
Meet the challenge of discharging 
patients with no way to pay
It takes creativity to meet post-hospital needs 

Unfunded patients, whether they are homeless, undocumented, 
or just uninsured, often have tremendous barriers to a safe dis-
charge, particularly if they need post-discharge services.

Finding post-discharge services for patients who no longer meet inpa-
tient criteria but don’t have funding for the services they need is a chal-
lenge that every hospital in the country struggles with every day, says 
Teresa Gonzalvo, RN, BSN, MPH, CPHQ, ACM, vice president for care 
coordination for Sentara Healthcare with headquarters in Norfolk, VA. 

“We have to look for innovative solutions. Unfunded patients very 
often need healthcare services after discharge. This is a very challeng-
ing situation because there are times that no facility will welcome an 
unfunded patient,” she says.

When patients no longer need acute inpatient care, keeping them 
in the hospital is not the best answer for the patient or the hospital, 
Gonzalvo says. It’s often more cost-efficient for the hospital to pay 
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EXECUTIVE SUMMARY
Case managers and social workers have to look for creative solutions as hos-
pitals struggle with finding a safe discharge for uninsured, undocumented, 
and homeless patients.
• It’s often more cost-effective for hospitals to pay for post-discharge care 
rather than keeping unfunded patients as inpatients after they no longer 
meet acute care criteria.
• Undocumented patients sometimes want to go back to their home coun-
try for post-discharge care, but many have families in this country who are 
willing to care for them.
• Some homeless patients have families who are looking for them, but some 
have been on the street for many years and want to be discharged to the 
only living situation they know.
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for a lower level of care, and it frees up beds for 
patients who do need inpatient care and who can 
pay, she adds. “Additionally, it is more benefi-
cial for patients to receive the discharge services 
they need,” she says. (For a look at how Sentara 
Healthcare has partnered with post-acute provid-
ers, see related article on page 51.)

Unfunded patients, whether they are homeless, 
uninsured, or undocumented, present unique chal-
lenges when it comes to lining up post-discharge 
services, points out William Gross, LCSW, man-
ager of social work for Tampa General Hospital. 

“We treat each patient the same and assess 
every patient at Tampa General to determine 
potential barriers to discharge, but we spend a lot 
more time with patients who don’t have a funding 
source,” he adds. 

Case managers at Tampa General can tap into 
the hospital’s SWAT (Safe Ways for Alternative 
Treatment) fund to pay for post-discharge care 
for patients who would otherwise have to stay in 
the hospital. (For details on the fund and how it is 
used, see page 43.)

Challenging patients run the gamut in metro-
politan Dallas, adds Pat Wilson, RN, BSN, MBA, 
case management director at Medical City Dallas 
Hospital. 

“Undocumented patients are a major issue 
in Texas. In addition, we have one of the high-
est numbers of uninsured patients in the United 
States, and like every city, we have a homeless 
population. Each of these populations have their 
own issues and their own challenges, and there’s 
no one-size-fits-all solution,” she says. At Medical 
City Dallas Hospital, patients with complex 
discharge needs are assigned a dedicated social 
worker who follows them throughout the hospital 
stay, and starts to identify discharge needs shortly 
after admission. (For details, see related article on 
page 46.)

Undocumented patients may have a job and a 
home and family support but are living under the 
radar and are unable to apply for insurance ben-
efits. Many organizations that provide assistance 
to indigent patients are prohibited from providing 
services to undocumented patients, often elimi-
nating a lot of community resources, Gross says. 
Some undocumented patients have family in their 
native countries who can care for them and want 
to go back after discharge, but many want to stay 
in this country, he adds. 

Many patients who are undocumented have 
family members who are willing to care for them 
after discharge, says Helen Hernandez, LMSW, 
assistant director of social work/discharge 
planning specialist at Lutheran Healthcare in 
Brooklyn, NY. As trauma patients become stable, 
the nursing staff and rehab team work with the 
family to help them learn to take care of the 
patient’s needs at home.
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Many homeless patients have a basic mis-
trust of society, and it takes time to build trust, 
Hernandez adds. “We treat them with respect and 
that helps us involve them in the treatment plan,” 
she says.

Lutheran Medical Center is a Level 1 trauma 
center, which means a lot of patients come in with 
major injuries or heart attacks and have no identi-
fication. Some are unconscious. Others have men-
tal problems and can’t remember their names.

“Some appear to be homeless because they are 
dirty and unkempt, but many times someone is 
looking for them. We’ve had a lot of success in 
reuniting our patients with their family members,” 
Hernandez says. (For details on how the social 
workers track down the families and potential 
funding sources, see related article on page 45.)

Many homeless patients resist being discharged 
to a homeless shelter because they say it’s not 
safe, Wilson says. “If they are competent, we may 
discharge them back to the streets. It’s not neces-
sarily a bad thing. They are accustomed to living 
on the street and that environment is what they 
know and where they feel comfortable,” she says.

It’s more of a challenge when a homeless 
patient has medical issues that require post-
discharge treatment, Wilson says. Some homeless 
shelters accept patients with medical issues, but 
the waiting lists are often long and some patients 
simply refuse to go. In those cases, the hospital 
may keep them a little longer. For instance, if 
a patient needs wound care, the hospital may 
extend the care for a week and discharge them 
with a supply of gauze and tape.

Tampa General Hospital occasionally places 
homeless patients in a skilled nursing facility or 
assisted living facility with home health services 
until they are stable enough to go back to the 
community, Gross adds.

Uninsured patients who either can’t afford 
insurance or simply choose not to purchase it 
present a different set of challenges, and hospital 
case managers need to make sure that they are 
truly indigent, Gonzalvo says.

“Some patients come in as self-pay patients and 
we find out that they have assets such as savings 
in the bank or an insurance plan they can cash 
out. We would prefer for the family and patient 
to help with the post-acute charges rather than 
the hospital shouldering the total cost of care. If 
all else fails, we pay for part of the cost of care,” 
Gonzalvo says.

She recommends that case managers become 

familiar with all of the resources in the com-
munity and partner with agencies that provide 
discounted medical care and medication, and 
assistance with psychosocial needs. “There is 
always something to tap into,” she says.

If you are in an area that has a safety net hos-
pital that absorbs the cost of care for indigent 
patients, help your unfunded patients connect 
with those facilities, Gonzalvo suggests.

“Most patients don’t want to stay in the hos-
pital. When patients are unfunded and need care 
after discharge, we try to find family members 
who are willing to take care of them at home and, 
if necessary, we help out with the resources the 
patients will need after discharge,” Hernandez 
says.

But keep in mind that patients who are not 
mentally incapacitated have the right to choose 
their discharge plan whether you agree with them 
or not, Wilson adds.

“It doesn’t matter if patients are wealthy, unin-
sured, homeless, or undocumented, case manag-
ers have to meet them where they are to help 
them be successful and for the discharge to be 
successful,” Wilson says.  n

Fund helps CMs find 
resources for patients
Last-ditch option pays for post-acute services

When all else fails, case managers at Tampa 
General Hospital can tap into the hospital’s 

SWAT (Safe Ways for Alternative Treatment) fund 
to provide post-discharge resources and treatment 
in the community or at an alternative level of care 
for unfunded patients who otherwise would have 
to stay in the hospital.

“The case management department is expected 
to thoroughly assess any options before we use 
these resources and to justify all spending from 
the fund to ensure that it’s carefully spent. The 
fund is limited and the money only goes so far, 
but when there are no alternatives, the fund 
saves money for the hospital and helps patients 
to get home sooner. It’s a win-win situation,” 
says William Gross, LCSW, manager of social 
work for the 1,018-bed hospital.

For instance, if an unfunded patient needs two 
more weeks of IV antibiotics but otherwise is 
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EXECUTIVE SUMMARY
Tampa General Hospital has created a fund that case 
managers can use to pay for post-discharge services 
for unfunded patients when there is no other option.
• Case managers can use the fund to pay for home 
health services, a short stay in a skilled nursing facil-
ity, or other post-discharge services to free beds for 
other patients.
• Case managers and social workers huddle with the 
treatment team every day and identify challenging 
patients early in the stay.
• The case management and social work team tries to 
identify family or other community support that can 
help care for undocumented patients after discharge.

ready for discharge, the case management team 
uses a tool that allows them to determine the 
cost of continuing to provide care in the hospi-
tal. The case manager then gets a quote on the 
cost of the medication and home health infusion 
visits and compares that to the cost of keep-
ing the patient for two more weeks. “It’s often 
less expensive for the hospital to cover the cost 
of two weeks of IV antibiotics and the cost of 
administering it, or share the cost with the home 
health provider, rather than keeping the patient 
in the hospital,” Gross says.

When patients who need the post-discharge 
services are homeless, the hospital may use the 
fund to place them in assisted living centers for 
two weeks or provide transportation for them to 
come to the hospital outpatient infusion center.

The hospital runs at capacity almost year-
round, and patient throughput is a big issue, 
Gross says. “The fund offers us another way 
of discharging patients who don’t need to be in 
the hospital anymore and freeing beds for other 
patients,” he says.

The case management team has a daily 
huddle with nurses and physicians to review 
patient cases, identify clinical indicators for dis-
charge, and set an anticipated discharge date. 
The team designates each patient an A, B, or 
C patient, depending on the difficulty of his 
or her discharge plan. Patients designated “A” 
have good support at home and are likely to 
go home without post-discharge services. “B” 
patients will need services such as home health 
or durable medical equipment. Patients identi-
fied as “C” have discharge challenges. They 
may have complex medical issues or need post-
discharge services and are homeless, uninsured, 

or undocumented.
“We assess all patients across the board, but 

this process helps our team identify the chal-
lenging patients early in the stay so they can get 
started lining up discharge resources,” Gross 
says.

When patients fall into the “C” category, the 
case management team conducts an extensive 
assessment to determine the patients’ financial 
and legal status, family and other support, hous-
ing situations, medical needs, and psychosocial 
issues. They talk to patients to find out their 
desires and choices for a discharge destination, 
and then they collaborate with the patient to 
develop a discharge plan.

“We keep digging for resources that can pro-
vide what the patients need for discharge. We 
keep looking and going back to see if there might 
be other options for services for our patients,” he 
says.

The case manager may contact a sibling or 
other family member and coordinate a discharge 
to their home or call a family meeting for a dis-
cussion about care for the patient.

When patients are undocumented, the case 
management team tries to find somebody to help. 
If the patient doesn’t have a family in the area, 
they look to the community in which the patient 
lives. “We dig as deeply as we can into fam-
ily and social support. A lot of undocumented 
patients have strong support through their 
church or there may be someone in the migrant 
worker community who can step in and check on 
the patient. We try to understand where they are 
connected and reach out to those people or orga-
nizations for support,” he says.

Occasionally, a patient will want to go back 
to his or her home country. In those cases, the 
hospital may contract with an organization that 
arranges medical treatment for Latin American 
citizens in their native countries.

“We don’t do a lot of reunification. Many 
patients don’t want to go back. The majority of 
undocumented patients we treat have been in this 
country a long time. They have family and other 
relationships here and don’t want to leave. It’s 
their choice,” he says.

“Some of the homeless create a unique chal-
lenge. Once a homeless patient is stable and 
ready for discharge, our goal is to have an indi-
vidualized plan ready to implement. However, 
we help them as much as each patient will 
allow,” he says.  n
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SWs become detectives 
when patients have no ID
Missing persons database, Internet offer clues

When patients are admitted to the hospital 
with no identification and their appearance 

indicates that they may be homeless, if they are 
unconscious, confused, or otherwise unable to 
identify themselves, the Lutheran Medical Center 
social work team conducts an exhaustive search 
to find out who they are and if they have some-
one who can care for them after discharge, and 
seeks sources that can provide for post-discharge 
care to maximize quality and outcomes for the 
patient. 

“We are a Level 1 trauma center, and a lot of 
patients with complex injuries come to us when 
they are unconscious and they have no identi-
fication. We get elderly patients who wandered 
away from home and are not able to tell us who 
they are. Sometimes mentally ill patients become 
homeless but they have family members who 
are looking for them,” says Helen Hernandez, 
LMSW, assistant director of social work/dis-
charge planning specialist at Lutheran Healthcare 
in Brooklyn, NY. “All the actions the team takes 
to identify a patient or family are in compliance 
with HIPAA regulations and to protect patient 
confidentiality,” she adds.

The social work team starts by contacting 
the New York Police Department’s Missing 

Persons Bureau and checks the National Missing 
and Unidentified Persons System (www.namus.
gov) database. “We’ve found families for a lot 
of patients this way, including one family that 
lived in California. I truly believe that no man is 
an island. There is always someone looking for 
patients who come to the hospital homeless and 
confused. We just have to find them,” she says.

If the social workers can get a name or a tele-
phone number from a patient, they search the 
Internet for more information. “We have a lot 
of luck finding people with a database search. 
We’ve even found patients’ Facebook pages,” she 
says. The social workers also contact the city’s 
Department of Homeless Services, which main-
tains a database of all shelter residents and has 
been able to discharge patients back to their shel-
ters many times.

“Unfunded patients are a common problem 
because of the area we serve. There are a lot of 
patients who are homeless and who may or may 
not be documented. When we have an unfunded 
patient, we do a thorough investigation to iden-
tify resources for them,” she says.

For instance, once they can identify homeless 
patients, the social work team conducts a search 
to find out if the patient has Social Security ben-
efits. “Once the Social Security Administration 
loses track of people, the checks stop. We’ve 
been able to re-establish benefits for patients,” 
Hernandez says. If patients are eligible for Social 
Security benefits or Medicaid, the social workers 
help them apply.

The hospital can sometimes get undocumented 
patients signed up for New York State Medicaid 
by applying for Permanent Residence Under 
Color of Law (PRUCOL). If patients are in this 
country with a work visa, they are not eligible 
for Medicaid, but if they can show that they have 
been working and paying taxes in the United 
States for 10 years, they can apply for PRUCOL, 
which makes them eligible for New York State 
Medicaid. “Using outside counsel, we apply for 
patients who need skilled nursing care, such as 
those who have ventilators or a percutaneous 
endoscopic gastronomy (PEG) tube. Then we 
apply for Medicaid and we can place them in a 
skilled nursing facility,” she says.

When an undocumented patient has been in 
the hospital for six months with no change in 
his or her condition, such as ventilator patients 
or those in a coma, the hospital files a PRUCOL 
petition, with the patient’s consent, notifying the 

EXECUTIVE SUMMARY
As a Level 1 trauma center, Lutheran Medical Center 
treats a lot of patients who come in unconscious, 
appear to be homeless, or are confused as to their 
identify. In those cases, social workers search to find 
families and funding sources.
• Many unidentified patients have loved ones who 
are looking for them and want to care for them after 
discharge.
• Some homeless patients are eligible for Social Secu-
rity, but the checks stopped coming when they were 
with no permanent address.
• The hospital contacts an attorney to determine if 
undocumented patients who have lived in the U.S. 
for a long time or who have been in the hospital for 
six months with no change in condition may qualify 
for Medicaid under Permanent Residence Under 
Color of Law (PRUCOL) status.
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U.S. Immigration Services of the patient’s pres-
ence. If Immigration Services decides to not take 
action to deport the patient, the hospital can 
apply to New York State Medicaid, which will 
enable the hospital to discharge the patient to an 
appropriate level of care, such as a skilled nurs-
ing facility.

The hospital also has a medication assistance 
program that can provide medication for patients 
who are undocumented or uninsured. In addi-
tion, the social workers can connect patients 
with pharmaceutical companies for assistance. 
Some pharmaceutical companies require that 
people they work with have Social Security 
cards, but some will also provide assistance to 
non-citizens, she says. The team also can help 
unfunded patients connect with clinics that base 
charges on income.

“Regardless of their financial situation or 
previous living situations, patients who are 
mentally capable of it help dictate the discharge 
plan, Hernandez says. If the patient does not 
have the capacity to make decisions, the social 
work team, when indicated, attempts to find the 
patient’s family and involves them in the dis-
charge plan. If patients without the capacity to 
make decisions don’t have a surrogate or family 
member, the hospital petitions for the courts to 
appoint a guardian who makes decisions for the 
patient.

During the hospital stay, the social workers 
try to develop rapport with patients and family 
members and collaborate with them on the dis-
charge plan. “We try to build a relationship with 
the patient and families and gain their trust. We 
give them cards with our telephone number and 
try to be present when they talk to the physi-
cians so we can explain the procedures and help 
them understand the patient’s condition,” she 
says.

Homeless patients can also present a challenge 
for the team. Some homeless patients just want 
to go back on the street. When this is the case, 
the social workers give them shoes and clothing 
and make sure they know where to get food and 
other assistance. “If they want to change their 
living situation, we help them apply for shelter 
with the Department of Homeless Services. It’s 
up to them to decide, and we go along with what 
they want. In all cases, although patients may be 
resistant to some of the services we recommend, 
we always try to develop and implement a safe 
discharge plan with them,” she says.  n

SW follows patients with 
discharge challenges
Early assessment identifies potential resources

When patients at Medical City Dallas Hospital 
are unfunded and have complex medi-

cal or psychosocial needs, the hospital assigns a 
dedicated social worker who follows the patient 
throughout the hospital stay from the intensive 
care unit to the step-down unit to the acute care 
floor.

The hospital uses a screening tool at admis-
sion to identify those who are at high risk, which 
may include patients who are uninsured, undocu-
mented, or homeless. Those who are likely to have 
complex discharge needs are assigned a social 
worker who is experienced and familiar with com-
munity and other resources.

“The social workers who are assigned to the 
complex patients have the experience to know 
where to start to identify post-discharge resources 
for these patients. Some have expertise in certain 
areas, such as mental health or stroke. We have 
found that it makes all the difference,” says Pat 
Wilson, RN, BSN, MBA, case management direc-
tor at the 592-bed hospital.

The dedicated social workers still carry a case-
load, but the hospital makes accommodations 
when they are handling complex cases.

Social workers typically spend more time with 
unfunded patients, in part to build trust. “We 
are asking for personal and financial information 
and we have to build trust with the patients to 
get what we need. We want patients to know that 
the social worker’s role is not as an adversary but 

EXECUTIVE SUMMARY
Patients at Medical City Dallas Hospital who are likely 
to have discharge challenges are assigned a dedi-
cated social worker who spends time with patients 
and family members and starts to identify resources 
early in the stay.
• In some cases the patient’s psychosocial issues take 
more time to address than their clinical needs.
• Whenever possible, the social workers encourage 
patients and families to pay a portion of the cost of 
their post-discharge medications.
• Social workers and case managers educate unfund-
ed patients about resources such as clinics for low-
income patients and the new healthcare exchange.
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Toni Cesta, PhD, RN, FAAN

Introduction
A predictable, yet perhaps unwanted, change 

went into effect on Oct. 1, 2013. Despite pro-
tests and a concerted effort on the part of 
the healthcare industry to keep it away, the 
Centers for Medicare & Medicaid Services 
(CMS) enacted this new rule as part of the 2014 
Hospital IPPS (Inpatient Prospective Payment 
System) Final Rules. CMS had been scrutinizing 
one- and two-day hospital stays for years, but 
no one saw this rather drastic change coming. 
It is a game-changer for case management, but 
also for all hospitals reimbursed under the IPPS. 
Confusing at first, and mind-boggling to many, 
it looks as if it is here to stay. It impacts many 
things including length of stay, the definition of 
medical necessity and hospital inpatient status, 
the use of observation status, and physician 
documentation. It requires that case managers 
apply due diligence at the hospital’s routes of 
entry, particularly the emergency department.

A Time-based System
Regarding the “Medicare Utilization Day” 

(MUD), CMS has applied language and logic in a 
new way as it redefines a 24-hour benchmark pro-
cess. The 24 hours no longer refers to the amount 
of time a patient needs hospital care but rather 
refers to the 24 hours (that begin at midnight) of 
the first calendar day that a patient is in a bed 
and continues until the following midnight. While 
CMS states that this is still a 24-hour benchmark, 
it goes on to say that “the relevant 24 hours are 
those encompassed by 2 midnights.” This leaves 
the potential for the MUD to last up to 48 hours 
when patients are admitted just after the first mid-
night benchmark. 

The rule requires that when a physician 
expects that a patient’s hospital stay will 
encompass at least two midnights, that the 
patient be admitted to the hospital as an inpa-
tient. The time that the patient spends in the 
emergency department receiving treatment, 
and/or the time that that patient spends in 
surgery, is counted as part of this time period. 
Therefore the patient’s time of presentation 
will affect whether or not he or she gets admit-
ted, rather than his or her medical condition in 
some instances. It also requires that physicians 
be able to anticipate and project the expected 
treatment duration, something that can often 
be quite difficult. The physician must have a 
reasonable expectation that the patient’s stay 
will cross two midnights and admit the patient 
based on that expectation.

Outpatient and Observation Status
In addition to delineating what an admission 

requires, the rule also clarifies what is inappro-
priate for an inpatient hospital stay. It stipulates 
that surgical procedures, diagnostic tests and 
other treatments that require that the patient be 
in the hospital for a more limited time period, 
and do not cross two midnights, are generally 
not appropriate for admission to the inpatient 
setting.

Our view of observation status, as providers, 
also changes with this new rule. Observation 
had been used as a “time-extender,” allowing 
the physician additional time following care in 
the emergency department, to determine if the 
patient needed to be admitted to the hospital. 
Now CMS is directing hospitals to place any 
patient whose stay will not span two midnights 
into observation status. It goes on to say that 
once the physician has additional information, 

The 2-Midnight Rule – A Game-changer for Case 
Management

CASE MANAGEMENT 
INSIDER

Case manager to case manager
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the status may be changed to inpatient or the 
patient may be discharged.

This distinction between the previous use of 
observation and the 2014 use of observation 
warrants further explanation. In the 2014 use 
of observation status, the physician’s selection 
of inpatient versus observation status is strictly 
based on his anticipated duration of care and 
not on the patient’s level of illness or needed 
services. CMS further explains that even a 
patient requiring care in a critical care bed or 
telemetry, but whose stay will not span at least 
two midnights, should be placed in observa-
tion status. CMS explains that the majority of 
patient stays under two midnights will generally 
not be appropriate for an inpatient admission, 
with the following exceptions: death, transfer, 
patients leaving against medical advice, unfore-
seen recovery, and election of hospice care. 
Should patients fall under any of these catego-
ries, the hospital will be able to bill the stay as 
an inpatient admission. It is important that your 
hospital check its policies regarding the use of 
certain specialty hospital beds, such as critical 
care beds, to ensure that observation patients 
placed in these beds are not outside the hospi-
tal’s own policies about use of these beds. 

Under very limited circumstances the physi-
cian may admit the patient to the inpatient set-
ting even though the expectation is that that 
stay will not span at least two midnights. These 
include: medically necessary procedures on the 
inpatient-only list, new onset mechanical ventila-
tion (not including intubations expected as part 
of a surgical procedure), others approved by 
CMS and outlined in sub-regulatory guidance.

Physician Documentation
In addition to changes in the use of obser-

vation status, there are changes in the final 
rules as they apply to physician documentation 
expectations. The new rule requires that every 
inpatient admission is certified by the physician 
of record, that is, the physician who is most 
familiar with the patient’s needs and reason 
for hospitalization. Certification is fulfilled 
when there is a valid order for admission that is 
authenticated prior to discharge and is in com-
pliance with the two-midnight rule. In addition, 
the medical record must also include a history 
and physical outlining the diagnosis and treat-
ment plans for the patient, and a documented 
discharge plan at the time of discharge. The 

physician must also be sure to document other 
complex medical factors such as comorbidities, 
the severity of the signs and symptoms, current 
medical needs, and the risk of adverse events. 
The physician does not need to include a sepa-
rate attestation for the expected length of stay. 
Rather, this information is inferred from the 
physician’s standard medical documentation. 
Examples of this include the plan of care, treat-
ment orders, and physician’s notes. 

Case managers must be sure that they discuss 
the discharge plan with the physician of record 
and the agreement with the discharge plan is 
clearly documented in the medical record by the 
physician of record. CMS does not require that 
the physician complete a “certification form,” 
although some hospitals have chosen to use a 
form or template in their electronic medical 
record. Whether a form is used or the hospital 
depends solely on the presence of the physi-
cian’s documentation in the medical record is a 
choice that each hospital must make.

The Use of Screening Criteria – A 
Change for Case Managers

CMS, in the final rules, explains its take 
on the use of inpatient level utilization review 
screening criteria. While the hospital may con-
tinue to use existing utilization review criteria, 
these criteria are not binding on the hospital, 
CMS or outside review contractors. When a 
Medicare external review contractor reviews the 
medical record, it will assess for the following:

• the reasonableness of the physician’s expec-
tation of the need for and duration of care 
based on complex medical factors such as his-
tory and comorbidities;

• the severity of the signs and symptoms;
• current medical needs;
• risk of an adverse event.
This is a change from the traditional use 

of utilization review criteria to determine the 
medical necessity of admission. In the past, 
case managers in the emergency department 
(ED) have used commercial screening criteria 
to determine whether the patient should be 
admitted to the hospital. When the patient did 
not meet these criteria, the case manager would 
have a conversation with the admitting physi-
cian to see if an alternative plan could be cre-
ated, thereby preventing the admission to the 
hospital. While CMS does not direct hospitals 
to stop doing this, clearly the decision to admit 
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will now be based on the expected duration of 
the stay and not on whether the patient meets 
the medical necessity criteria for admission. 
This is a significant change in the approach of 
utilization review in the emergency department. 
ED case managers will now need to review the 
patient’s expected length of stay and guide the 
physician in determining whether the patient 
should be admitted to the hospital.

Care Following Surgical Procedures 
CMS explains how to manage patients who 

may need additional recovery time following a 
minor surgical procedure. When the determina-
tion is made that the patient needs additional 
recovery time, the physician should reassess the 
expected length of stay. Generally speaking, if 
the expected length of stay is unclear, and/or 
the physician can determine that the patient’s 
expected length of stay will not span two mid-
nights, then the physician should continue to 
treat the patient as an outpatient. If additional 
information is obtained during that time that 
suggests that the patient’s stay will span greater 
than two midnights, then the physician may 
admit the patient to the hospital as an inpatient. 

Other Roles for the Hospital Case 
Manager

When the patient is placed in observation 
status, the patient should be notified in writing 
of this decision. It is prudent to have the patient 
sign the written notice and the case manager 
should place a copy of the signed document in 
the medical record. 

The case manager should explain the differ-
ences between inpatient admission and observa-
tion status to the patient in a manner the patient 
can understand. The implications of the increase 
in out-of-pocket expenses that may be incurred 
by the patient if he or she remains in observa-
tion status throughout the stay should also be 
explained. These expenses may include a co-pay 
as well as a deductible. In some instances, the 
patient may also be billed for medications that 
are not related to the reason for the period of 
observation, such as diabetic or anti-hyperten-
sive medications.

Review of Claims
CMS has placed a moratorium on reviews of 

claims through Sept. 30, 2014. After that time, 
the contract reviewers will begin auditing medi-

cal records. Contractors will include the time 
the beneficiary spends receiving outpatient care 
in their review decision. If the total time that the 
patient is expected to spend receiving medically 
necessary hospital care (including outpatient 
care and inpatient care) is within one of the time 
sets below, the mechanism for review will look 
like this:

• 0-1 midnight: Review contractor will review 
to see if the beneficiary was admitted for an 
inpatient-only procedure or if other circum-
stances justify inpatient admission per CMS 
guidelines (such as new onset ventilation)

• 2 or more midnights: Review contractor will 
generally find Part A payment to be appropriate.

The two-midnight benchmark “clock” starts:
• When hospital care begins. Examples of 

how CMS defines hospital care would include:
 o Observation care
 o Emergency department, operating  

 room, and other treatment areas
• The start of care after registration and ini-

tial triaging activities such as vital signs
• Excessive wait times are excluded.
One point of clarification is important to 

note. While the total time in the hospital will be 
taken into consideration when the physician is 
making an admission decision (expectation of 
hospital care for two or more midnights), the 
inpatient admission does not begin until the in-
patient order and formal admission occur.

How Will Claims for Review Be Selected?
If a claim shows two or more midnights after 

formal inpatient admission begins, the review 
contractor will presume, for claim selection pur-
poses, that the inpatient admission was appro-
priate. This claim will therefore not be the focus 
of a medical review. There is one exception to 
this rule, however. The review contractors will 
monitor your hospital’s claims for patterns that 
may demonstrate evidence of systematic gaming 
or abuse. Examples of this might include unnec-
essary delays in the provision of care used to 
surpass two midnights.

Hospitals should not consider holding 
patients in order to meet the two midnights, as 
this will result in a greater number of records 
being reviewed and perhaps other penalties as 
well.

Your billing department may use Occurrence 
Span Code 72 when filing a claim. This code 
allows “contiguous outpatient hospital services 
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that preceded the inpatient admission” to be 
reported on inpatient claims. Hospitals can use 
Occurrence Span Code 72 to report the number 
of midnights that the beneficiary spent in the 
hospital from the start of care until formal inpa-
tient admission.

MACs Will Conduct Probe Reviews
The Medicare Audit Contractors (MACs) are 

conducting probe reviews on Medicare Part A 
inpatient hospital claims using the new inpa-
tient regulations we have just discussed and 
will provide feedback to CMS with the purpose 
of developing further education and guidance. 
They are focusing on the probe period, which 
includes admission between Oct. 1, 2013, and 
March 31, 2014.

The probes are being conducted on a pre-
payment basis. If the auditor determines that 
the Part A inpatient hospital stay was not medi-
cally necessary, a denial will be issued. The 
hospital will then have the opportunity to rebill 
for medically reasonable and necessary Part B 
inpatient services. This process requires a very 
tight relationship between the case management 
department and the billing department so that 
the appropriate level of care can be billed at all 
times.

Most hospitals will be reviewed on a sam-
ple of ten claims in this pre-payment review 
process. Larger hospitals will have 25 claims 
reviewed. If no issues are identified, the MAC 
will issue no further probe reviews unless there 
is a change in billing patterns as discussed 
above. The MAC will provide individualized 
phone calls to hospitals with either moderate 
to significant or major concerns. During these 
calls, the MAC will discuss the reasons for the 
denial, provide pertinent educational and refer-
ence materials, and answer questions.

The number of claims reviewed will increase 
if the hospital is noted to have moderate to 
major concerns. Sample claims can increase to 
as many as 100 for regular-sized hospitals and 
as many as 250 for large hospitals. As men-
tioned above, CMS will continue to monitor 
hospitals for billing trends indicative of abuse, 
gaming or systematic delays. In addition, the 
MACs will submit periodic reports to CMS for 
purposes of tracking the frequency and types of 
error seen during these probe reviews.

Summary 
As a case manager or case management 

leader, it is important for you to stay in touch 
with how CMS continues to roll out the two-
midnight rules as well as the manner of audit-
ing on a go-forward basis. It is also important 
that your department continue to have a close 
working relationship with the billing depart-
ment in your hospital to ensure that the hospital 
remains compliant with this new rule.

Finally, it is also critical that your emergency 
department and its physicians are kept up to 
date on the rule and its implications for hospital 
admissions. Having a case management presence 
in the emergency department will help to ensure 
a sound review process at this important route 
of entry to the hospital.

A working team should be created to review 
the cases that fall outside of the rule, and these 
cases should also be presented to the utilization 
review committee so that the hospital can con-
tinue to learn and move forward. Finally, listen 
to the CMS National Provider Calls (www.cms.
gov/NPC) to gain additional and updated infor-
mation as it becomes available!

For additional information on the two-mid-
night rule go to www.cms.gov and search for 
CMS-1599-F  n
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as someone who will help them and won’t report 
them to immigration. We spend the time and effort 
it takes to make sure the patients know that we are 
their advocates,” she says.

The social workers start with basic questions, 
such as whether patients have a Social Security 
number, if they are documented, and where their 
papers are. If the patient has a disability that meets 
the requirements, they help them apply for Social 
Security disability benefits. If they qualify for 
Medicaid, the social workers will help them apply 
and occasionally call a government official to push 
the application through.

“We explore every option with the patients and 
families and don’t leave any stone unturned. Our 
philosophy is that we’d rather ask the questions 
and get all the information we can to ensure a suc-
cessful discharge,” she says.

The case managers and social workers at 
Medical City Dallas conduct a psychosocial assess-
ment of patients along with their assessment of the 
clinical picture. “Often the psychosocial issues are 
as important if not more important than the medi-
cal issues in the discharge plan,” she says.

For instance, if a patient who is being treated 
for pneumonia and needs oxygen is homeless, he’s 
not going to be able to get oxygen on the street. 
In that case, the social workers and case managers 
work with the physician and develop a treatment 
plan to meet the end goal of a safe discharge. In 
some cases, the patient’s length of stay may be 
extended while the respiratory therapist works 
aggressively to wean the patient from oxygen.

When patients are uninsured, staff assess their 
financial situation and determine what they 
can afford to pay toward their discharge needs. 
“Whenever possible, we try to get the physician to 
prescribe the medications that some retail pharma-
cies have on their $4 formulary. If not, we ask the 
family what they can afford to pay and we pick up 
the rest of the cost,” she says.

However, the social work staff encourage 
patients and families to pay at least a fraction of 
the cost of the medications. “We want the family 
to pay a portion, even if it’s just $1. If they have 
skin in the game, they’re more likely to be compli-
ant,” she says.

The discharge planning staff have family confer-
ences early in the stay and involve caregivers and 
family members in the discussions about what 
their post-acute responsibilities will be.

They educate the patients and families about the 
new healthcare exchange and help them get access. 

If patients live in Dallas County, the staff may 
refer them to the Dallas County Hospital, which 
has specialty clinics and outpatient services such as 
dialysis and chemotherapy as well as other county 
resources, such as clinics for low-income patients. 
“We use every resource available and make their 
first clinic appointment and get them into the sys-
tem,” she says.

When homeless patients require post-discharge 
care, the case managers attempt to discharge them 
to a shelter that provides medical care, Wilson 
says.

“But we can’t make them accept the discharge 
plan. If they say they’ll be safer on the street than 
in a shelter, we let them make the decision to go 
back to wherever they were living,” she says.

When patients are discharged back to the 
streets, the social workers and case managers often 
need to provide support for the bedside nurses 
who are upset about the situation. “We try to help 
them understand that if someone has been home-
less for 10 or 12 years, we can’t change the situa-
tion in one hospital stay,” she says.  n

Hospital, SNFs agree on 
post-acute indigent care 
Some providers share cost of post-acute care

As part of its efforts to facilitate post-acute care 
for unfunded patients who no longer meet 

inpatient criteria, Sentara Healthcare has developed 
an Indigent Care Agreement for Post Acute Services 
that sets out four levels of bundled payments to the 
health system’s seven skilled nursing facilities when 
patients who can’t pay are transferred.

“In the past, we had to negotiate and complete 
individual patient care agreements with the skilled 
nursing facilities saying that our hospital will pay for 
patient needs when they no longer meet the acute 
level of care. But we decided to go with bundled 
payments because costs kept escalating as the stay 
progressed. This agreement specifies four tiers of pay-
ments, based on patient need and in accordance with 
managed care benchmarks,” says Teresa Gonzalvo, 
RN, BSN, MPH, CPHQ, ACM, vice president for 
care coordination for Sentara Healthcare with head-
quarters in Norfolk, VA.

The agreement spells out a flat rate the hospital 
will pay for each tier—basic custodial care, skilled 
care, skilled care with additional rehabilitation, and 
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care for patients with ventilators and tracheoto-
mies. The rates are all-inclusive. Participating 
skilled nursing facilities have agreed to accept the 
rate when patients are ineligible for state or federal 
funding for post-acute care.

“We wanted to streamline the process and make 
it more effective and efficient while decreasing the 
administrative processes of tracking and reporting. 
Before we set the amounts, we researched what man-
aged care payers had in their contracts with Sentara’s 
skilled nursing facilities and created reasonable bun-
dled payments,” she says.

The post-acute providers agree to provide the hos-
pital care coordination department with a monthly 
spreadsheet of patients including clinical progress 
and goals for transitioning the patient to a lower 
level of care.

“We also have asked our providers who receive 
a large volume of referrals from Sentara to partner 
with us in sharing the cost of care for unfunded 
patients, and three companies have agreed to help. 
The skilled nursing facilities have also agreed to take 
patients if Medicaid is pending, helping us transfer 
them to the appropriate level of care sooner,” she 
says.

Sentara has created the Hampton Roads Long 
Term Care Council, made up of the Sentara 
Hampton Roads Hospital care coordination depart-
ment members and representatives from skilled nurs-
ing facilities and long-term acute care hospitals in 
the area, including those that are not affiliated with 
Sentara. The council meets every other month with 
about 30 to 40 people attending. 

The purpose of the council is to facilitate the 
transition of patients from Sentara acute care to 
long-term care facilities and back to acute care when 
appropriate and to effectively share information as 
patients transition. Council members have collabo-
rated on initiatives that improve communication 
between levels of care. For instance, all providers 
have agreed to use a universal transfer form that 
provides consistent information when patients go 
from one level of care to another. “Our goal is to 
work collaboratively with the provider community 
and to help them understand that providing care 
for self-pay patients is a communitywide concern,” 
Gonzalvo says.

The fund that is used to pay for post-acute care 
is part of the care coordination department’s budget 
and isn’t tapped unless all other potential sources of 
payment have been ruled out. “We have a budgeted 
amount to pay for indigent care. We look at it on a 
case-by-case basis,” she says.

When patients no longer meet inpatient criteria 
but are self-pay, the care coordination department 
performs due diligence to make sure that patients 
truly have no assets and that no family member can 
help pay for the care. If patients or family members 
can pay a portion of the cost for post-acute care, the 
hospital works out a payment plan.

“Our social workers exhaust every possible option 
for a safe transition, even if families are unable to 
participate with the care of the patient. At the end of 
the day, we take the patient’s choices into consider-
ation and see that their needs are met,” she says.

When patients can’t pay and are eligible 
for Medicaid, they are asked to sign a Patient 
Responsibility Agreement, which requires patients or 
family members to agree to follow through with an 
application for Medicaid benefits. “Sometimes they 
have other priorities. This holds them accountable 
for applying for Medicaid so the patient’s care will 
be covered,” she says.

The agreement states that if the patient doesn’t 
complete the Medicaid application in a timely fash-
ion or the coverage is not approved, Sentara may bill 
the patient for any patient care services. 

“In the past we simply asked patients and families 
to follow up with the paperwork. Now we are putting 
our request in writing and asking them to sign in hopes 
that it will help them understand the importance of 
completing the application,” Gonzalvo says.  n

Team helps uninsured 
transition back home
Team follows up for a year post-discharge

Florida Hospital East Orlando has developed a 
transitional care program for uninsured patients 

to coordinate their healthcare needs as they move 
from the hospital to home.

A three-person team—a nurse, a social worker, 
and a lay health coordinator—follows the patients 
from the hospital and into the community and 
check on them for a year. The free program is 
designed to give patients the tools they need to 
manage their health through clinical, social, and 
educational support.

“Our team manages the healthcare needs of the 
patient in the program but we go beyond that and 
provide support for their psychosocial needs. We 
connect patients with food banks, agencies that can 
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help with furniture or clothing, and other commu-
nity resources that can help patients get what they 
need,” says Alba Santiago, MPH, MHSA, commu-
nity programs manager for the 265-bed community 
hospital.

Patients eligible for the program have had three 
or more visits in a 12-month period. Patients who 
are homeless, are minors, have substance abuse 
issues, or have serious mental health issues are not 
eligible. “Our focus is chronic conditions, particu-
larly diabetes, cardiac conditions, and respiratory 
conditions but if patients don’t have a chronic 
disease but meet our criteria, we see them too,” 
Santiago says.

Each day, the team’s social worker prints out 
the hospital’s census of self-pay patients, reviews 
the new admissions, and determines if the patients 
qualify for the program. She goes to the rooms of 
eligible patients, introduces the program, enrolls the 
patients, and completes an assessment. The nurse 
also visits the patients, assesses their medical needs, 
and conducts medication reconciliation. If patients 
decline to be in the program, the social worker 
documents it in the record and gives the patients 
the team’s telephone number in case they need 
assistance. If the patients are readmitted, the team 
approaches them again.

The transition team visits the patients daily in 
the hospital and collaborates with the unit case 
manager on the discharge plan. The social worker 
arranges a follow-up appointment with a primary 
care provider or specialist, arranges medication 
assistance, coordinates referrals to community 
resources, and follows up after discharge to make 
sure everything is in place.

“When the nurse and the social worker visit the 
patients in their hospital rooms, they identify both 
clinical and social needs. We collaborate with the 
treatment team on the discharge plan, ensure that 
they have follow-up appointments, and if they need 
more services that go beyond primary care, we link 
them with Orange County Medical Services for spe-
cial services and follow-up with specialists,” she says.

The team links patients with Central Florida 
Family Health Clinics, a federally qualified health 
center, and provides limited financial support for 
the patient’s co-pay. The program provides bus 
passes so patients can get to their appointments, 
and helps patients enroll in prescription assistance 
plans. “We try to remove any barriers that would 
prevent patients from following their treatment 
plans. We make sure they have no excuses for not 
following up with a primary care physician or com-

plying with their medication regimens,” she says.
The hospital has set up a link so that the charge 

nurse at Central Florida Family Health Clinics can 
access patients’ hospital records to ensure continu-
ity in care and eliminate duplication of tests and 
procedures. The team also provides patients with 
the equipment and supplies they need to manage 
their conditions, such as a glucometer for patients 
with diabetes.

If patients need additional diagnostic tests, such 
as a sonogram or a magnetic resonance imaging 
(MRI), the team refers them to an imaging center 
that offers a special fee for self-pay patients. If they 
can’t afford the fee, the hospital performs the test 
and the patient pays nothing.

The lay health coordinators make follow-up 
calls to the patients for a year. Initially, they call 
the patients frequently, then taper off to calling 
once a quarter. They make the first call within 48 
hours of discharge and make sure the patients have 
their medication, remind them of their follow-up 
appointments, answer any questions, and address 
other needs. They call again a week after discharge, 
after the primary care appointment, and as often as 
needed after that.

“Every case is unique. We have a baseline and a 
structure for the phone calls, but the frequency depends 
on how the patients are responding,” she says.

The patients are encouraged to attend the 
Chronic Disease Self-Management Program or the 
Diabetes Self-Management Program, both devel-
oped by Stanford University to help patients learn 
self-management skills and early-warning signs that 
could signal an exacerbation in their conditions. 
The six-week programs are presented in English 
and Spanish at the hospital.

“One of our steps during the hospital stay is 
to enroll patients in the educational program. We 
point out that we are providing assistance with co-
payments, medications, and other health services 
and encourage them to enroll in the workshops. 
We know that people who have completed the 
workshops show an improvement in chronic condi-
tions, and it is in our interest for them to take these 
classes,” she says.

Many of the patients in the program have rou-
tinely visited the emergency room when they are 
sick rather than seeing a primary care physician. 
“During the year we work with them, we teach 
them the right way to access medical services. We 
encourage them to call their doctor if they feel sick 
and to call us for assistance in scheduling a timely 
appointment if they aren’t successful,” she says.  n
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Technology helps cut 
readmission rates
Patients access info by phone or computer

By making personalized recorded discharge 
information and educational videos available 

to patients by telephone or computer, Cullman 
(AL) Regional Hospital has reduced 30-day 
readmissions by 15% and increased scores on 
the discharge section of the Hospital Consumer 
Assessment of Healthcare Providers and Systems 
(HCAHPS) by 63%.

“Our hospital has been hotwired for a couple of 
years. If there is a piece of technology we can use 
to help the staff be more efficient, we are willing 
to be a beta site for it,” says Cheryl Bailey, RN, 
BSN, MBA, chief nursing officer and vice president 
of patient care services for the 145-bed hospital 
located between Birmingham and Huntsville, two 
of Alabama’s largest cities.

When the hospital was approached by a vendor 
to test a new solution for technology to reduce 
30-day readmissions, they jumped at the chance. 
Using MP3 players, the nurses record the discharge 
instructions as they give them to patients. After 
they get home, patients or their family members 
may use a PIN to access the instructions by tele-
phone or via computer for 30 days. The nurses still 
give patients a hard copy of their medication and 
discharge plan.

“Nursing told us that many times patients are 
focused on the door because they are ready to go 
home and they don’t really listen to the discharge 
teaching. Another problem is that many times 
when the nurses go over the discharge instruc-
tions, the primary caregiver is not in the room, 
and when they get home and have questions about 
the care, the patient doesn’t remember. These are 
real issues that happen in every hospital every day. 
We thought using technology would help alleviate 
both problems,” she says.

The hospital started the initiative it calls 
Good-to-Go in a 31-bed step-down unit where 
the congestive heart failure, acute myocardial 
infarction, and pneumonia patients were placed 
and has expanded to other parts of the hospital. 
“We knew that if we could make a difference in 
readmissions on this unit, we could roll it out 
throughout the hospital,” she says.

When Bailey explained the project to the nurs-
ing staff, they balked at first, saying they hate to 

hear themselves on a recording. She pointed out 
that the nurses wouldn’t have to listen to them-
selves, and the nurses agreed to try it.

To increase efficiency and not add time to the 
discharge process, the hospital created templates 
that the nurses can use to make the recordings. 
For instance, when nurses conduct discharge 
teaching for heart failure, they click on the heart 
failure template and see all the information the 
patients and families need to know about heart 
failure, including a recording of a doctor describ-
ing the disease, instructions on how to weigh 
yourself, and a video from a nutritionist describ-
ing a low-sodium diet. “It’s easy and simple. The 
nurse just adds two to three minutes of informa-
tion specific to that patient,” she says.

The nurses use a script that starts with them 
introducing themselves. They go over the medica-
tions and ask the patient to repeat the instruc-
tions. They go over the discharge plan and remind 
patients to take their eye glasses, dentures, or other 
devices with them when they leave the hospital. 
They end by saying, “Thank you for choosing 
Cullman Regional Medical Center.”

“If a family member calls in, we want them to 
hear everything that they would have heard if they 
had been in the room,” Bailey says.

When the initiative began, the only option was 
for patients to call in on a landline and listen to 
the instructions. Now the second version of the 
technology allows the hospital to include videos 
and written materials.

If patients or families call in on the Good-
to-Go landline, they hear the live recording made 
by the nurse in the room and other prerecorded 
information. If they log into the hospital’s secure 
access system via computer, they can access the 
recording, videos, and see a hard copy of the 
information.

The process has a lot of flexibility for custom-
izing the information for the needs of each indi-
vidual patient, Bailey says. For instance, the nurse 
can take a picture of the patient’s swollen leg as 
a baseline and instruct the family to call the doc-
tor if the leg looks more swollen the next day. 
The nurses can take a video on how to change the 
dressing on a wound. Other options the nurse can 
choose from include a video demonstrating how to 
care for a skin graft that was approved by a plastic 
surgeon and a video of a physician providing pace-
maker education.

“We are constantly adding to our templates and 
videos and creating new ones,” Bailey says.
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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 Making the most of 
your PEPPER report.

n Are you ready for ICD-
10?

n Why ED case 
management is so 
important.

n Tips for getting 
patients ready for 
discharge.

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 provided refer-
ences for further research.
2. Scan the QR code below, or 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 al-
lowed 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

The project started on the step-down unit 
and is being used throughout the hospital. For 
instance, the maternity unit uses it to help new 
parents learn to care for their infants. “Parents are 
overloaded with information. They are tired and 
excited and eager to get home. We went to our 
school of nursing and created 10 videos, includ-
ing how to bathe an infant, circumcision care, the 
proper way to use a car seat, and breast-feeding 
tips. If the infant’s physician has a website, we 
include a link to that,” she says.

Other units that use the technology for patient 
education include surgical, medical, pre-admis-
sion testing, same-day surgery, and pediatrics. 
Ancillary services, such as respiratory therapy, 
also have created educational videos for their 
patients.

“Not all of the videos are aimed at reducing 
readmissions. We also use them to help with edu-
cation and improve the patient’s experience after 
discharge,” she says.

The hospital rolled out the system in October 
2011 and has modified and added to it constantly.

Bailey and the case managers and nurses can 
check the system to see how many times patients 
are accessing the videos. If the instructions have 
been accessed multiple times, the nurses can call 
the patients to see if they have questions or con-
cerns. If high-risk patients or those who have been 
readmitted are not accessing the videos, the nurses 
know to call and check on them to make sure they 
understand their treatment plan.

The hospital’s case management team met 
with all the skilled nursing facilities in the area, 
described the Good-to-Go project, and created 
a template for each one that includes directions, 
what financial and other information patients 
or family members need to bring, what personal 
items they should bring, what not to bring, a 
phone number to call if there is an issue, and 
other information patients need for a skilled 
nursing stay. When a patient and family choose 
a nursing home, the case manager records that 
conversation along with the Web address for the 
nursing home so the patient and family can log on 
and see everything they need to know. The case 
managers give their counterparts at the nursing 
home the PIN so they can log in and hear what 
the patients heard.

“This helps us in our efforts to improve rela-
tions with post-acute providers. The next step will 
be to meet with all the home health agencies and 
develop a template for them,” Bailey says.  n
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1. According to William Gross, LCSW, manager of social 
work at Tampa General Hospital, many undocu-
mented patients have family and community 
support. 

 A. True
 B. False

2. When patients at Lutheran Medical Center in Brook-
lyn, NY, are unconscious or too confused to tell the 
staff their name, how do the social workers find 
their identify?

 A. Checking the Missing Persons Bureau.
 B. Searching the National Missing and Unidentified 

Persons System (www.namus.gov) database.
 C. Contacting the city’s Department of Homeless 

Services.
 D. All of the above.

3. Sentara Healthcare has developed an Indigent Care 
Agreement for Post Acute Services that specifies 
how many tiers of all-inclusive payments, based on 
patient need?

 A. Two tiers
 B. Three tiers
 C. Four tiers
 D. Five tiers

4. For how long after discharge does Florida Hospital 
East Orlando’s transitional care team follow unin-
sured patients to help them manage their health?

 A. 30 days
 B. 90 days
 C. Six months
 D. One year

  

Hospital Report blog
For further analysis and discussion of topics 
important to hospital professionals, check out 
Hospital Report, AHC Media’s new free blog 
at http://hospitalreport.blogs.ahcmedia.com/. 
Hospital Case Management’s executive editor 
Russ Underwood and associate managing editor 
Jill Drachenberg both contribute.  n


