lunch 
early in the day for patients who are being dis-
charged,” Pavlovich says.

The surgical barrier reduction team deter-
mined that while the staff on the service gen-
erally understood what should happen with 
patients on each post-operative day, there wasn’t 
consistency among the treatment team members.

“Based on feedback from the barrier reduction 
team, the surgical service developed care guide-
lines and educated everyone on the service about 
the standardized plan of care,” she says. Now all 
the teams throughout the hospital are working 
on standardized care pathways. “We picked out 
a few DRGs and saw a reduction in the length of 
stay as soon as the standardized care guidelines 

Team follows at-risk 
patients after discharge
Interventions start during hospital stay

At UNC Hospitals in Chapel Hill, NC, a 
dedicated team of inpatient case managers, 

emergency department case managers, and phar-
macists evaluates all patients who are poten-
tially at risk for readmissions, makes sure they 
have everything they need for a successful tran-
sition, and follows them for 30 days after dis-
charge regardless of their discharge destination.

The hospital began its readmission reduction 
program just as the Centers for Medicare & 
Medicaid Services (CMS) was starting to discuss 
levying penalties for excess readmissions, says 
Jay Pomerantz, MD, medical director for clini-
cal care management at the 830-bed academic 
medical center. “We began our initiative during 
the measurement period, although we didn’t 
know it at the time because CMS announced it 
later,” he adds.

Patients identified as high risk for readmis-
sions have three chronic conditions or were 
admitted three times in the past year, and are 
taking 10 or more medications. Moderate-
risk patients have 3 chronic conditions or two 

were implemented,” Pavlovich says.
Before the initiative, patients in the cardiac 

area were being evaluated by physical therapy 
on Day 1 after surgery, a practice that the bar-
rier reduction team changed. “Many times, they 
were coming out with a recommendation that 
didn’t truly reflect that patient’s capabilities. 
That meant that social workers spent their time 
getting placements for patients who didn’t need 
them or having to get placements at the last min-
ute for patients who did,” DeJesus says.

The orthopedics team developed pathways 
around pain control and physical therapy orders 
and standardized care. The changes reduced 
the average length of stay for knee replacement 
patients by a day, DeJesus says.

The process has empowered everyone in the 
hospital to bring his or her issues to the barrier 
reduction teams and work on solutions, DeJesus 
says. “When initiatives are a team effort, it’s 
much easier to get buy-in,” she adds.  n
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EXECUTIVE SUMMARY
UNC Hospitals in Chapel Hill, NC, has a dedicated 
team of case managers and pharmacists who evalu-
ate patients who are potentially at risk for readmis-
sions and follows them for 30 days after discharge.
• The team reviews patients with multiple chronic 
conditions, a history of admissions, and are taking 
multiple medications as well as those identified by 
clinicians on the floor.
• Case managers and pharmacists visit the patients 
while they are in the hospital and work with the 
medical team and inpatient case manager to ensure 
a safe discharge.
• Nurses in the hospital’s call center telephone pa-
tients after discharge to review their medication and 
answer questions and concerns.

admissions in the past year.
In addition, the case managers on the floor 

alert the team if they feel patients are at risk or 
if patients who have been identified as moder-
ate risk escalate to high risk. “Clinical judg-
ment is important in identifying patients for the 
readmission reduction team to follow. We have 
identified a lot of patients, particularly patients 
who are new to us, with the help of the clinical 
team,” says Marie Bossert, RN, BSN, CCM, 
MBA, director of clinical care management.

Working with medical team

The team begins its interventions while the 
at-risk patients are still inpatients—if possible, 
while the patients are still in the emergency 
department. One of the case managers and a 
pharmacist visit patients at the bedside, inform 
them about the program, and enroll them. They 
work with the medical team and the inpatient 
case manager to ensure a smooth transition.

“They focus on medication issues, ensure 
that patients have a follow-up appointment and 
go to it, and make sure that the recommended 
post-acute services are ordered and are in place 
when the patient is discharged,” Bossert says. 
After discharge, a team member checks on the 
high-risk patients regularly to make sure they 
understand their medication regimen, have had 
a follow-up visit with a primary care physi-
cian or specialist, and are following their treat-
ment plan, and to answer any questions and 
concerns. If one of the patients in the program 
comes into the emergency department during 

the 30-day period after discharge, the emer-
gency department case manager alerts the team 
to intervene.

Patients who are at moderate risk receive 
telephone calls after discharge from experienced 
nurses who staff the hospital’s call center. The 
nurses conduct an extended assessment to find 
out if the patients understand their discharge 
instructions, conduct medication reconciliation, 
and help with questions or concerns. The nurses 
also call to remind patients of their follow-up 
appointment and to find out if they have trans-
portation to the appointment or if they need to 
be referred to transportation service. They check 
back after the appointment to make sure the 
patients kept their appointment and reschedule 
the appointments if the patients did not.

Patients identified as low risk also receive 
calls that are shorter and less detailed than the 
calls to patients at moderate risk.

The readmission reduction team meets quar-
terly with representatives from skilled nursing 
facilities to collaborate on how to improve 
transitions between the post-acute facilities 
and the hospital. The team alerts the skilled 
nursing facility before patients are transferred, 
advises the nursing staff on what the patient 
is likely to need during the stay, and follows 
up weekly with the facility’s nursing staff and 
discharge planner. “We work closely with the 
skilled nursing facility staff and collaborate 
with them on the discharge plan,” says Katie 
Flanagan, LCSW, assistant director of clinical 
care management.

The team has worked closely with medical 
directors for the skilled nursing facilities to 
develop ways to avoid readmissions, Pomerantz 
says. For instance, hospital representatives and 
the medical directors at the nursing facility have 
collaborated on creating standing orders for 
diuretic adjustments when patients gain weight 
rather than automatically bringing them into 
the emergency department,” Pomerantz says.

The hospital system began its readmission 
reduction efforts with a heart failure pilot proj-
ect that provided intensive case management 
follow-up after an acute hospital stay. “We 
began to look at what we could do while the 
patient is still in-house,” Flanagan says.

The team worked with cardiologists to 
develop a best-practices order set to be used 
when patients were transferred to skilled nurs-
ing facilities and long-term acute care hospitals. 
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The case managers met with the teams on the 
medical units to introduce the order sets and 
get questions and suggestions. Core measures 
nurses are part of the team and identify patients 
who are admitted with heart failure, then put 
an alert in the case management system. The 
care of patients with heart failure is managed 
by the primary inpatient case manager, assigned 
to the physician team, and the heart failure case 
manager, who works with heart failure patients 
being treated by all medical services.

Clinicians work in triads

“In the beginning, we focused on standardizing 
care and following the best practices for heart 
failure, regardless of the service that was caring 
for the patients,” Bossert says. The team reviewed 
all the educational materials available and cre-
ated an education booklet. If patients don’t have 
scales, the hospital provides them. They shared 
the booklet with the skilled nursing facilities to 
ensure that the patients get the same education 
throughout the continuum. The team is work-
ing on an educational booklet for patients with 
chronic obstructive pulmonary disease.

Clinicians at the hospital work in triads, a team 
that includes a physician, a nurse, and a case man-
ager on each service. The teams meet regularly and 
develop projects that focus around care transitions. 
In addition to individual meetings, leaders from 
each service meet on a regular basis.

The hospital recently launched a transition 
oversight committee, made up of inpatient and 
outpatient providers. “We were doing a lot 
of things independently of each other without 
communication. We all have the same goals and 
now are working together to get the message 
across,” Flanagan says.  n

Nurses handle most 
admissions, discharges
Process has improved throughput, satisfaction

When patients are admitted to or discharged 
from St. John’s Hospital in Springfield, 

IL, in many cases the process is completed by 
a team of nurses with the sole responsibility of 
admitting and discharging patients, freeing up 

the floor nurses to provide care for patients.
“Having a dedicated team of nurses who 

can perform the admissions and discharges 
in a timely manner has a trickle-down effect 
throughout the hospital. With this process, we 
are able to free up beds early in the day and 
get patients from the post-anesthesia care unit 
and the emergency department into beds more 
quickly,” says Jennifer Cullen, RN, MSN, 
director of professional practice for the 400-
bed hospital.

Patient satisfaction scores have improved with 
the implementation of the admission/discharge 
team, she adds. “Patients want to get to a bed 
quickly and they want to get out of the hospital 
quickly. If the admission goes well and is timely, 
it sets the tone for the rest of the hospital stay. 
If it goes badly, things tend to go downhill from 
there,” she says.

A multidisciplinary task force developed the 
concept of having dedicated admission/discharge 
nurses as part of a Lean continuous process 
improvement initiative aimed at improving 
throughput throughout the hospital, says Pat 
Lucas, RN, MS, retired director of inpatient ser-
vices. The task force included a Lean facilitator, 
staff nurses from the medical, surgical and car-
diac floors, emergency department, social work-
ers, case managers and nurse managers.

“The task force team felt that discharges 
were getting held up because of our processes. 
We mapped the patient flow step by step from 
admission to discharge and identified steps that 
were duplicates, redundant, or had no value. 
Then the team determined what the process 
would be like in a perfect world and developed 
an action plan as to how we could make it hap-
pen,” Lucas says.

The team determined that the nurses on the 
unit often gave getting patients discharged a low 

EXECUTIVE SUMMARY
St. John’s Hospital in Springfield, IL, has a dedicated 
team of nurses with the sole responsibility of admit-
ting and discharging patients.
• A multidisciplinary task force recommended the 
project during a Lean project that mapped the 
patient flow process and looked for roadblocks to 
timely throughput. 
• Patient satisfaction scores and patient throughput 
have improved since the program started.
• Admission/discharge nurses work part time and 
handle 80% of all admissions and discharges.
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priority because physician rounds and initiat-
ing care took up a lot of their time, Cullen says. 
“When a new patient comes into the unit, the 
admission process increases the workload for 
the unit nurse, who is already trying to care for 
a group of patients,” she adds.

The hospital initiated a pilot project with one 
nurse on each of two units assigned to focus 
solely on the admissions and discharges. The 
team collected data to determine the volume of 
patients, the time nurses spent on admissions 
and discharges, and the peak times for admis-
sions and discharges and used that information 
to map out the process. 

They determined that 10 a.m. to 4 p.m. was 
the busiest time, with admissions and discharges 
peaking between noon and 1 p.m., and that 
each admission and each discharge took about 
an hour. 

“This gave us an idea of how many nurses we 
needed and what the job descriptions needed 
to be. We continued the pilot using PRN staff 
until we could fill the positions with permanent 
staff. We gradually filled the positions with 
experienced nurses with medical-surgical back-
grounds,” Lucas says.

The hospital has 16 admission/discharge 
nurses, all of whom work part time. The nurses 
work staggered hours, with the majority working 
during the peak hours. There are fewer nurses on 
the weekends because of the decrease in volume 
of admissions and discharges, Lucas says.

The admission/discharge nurses handle 
about 80% of all admissions and discharges. 
The nurses carry a telephone programmed for 
patient information that alerts them when they 
are getting an admission. 

The nurses go to the unit, notify the unit 
nursing staff, and greet the patient. They col-
lect the patient’s medical history and informa-
tion on medications and complete medication 
reconciliation. The admission/discharge nurses 
use a checklist to communicate and hand off 
the information they gather to the unit nurse. 
The admission/discharge nurse may start the 
admission of an emergency department patient 
before the patient gets to the floor so that when 
the patient arrives on the unit, the history and 
medication reconciliation are complete. “This 
can be a tremendous satisfier to the patient and 
their family as well as the unit nurse,” Lucas 
says.

The admission/discharge nurses work closely 

with the case managers to coordinate the 
discharge. “The case managers know when 
patients are likely to go home and can inform 
the admission/discharge nurses about specific 
things to be aware of, especially home health 
services,” Cullen says.

When patients are ready for discharge, the 
nurses go to the unit, introduce themselves to 
the patient and go over the discharge instruc-
tions with the patient and family. “Medication 
reconciliation is a huge part of the discharge 
process, and it takes a lot of time to confirm 
that patients are going home with the cor-
rect medications and understand how to take 
them,” Cullen says.

As part of their orientation, the admission/
discharge nurses go to patients’ homes with a 
home health nurse to observe an admission to 
home health services.

“It’s a real eye-opener for them to see the 
home health nurse trying to find out the infor-
mation they need when they are opening the 
case of a patient just discharged from the hos-
pital. During their observation, the admission/
discharge nurses have discovered that often 
the home health nurses do not have everything 
they need and now they know what needs to be 
coordinated,” she says.

The admission/discharge nurses call patients 
48 hours after discharge, using a scripted ques-
tionnaire, and check to make sure that the 
patients have filled their prescriptions, under-
stand their discharge instructions, and answer 
any questions or concerns. “We have been able 
to immediately identify issues and problems and 
follow up with the nursing unit or their physi-
cian,” Cullen says.  n

Hospital achieves 50% 
reduction in falls 
With huddles, better rounding

A hospital in Fargo, ND, focused on pre-
ventable falls in its cardiac telemetry unit 

and is seeing admirable results. After a year of 
effort, falls were reduced by 25% at the end of 
2012, and then the hospital hit a 50% reduction 
barely a month later.

The reductions are the result of a comprehen-
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CNE OBJECTIVES

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

lowing:
• identify the particular clinical, administrative or 

regulatory issues related to the profession of case 
management

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

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

n The latest on the IPPS 
proposed rule

n Tips on training new 
case managers

n Ensuring safe 
discharges from the ED

n Tailoring care to the 
needs of the elderly

COMING IN FUTURE MONTHS

sive effort to address many of the issues most 
directly related to preventable falls, says Tina 
Kraft, BSN, house supervisor at Essentia Health 
— Fargo. Cardiac telemetry was selected for the 
project because it had the highest rate of falls in 
the hospital. The fall reduction team started by 
reviewing records and surveying staff members 
in that unit to determine who was falling and 
where.

“People were complaining that there weren’t 
enough staff on weekends and nights, and that 
people were falling the most at those times,” 
Kraft says. “But our information actually 
showed the complete opposite. The falls were 
happening with people who were alert and ori-
ented, with the majority happening during the 
day.”

The team implemented more hourly rounding 
with a purpose, that is, specifically checking on 
patients to see if they might need to get up for 
the bathroom or for any other reason and to 
ask if they had all the personal belongings they 
might want. The goal was to keep the patients 
from getting out of bed on their own, Kraft 
says.

Two of the key strategies are training the 
patient on the use of the call light and conduct-
ing post-fall huddles. In addition, the fall risk 
level is systematically recorded and written with 
colored markers on white boards in the unit 
and included in every shift report. Below that, 
the nurse writes any known problems, such as a 
missing or malfunctioning bed alarm that could 
affect the fall risk.

Unit managers keep track of how well the 
nurses conduct their hourly rounding, and those 
with 80% or more for confirmed hourly checks 
get their names placed on a high-achievers 
board in the unit that is decorated. But there 
also is a board for those whose hourly round-
ing is not up to par, and the staff members are 
encouraged to move from the bad board to the 
good board.

“We’ve found that holding people account-
able is an important part of this,” Kraft says. 
“Everyone will nod their head and agree with 
what you want to do, but you have to hold 
them accountable for what they really achieve 
on a day-to-day basis.”

Kraft also implemented a morning huddle for 
three minutes to go over each patient’s diagnosis 
and condition, but especially how mobile the 
patient is and the fall risk. There also are post-

fall huddles to discuss what happened and to try 
to narrow down the root cause. In many cases 
it has turned out to be that the bed alarm was 
not re-applied after the patient got up for some 
reason.

As a result of these efforts, from January to 
September 2012, the unit’s fall rate decreased 
from seven falls per 1,000 patient days to 2.4 
per 1,000 patient days, Kraft says. 

“We also hung a sign in the main entrance 
area that says ‘X number of days without a 
patient fall,’ and people really respond to that. 
It’s very visible there all the time, and people 
want to keep that number going,” Kraft says. 
“The first time we had to back up and set it to 
zero, it was pretty traumatic for that nurse. But 
we assured her it wasn’t meant as any kind of 
punishment. The sign holds us accountable, and 
it’s had a big impact.”

SOURCE
• Tina Kraft, BSN, House Supervisor, Essentia Health — Fargo, Fargo, 

ND. Telephone: (701) 364-4354. Email: tina.kraft@essentiahealth.

org.  n
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1. Hospitals that participate in Medicare or Medicaid 
must meet the Conditions of Participation for all 
patients in their facility, regardless of payer source. 

 A. True
 B. False

2. At New York Presbyterian Hospital, multidisciplinary 
teams on each service hold bedside walking 
rounds each day on appropriate patients. Who 
chooses the patients?

 A. The care coordinator.
 B. The nurse manager.
 C. The admitting physician.
 D. All of the above.

3. At UNC Hospitals in Chapel Hill, NC, a multidisci-
plinary team follows patients who are at risk for 
readmissions while they are in the hospital and for 
how long after discharge?

 A. Seven days.
 B. 15 days.
 C. 30 days.
 D. Up to six months.

4. When St. Johns Hospital in Springfield, IL, analyzed 
its admissions and discharge process, how long did 
it find that the average admission and discharge 
takes?

 A. 15 minutes.
 B. Half an hour.
 C. One hour
 D. Two hours.

  

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
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‘

CASE MANAGEMENT 
INSIDER

Case manager to case manager

By Toni Cesta, PhD, RN, FAAN

As with any process, it is necessary to track and 
trend the metrics associated with the process 
and its expected outcomes. In the last three 

Parts of “Managing Patient Flow,” we reviewed all 
the issues and elements associated with understand-
ing patient flow in the hospital setting. This month 
we will review some examples of patient flow report 
cards that you can use to track and trend your 
patient flow processes as well as identify performance 
improvement opportunities. 

The report card should have the following compo-
nents:

1. The desired direction of the measure.
Each measure is expected to improve by either 

increasing or decreasing in direction. For example, 
the hospital would expect to see the length of stay go 
down, so the desired direction is a down arrow (i). 
The number should be decreasing if the outcomes are 
met.

Conversely, some of the measures’ desired direc-
tion is an increase in the number.

When developing the measure, consider whether 
you expect to see the metric increase or decrease and 
provide that direction on the report card.

2. The measure.
The measures should be based on the categories 

you are monitoring. The common categories can be 
found in the report card example above. They include 
the issues most directly related to patient flow:

a. Length of stay
b. Emergency department
c. Peri-operative services
d. Housekeeping
e. Laboratory
f. Radiology
You may find that in your hospital you need the 

Managing Length of Stay Using Patient Flow – Part 4
addition of other categories. These other categories 
can always be added on as you find the need. 

Within each broad category you will need to select 
the processes appropriate to that category. As you 
can see above, each section has a series of metrics 
that break that broad category into measurable com-
ponents. The more specific you can be with these 
components, the easier they will be to measure. Each 
measure that is selected must have a measurable 
metric associated with it. If it cannot be measured, it 
should not be included.

Since we are measuring patient flow processes, the 
majority of these measures are going to be in time 
intervals. It is critical that these timeframes make 
sense and therefore you will most likely need to 
develop the measures with the department in ques-
tion. The Joint Commission is interested in how your 
organization measures and monitors patient flow and 
is very interested in flow in the emergency depart-
ment, so let’s use that as our example. 

The measures listed above for the emergency 
department each have a time frame in hours or in 
minutes. In some instances these may be averages, 
medians or totals. Be sure to cross-walk the measures 
against any standards, either national, regulatory or 
internal, so that you are collecting meaningful data. 
In the case of the emergency department, work with 
the leadership in that department so that you can 
avoid duplicating data collection that is already tak-

Emergency Department

Door to doctor (in minutes)

Dwell Time for admitted patients - Median (in hours)

Door to Admission Order - Median (in hours)

Disposition to Bed Assignment - Median (in hours)

Bed assignment to placed in bed -Median (in hours)

Decision to admit to left the ED - Median (in hours)

Left the ED to placed in bed (in minutes)

Diversion (in hours)

Desired Direction Measure Baseline Targets Qtr 1

Continued on p. 81.
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Desired 
Direction

Measure Baseline Targets Qtr 1

LOS

i Inlier Med-Surg LOS 4.45 4.1 4.26

h Average daily discharges (Med-Surg) 43.77 45.17 43.33

h Average daily discharges (All) 77.83 78.65 77.00

i ED Holds (average per day) 12 11 8

i Red Days (average per month) 8 3.75 1

ED

i Door to doctor (in minutes) 0:42 0:30 0:27

i Dwell Time for admitted patients - Median (in hours) 10:40 9:00 8:09

i Door to Admission Order - Median (in hours) New 3:30 4:14

i Disposition to Bed Assignment - Median (in hours) New  2:12

i Bed assignment to placed in bed -Median (in hours) New 1 2:00

i Decision to admit to left the ED - Median (in hours) New 5:30 5:18

i Left the ED to placed in bed (in minutes) New 17 12

i Diversion (in hours) 34:51 15:00 4:32

i Dwell time for Psych admitted patients-Median (in hours) New 6:00 8:37

Peri-Op

h First case starts on time 78% 85% 74%

i Average Number of OR patients holding for PACU (per day) 2 <2 3

i Number of overnight stay patients (PACU) 67 <67 96

i Average LOS of overnight stay PACU patients (hours) 21 <21 22

i Number of patients in PACU > 48 hours 2.5 <2.5 3

i ALOS in PACU of admitted patients (in hours) 6.3 <6.3 6.37

Housekeeping

i Bed Turnaround Time (in minutes) 90 85

Laboratory

i Surgical Pathology Report (in working days) 3 2

i BNP New 75

i CBC with Diff New 60

i Chem 8 Profile New 60

i Liver Profile New 60

i PT / INR / PTT New 60

i Troponin New 75

Radiology

i CT New < 2 

i X-Ray New < 2 

i Ultrasound New < 2 

i MRI New <2

i CT New <24

i X-Ray New <24

i Ultrasound New <24

i MRI New <24

SaMPLE PatiEnt FLOw REPORt CaRD
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ing place. For example, the ED may already be moni-
toring many of these metrics for their own internal 
use. Be sure they understand that these metrics will 
become part of an inter-departmental report card that 
includes data from many other departments and pro-
cesses. 

It is important to understand that patient flow 
is affected by all departments and disciplines in the 
hospital. Therefore, a report card must be all-encom-
passing and take into account all the relevant work 
processes that affect it. 

the Baseline

The baseline data should reflect the prior year’s 

performance in the category listed. If a particular 
measure was not captured the prior year, then base-
line can be listed as NA (not available). In all other 
instances, the baseline should reflect the hospital’s 
own internal results. These results will set the mini-
mum acceptable level for that measure. 

targets

The targets are the goals or outcomes that you 
want to reach for the time period of the report card. 
The targets can be selected based on a number of dif-
ferent indicators:

• An improvement from the prior year’s hospital 
baseline

• A national standard or target
• A regional standard or target

Patient Flow Scorecard

Initiative Specific Metrics Target Baseline Frequency YTD 
Actual Status

Length of Stay

Reduction in length of stay/excess days YTD Case Mix Adjusted LOS Monthly

Reduction in avoidable/variance days by 
DRG, facility and practice***

Reduce to Zero Monthly

Perioperative Services Capacity and throughput 

Reduction in Number of OR Cancellations 
within 24 hrs of Scheduled Surgery

Reduce to Zero Monthly

Reduction in Number of OR Holds Reduce to Zero Monthly

Reduction in PACU LOS Reduce Average From 
Baseline

Monthly

Reduction in Number of PACU Pts Held 
Overnight without Bed Assignment

Reduce to Zero Monthly

Reduction in Turn-Around Time From Bed 
Request to Bed Assignment

 Reduce to 1 Hour Monthly

Reduction in Turn-Around Time From Bed 
Assignment to Bed Placement

Reduce to 1 Hour Monthly

Fewer Case Start Delays Reduce from Baseline Monthly

Reduction in Time from OR Schedule 
Request to Time on OR Schedule (in-
patients)

Reduce from Baseline Monthly

inpatient Capacity and throughput

Increase in Occupancy Rate Increase from Baseline Monthly

Reduction in Clinical Denials *** Less than 5% of Patient Days Monthly

Reduction in 3rd party payor denials (all)  
***

Less than 3% of Patient Days Monthly

Reduction in EMS Ambulance Response 
Time

Reduce from Baseline Quarterly

Reduction in Turn-Around Time for Tests/
Treatments/Procedures/Consults  ***

Reduce from Baseline Monthly

Discharge Plan in Medical Record Within 
24 Hrs of Admission

100% Quarterly

Continued from p. 79.
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Patient Flow Scorecard

Initiative Specific Metrics Target Baseline Frequency YTD 
Actual Status

ED Throughput and Capacity

Reduction in Time from Triage to 
Disposition

<120 Minutes Monthly

Reduction in Time from Disposition to Bed 
Assignment

<40 Minutes Monthly

Reduction in Time from Bed Assignment to 
Placed in Bed

<60 Minutes Monthly

Reduction in ED LOS (admitted patients) Reduce From Baseline Monthly

Reduction in ED LOS (treat and release 
patients)

Reduce From Baseline Monthly

Reduction in LWOBE rate Reduce to Zero Monthly

CAP - Time to first antibiotic < or equal to 4 hours Quarterly

AMI - Asprin received within 24 hours of 
arrival

Assessed on Admisison 
and Prescribed as 
Appropriate

Quarterly

AMI - Beta Blocker received within 24 hours 
of arrival

Immediately upon 
Arrival if Appropriate

Quarterly

Reduction in diversion rate Reduce to Zero Monthly

• A regulatory standard such as Joint Commission, 
state department of health, CMS

• Same as prior year’s target
Targets should always be practical and reasonable. 

Even though the improvements you are looking for 
may be way beyond your current performance, do 
not select a target that is far beyond your reach. If 
your performance improvement need is very great, 
you may want to select incremental improvements 
that take place over a period of time. For example, 
you may want to set quarterly improvement targets 
that have smaller incremental improvements or even 
bi-annual targets. Whatever you select, you do not 
want to make it so far beyond reach that staff become 
frustrated and lose momentum. 

Some targets may have plateaued, meaning that the 
performance cannot be improved. If that performance 
level is maintained for a period of time, you may want 
to consider removing that target and re-checking in 
a year or so. If you opt to do this, just remember to 
re-check that indicator the following year. If there has 
been slippage in its performance, then you may want 
to put it back on the report card again. 

There are a variety of models to use for a patient 
flow report card. Above is another example of a for-
mat you may want to consider using.

Regardless of which format you choose, or which 
data sets you opt to measure, you should always 
remember to be consistent to and to pick measures 
for which data is available. It may take you some time 
to gather all the information the first few times you 

put the report card together and it will seem like a 
lot of work. If you stick with it, the departments that 
have to feed you the data will come on board. Be sure 
to share the information with them so that they can 
see its value and be part of the process. 

Summary

Managing patient flow is a complex process that 
includes the daily management of patient through-
put and capacity issues, and also the measurement 
and management of monthly data indicators. These 
indicators touch on every department and discipline 
in the hospital and should be readily shared and 
discussed. Because patient flow management is so 
complicated, it will require the active participation of 
a steering committee as well. The department of case 
management cannot manage patient flow alone. No 
department can. It is an interdisciplinary issue and the 
solutions must come from the interdisciplinary team. 

Be sure to keep track of your daily admissions and 
discharges, available beds and daily bottlenecks. At 
the same time, look for patterns and opportunities 
in the data you collect to continuously improve flow 
over time. Stay current with The Joint Commission 
standards on patient flow which can be found in the 
leadership section of the standards. Patient flow is an 
old problem with a new name. Reductions in pay-
ment, and the need to continuously manage length of 
stay require a deep dive look at all the elements affect-
ing your hospital’s flow.  n


