
Is the two-midnight rule much ado 
about nothing?
2014 IPPS final rule emphasizes documentation, physician orders

When Deborah Hale, CCS, CCDS, asks audiences of case 
managers and other clinicians if they think the new two-
midnight rule is a good thing, a bad thing, or they aren’t 

sure, she usually gets about an equal number of answers in each cat-
egory.

“There’s still a tremendous amount of confusion about what 
the rule means,” says Hale, president and chief executive officer of 
Administrative Consultant Service, a healthcare consulting firm based 
in Shawnee, OK.

The Centers for Medicare & Medicaid Services (CMS) has stated 
that the two-midnight rule is intended to simplify the process of 
determining if patients should be admitted as inpatients or receive 
observation services as outpatients, but instead it’s raised more ques-
tions, Hale says.

In the Inpatient Prospective Payment System (IPPS) final rule for 
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EXECUTIVE SUMMARY
The Centers for Medicare & Medicaid Services has declared that stays that 
span two midnights should be presumed to be inpatient stays, but case 
managers still need to make sure patients meet inpatient criteria and that 
the documentation is complete.
• Physicians must certify medical necessity, sign, date, and time the admis-
sion, and include a treatment plan and the anticipated length of stay.
• Physician documentation must be accurate, detailed and give a complete 
picture of what’s going on with the patient or hospitals could face signifi-
cant payment implications.
• Medicare auditors still will be scrutinizing the records and are likely to con-
tinue to target one-day stays and two-day stays for medical necessity.
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fiscal 2014, CMS established a benchmark of 
two midnights for an appropriate inpatient 
admission and set out a series of documenta-
tion requirements to support the admission. 
Admissions on or after Oct. 1, 2013, are 
affected by the rule. CMS says the final rule is 

intended to provide additional guidance as to 
when patients are appropriately admitted and 
how hospitals are reimbursed for inpatient care 
as well as helping patients who in recent years 
have been receiving lengthy observation services 
when an inpatient admission may have been 
medically justifiable.

“There are still a lot of questions about inpa-
tient versus observation. In some ways, CMS has 
made it more difficult when they issued the clar-
ification,” says Linda Sallee, MS, RN, CMAC, 
ACM, IQCI, a director at Huron Healthcare 
with headquarters in Chicago.

Confusion abounds about what the two-
midnight presumption actually means for case 
managers, she adds.

Some people have surmised that the rule 
means case managers no longer need to use 
InterQual or Milliman criteria to screen for 
medical necessity or that a physician advisor is 
no longer needed, but that couldn’t be further 
from the truth, Hale says.

Case managers still need to make sure admis-
sions meet medical necessity criteria, says Ralph 
Wuebker, MD, MBA, chief medical officer for 
Executive Health Resources, a Newton Square, 
PA, healthcare consulting firm. “Case managers 
should continue to use medical necessity criteria 
the same way they did on Sept. 30, before the 
rule went into effect. InterQual and Milliman 
are guides that case managers should use to help 
establish medical necessity, and if a physician 
wants to admit a patient and the patient doesn’t 
meet criteria, there needs to be a second-level 
physician review, just like in the past,” he says.

Wuebker emphasizes that the two-midnight 
rule should in no way substitute for the utiliza-
tion review process. “Case managers still need to 
review the cases and ensure that the order and 
documentation establish medical necessity and 
support the physician’s judgment to admit the 
patient or order observation services,” he says.

The final rule does require physician certifica-
tion of medical necessity, but contrary to what 
some people think, that doesn’t mean hospitals 
have to create a special form for physician certi-
fication, Sallee says. “However, there does have 
to be clear documentation as to whether the 
patient is an inpatient or an outpatient, what is 
going on medically with the patient, and how 
long the physician expects the patient to be in 
the hospital,” she adds.

A few physicians have erroneously assumed 
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that the rule means that every patient should 
stay two midnights, Hale adds. “I have heard 
physicians complain that last year case manag-
ers were telling them they were keeping patients 
too long and now they’re telling them to keep 
them a little longer. The case managers are not 
necessarily saying that, but it is the physicians’ 
perception that is what they mean,” Hale says. 
She emphasizes that hospitals should not be tell-
ing physicians to keep patients an extra night to 
qualify for an inpatient stay. In fact, CMS has 
said that if hospitals try to game the system by 
keeping patients longer than necessary, they are 
opening themselves up for more scrutiny.

“Even with the two-midnight rule, if the 
hospital is dragging its feet and not getting the 
services provided in a timely manner it can lose 
the presumption that the stay is appropriate for 
inpatient admission. It’s all very arbitrary,” Hale 
says.

Case managers should make sure patients still 
meet medical necessity criteria on the second 
day. “There is nothing in the CMS rule that indi-
cates that patients don’t have to meet screening 
criteria on the second day, but they must have 
the severity of illness to need hospital services 
that cannot be provided in another setting,” she 
says.

CMS has made it clear that the Benefit Policy 
Manual’s medical necessity requirements for 
an inpatient stay are still the same, Hale says. 
“Patients still must meet medical necessity crite-
ria for admission and for a continuing stay. CMS 
will never pay for custodial care. If the treatment 
is complete as the patient approaches the second 
midnight and the patient is just waiting for a 
discharge plan or a convenient time to leave, an 
inpatient stay is not justified,” Hale says.

The reality is that many patients need complex 
discharge plans and there are shortages of post-
hospital services, Hale adds. It may be a chal-
lenge to get post-acute arrangements made and 
the patient out the door in less than two mid-
nights, but if the patient doesn’t meet inpatient 
criteria, the stay won’t count as an inpatient stay 
even if it spans two midnights, she says.

The IPPS final rule may seem brand new, 
but when the dust settles, it’s really more of 
the same, says Kathleen Miodonski, RN, BSN, 
CMAC, manager for The Camden Group, a 
national healthcare consulting firm based in Los 
Angeles.

“The key requirements are still the same. The 

patients still must meet inpatient criteria, the 
physician must sign, date, and time the admis-
sion, and physicians still have to document every 
day,” she says. Documentation must be com-
plete, detailed, and support medical necessity, 
level of care, and services the patient receives, 
she adds.

The only thing that has changed is that CMS 
has gotten serious about requiring physicians 
to certify that the stay is medically necessary at 
admission, the anticipated length of stay, and 
the discharge plan, she adds.

In the final rule, CMS has essentially esca-
lated its requirements and what is important for 
an inpatient admission, Wuebker says. In the 
past, for an inpatient admission, CMS required 
that the physician expected the patient to spend 
at least one night in the hospital. In the post-
October 1 world, one-night inpatient admissions 
should be rare, he says.

CMS now requires that for an inpatient stay 
to be billed to Medicare, the documentation has 
to include medical necessity and the physician’s 
expectation that the patient’s stay will span 
two midnights, he says. “If the documentation 
doesn’t include medical necessity and the physi-
cian’s statement that the patient is expected to 
stay over two midnights, the case should not be 
billed as an inpatient stay (barring a few excep-
tions),” he says.

When physicians order an inpatient admis-
sion, the final rule’s two-midnight benchmark 
allows them to take into account the time a 
patient has already received services, such as 
the time they were treated in the emergency 
department or receiving observation services, 
Hale points out. “The admission order can-
not be made retroactive, but the physician can 
consider the time the patient has already been 
evaluated or treated. The case can be billed as 
a one-day stay. It can be audited, but suppos-
edly the Recovery Auditors and the Medicare 
Administrative Contractors will be educated not 
to deny a stay because the physician factored 
in the time the patient spent in the emergency 
department and observation in making the deci-
sion,” she says.

Medicare has clearly stated that the admis-
sion order must be signed by the physician who 
is familiar with the patient’s course, the plan 
of care, and the current condition and who has 
admitting privileges at the hospital, Wuebker 
points out. If emergency department physicians 
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have admitting privileges, they can sign the 
admission order. If not, the hospitalist, or the 
attending physician or specialist who will be 
treating the patient must sign the order. Orders 
are not valid if they are signed by a mid-level 
provider or a medical resident. In addition, 
patients no longer can be admitted under case 
management protocol, he says.

The requirement that physicians certify medi-
cal necessity for an acute Medicare inpatient 
stay is nothing new. It’s been in the Medicare 
Conditions of Participation manual for years, 
but it’s been largely disregarded, Hale says. 
“We’ve reviewed thousands of records and never 
seen a certifications statement, but it’s been 
in the regulations and CMS no longer is going 
to ignore it when the certification statement is 
missing from the record,” she says. In fact, on 
September 5, CMS posted a five-page guideline 
for Hospital Inpatient Admission Order and 
Certification. (To see the letter, visit: http://
www.cms.gov/Medicare/Medicare-Fee-for-
Service-Payment/AcuteInpatientPPS/Downloads/
IP-Certification-and-Order-09-05-13.pdf.)

The certification statement must include the 
clinical rationale for an inpatient admission, 
including the reason for inpatient services, the 
signed, timed, and dated admission order, the 
estimated time the patient is expected to require 
hospital services, and the post-hospital care, if 
appropriate.

The requirement for physical certification for 
medical necessity helps physicians take respon-
sibility for thinking through whether a patient 
should be admitted as an inpatient or receive 
observation services as an outpatient, Hale says. 
“In the past, many physicians have just blown 
off inpatient versus observation, saying it was 
a billing issue. Clearly the final rule precludes 
them from doing that,” she adds.

“Case managers must work with the physi-
cians and guide them through the certification 
statement and convince them that it’s not just a 
billing issue,” Hale says.

SOURCES
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Work with physicians to 
ensure record is complete

Many physicians in hospitals all over the 
country still haven’t gotten the idea of 

what needs to be documented in order for 
hospitals to be reimbursed appropriately, says 
Kathleen Miodonski, RN, BSN, CMAC, man-
ager for The Camden Group, a national health-
care consulting firm based in Los Angeles.

“Now that the Centers for Medicare & 
Medicaid Services (CMS) has issued the two-
midnight rule in the Inpatient Prospective 
Payment System (IPPS) final rule for fiscal 
2014, physicians are likely to be more confused 
than ever. Physicians want to do the right thing, 
but they need guidance. Case managers should 
be the partners of the physicians and help them 
tell the story. It comes down to developing a 
good relationship with physicians,” she says.

The final rule means that accurate and 
detailed documentation is more important 
than ever and hospitals could face significant 
payment implications if they don’t follow 
the rules, adds Ralph Wuebker, MD, MBA, 
chief medical officer for Executive Health 
Resources, a Newton Square, PA, healthcare 
consulting firm. 

“CMS has escalated its expectations and 
is emphasizing that the documentation must 
clearly show medical necessity, the physician’s 
expectation of the length of stay, a signed 
admission order from the physician who will 
be treating the patient, and the treatment 
plan. In the past, these were best practices 
and strong recommendations. Now they are 
requirements,” he says.

When they document, physicians are going 
to have to do more than just write down the 
diagnosis and the lab values, Miodonski says. 
“Physicians have to connect that information to 
the clinical condition and risk to the patient to 
justify an inpatient stay,” she adds.

“It’s all about connecting the dots. The 
patient has to be sick enough, the care has to be 
intense enough, and the physician needs to doc-
ument all of his or her concerns if the patient is 
going to require an inpatient stay,” she says.

In addition, the documentation must specify 
that the patient is an inpatient admission or 
receiving observation services as an outpatient, 
says Linda Sallee, MS, RN, CMAC, ACM, 
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IQCI, a director at Huron Healthcare with 
headquarters in Chicago.

Instead of using the word “inpatient,” some 
physicians have been naming the floor or unit, 
such as writing “admit to 7-North” or some-
thing similar, she says. That practice still may 
pass muster, but to make sure the auditors will 
consider it an appropriate admission, Sallee rec-
ommends that the words “inpatient” or “obser-
vation” appear in the order.

Reaching physicians

Hospitals should have some type of educa-
tional program for physicians, Sallee advises. 
“Based on my experiences, it’s not enough to 
have one presentation at a medical staff meeting 
because physicians may skip the meeting,” she 
says.

Use other means as well to reach as many 
physicians as possible, she suggests. These 
could be an article in the physician newsletter, a 
poster in the doctor’s lounge, a pocket card that 
lists the requirements, an e-mail, or all of them, 
she adds. 

Also educate the office managers and office 
staff of community physicians since they often 
are in charge of what the physician provides to 
the hospital, she says.

However, she points out that one-on-one edu-
cation with the physicians is likely to be more 
effective.

“CMS is asking physicians for what they’ve 
always asked for—a good history and physical 
with rationale for admission, a medically appro-
priate treatment plan, a signed admission order, 
and a signed discharge order,” Wuebker says.

He recommends that case managers educate 
the physicians on all the components of certi-
fication and then review each case and make 
sure that everything is clearly and appropriately 
documented.

Case management departments need to 
develop processes to ensure that all of the 
requirements set out by CMS are clearly and 
correctly documented, Wuebker says.

Sallee suggests that case management direc-
tors encourage their staff to read the final rule 
and understand the rationale behind it. 

“If the case managers understand why they 
are being asked to do what they are asked to do, 
they can explain it better to the physicians,” she 
says.  n

Medicare audit program 
still going strong
Make sure requirements of IPPS are met 

Don’t be fooled into thinking that the 
Medicare auditors will go away just 

because the Centers for Medicare & Medicaid 
Services (CMS) has declared that a stay span-
ning two midnights is presumed to be appropri-
ate for an inpatient admission.

“Auditors are still going to be looking for 
the money in any place they may find it. Just 
because CMS says there is a presumption that a 
stay is inpatient if it’s two midnights or longer 
doesn’t mean the auditors aren’t going to be 
looking at these stays. They’re going to review 
two-day stays to make sure the order is correct 
and they meet medical necessity criteria and the 
other requirements of the Inpatient Prospective 
Payment System final rule if the hospital bills 
for an inpatient stay,” says Linda Sallee, MS, 
RN, CMAC, ACM, IQCI, a director at Huron 
Healthcare with headquarters in Chicago.

All of the Medicare auditors are likely to look 
at two-day stays for trends just as they do now, 
adds Kathleen Miodonski, RN, BSN, CMAC, 
manager for The Camden Group, a national 
healthcare consulting firm based in Los Angeles.

“They’re already looking at hospital Program 
for Evaluating Payment Patterns Electronic 
Reports (PEPPER) and tracking medical neces-
sity when hospitals keep patients three days and 
transfer them to a skilled nursing facility. That’s 
not going to change,” she says.

Hospitals that appear to be gaming the sys-
tem and keeping patients for two days to get 
inpatient reimbursement will be subject to 
more audits, Miodonski says. “This makes it 
even more important for case managers to use 
diligence in applying criteria and supporting 
physicians in documenting a true and complete 
picture of the patient,” she says.

The auditors are likely to spend a lot of 
time looking at cases where patients stay three 
midnights and are transferred to a skilled 
nursing facility, adds Deborah Hale, CCS, 
CCDS, president and chief executive officer of 
Administrative Consultant Service, a healthcare 
consulting firm based in Shawnee, OK.

“There are occasions when it is determined 
that a patient did not meet the test of medical 
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necessity for the entire three-day inpatient quali-
fying stay but they did need skilled care. Should 
CMS deny the inpatient stay but determine that 
the services provided during the three-day stay 
were medically necessary, the skilled nursing 
facility stay would not be denied as non-cov-
ered,” she says.

There are situations when a one-midnight 
stay is appropriate for an inpatient stay, points 
out Ralph Wuebker, MD, MBA, chief medi-
cal officer for Executive Health Resources, a 
Newton Square, PA, healthcare consulting firm. 
These include when a patient has a procedure 
on the Medicare inpatient-only list, if a patient 
leaves against medical advice, is transferred to 
another hospital, or dies.

“There are going to be other exceptions, 
such as when patients come in very sick and the 
physician expects them to stay over two mid-
nights and the patients get better quicker than 
expected and go home the next day. But these 
are rare events,” Wuebker says.

In those cases, if the medical record is clearly 
documented so the auditor can clearly see that 
the physician had the expectation that the 
patient would stay two midnights and the stay 
was medically appropriate, the hospital stay 
should not be denied, he adds.

The emphasis on documentation makes it 
important to have case managers on hand to 
assist the physicians at least during peak hours, 
Miodonski says. She suggests that hospitals 
look at the cases in which they are losing reim-
bursement because of the various Medicare 
auditors’ denials, where the decisions are being 
made in those denied cases, and look at the 
return-on-investment the hospital may expect if 
it adds case management staff and denials are 
reduced.

“It would be great to have case managers on 
duty 24-7, but it may not be possible, particu-
larly in smaller hospitals,” Sallee says. Cover 
peak hours and put tools in place so supervisors 
can assist the physicians in off-peak hours, she 
suggests.

“In the final rule, CMS says that a case man-
ager should be available at all times to sup-
port physicians. Clearly, this is an unfunded 
mandate and something most hospitals cannot 
afford,” Hale says.

Hospitals do need to have case managers 
at any point of entry into the hospital, Hale 
says. “Every hospital is different. It depends on 

which door has the highest volume and is most 
problematic,” Hale says. For instance, a surgi-
cal specialty hospital might not need case man-
agers in the emergency department, but may 
need more than one in surgery scheduling.

In Hale’s experience, the first thing many 
hospitals should consider is adding case man-
agers to review surgeries and procedures in 
the cardiac catheterization laboratory. “The 
inpatient versus outpatient decisions are fre-
quently incorrect in these areas and often there 
is nobody there to make sure they are correct at 
the outset,” she says.  n

Redesign links CMs,
primary care
CMs, SWs work in the hospital, MD offices

By changing the orientation of case managers 
and social workers at the hospital level to col-

laborate with primary care practice health coaches 
on care coordination for hospitalized patients, 
WellSpan Health is improving patient care and 
improving outcomes, says Ann Kunkel, RN, BSN, 
CPUR, corporate director of care management 
for the coordinated health organization, which 
includes four hospitals and 37 outpatient sites that 
provide services such as primary care, imaging, 
and rehabilitation in Central Pennsylvania.

The health system developed a performance 
scorecard that tracks patient experience, out-

EXECUTIVE SUMMARY
At WellSpan Health, teams that include hospital-
based case managers and social workers, and health 
coaches located in physician offices, work together 
to coordinate care.
• The case managers and social workers are assigned 
by physician and spend most of their time in the 
hospital, but are expected to spend a target of two 
hours a week at the WellSpan Medical Group physi-
cian practices.
• Practices that are not part of the WellSpan Medi-
cal Group are assigned a case manager and a social 
worker who follow their patients in the hospital but 
do not visit the practice.
• The initiative promotes communication and col-
laboration between the hospital level of care and 
primary care.
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comes, and hospitalization and has seen improve-
ment in all three dimensions since the initiative 
began, says Karen Jones, MD, director of quality 
and innovation for WellSpan Medical Group.

Care for hospitalized patients is coordinated by 
a three-person care coordination team, a health 
coach located at the physician practice, and a hos-
pital-based case manager and social worker. The 
case managers and social workers spend the major-
ity of their time in the hospital setting with a target 
of spending at least two hours a week in the office 
to assist the health coach in following up after dis-
charge when needed. (For a look at how the team 
works together, see related article on page 172.)

The care coordination team communicates 
every day to ensure that the treatment team in the 
hospital and at the practice have the information 
they need to care for the patient and that all of the 
patient’s discharge needs are met. The team also 
reviews at-risk and vulnerable patients to assess 
their care plans and come up with ways of engag-
ing patients to achieve healthier outcomes.

The initiative was begun as the health system 
reviewed its mission and strategic plan as part 
of its transformation to an accountable care 
organization.

“We thought we were patient-centered before, 
but this project has shown us that we were patient-
focused, not patient-centered. Now the patient is 
the center of everything we do, and the inpatient 
team and physician office team are collaborating to 
provide continuity in care,” Kunkel says.

A key component of the program is assigning 
case managers and social workers to primary care 
practices, says Marsha Braucher, RN-BC CPUR, 
director of acute care management.

Originally, the case management team was 
assigned by unit. In July 2012, the case manage-
ment department began shifting to assigning case 
managers to primary care practices.

“We found that as patients move from unit to 
unit, the staff is focused on the patients’ needs on 
that unit, but no one had the full picture of the 
patients’ care across the continuum,” Braucher 
says.

The case managers and social workers are 
assigned by physician practice throughout the hos-
pital except for four areas: women and children 
care, maternity and the neonatal intensive care 
unit; the emergency department, trauma unit, and 
behavioral health, says Amy Shuttlesworth, BSW, 
manager of social services. “We have found that 
the practice-based care coordination staff some-

times continues to follow patients in those areas, 
and we plan to add these areas into the model over 
time,” she adds.

The hospital started the initiative by assigning 
case managers and social workers to 14 practices 
but soon brought the entire department online, 
assigning the staff by physician. “We soon rec-
ognized that we needed to change the orientation 
across the department. Having unit-based and 
primary care-based case management staff is too 
difficult to manage,” Braucher says.

Admitting physicians who are not part of the 
WellSpan Medical Group are assigned case manag-
ers and social workers, but the team doesn’t visit 
their offices, says Kim Romoser, CPUR, manager 
of appeals. “It works best to assign a team to the 
non-medical group the same way we assign teams 
to the practices in our medical group to provide 
continuity as patients come in and out of the 
hospital,” she adds. For instance, if patients are 
admitted with pneumonia and come back later for 
surgery or a cardiac event, they have the same case 
managers and social workers they know and who 
are familiar with their medical history, she adds.

The program started in 2011 when, as part 
of its patient-centered medical home initiative, 
WellSpan Medical Group conducted a pilot project 
using case managers as health coaches within three 
practices. “They found there was a component 
missing. The case manager was spending a lot of 
time on social work-related issues. We brought a 
team together to determine how to provide this 
missing component to the practice setting,” says 
Laurie Brown, RN, clinical director of quality and 
innovation for WellSpan Medical Group.

The team determined early on that part of the 
problem was that the hospital team did not have 
an ongoing relationship with patients as they 
moved through the continuum of care.

“There is such a revolving door in the hospital, 
and the staff’s loyalty and focus was on patients 
while they were on the unit. We have come to 
realize the value of having an ongoing relation-
ship with the patients. We did not appreciate how 
changing our focus actually increased accountabil-
ity for the patients, families, and the staff,” Kunkel 
says.

The team also determined that hospital-based 
staff were unfamiliar with the day-to-day opera-
tions of a primary care office. “Most case manag-
ers and social workers have backgrounds only 
in acute care and don’t know what goes on in a 
physician office. We had a lot of discussions about 
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how they can work with the team in the office,” 
Braucher says.

Before the initiative was rolled out, the hos-
pital placed a social worker in a physician office 
as a pilot to learn about how the physician office 
works and share the information with their peers.

As part of the redesign, the hospital system 
added eight FTEs in case management, and the 
medical group continues to evolve the health coach 
role, Kunkel says.

“The restructuring has been very hard for the 
case management team as well as for the practices, 
but we can see that the care coordination teams 
have had a meaningful impact on patient lives,” 
she says.  n

Team approach improves 
care coordination
Communication is key to success

Within the first two weeks that WellSpan 
Health has rolled out its care coordina-

tion team model in each physician practice, 
there’s been a significant success story that 
would not have been possible before team mem-
bers at the practice and hospital were working 
together, says Ann Kunkel, RN, BSN, CPUR, 
corporate director of care management for the 
healthcare system.

“We have prevented a suicide and helped 
families in crisis when neither the physi-
cian practice nor the hospital medical team 
would have understood the whole picture on 
their own. We have been able to advocate for 
patients who were being taken advantage of 
financially and socially, and have been more 
involved with helping patients understand 
meaningful healthcare goals,” she says.

One of the keys to success is constant com-
munication between the health coaches at the 
physician practice and the hospital-based case 
managers and social workers, she says. Each 
case manager and social worker is assigned to 
a primary care practice and, with the health 
coach, coordinates care for all of its high-risk 
patients. The hospital-based team has a confer-
ence call huddle every day with the health coach 
in the physician practice they support and dis-
cusses all hospitalized patients.

Here’s how the process works:

When Ms. Smith, a patient of Dr. Brown’s 
medical group is admitted, her name shows 
up on the census of the case manager-social 
worker team assigned to Dr. Brown. The team 
visits Ms. Smith, reviews the chart and assesses 
the reasons for admission, the treatment plan, 
anticipated discharge date, and discharge plan-
ning needs. They discuss Ms. Smith and any 
other hospitalized patients from the practice 
during the daily conference call with the health 
coach at the physician practice. The team mem-
bers share the information each has about Ms. 
Smith, her medical history, any comorbidities 
she may have, what’s happening during the hos-
pital stay, her potential discharge destination, 
and what she’ll need for a successful discharge. 
The hospital team updates the health coach 
each day while Ms. Smith is in the hospital.

The team uses a risk stratification tool, based 
on utilization and practice data, to identify 
patients who may be at risk for readmission. 
Factors include elevated blood pressure, tak-
ing more than 20 medications, reported falls, 
chronic conditions, and utilization issues, such 
as multiple emergency department visits.

After discharge, the health coaches follow up 
with the patients by telephone to confirm dis-
charge medications and reconcile them with the 
medications on the list the office has. They go 
over the discharge plan, discuss patient adher-
ence, review discharge instructions, and make 
sure a follow-up appointment is scheduled. The 
health coach can call on the hospital team if the 
patient needs extra assistance.

“The hospital staff used to make the follow-
up calls but found that patients didn’t make the 
connection to their physician office. Now they 
receive a phone call from someone they know 
in their doctor’s office, and this reinforces the 
patient-centered medical home environment,” 
says Laurie Brown, RN, clinical director of 
quality and innovation for WellSpan Medical 
Group. The hospital team makes the follow-up 
call to patients whose physician is not part of 
the medical group.

In the past, the hospital would send patients 
home with discharge instructions and refer-
rals for community services or applications for 
assistance and encourage them to follow their 
treatment plan. “Once they left, we had more 
patients coming in and we didn’t follow up 
with those who had been discharged. Accessing 
resources can be daunting under the best of 



December 2013 / hospital case management ™  173

circumstances, but particularly when someone 
has just gone home from the hospital. Now the 
health coach can encourage the patients to fol-
low their treatment plan and get the resources 
and help they need,” Kunkel says.

The initiative has really changed the perspec-
tive of staff and patients, says Karen Jones, MD, 
director of quality and innovation for WellSpan 
Medical Group. “A social worker shared that 
prior to this approach, she felt her patients were 
falling into an abyss when they left the hospital 
because she never knew what happened to them 
after discharge,” she adds.  n

Helping patients under-
stand their insurance 
Plans with $20,000 deductible in marketplace

Patient access employees probably believe that 
insurance companies have an obligation to fully 
inform consumers about the coverage they’re 

getting. Unfortunately, this belief doesn’t always 
translate into reality.

“It’s easy to say that the payer should be doing 
this, and most do try hard to explain. But as benefit 
plans get more complex, members don’t often fully 
understand their benefits,” says Jen Nichols, senior 
director of revenue cycle operations at Kaleida Health 
in Buffalo, NY.

Nichols is seeing plans with an out-of-pocket 
maximum in the tens of thousands. “Unfortunately 
that is not uncommon these days. Where in the past 
a patient might have had a $2,000 maximum, now 
$20,000 plans are in the marketplace,” she says. 
“Folks used to having a more robust benefit package 
are trying to adjust to this new reality.”

Patient access employees at Ochsner Health 
Systems — Baton Rouge (LA) Region are seeing an 
influx of patients with plans ranging from major 
medical, limited medical, mini-medical, micro-med-
ical, and medical discount. “These plans advertise 
themselves to the public as ‘innovative,’ but really, 
some are only good for catastrophic purposes,” says 
Elizabeth H. Broadway, CHAM, director of patient 
access and business services.

Patient access staff must step up to fill the role 
of informing patients about their coverage, argues 
Nichols.

“For the last several years, having a really robust 
pre-arrival department was considered a best prac-

tice,” says Nichols. This best practice means that 
patient access intervenes just prior to scheduled ser-
vices or sometimes when patients are shopping for 
quotes. 

This step is still important to do very well, she 
says, but Kaleida’s patient access employees are tak-
ing it a step further. “There is a role for us to play 
in helping patients to understand their benefits even 
before the patient has presented on the pathway to 
services,” says Nichols. 

Financial counselors, called “navigators,” now 
provide outreach in the community to assist patients 
in enrolling in Medicaid and exchange plans, even 
prior to needing healthcare services. Nichols says 
the outreach makes it less likely patients will pres-
ent for catastrophic — and costly — events, since 
they’ll presumably be getting better preventive care. 
“This will help patients to be healthier ahead of 
time, so they hopefully don’t need us for a costly, 
catastrophic illness that may put both their personal 
finances, as well as hospital revenue, at risk,” she 
says. If patients do present for a catastrophic illness, 
they will have the security of having some level of 
coverage to assist them. 

Previously, patient access were stuck in a “reac-
tive” mode, says Nichols. Staff waited for a patient 
to contact them or waited for a physician to refer 
them, before helping them to obtain coverage or 
understand their existing coverage. “We now have 
an opportunity to be proactive, to help patients 
enroll even before they need us. So when they do 
need us, they are well-covered,” says Nichols. “That 
takes the anxiety off the patient. It is one less thing 
to worry about.”

If patients present for services without insurance, 
the financial navigators still help them to apply and 
enroll in traditional Medicaid or any of the nine 
plans available through the state’s exchange. 

“We are not an insurance broker and we make no 
profit on this,” Nichols explains. “We are trying to 
help patients sign up early for coverage and connect 
them with the right coverage plan.”

Earlier is better

Whether patients are presenting for services, or do 
not need coverage yet, patient access employees take 
the approach “the earlier in the process, the better,” 
says Nichols.

Employees use an internally developed applica-
tion to provide accurate, timely quotes to patients. 
“Resolving finances early on reduces stress on the 
patient. It also clearly reduces our cost to collect,” 
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Stop needless
and costly write-offs
Hundreds of thousands in revenue at stake

A simple communication process has reduced 
writeoffs by hundreds of thousands of dol-

lars at Milwaukee-based Wheaton Franciscan 
Healthcare. 

“We had a huge problem with radiology proce-
dures changing, but we have resolved the issue,” 
says Kim Gehl, manager of patient access, central 

completed the form, the claim will automatically 
be denied for COB by Blue Cross, even though 
Blue Cross is actually the patient’s primary.

To stop these denials, staff members now 
ask every patient with Blue Cross to complete 
the form, and it’s faxed to Blue Cross directly. 
Associates scan a copy of the form into the docu-
ment management system, so if the billing office 
gets a denial for COB, they can just pull it up, 
print it, and mail it in with the claim.

The form needs to be signed by the subscriber, 
however, and that individual isn’t always there 
to do so. “We make it as easy as we can. We give 
them an envelope to mail it in,” Ascencio says. 

Notation in system

Joan Braveman, corporate director of patient 
access, estimates that about 700 denials occurred 
in Lourdes’ three emergency departments (EDs) in 
the previous six months, comprising 50% of all 
claims denials.

“Where we have the biggest issue is the ED: 
Sometimes you just don’t have the time to be as 
thorough as needed,” says Braveman.

If registrars know that an ED patient’s Medicare 
is the primary, they put a note in the system stat-
ing, “This is definitely a Medicare primary. The 
patient’s pneumonia has nothing to do with the 
broken arm he sustained in the auto accident.”

The lead registrar in the ED reviews accounts 
to see if any denials involving Medicare can be 
avoided. “We see if there is any opportunity to 
clean up the account,” says Braveman. “We have 
a bill hold of four days. So anything we do before 
then, other than causing rework on our part, is ‘no 
harm, no foul.’” n

Medicare is primary, 
but claim still denied?

Sometimes an insurance verification system says 
a patient’s Medicare coverage is secondary, but 

patient access staff members know otherwise. Rita 
Ascencio, insurance manager at Lourdes Health 
System in Camden, NJ, doesn’t just ask patients 
to go home and straighten it out with Medicare. 
Ascencio makes the call for them and asks the 
patient to resolve the matter right away. 

“By dialing the number and handing them the 
phone, we know for sure that they are letting 
Medicare know,” she explains. “Only the patient 
can do that. And if something comes up in the con-
versation that the patient needs help with, we can 
become involved.”

In some cases, Auto is still listed as the pri-
mary payer due to a car accident the patient had 
many years earlier. In other cases, the patient’s 
spouse was still working when the patient became 
Medicare-eligible, and the spouse’s coverage is still 
listed as the primary. 

These Coordination of Benefits (COB) issues 
are the number one reason for claims denials at 
Lourdes. “A lot of that is between Medicare and 
Blue Cross, because they do a lot of finger point-
ing,” says Ascencio. “Each payer says the other is 
the primary.”

One problem is that Blue Cross requires that 
each subscriber complete a COB form once a year, 
asking about other coverage. If the patient has not 

says Nichols. 
If no one educates patients on their coverage, it 

causes problems for the patient and the hospital, due 
to a longer time to collect, increased bad debt, and 
less reimbursement, says Nichols. 

“Then there is the goodwill factor,” says Nichols. 
“It’s hard to quantify that. But if we are upfront 
with patients, they might not like what we tell them, 
but they believe we are a committed partner with 
them.” 

At Mercy Hospital in Springfield, MO, some 
patients consider cancelling surgery due to high out-
of-pocket amounts. “We offer a low-interest bank 
loan and payment arrangements to enable them 
to go ahead with surgery,” says Rebecca Holman, 
CHAM, patient access manager.  n
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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 

regulatory issues related to the profession of 
case management

• describe how the clinical, administrative or 
regulatory issues particular to the profession of 
case management affect patients, case manag-
ers, hospitals or the healthcare industry at large 

• discuss solutions to the problems facing case 
managers based on independent recommen-
dations from clinicians at individual institutions 
or other authorities.  

n How your peers are 
preventing readmissions.

n Dealing with super 
users in the ED.

n Partner with 
pharmacists to prevent 
readmissions.

n How to engage 
patients in their 
healthcare.

COMING IN FUTURE MONTHS

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 provid-
ed references for further research.
2. Log on to www.cmecity.com to take a post-
test; tests can be taken after each issue or collec-
tively 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 semester, your browser will be automatically 
directed to the activity 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

scheduling, and central precertification. 
Patient access leaders worked with the radiol-

ogy department and developed a communica-
tion tool. This form is one that the servicing 
department completes and faxes to the central 
precertification department. They do this step 
anytime the procedure changes from what was 
authorized.

“The department knows what was autho-
rized, as that information is provided to the ser-
vicing department,” Gehl explains.” 

These steps are taken when a procedure 
changes from what originally was authorized:

1. The fax from the servicing department is 
received in central precertification. 

“The form is faxed the same day the new pro-
cedure was done,” she says. “This notification 
is a trigger to the precertification department to 
update or obtain a new authorization.”

2. The precertification rep contacts the insur-
ance company to obtain a new authorization for 
the new procedure or additional service. 

3. The information is documented in the bill-
ing system. 

Team effort needed 

At Danbury (CT) Hospital, patient access 
associates strive to offer customers same-day 
scheduling if at all possible, reports patient 
access director Cindy Thomas Lowe, CHAM. 
This creates challenges in obtaining the neces-
sary preauthorization, however. 

“Most times, we are able to accommodate the 
need,” Lowe says. “It takes a team. Some of the 
challenges are required test preparations, pre-
certification in order to get paid for the testing, 
and then making sure demand can be met.”

The team effort involves scheduling with 
a member of the department where the test 
will be performed, and financial clearance to 
verify benefits and review authorization needs. 
“Usually, a nurse from the physician’s office 
is available for a quick peer-to-peer [consulta-
tion],” says Lowe. 

The hospital has found that its freestanding 
facilities have the competitive edge on same-day 
testing. 

“We are trying to meet the demand to so that 
physicians and patients look to us for their ser-
vice,” says Lowe. “Physicians usually drive this 
sort of testing. We need to market the ability to 
take care of their patients.” n
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1. Deborah Hale, CCS, CCDS, president and chief 
executive officer of Administrative Consul-
tant Service, says that although the Inpatient 
Prospective Payment System final rule for 2014 
says that stays that span two midnights will be 
presumed to be appropriate inpatient stays, 
hospitals should not be telling physicians to 
keep patients an extra night to qualify for an 
inpatient reimbursement. 

 A. True
 B. False

2. According to Linda Sallee, MS, RN, CMAC, ACM, 
IQCI, director for Huron Healthcare, what is 
the most effective way for case managers to 
educate physicians about the requirements 
of the Inpatient Prospective Payment System 
final rule?

 A. Formal education at medical staff meetings.
 B. Posters in the doctor’s lounge.
 C. Educational cards they can slip in their 

pockets.
 D. One-on-one discussions.

3. According to Ralph Wuebker, MD, MBA, chief 
medical officer for Executive Health Resources, 
when is a one-day inpatient stay appropriate? 

 A. When a patient has a procedure on the 
Medicare Inpatient Only list.

 B. When a patient leaves against medical ad-
vice, is transferred to another facility, or dies.

 C. When a patient comes in very sick and the 
physician expects him to stay over two mid-
nights and the patient gets better quicker 
than expected and goes home the next day.

 D. All of the above.

4. WellSpan Health’s case managers and social 
workers are assigned by primary care practice 
and coordinate care with a health coach at the 
physician office. What is the targeted amount 
of time they spend at the physician office? 

 A. Two hours a week.
 B. Four hours a week.
 C. One day a week.
 D. One day a month.
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Toni Cesta, PhD, RN, FAAN

Introduction

This month we are continuing with our two-
part series on Medicare’s new guidelines for the 
Conditions of Participation (CoP) for discharge 
planning (www.cms.gov/cfcsandcops/).

Last month we began to review the guidelines, 
which were published by CMS in 2013. As we dis-
cussed, CMS provides the interpretive guidelines 
as a resource for case managers and discharge 
planners but also states that providers are not 
bound to them. So, as case managers, we should 
think of them as informational only. However, the 
guidelines can be very useful when questions arise 
as to the intent of some portion of the CoP for dis-
charge planning. Case managers should find these 
guidelines helpful for this purpose. 

Interpretive Guidelines for 482.43(c)(6)

This section discusses the hospital’s role in the 
discharge planning process for patients transition-
ing to a home health agency (HHA) or skilled 
nursing facility (SNF). This particular section has 
caused some confusion for case managers and 
discharge planners over the years, so I think it is 
important to quote the section here:

“The hospital must include in the discharge 
plan a list of HHAs or SNFs that are available to 
the patient, that are participating in the Medicare 
program, and that serve the geographic area (as 
defined by the HHA) in which the patient resides, 
or in the case of a SNF, in the geographic area 
requested by the patient. HHAs must request to be 
listed by the hospital as available.”

As case managers, we are only required to give 
this list, sometimes referred to as the “choice list,” 
to patients for whom home health or skilled nurs-
ing services are indicated and appropriate.

Managed care patients are handled slightly 
differently. The choice list given to patients par-
ticipating in managed care plans must include 
those HHAs and SNFs that are available via a 
contract with the patient’s specific managed care 
organization. 

Finally, the hospital must document that the list 
was presented to the patient or their representative 
in the medical record. 

Interpretive Guidelines for Section 
482.43(c)(7)

For discharge planners and case managers, 
the CoP is very specific about ensuring that the 
hospital informs the patient or the patient’s repre-
sentative of the right to choose among participat-
ing Medicare providers of post-hospital services. 
Whenever possible, the hospital must respect the 
preferences of the patient and family when they 
are expressed. The hospital must not specify or 
limit the qualified providers that are available to 
the patient. 

Interpretive Guidelines for Section 
482.43(c)(8)

This section has to do with any HHAs or SNFs 
that your hospital may have a financial interest 
in, either through affiliation or ownership of such 
an entity. If there is such an affiliation or owner-
ship, then you must disclose this information to 
the patient. Conversely, if an HHA or SNF has 

Centers for Medicare and Medicaid Services – New 
Interpretative Guidelines for the Conditions of 
Participation for Discharge Planning – Part 2

CASE MANAGEMENT 
INSIDER

Case manager to case manager
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a financial interest in the hospital, the same dis-
closure would apply. If you are not sure whether 
your hospital has a financial interest in a particular 
entity, you can refer to the provisions of Part 420, 
Subpart C of this section. 

Interpretive Guidelines for 482.43(c)(6), 
482.43(c)7) and 482.43(c)(8)

As discussed above, this section continues to 
explain that the hospital must include a list of 
Medicare-participating home health agencies 
(HHAs) and skilled nursing facilities (SNFs) in 
the discharge plan for those patients whose dis-
charge plan indicates that they will need these 
services after leaving the hospital. 

Medicare defines extended care services in the 
following way. Your department should be sure 
to include this precise definition in its policies and 
procedures for discharge planning.

“Extended care services” are defined at sections 
1861(h) and (i) of the Social Security Act as items 
or services furnished in a skilled nursing facility 
(SNF). SNFs included on the list must be located in 
a geographic area that the patient or patient’s rep-
resentative indicated that he or she prefers. 

For home health agencies (HHAs), the list must 
consist of Medicare participating HHAs that 
have requested the hospital to be listed and which 
serve the geographic area where the patient lives. 
Hospitals may expect the HHA to define its geo-
graphic service area when it submits its request to 
be listed. 

While you are performing the discharge plan-
ning process, the hospital must inform the patient 
of his or her freedom to choose among Medicare-
participating providers. As a discharge planner / 
case manager, you are not allowed to direct the 
patient to specific providers or otherwise limit 
which qualified providers the patient may choose 
from. 

Hospitals may develop their own lists or print 
a list of skilled nursing facilities and home health 
agencies in the appropriate geographic areas from 
the CMS websites.

If your hospital does not have a list, you may 
want to access http://www.medicare.gov/nursing-
homecompare/search.html for nursing homes and 
www.medicare.gov/homehealthcompare for home 
health agencies. 

If your hospital does use its own list, it is 
expected to update the list at least annually (69 F 
49226, August 11, 2004).

Other Information on Choice Lists 

You may also want to refer your patients and 
families to the Nursing Home Compare and 
Home Health Compare websites for additional 
information on any of the Medicare participat-
ing home health agencies and nursing facilities. 

If patients and families are interested in 
additional information, you can advise them 
that the Nursing Home Compare site includes 
overall performance ratings, characteristics 
of the nursing home, performance on quality 
measures, inspection results, and nursing staff 
information.

The Home Health Compare website provides 
details about every Medicare-certified home 
health agency in the country. Included on the 
website are quality indicators such as manag-
ing daily activities, managing pain and treat-
ing symptoms, treating wounds and preventing 
pressure sores, preventing harm, and preventing 
unplanned hospital care. 

In addition to the resources cited above, there 
are others resources that you and your patients 
can access. You can refer the patient to indi-
vidual state agency websites, the Long-Term Care 
Ombudsmen Program, protection and advocacy 
organizations, citizen advocacy groups, area 
agencies on aging, centers for independent liv-
ing, and aging and disability resource centers. 
These agencies can provide additional informa-
tion on long-term care facilities and other types 
of post-hospital care. Some patients and families 
may find this information helpful to them as they 
make decisions regarding post-acute care options. 

CMS also guides you on how to manage 
patients enrolled in managed care plans. If your 
patient is enrolled in a managed care plan that 
utilizes a network of preferred providers, then the 
hospital must make every reasonable attempt to 
limit the list to those HHAs or SNFs that partici-
pate in the insurer’s network of providers. This 
list will be dependent on the information pro-
vided by the insurer in which the preferred pro-
viders are disclosed. 

If your hospital has a financial interest in a 
home health agency or skilled nursing facility that 
is disclosable, then these facts must also be stated 
on the list provided to the patient. The hospital 
is required to know when disclosure is necessary 
and to comply with this requirement. 

When the patient or family has expressed 
a preference, the hospital must make every 
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attempt to arrange the post-discharge care with 
an HHA or SNF that meets these preferences. 
If this is not possible, due to bed availability or 
other reason, the hospital must document the 
reason(s) why the patient’s preference could not 
be fulfilled in the medical record. In addition, 
the reason must be explained to the patient. The 
case manager should document this conversa-
tion in the medical record as well. 

Standard 482.43(d): Transfer or Referral 

This standard states the following: “The hos-
pital must transfer or refer patients, along with 
necessary medical information, to appropriate 
facilities, agencies, or outpatient services, as 
needed, for follow-up or ancillary care.”

Interpretive Guidelines 482.43(d)

The intent of this standard is to ensure that 
patients receive appropriate post-hospital care 
and that this care is arranged, as applicable, to 
include transfer to appropriate facilities or refer-
rals to follow-up ambulatory care services.

Appropriate facilities, agencies or outpatient 
services refer to entities such as skilled nursing 
facilities, nursing facilities, health home agen-
cies, hospice agencies, mental health agencies, 
dialysis centers, suppliers of durable medical 
equipment, suppliers of physical and occupa-
tional therapy, physician’s offices, etc., which 
offer post-acute services as needed by the 
patient and identified in the discharge plan. 
Although this does not include non-healthcare 
entities, hospitals are still encouraged to make 
appropriate referrals to community-based 
resources that may offer transportation, meal 
preparation, and any other services that may 
play a role in the positive recovery of your 
patient. CMS also stipulates that appropriate 
facilities may also include other hospitals to 
which the patient is transferred for follow-up 
care, such as rehabilitation hospitals, long-term 
care hospitals, or even other short-term acute 
care hospitals.

Transfer of Paperwork

As discharge planners, case managers must 
also ensure that the proper paperwork is pro-
vided for patients being transferred or dis-
charged home with services. In addition, case 

managers are required to inform the patient’s 
physician of the outcome of the hospital treat-
ment and the patient’s follow-up care needs. 
This can be accomplished through an electronic 
medical record summary and/or a phone call 
to that physician.  Electronic communication is 
always preferred as it is more likely to be done 
automatically and timely.

As case managers, we must always consider 
the continuum of care in our communication 
around discharge planning activities. As the 
health care environment continues to change, 
we must remain aware of the community-based 
providers caring for our patients as they are dis-
charged back into the community. If your hos-
pital uses a hospitalist model, this is even more 
important. The community-based physician 
needs to be informed as to the outcomes of the 
hospital care and the post-hospital care arrange-
ments that may have been made. In a hospital-
ist model, it is conceivable that the patient’s 
physician may have had no interaction with the 
patient throughout the course of the hospital 
stay.

Information can be exchanged during these 
interactions, some of which can help to facili-
tate a reduction in readmissions or unnecessary 
visits to the emergency department. This might 
include changes to the patient’s pre-admission 
medication regimen or other elements of the 
post-discharge plan that the community-based 
physician should know about. So, in addition 
to electronic transfer of information, a verbal 
hand-off of information should also take place.

The CoP recommends the following medical 
information to be included. You may want to 
consider hardwiring this process through the use 
of a “case management transfer summary form.” 
In this way, you can ensure that the same, stan-
dardized information is passed every time a 
patient leaves the hospital.

Medical Information for Transfer or 
Referral

p A brief summary of the reason for hospital-
ization. (This may be the hospital discharge sum-
mary if appropriate.)
p The principal diagnosis.
p A brief description of the hospital course of 

treatment.
p The patient’s condition at discharge, includ-

ing cognitive status, functional status and social 
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supports needed.
p The patient’s medication list. This list 

MUST be reconciled during the patient’s hospital 
stay to identify any changes made during the hos-
pitalization. This should include over-the-counter 
and herbal medications.
p A list of drug allergies and interactions.
p Pending laboratory work or test results. 

This is extremely important for the community-
based physician to know so that he can follow up 
on the results and not duplicate the tests as well!
p For patients being transferred to another 

facility, a copy of any advance directives should 
be included.
p For patients going home:

• A copy of the care instructions given to 
the patient or family caregiver while they 
were in the hospital.
• If applicable, a list of follow-up appoint-
ments with community-based providers.
• For patients with no established relation-
ship with a practitioner, an appointment 
with a potential primary care provider, or 
health clinic, so that a relationship with a 
primary care provider can be established.

The Importance of Follow-Up 
Appointments

Post-discharge follow-up appointments have 
been demonstrated to be one important way to 
reduce hospital readmissions. A follow-up visit 
should take place shortly after a hospital dis-
charge so that the patient has an opportunity 
to discuss any issues or concerns resulting from 
the hospitalization. It also gives the physician a 
chance to review and reinforce the post-hospital 
plan of care with the patient, for rehab to begin 
in a timely manner, and to clarify any concerns 
related to medication management or any other 
adjustments that might be needed to the pre-
hospitalization plan of care.

You may find, as you look at your own 
process in assisting patients with follow-up 
appointments, that your process is not “hard-
wired.” Hard-wiring a process means that the 
process is such that no patients fall through the 
cracks. As case managers, we have not routinely 
performed this function as part of the discharge 
planning process. However, with all the changes 
in health care reimbursement, your hospital 
needs to be sure that you have a process that is 
standardized and consistent.

Standard 483.43(e): Reassessment

This standard states the following: “The hos-
pital must reassess its discharge planning process 
on an on-going basis. The reassessment must 
include a review of discharge plans to ensure that 
they are responsive to discharge needs.”

CMS considers your reassessment of your dis-
charge planning program as part of the hospital-
wide quality improvement program. Therefore, 
you should be demonstrating the performance of 
this reassessment on an annual basis. The reas-
sessment should include the following:

• A review of discharge plans in closed medical 
records to determine whether they were respon-
sive to the patient’s post-discharge needs. 

• Did the discharge plan result in a readmis-
sion, and was it avoidable?

• You should track one interval of readmission 
– 7, 15, 30 days or longer, on at least a quarterly 
basis.

• You should be reviewing a sample of 10% or 
15 cases per quarter (whichever is larger) in order 
to determine whether there was an appropriate 
planning evaluation, discharge plan and imple-
mentation of the discharge plan.

You should also have a process to follow up 
on trends identified through analysis of readmis-
sions. Examples might include readmission fol-
lowing post-operative infections, discharges from 
a particular unit, or discharges with the same 
diagnoses. You must analyze your hospital’s pat-
terns and trends to better understand where you 
need to focus in reducing your own readmissions 
to the hospital.

Once you have identified these, or any other 
issues, you are then expected to re-review your 
policies and procedures to ensure that they 
address any issues that may be correctable.

Summary

The Conditions of Participation for Discharge 
Planning are the case manager’s guide as to how 
to correctly develop, implement and re-assess a 
hospital discharge planning program. Virtually 
any questions you may have as to how to conduct 
the discharge planning process can be found in 
the CoP. As case managers, we should never have 
to guess as to what the “right thing” is to do as 
it relates to discharge planning. Referring to the 
CoP any time a question comes up will always 
lead you in the right direction.  n
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