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EXECUTIVE SUMMARY
The Medicare Conditions of Participation require hospitals to give patients a choice of 
post-acute providers, but that doesn’t mean that case managers shouldn’t give them the 
information they need to make informed choices . Experts recommend the following:
• Give patients a list of providers that can meet their particular needs after discharge, 
but don’t steer them toward a provider in which your hospital has a financial interest .
• Start the discussion about the discharge destination early in the stay and give family 
members checklists that include what questions to ask and what to look for when they 
visit facilities .
• Be familiar with the post-acute providers in your area . Know the services they provide, 

their readmission rates, and how quickly they respond to a referral .

Location, location, location doesn’t 
work for post-acute care choices
Helping patients make informed decisions

Arif Nazir, MD, was uncomfortable 
when he found out that one of 
the patients he had been treating 

in the hospital was being transferred to a 
particular nursing facility for post-acute 
care.

“I knew this was a complex patient, 
and I knew the nursing home had 
a doctor on the premises only once 
a week. The patient couldn’t receive 
the type of care he needed at this 
facility,” says Nazir, a geriatrician 
who is associate clinical professor of 
medicine in the geriatric division at 

the Indiana University Medical School 
and an affiliated scientist at the Indiana 
University Center for Aging Research.

The patient’s case manager told him 
that the family chose the nursing facility 
because it was close to where they lived.

When he asked why someone didn’t 
educate the family on what would 
be an appropriate facility, the case 
manager replied, “We can’t influence 
their opinion because of Medicare 
regulations.”

“Typically, hospitals provide a 
list of institutions and, because of 
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misinterpretation of government 
regulations and lack of information 
on various facilities, don’t give advice. 
Families often have to make quick 
decisions and choose based on the 
location or physical attractiveness of 
the facility,” Nazir says.

Hospitals may over-interpret 
the Medicare Conditions of 
Participation, Nazir says. “The 
regulations state that the selection 
of a post-discharge destination is a 
free choice. That does not absolve 
hospitals of the responsibility of 
providing unbiased assistance in the 
selection of the appropriate facility,” 
he says.

If patients don’t get the care they 
need after discharge, it sometimes 
has a boomerang effect, Nazir adds. 
The patient goes to the skilled 
nursing facility, gets in trouble, and 
is readmitted to the hospital, then 
transferred back to the nursing 
facility and back to the hospital 
again. Every time the patient 
transitions from one facility to 
another, information gets lost and 
there is the potential for medical 
errors, he says.

“If the family makes a bad 
decision in selecting a facility, a lot 
of money is wasted and the patient 
may lose his or her independence,” 
he says.

When discharge planning is not 
done properly and is done at the day 
of discharge, the services ordered 
may not be appropriate or they 
may not arrive, putting patients at 
risk for readmission to the hospital, 
emergency department visits, and 
poor health outcomes, says Toni 
Cesta, RN, PhD, FAAN, partner 
and consultant in Dallas-based Case 
Management Concepts.

In today’s world, hospitals have 
a lot at stake if patients don’t have a 
successful discharge.

In fiscal 2015, which began 

October 1, maximum penalties for 
hospitals with excess readmissions 
rose to 3% of all Medicare 
readmissions. Beginning this year, the 
Centers for Medicare and Medicaid 
Services has added hospital spending 
per beneficiary, also called hospital 
efficiency of care, to its Value-based 
Purchasing Program. Hospital 
scores are based on total Medicare 
expenditures in the time period from 
three days before admission to 30 
days after discharge. The measure 
makes up 20% of a hospital’s value-
based purchasing score in fiscal 2015 
and will rise to 25% in 2016. And 
CMS has initiated the Bundled 
Payments for Care Improvement pilot 
program to test the cost effectiveness 
of paying a fixed price or lump 
sum for health services by multiple 
providers over a specified period of 
time or episode of care. (For details, 
see Hospital Case Management, 
October 2014, page 135.)

Case managers should be 
aware of the financial implications 
for their hospital if a discharge 
plan fails, but their focus should 
be on their patients, Cesta says. 
“Case managers have a legal and 
professional obligation to make sure 
their patients’ needs are met after 
discharge. If we do the right things 
for the patients, it will result in good 
outcomes,” she says.

Hospitals are responsible and 
always have been responsible for 
developing an appropriate discharge 
plan and implementing the plan, 
says Elizabeth E. Hogue, Esq., a 
Washington, DC-based attorney 
specializing in healthcare issues. 
“There hasn’t been any change. The 
only difference now is that hospitals 
could lose money if the patient comes 
back within 30 days,” Hogue says.

It may seem as if there’s a fine line 
between choosing for the patient and 
helping the patient choose, Hogue 
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adds. “Freedom of choice means that 
case managers and discharge planners 
can give patients information to 
help them make informed decisions 
but the patients can reject the 
recommendations and choose anyone 
on the list they wish,” she says.

“The Conditions of Participation 
for discharge planning are very clear, 
but people are still confused because 
they don’t read the Conditions 
of Participation,” Cesta says. The 
requirements are for the choice list to 
include facilities within a geographic 
area requested by the patient that 
provide the services the patient needs, 
and that will accept the patient’s 
insurance coverage. The order of 

facilities on the list is up to you. You 
can put facilities that are affiliated 
with the hospital on the list, but you 
have to disclose that the hospital has a 
financial interest in the facility, Cesta 
says. Hospitals are required to give 
choice lists to patients who are being 
discharged to a skilled nursing facility 
or will receive home health services, 
she says.

If case managers just thrust a list 
at people, they often have difficulty 
choosing, Hogue points out. “Case 
managers are supposed to develop 
a discharge plan with the patient 
and family that includes pointing 
out appropriate providers who can 
implement the plan,” she says.

Develop a discharge plan that 
everybody agrees on and then bring 
out the list. Say something like: 
“You have the right to choose any 
provider you want, but in terms of 
the discharge plan we developed 
together, these are the facilities that 
can implement that plan,” Hogue 
suggests.

REFERENCE
Nazir A, Little M, Arling G . More than 

just location: Helping patients 

and families select an appropriate 

skilled nursing facility . Ann Longterm 

Care 2014;22: Issue 7-8 . http://

www .annalsoflongtermcare .com/

print/2401  n

Giving families the information they need to 
make a good decision
Start on Day 1 so they can check out facilities

Many families spend more time 
and energy researching the 

best microwave oven to buy than 
they spend choosing a post-acute 
facility for their loved ones, says 
Alex Alvarez, RN, senior director 
of Network Care Management, 
Montefiore Medical Center’s care 
management organization.

It’s up to discharge planners to 
guide family members in choosing 
a facility that meets the needs of 
the patients and will produce a 
good outcome, he adds.

At Montefiore, the lead 
discharge planner, usually a social 
worker, works with the patients 
and family members on a discharge 
destination. “We give them a letter 
explaining that the next level of 
care is a skilled nursing facility and 
include a list of facilities that can 
provide the services they need,” 

Alvarez says.
Case managers should start the 

discussion about post-acute choices 
early in the inpatient stay and 
involve the attending physician in 
discharge planning, says Arif Nazir, 
MD, associate clinical professor of 
medicine in the geriatric division 
at the Indiana University Medical 
School and an affiliated scientist at 
the Indiana University Center for 
Aging Research.

“Physicians are the only team 
member who understands all of 
the issues, such as how much care 
the patient requires, how often a 
patient needs to see a doctor, when 
the lab work needs to be done, 
and whether the patient would be 
a good fit for a subacute facility, a 
skilled nursing facility, or an acute 
rehabilitation facility,” he says.

Talk to the attending physician 

on the first day of the admission 
to find out the patient’s expected 
discharge destination and inform 
the family. “Nothing bad will 
happen if you end up being wrong, 
but it could be disastrous if you try 
to line up a facility on the last day,” 
he says.

“Case managers should assess 
patients on Day 1 and keep 
reassessing patients throughout 
the stay. Their needs may change 
and the level of care after discharge 
may change,” says Toni Cesta, 
RN, PhD, FAAN, partner and 
consultant in Dallas-based Case 
Management Concepts.

If it’s likely a patient will need 
a stay in a skilled nursing facility, 
start talking with the family as soon 
as you’re aware of it, Cesta says. 
Give them a list of facilities early 
in the stay so they will have time to 
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visit them, she says. Facilities that 
can’t meet patients’ needs should 
not be on the list, Cesta adds.

When it is appropriate, the 
skilled nursing facility choice 
list Montefiore Medical Center 
gives patients includes the five 
skilled nursing facilities that are 
working with the medical center 
on quality initiatives. (For details 
on the collaboration, see page 150.) 
“If the patients ask for advice, the 
social worker can indicate that 
Montefiore is involved in quality 
initiatives with these five facilities. 
It helps them make a more 
informed decision. Patients will go 
where they want to go, but we want 
to give them information so they 
can make an informed choice,” he 
says.

If patients make a bad 
choice, case managers have the 

responsibility to move them in 
another direction, Cesta says.

“One of the roles of case 
managers is to be a patient 
advocate. If a patient or family has 
chosen a facility that won’t meet 
the patient’s needs, case managers 
should tell them that the facility 
can’t give the clinical level of care 
needed, and suggest that later, the 
patient may be able to move to a 
closer facility,” she says.

If you are concerned about 
violating the patient choice 
regulations, develop a script to help 
your RN case managers and social 
work case managers to educate 
and guide the patients and family 
members to make appropriate 
choices, says Beverly Cunningham, 
RN, MS, vice president of clinical 
performance improvement at 
Medical City Dallas Hospital and 

a partner and consultant in Dallas-
based Case Management Concepts.

“Case management leadership 
has to take responsibility for 
supporting their staff so the 
staff knows how communicate 
with patients to make sure they 
transition to the right place,” 
Cunningham says.

Encourage family members 
to visit the facilities they are 
considering and give them guidance 
on what to look for, Nazir says. 
He recommends referring family 
members to the Nursing Home 
Compare website, which has a 
detailed checklist of questions to 
guide families during their skilled 
nursing visits as well as well as 
information on the facilities.

“Arm them with all the information 
you can that will help them make a 
good choice,” he says.  n

Know the post-acute providers who care for your 
patients
Track their services, readmission rates

B efore you can give patients the 
information they need to make 

a good decision, you need to know 
something about the facilities on the 
list you give the patients.

“When case managers refer 
patients to the next level of care, 
they want to make sure that they 
are going to a place where they get 
the care they need to recuperate and 
avoid readmissions,” says Beverly 
Cunningham, RN, MS, vice 
president of clinical performance 
improvement at Medical City Dallas 
Hospital and a partner and consultant 
in Dallas-based Case Management 
Concepts.

Case managers should be very 

familiar with the skilled nursing 
facilities that patients choose most 
often, and know the strengths and 
weaknesses of each, says Arif Nazir, 
MD, associate clinical professor of 
medicine in the geriatric division 
at the Indiana University Medical 
School and an affiliated scientist at 
the Indiana University Center for 
Aging Research.

When Nazir was talking to a 
group of about 25 case managers and 
social workers, he asked how many of 
them had ever visited a skilled nursing 
facility. “Only three people raised 
their hands. They had no idea where 
they were sending people,” he says.

Visit the facilities whenever 

possible and compile information 
on the facilities, what services they 
provide, what outcomes patients 
who go there have, readmission rates, 
staffing, and other information, Nazir 
says.

Case management departments 
should be keeping track of 
which providers have the most 
readmissions, Cunningham says. 
“Case management leadership has to 
take a role and understand what is 
driving their readmissions and where 
it is happening,” she adds.

Develop a way to track 
readmission rates by providers, how 
many patients a provider accepts 
and declines, how quickly they 
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respond, and how many times they 
fail to respond, she says. “Electronic 
discharge planning programs are 
an excellent way to track this 
information,” Cunningham says.

If you don’t have an electronic 
discharge planning tool, create a table 
on paper that shows the providers to 
which you refer, readmission rates, 
and what services they provide, 
Cunningham suggests.

Case management leaders should 
treat the facilities owned by or 
affiliated with their hospital the same 
way they do other providers and 

analyze their readmissions and work 
with them to improve transitions, 
Cunningham says.

“Case managers tend to assume 
that their hospital’s facilities are good, 
but as we consult with hospitals we 
sometimes find that the hospital’s 
own home health agency has a 
higher readmission rate than other 
providers,” she says.

Hospitals need to form 
partnerships with post-acute providers 
so they can work together to properly 
implement the discharge plan and 
collaborate on ways to prevent 

readmissions, Cunningham says. “In 
developing these partnerships, patient 
choice should always be in place for 
referrals to home health or skilled 
nursing facilities,” she adds.

“In best-practice case management 
departments, the case manager 
leaders have already met with the 
post-acute providers that receive the 
most referrals and work with them 
to improve transfers and reduce 
readmission rates,” says Cunningham, 
who recommends meeting quarterly 
or every six months with post-acute 
providers.  n

EXECUTIVE SUMMARY

The Centers for Medicare & Medicaid Services has made a one-time offer to 

hospitals to settle pending appeals of patient status claim denials for 68% of the 

net payable amount .

• Settlement applies only to cases with an admission date before Oct . 1, 2013 .

• All patient status cases in the appeals process must be included in the 

settlement .

• The denials could be from any CMS contractor and made on a prepayment or 

post-payment review .

CMS offers to settle appeals of patient status 
claim denials
Hospitals would receive 68% of net payable amount

In an effort to clear up an 
18-month backlog of appeals, the 

Centers for Medicare & Medicaid 
Services has made a one-time offer 
to hospitals to settle patient status 
claim denials in the appeals process 
for 68% of the net payable amount.

The claims included in the 
settlement are cases that were billed 
as inpatients, but the auditors 
believe they should have been billed 
as observation services or strictly 
outpatient.

“While the service may have 
been reasonable and necessary, the 
auditor determined that treatment 
on an inpatient basis was not,” 
says Steven Greenspan, JD, LLM, 
vice president of regulatory affairs 
for Executive Health Resources, a 
Newtown Square, PA, healthcare 
consulting firm.

The settlement offer applies 
only to cases with a date of 
admission prior to Oct. 1, 2013, 

which eliminates all denials 
under the two-midnight rule, 
Greenspan says. However, he 
points out that there was a lot of 
Recovery Auditor activity prior to 
the implementation of the two-
midnight rule and that the reasons 
cited for many of their denials was 
that the services provided did not 
require an inpatient level of care.

“From the standpoint of timing, 
I think the majority of cases under 
appeal fall into the eligible claims 
category,” he says.

The denials could be from 
the Recovery Auditors (RAs), 
the Medicare Administrative 
Contractors (MACs), the Zoned 
Program Integrity Contractors 
(ZPICs), or the Office of Inspector 
General (OIG). It doesn’t matter 
if the denial was made on a 
prepayment or post-payment 
review, Greenspan adds.

All claims that meet the criteria 
must be included in the settlement. 
Hospitals cannot choose which 
claims they want to continue 
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appealing, points out Deborah K. 
Hale, CCS, CCDS, president of 
Administrative Consultant Services, 
a Shawnee, OK-based healthcare 
consulting firm.

“It’s an all-or-nothing deal for 
hospitals even if the auditor clearly 
made an error in denying the case, 
such as denying an inpatient stay 
for procedures on the Inpatient 
Only list,” she says.

The advantage to taking 
the offer from CMS is that the 
settlement is a way to free up 
some of the money that hospitals 
have lost as a result of a Recovery 
Auditor (RA) or Medicare 
Administrative Contractor (MAC) 
denial and is less labor-intensive 
than an Administrative Law Judge 
appeal, Hale says.

However, if hospitals elect not 
to settle, their cases are likely to be 
delayed for quite a while due to the 
backlog, and the hospitals may not 
win, she says.

It will take a comprehensive 
understanding of each hospital’s 
financial situation to decide 
whether to accept the offer, 
Greenspan says. “CMS is taking 

the position that all provider cases 
have been appealed in the same 
period of time, but that’s not true,” 
Greenspan says.

To decide if the settlement offer 
is a good deal for them, hospitals 
need to know their overturn rates, 
their cash flow situation, their case 
mix, and the status of their appeals, 
he says.

For instance, if the majority of 
a hospital’s appeals are nearing the 
end of the appeals process, it might 
not be in the hospital’s best interest 
to settle.

Hospitals need to weigh all of 
those factors to determine whether 
the 68% figure is reasonable, 
Greenspan says.

In order to participate in the 
settlement offer, hospitals must 
individually review all denials to see 
if they are eligible and enter them 
on a spreadsheet of individual line 
items.

CMS set a deadline of Oct. 
31, 2014, for hospitals to sign 
an agreement to participate and 
submit a spreadsheet of denied 
claims that are eligible for the 
settlement. CMS has promised 

that hospitals will receive their 
payments within 60 days of having 
a fully executed Administrative 
Agreement, Greenspan says.

In Round 1 of the process, 
a hospital has the opportunity 
to review the claims that CMS 
finds eligible. The Medicare 
Administrative Contractors 
(MACs) will pay the hospital 68% 
of the net payable amount on 
all the claims that CMS and the 
hospital agree upon, Greenspan says.

If during Round 1 there is a 
discrepancy on some claims between 
the information that the hospital 
submits and CMS’ records, CMS and 
the hospital will negotiate on those 
claims until they reach an agreement. 
This is considered by CMS to be 
Round 2, Greenspan adds.

In a prepared statement, the 
American Hospital Association 
commented that the proposal “fails 
to address the underlying cause of 
the problem — overzealous RAC 
reviewers. But given the tremendous 
financial hardship the Administrative 
Law Judge delay is causing many 
hospitals, it could provide some 
temporary relief.”  n

Hospital-SNF collaboration cuts readmission rates
Initiative focuses on successful transitions

Before Montefiore Medical 
Center in New York City 

began collaborating with five 
skilled nursing facilities on ways 
to improve transitions, the 30-
day readmission rates at those five 
facilities averaged from 25% to 
27%. For the last eight months, 
those facilities have had average 30-
day readmission rates of less than 
15%.

Montefiore began working 

to establish a more formalized 
relationship with the skilled 
nursing facilities in the area 
several years ago. “We wanted 
to change the way patients were 
being managed around the triple 
aim of reducing cost, increasing 
quality, and improving the patient 
experience,” says Alex Alvarez, RN, 
senior director of Network Care 
Management, Montefiore’s care 
management organization.

Montefiore was one of the 
original Pioneer Accountable Care 
Organizations, the Centers for 
Medicare & Medicaid Services 
initiative to provide coordinated 
care to patients with the goal of 
reducing healthcare expenses. 
Participating organizations share 
in any savings. “We were sharing 
savings with Medicare for about 
25,000 lives, so we have an 
incentive to see that the patients 
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Home Health Care — A Key Component
of Discharge Planning
Toni Cesta, PhD, RN, FAAN

Introduction
Transitioning patients to the next level of care is a 

fundamental role of the hospital case manager. As a result 
of reductions in length of stay, penalties for readmissions, 
accountable care organizations, and Medicare contract 
auditors, the need to ensure a smooth transition for our 
patients has never been more important. Therefore, home 
care has never been more important and has risen to the 
top as a crucial component of discharge planning in the 
new health care reform reimbursement system. Home 
care plays a role in reducing returns to the emergency 
department and readmissions to the hospital by assisting 
patients in staying safely in their home environment.

This month, we will talk about your role in identifying 
patients who may need home health services so that no 
patients who qualify will be overlooked!

What Is Home Health Care?
Home health care is a medically oriented approach 

to providing care in the patient’s home. It is different 
from home care services, which may include chores and 
housecleaning services provided by home health aides and 
other non-skilled providers. Home health care may include 
occupational and physical therapy, speech therapy, and 
skilled nursing. Patients may receive skilled medical care, 
home support services, or a combination of both.

A Gap Filler
Home health care can provide important gap fillers for 

patients transitioning home after exacerbation of a chronic 
illness, after surgery, or a new diagnosis. Since hospital 
stays are so short, patients leave hospitals at a minimum 
level of recovery and need support as they continue to 
recover in the home. This gap period is especially critical 

during the period between discharge and when the 
patient has his or her first physician appointment in the 
community. During this time period, which can be a week 
or more, patients may not fill prescriptions they receive 
upon discharge from the hospital, may not follow diet 
or activity restrictions properly, or may make errors in 
medication administration. These errors and/or omissions 
in care can result in return visits to the emergency room 
and possibly readmissions to the hospital.

When hospital lengths of stay were longer, home care 
played a lesser role than it does today. Today, case managers 
should consider a home care referral for virtually every 
discharge they have, particularly older patients or those 
with chronic conditions. In some instances this may mean 
one home care visit for medication reconciliation, or it may 
mean a longer-term relationship between the patient and 
the home care services.

Reducing Readmissions to the 
Hospital

As listed above, there are many factors affecting hospital 
readmissions, and good discharge planning can help to 
remedy some of them. Patients who are going home may, 
in some ways, be at greatest risk for hospital readmission 
if the discharge plan is not comprehensive and thoughtful. 
Therefore, as part of a readmission reduction program, 
home care referrals should be considered for almost all 
hospital discharges. This no-cost solution can do much in 
reducing your hospital readmission numbers if thought out 
carefully.

You may need to develop a data management structure 
if you do not currently have a case management software 
program to help collect information on the causes of 
your hospital’s readmissions. The data can become part 
of your monthly case management report card. The 
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readmission rates should be reported 
as percentages. For example, what 
percentage of all your readmissions 
were heart failure, pneumonia or 
acute MI? How many of these 
readmissions did not have a home 
care referral? How many other 
patients did have a home care referral 
but did not actually receive the home 
care services?

We know that among the top root 
causes for preventable readmissions 
are the following:

• The patient did not see his or 
her physician within 7-10 days of 
discharge.

• The patient did not accurately 
follow his or her medication regime 
once discharged to home.

• The patient was confused or 
unclear as to how to manage his 
or her disease process in the home 
setting.

• No home care was arranged for 
the patient after discharge.

Discharge Assessments
The root causes of any one of these 

issues probably involve the hospital 
discharge planning processes as well 
as the process of transitioning the 
patient to the home or other setting. 
Because of this, case managers are 
in a unique position to ensure that 
the patient moves smoothly, safely, 
and well-planned to the next level of 
care. One of the most effective ways 
to accomplish this is to be sure that 
every patient is assessed for discharge 
planning purposes. Singling out 
only specific types of patients for a 
case management assessment will 
undoubtedly result in some home 
care-worthy patients being missed, 
thereby increasing their statistical 
chances for readmission.

Contemporary case management 
models call for a discharge planning 
assessment to be completed on every 

patient. This process should begin on 
admission and continue to be re-
evaluated every day that the patient is 
in the hospital. Case managers should 
include a list of guiding points to help 
them identify which aspects of the 
patient’s condition may qualify for 
home care services. If this list is built 
into the case management admission 
assessment form, the case manager 
can have a greater assurance that no 
patient who qualifies for home care 
will be overlooked. It is recommended 
that you review this list each and 
every time you begin the discharge 

planning process for a patient. In 
addition, if the patient does not 
initially appear to meet the home care 
criteria, you should circle back to the 
list throughout the hospital stay so 
that any changes in the patient’s needs 
or condition will not be overlooked.

Assess Every Patient
So, it is vital that you assess 

EACH AND EVERY patient on 
admission and throughout his or 
her stay. Standardize your discharge 
planning process by developing a case 

Identification of Patients for Referral to Home 

Care Services

Guidelines for Home Care Assessment

The following qualifiers can help determine those patients appropriate 
for home care services:
 Patients requiring assessments/education relating to:

• New diagnosis
• New medications or change in medications
• Change in patient’s physical environment and/or new assistive device.

 Patients with unstable disease process; cardio/pulmonary, diabetes, 
neurological, neuromuscular, metabolic, cerebrovascular, cardiovascular, 
renal, cancer, pediatric/including asthma, premature infants, psychiatric

 Patients with open wounds, VAC wound care, pressure ulcers
 Patients with ostomies, trachs, feeding tubes
 Patients with drainage tubes and catheters
 Patients requiring I.V. and injectable drug therapies
 Patients with recent change in functional status including but not lim-

ited to: falls, paralysis, fractures, amputation or other physical impair-
ment, change in custodial needs, ortho, neuro and/or deconditioned 
diagnosis

 Patients with pain control management
 Patients with end-stage disease and palliative care needs
 Patients with new oxygen and/or nebulizer treatments
 Patients receiving any type of home care services, i.e., CHHA, LTHHCP, 

PCA, private care, at time of hospital admission
 Patients re-hospitalized within 60 days and/or known history of 

repeated hospital readmissions.
 Patients requiring expedited discharges (EHD/Bridge Program)

The above guidelines can be utilized at:
• Admission
• Patient care rounds
• Individual case conference with members of the health care team
• Inquiry from patient/family/physicians
• Review of medical records
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management assessment form. The 
form should include all relevant data 
sets needed to make a comprehensive 
determination as to what services the 
patient will need once discharged 
from the hospital. Then be sure that 
the patient is reassessed daily or 
as frequently as possible. This can 
be accomplished on daily walking 
rounds where the case manager can 
discuss the current clinical issues as 
well as transitional care needs without 
adding any additional time to the 
process. It is during these assessment 
points that the case manager can 
ensure that the best plan is being 
developed for the patient’s next level 
of care needs and requirements.

As you develop your standardized 
tool, be sure to include all the key 
elements for an initial evaluation of 
the patient as it relates to home care 
services. These elements are listed 
below. If patients meet any of these 
criteria, they should qualify for home 
care, assuming they have insurance 
coverage for the service. Familiarize 
yourself with the list in the box on 
page 152 and review it each time you 
admit a patient. Leaving this to your 
memory will increase the chance of 
missing an eligible patient during 
your assessment.

Medication Errors
Of note are the criteria in the 

first bullet: “New medications or 
change in medications.” As we 
discussed above, medication errors 
happen frequently in the home. 
These errors may include taking the 
wrong dose, skipping doses, or not 
filling the prescription at all. Patients 
may be confused by dosage changes 
that happened while they were in 
the hospital. For example, a heart 
failure patient may have been on 
Lasix 10 mg prior to admission and 
is now discharged on 20 mg. When 

the patient returns home, he or she 
will have both dosage vials and may 
either mix them up or think they 
are the same, thereby resulting in an 
error. Or the patient may think that 
he or she already has the medication 
and not fill the new prescription at 
all, or want to use up what he or 
she has. While well-intended, any 
of these errors may result in another 
exacerbation of the patient’s heart 
failure and another return to the 
emergency department and possibly 
an admission back to the hospital.

As you assess your patient, think 
carefully about this. Even educated 
patients can make mistakes or 
become confused by changes to their 
routine. For some, one home care 
visit for medication reconciliation in 
the home may be all they will need. 
However, this one visit may be crucial 
to their successful management in the 
home.

Frequently Readmitted 
Patients

Another set of criteria of note is 
“patients re-hospitalized within 
60 days and/or known history of 
repeated hospital readmissions.” 
While we typically focus on patients 
readmitted within 30 days, you may 
also want to look at patients who 
fall into the 60-day category as well. 
These patients may also benefit from 
home care services to ensure that 
their care plan, including medication 
management, is implemented in the 
home. Be sure to identify the root 
cause of the readmission(s) and to 
focus on this when making the home 
care referral. The more information 
you can provide to the home care 
agency, the more likely that the 
patient’s needs will be met in the 
home and he or she will not return 
to the emergency department for a 
preventable reason.

Most of the other referral criteria 
on the list above are more obvious, 
as they relate to the patient’s clinical 
condition or change in clinical 
condition. Medication management 
and readmissions may be less obvious 
and require that you think of the 
home care referral process in a new 
way.

For each patient example or 
issue we have raised, a home care 
referral may have made the difference 
between a positive and a negative 
outcome. Build these criteria into 
your assessment form to ensure that 
no patient is missed or overlooked.

Homebound Status
Another issue has to do with the 

myths surrounding the category of 
“homebound.” Physicians, nurses, 
and case managers are often confused 
by how this is defined. Even some 
nurses in home care may not fully 
understand what Medicare actually 
means by this term. You may find 
yourself not making a home care 
referral because you consider the 
patient not to be homebound. The 
elements listed at the top of the next 
page provide a framework for what 
Medicare considers homebound 
status. Patients can leave home, 
but leaving home must take a 
considerable effort on their part. 
Examples of this are below as well as 
the types of reasons as to why patients 
can leave their homes and still be 
considered homebound.

Check on Your Patients 
After Discharge

Calling patients after discharge 
is the final step in the discharge 
planning process for the hospital 
case manager. Every attempt should 
be made to call patients within 48 
hours of discharge to ensure that the 
plans for discharge are in place. When 
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calling patients, below are some key 
questions you should consider asking 
them:
 Did home care arrive?
 Did durable medical equipment 

(DME) arrive?
 Are you taking your 

medications as prescribed?
 Do you have any questions 

regarding your medications?
 When is your next doctor’s 

appointment?
 Do you have a way to get to 

that appointment?
 Do you have any questions?

By making these follow-up calls, 
you will be able to confirm that 
your discharge plan is in place and 
that the patient is adherent to the 
interventions you planned for in the 
community. Most important among 
these is medication management and 
the physician follow-up appointment 
in the community.

Measuring Your Results
One of the metrics your 

department should track and trend 
every month is a measurement of 
how many patients leave the hospital 

DEFINITION OF
HOMEBOUND STATUS

– CMS Pub 100-02

For a patient to be eligible to receive covered home health services, the law 
requires that a physician certify in all cases that the patient is confined to his/her 
home. For purposes of the statute, an individual shall be considered “confined to 
the home” (homebound) if the following two criteria are met: 

1. Criteria-One:

The patient must either:

- Because of illness or injury, need the 
aid of supportive devices such as 
crutches, canes, 

 wheelchairs, and walkers; the use of 
special transportation; or the assis-
tance of another person in order to 
leave their place of residence

OR

- Have a condition such that leaving his 
or her home is medically contraindi-
cated.

If the patient meets one of the Criteria-
One conditions, then the patient must 
ALSO meet two additional require-
ments defined in Criteria-Two below.

2. Criteria-Two:

- There must exist a normal inability to 
leave home;

AND

- Leaving home must require a consid-
erable and taxing effort.

For the complete definition please refer to http://www.cms.gov/ 

Regulations-and-Guidance/Guidance/Transmittals/Downloads/R192BP.pdf

REFERRALS TO POST-ACUTE CARE Benchmark Target Month Month

Home w No Services (as % of Discharges)     

Home Care (as % of discharges)     
Acute Rehab (as % of discharges)     

Sub-acute Rehab (as % of discharges)     

Long Term Care (as % of discharges)     

 Other (as % of discharges)     

with home care services in place. 
Your goal should be to have more 
patients going home with home care 
services and fewer patients going 
home with no services. By measuring 
these metrics as percentages of total 
discharges, you can begin to get a 
sense of how many of your patients 
are receiving these services in the 
community. Your benchmark should 
be your prior year’s performance 
in the category. The target should 
be based on the improvement you 
want to make for the new year. For 
example, in the prior year, 12% 
of your patients may have been 
discharged with home care services. 
This would be your benchmark. 
For the new year, you may want to 
improve this by 10%, so your new 
benchmark would become 13.2% 
or an improvement of 1.2% of 
discharges.

Summary
Home care is an important 

intervention to consider for virtually 
every patient you discharge to 
home. By using the strategies 
discussed above, you can increase 
your percentage of patients going 
home with this important service. 
Remember to assess every patient 
on admission and to reassess every 
patient daily. Standardize your 
assessment questions using a tool 
that includes social work and home 
care referral criteria. Finally, consider 
home care as one of the most 
important tools in your readmission 
reduction toolbox!  n
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EXECUTIVE SUMMARY

Montefiore Medical Center’s collaboration with five skilled nursing facilities on 

improving transitions has resulted in a drop in 30-day readmission rates to 15% .

• A multidisciplinary team visited nursing facilities in the area, reviewed 

readmission rates and Nursing Home Compare information and chose five 

facilities that are in locations convenient to Montefiore patients .

• Montefiore representatives met with each facility individually and helped them 

adapt the INTERACT program (Interventions to Reduce Acute Care Transfers), a 

quality improvement program designed to improve care and reduce potentially 

avoidable readmissions .

• Now representatives from all five nursing facilities meet with the Montefiore 

team monthly and collaborate on ways to improve transitions .

get the best care possible in a cost-
effective way,” he says. Montefiore 
transfers between 220 and 250 
patients to skilled nursing facilities 
each month.

Before starting the program, 
a multidisciplinary team from 
Montefiore visited the facilities 
in the area, talked to the staff, 
reviewed the information on the 
Nursing Home Compare website, 
and looked at each nursing facility’s 
readmission rates for Montefiore 
and their overall readmission 
rates. Using that information, the 
team chose five nursing homes to 
work with, taking into account 
the volume of patients Montefiore 
already was discharging to the 
facilities and the convenience of 
the location for patients from 
Montefiore.

In the beginning, the team met 
individually with each of the five 
facilities.

“When we visited these facilities, 
we told them we weren’t there 
to tell them how to take care of 
patients, but to help them change 
the culture of their organization so 
everybody would understand when 
patients first start to get in trouble 
so they could intervene early, and 
avoid patients having to go to the 
hospital,” he says.

For instance, when patients 
with chronic diseases needed a 
transfusion, the facilities would 
send the patient to the emergency 
department where they would 
receive blood and be admitted. 
The Montefiore team educated the 
nursing homes on how to set up an 
elective transfusion so patients can 
get the blood they need but avoid a 
hospital admission.

Recognizing that a large 
percentage of patients who are 
readmitted have heart failure, the 
team arranged for Ileana Pina, MD, 

MPH, associated chief of academic 
affairs in the division of cardiology, 
to educate the physicians and 
nursing staff at the skilled nursing 
facilities on how to manage heart 
failure patients with specific 
protocols.

For instance, she recommended 
that the nursing facilities weigh 
patients every day and intervene 
earlier when a patient’s weight 
changes.

The skilled nursing facilities 
welcomed the education, Alvarez 
says.

“One of the things that has 
helped us be successful is that the 
nursing facilities are aware that 
their readmission rates are going 
to be measured in the future and 
our incentives are aligned,” Alvarez 
says.

Montefiore and the skilled 
nursing facilities adopted 
the INTERACT program 
(Interventions to Reduce Acute 
Care Transfers), a quality 
improvement program designed to 
improve care and reduce potentially 
avoidable readmissions.

“We worked with them 
individually to incorporate the 
INTERACT program into their 
culture,” Alvarez says.

One component, SBAR 

(Situation Background Assessment 
Recommendation), is a document 
that provides a structured format 
for the nurse to use when calling a 
physician about a patient. “In the 
past, the nurse wouldn’t always give 
details but would say the patient 
was looking bad and the doctor 
would send the patient to the 
emergency department. Now, they 
give the full clinical picture of the 
patient and the physician has vital 
information to act upon,” Alvarez 
says.

The hospital team also helped 
the certified nurse assistants use 
the Stop and Watch tool to observe 
changes in the patients and notify 
the clinical staff to intervene. “The 
bottom line is that the CNAs are 
the people who spend the most 
time with the patients. They often 
will notice patterns of change 
earlier than the clinical staff,” he 
says. For instance, if a patient 
usually wolfs down his pudding 
and he hasn’t eaten pudding for a 
couple of days, the certified nurse 
assistant fills out a form that goes 
to the patient’s nurse, who conducts 
an examination to find the cause.

When a patient is likely to be 
discharged to a skilled nursing facility, 
Montefiore’s Care Management 
Resource Unit sends information to 



156   |   HOSPITAL CASE MANAGEMENT / November 2014

three to five facilities to find out if 
they have a bed available to meet the 
patient’s needs.

In addition to sending written 
information on the patient being 
transferred, the case manager on the 
unit calls the nurse at the receiving 
facility to discuss patients the case 
manager believes are at risk for 
interventions and what can be done 
to manage the patient.

A staff of three RNs follow 
patients after discharge and work 
with all the skilled nursing facilities 
in the Bronx on managing the care of 
patients transferred from Montefiore 
who are part of the risk/shared savings 
population.

The nurses have weekly conference 
calls with the skilled nursing facilities 
that have a large volume of transfers 
from Montefiore. They talk about 
the patients’ issues, their goals for 
the week, and what progress is being 
made. “They make sure that the 
nursing home staff consistently and 
constantly identifies patient challenges 
and are working to get patients back 
to the baseline,” Alvarez says.

The nurses work with the families 
to educate them on the patients’ 
skilled nursing benefits. “Patients tend 

to think that if they have Medicare 
that they can stay in a nursing home 
forever. The nurses engage the family 
early on to educate them on the 
patient’s benefits and help them make 
choices,” he says.

The nurses make suggestions 
for interventions when patients are 
not progressing. For instance, if 
a joint replacement patient is not 
participating in physical therapy 
because of pain, the nurse may 
suggest a pain consultation or a visit 
with the surgeon who replaced the 
joint.

“It’s a very collaborative endeavor. 
It’s not about cutting off benefits. 
It’s about what we need to do to get 
the patient to the next level of care. 
If Montefiore is penalized when 
patients are readmitted from the 
nursing home, it’s imperative that we 
collaborate with the nursing home 
to help the patient progress. We can’t 
afford to send patients to facilities 
that aren’t on board,” he says.

Now, Montefiore’s care 
management team meets monthly 
with representatives of five skilled 
nursing facilities and discusses 
trends and areas for improvement, 
Alvarez says.

“The hospital team and the 
nursing facility representatives 
are identifying populations and 
collaborating on treating them all the 
same, whether they are patients from 
Montefiore or other hospitals,” he 
says.

For instance, in August, the 
meeting focused on dialysis 
readmissions. “In the first quarter 
of 2014, we had 97 readmissions 
from these five nursing facilities, 
and 33% were dialysis patients. We 
are now working on how to treat 
dialysis patients with a higher level of 
surveillance to avoid readmissions,” 
he says.

A team that includes the hospital’s 
director of nephrology, representatives 
from dialysis centers, and the 
hospital’s medicine service are looking 
at clinical data to determine how to 
improve treatment of these patients.

The team is working on developing 
a capabilities matrix that identifies 
all of the interventions that skilled 
nursing facilities can perform. “Our 
goal is to make sure all five can do the 
same things. This will standardize the 
level of care available at all of them 
and make it easy to get our patients to 
these care settings,” he says.  n

Home visits keep CABG patients out of the 
hospital
NPs provide support for at-risk patients

A t-risk patients who received 
at least one home visit by a 

cardiac surgery nurse practitioner 
after coronary artery bypass grafting 
surgery at North Shore University 
Hospital in Manhasset, NY, had 
less than a third the number of 
readmissions within 30 days as 

patients with similar demographic 
and medical conditions who did not 
receive the interventions, a pilot study 
showed.

In the pilot study, 3.85% of 
patients in the Follow Your Heart 
program were readmitted to the 
hospital within 30 days compared to 

11.54% of at-risk patients who did 
not receive the interventions.

Following the success of the pilot, 
the North Shore-LIJ Health System 
expanded the program to include 
three hospitals, says Michael H. 
Hall, MD, MBA, division chief of 
adult cardiac surgery at North Shore 
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EXECUTIVE SUMMARY

In a pilot study, coronary artery bypass grafting surgery patients who were in 

North Shore University Hospital’s Follow Your Heart program had a 3 .85% 30-

day readmission rate compared to a 11 .54% rate for at-risk patients not in the 

program .

• Cardiac surgery nurse practitioners visit at-risk patients at home after discharge, 

conduct a physical exam, performed medication reconciliation, and educate 

patients on signs and symptoms that indicate they should call their doctor .

• They collaborate with the home health nurses, informing them about what 

happened during the hospital stay and sharing other information that might not 

be on the discharge summary .

• They send a report of the visit to the patient’s primary care physician, surgeon, 

and the home health agency .

University Hospital.
The Follow Your Heart program 

evolved over several years as the 
North Shore-LIJ Health System 
began looking at ways to improve 
transitions and reduce readmissions, 
says Hall.

“We determined that people 
who have the most support and the 
highest socioeconomic status tend to 
do well after discharge. They don’t 
have a problem getting to the doctor 
for a follow-up visit or figuring out 
the medication regimen,” Hall says. 
Patients whose only income is Social 
Security benefits and who have little 
or no support at home are at highest 
risk, he says.

“People without support don’t 
have anyone to get their prescriptions 
filled or to take them to their follow-
up appointment, so even if we made 
the appointments for them, they 
didn’t go,” he says.

All coronary artery bypass surgery 
patients have visiting nurse services 
after discharge, but the nurses don’t 
know everything that happened 
during the hospitalization, such as 
any medications that the patient 
couldn’t tolerate or the circumstances 
surrounding the need for the surgery, 
Hall says.

“Some important details don’t get 
transmitted when patients transition 
between levels of care. Physicians and 
nurses may write things but they may 
not be fully understood,” he says.

For instance, the home health 
nurse may notice that a patient’s 
ankles are swollen and send him back 
to the hospital or to visit his doctor. 
But the nurse has no way of knowing 
that the swelling was much worse 
in the hospital and that the patient 
actually is getting better, Hall says.

The nurse practitioners who see 
patients in the hospital around the 
clock know what has happened with 
the patients, what problems they 

had, what medications they are on, 
and other details that may not make 
it into the discharge summary, Hall 
says.

“The nurse practitioners work 
with the visiting nurses to get them 
up to speed on the patients. It has 
made a big difference in the quality 
of the hand-off. When care providers 
know the patients, they are in a better 
position to help them through the 
transition,” he says.

The nurse practitioners get the 
patients’ permission for the visits 
before they leave the hospital. 
“Most are happy to have someone 
check up on them. They find it very 
reassuring,” he says.

The nurse practitioners are 
assigned to visit the patients in the 
home based on where the patients 
live in relation to where the nurse 
practitioners live. Most of them make 
the visits on their way home from 
work. The visits last about an hour.

The nurses visit the patients 
at least once after discharge and 
sometimes twice. The nurse 
practitioners conduct a physical exam, 
check out the incision, and take vital 
signs. They go over the medications 
and make sure the patients are taking 
the right ones at the right time. 
They can adjust the medications if 

necessary. They educate the patients 
on taking their medicine, watching 
their diet, and signs and symptoms 
that indicate their condition may be 
worsening.

“The patients know the nurse 
practitioners, and they are more 
likely to listen to their advice and to 
communicate things they might not 
tell someone they just met,” he says.

At the end of the visit, the nurse 
practitioners send a report of their 
visit to the patient’s primary care 
physicians, the surgeon, and the 
visiting nurse agency.

The nurse practitioners visit the 
patients once the first week after 
discharge and again the second week 
in some cases. They follow up by 
telephone and are available if the 
visiting nurse has any questions or 
concerns.

“The nurse practitioners are the 
key to this program’s success because 
they provide patients they know 
from the hospital setting with the 
continuity of care they need after 
discharge. We hope to continue our 
studies with other medical diagnoses, 
such as heart failure, and determine 
the most efficient way for excellent, 
cost-efficient, and sustainable long-
term care for these patients,” Hall 
says.  n
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Stop CAUTI program aims for 25% cut in 
hospitals
The challenge of changing behavior

There are two angles of attack 
to cutting catheter-associated 

urinary tract infection (CAUTI) rates 
by 25%, and the harder approach 
involves changing provider behavior.

“One of the things we find in 
the literature is that changing the 
mindset of people really takes 
time,” says Linda Greene, RN, 
MPS, CIC, one of the six repre-
sentatives of the Association for 
Professionals in Infection Control 
and Epidemiology (APIC) on the 
national faculty of the On the 
CUSP: Stop CAUTI initiative.

“Ideally, we want to set aggres-
sive goals,” Greene says. “You want a 
stretch goal, and it is very aggressive.”

A preliminary report released 
last fall showed a 16% decrease in 
CAUTI. These results were mostly 
achieved through technical changes, 
following the evidence, Greene notes.

Changing practices involving 
technique is the low-hanging fruit. 
Staff can learn to insert properly, use 
antiseptic technique, and make sure 
the bag is secured and below the blad-
der, she says. 

Many hospitals have made these 
evidence-based practice changes 
already, and that’s why initial results 
look good. Bridging the gap between 
16% and 25% will be more challeng-
ing. The next step is to tackle socio-
adaptive, behavioral changes.

“How do we get evidence to the 
bedside, and how do we make sure 
doctors and nurses are very engaged, 
making urinary tract infection pre-
vention a priority?” Greene asks. “Not 
every patient needs a urinary catheter, 
so how do we find ways to initiate 
physician reminders or protocols that 
instruct the nurse to pull the catheter 
when it’s not needed?”

To illustrate the challenges of 
changing culture and behavior, 
Greene offers an example of ICU 
practice.

“In the CDC guidelines one of 
the indications for urinary catheter is 
output monitoring of a critically ill 
patient,” she explains.

“For years, people thought if you 
were in the ICU you needed a cath-
eter to see how much [urine] you’re 
putting out,” she adds. “But now we 
know that many ICU patients don’t 
need to be monitored that closely, 
or they can be monitored by other 
means.”

For CUSP to work, it needs to 
blend the evidence-based changes 
with socio-adaptive changes, mak-
ing both a part of the hospital’s value 
system, she says.

Greene understands from personal 
experience why the socio-adaptive 
changes are so difficult. 

“I’ve been a nurse since I was 19, 
working in emergency rooms, ICUs, 

and the mantra was you put in an 
IV and catheter,” Greene says. “We 
thought we were doing the right 
things for patients, but now we know 
that some of these things are not 
necessary to use for as long as we once 
thought.”

When Greene worked at a busy 
hospital years ago she resisted the 
hospital’s attempts to focus more on 
UTIs.

“I said, ‘Quite frankly, I have big-
ger fish to fry.’ If they think a patient 
has a UTI, then we’ll give a drug and 
the patient will be fine,” she recalls. 

What she’s learned since is that giv-
ing out antibiotics has consequences, 
and urinary catheters can harm 
patients in a number of ways, includ-
ing leading to bedsores.

“It’s a change of thinking, and that 
change of thinking can get us to that 
next level,” Greene says.

APIC will assist hospitals with 
making these cultural and behavioral 
changes through an army of CUSP 
leaders, including 35-40 fellows, most 
of whom are infection preventionists. 
Launched in May, the fellow pro-
gram has each IP doing a project on 
CAUTI, submitting a performance 
improvement project and going 
through intense training, and work 
with mentors like Greene and the 
other CAUTI faculty.

The fellows return to their organiza-
tions to interview staff and executives. 
They explain what the Stop CAUTI 
initiative is about and help their 
hospitals establish initiatives to work 
collaboratively to reduce CAUTI.

Another strategy is to showcase hos-
pitals that have achieved zero CAUTI 
rates.

“I was on a call last week with a 
Florida hospital that had gone two 
years without a CAUTI, and she was 
sharing her strategies,” Greene says. 



158   |   HOSPITAL CASE MANAGEMENT / November 2014 HOSPITAL CASE MANAGEMENT / November 2014   |   159

 nMaking the business case for case 
management .

 n Inpatient vs . observation: still an 
enigma .

 n Readmission prevention tips from 
your peers .

 nWhat CM model is best for your 
facility?

COMING IN FUTURE MONTHS

To earn credit for this activity, please follow these instructions:

1. Read and study the activity, using the provided references for further research.

2. Scan the QR code to the right or log on to www.cmecity.com to take a post-test; tests are taken 
after each issue. 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 test, 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.

CNE QUESTIONS

1. According to Toni Cesta, 

the Medicare Conditions of 

Participation require that the 

choice list include facilities that 

meet what criteria?

 A . Are within a geographic area 

requested by the patient .

 B . Provide the services the patient 

needs .

 C . Will accept the patient’s 

insurance coverage .

 D . All of the above .

2. The Centers for Medicare & 

Medicaid Services has offered 

hospitals 68% of the net 

payable amount to settle 

patient status claims denials 

under the two-midnight rule.

A . True

B . False

3. At Montefiore Medical Center, 

three nurses follow patients 

after discharge to skilled 

nursing facilities. How often do 

they have conference calls with 

the nursing home staff?

 A . Weekly

 B . Bi-weekly

 C . Monthly

 D . Every six weeks

4. How often do the cardiac 

surgery nurse practitioners 

visit at-risk coronary artery 

bypass grafting patients after 

discharge from the hospital?

 A . Every week for a month .

 B . Every 10 days for 30 days .

 C . Once the week after surgery 

and sometimes the week after 

that .

 D . Every 5 days for 30 days .

CNE INSTRUCTIONS
“There is no better way to help people 
get to where they need to be than 
through story-telling by the people 
who have been able to achieve the 
results they need.”

Success stories resonate with every-
one, she notes.

“One of the big mistakes we make 
in health care is to try to go in and 
educate people before we really engage 
them,” Greene says. “It’s better to get 
people engaged and help them under-
stand why it’s important before you 
educate them and share strategies.”

Hospitals can accelerate CAUTI 
reduction rates by implementing strat-
egies that make use of electronic health 
records. They can make stop orders or 
protocols regarding catheter use.

“We are seeing a number of hospi-
tals where the catheter that is inserted 
for surgery is removed in the post-
anesthesia care unit,” Greene notes.

“The other thing that is begin-
ning to catch on, and it’s been a little 
slower, is appropriately collecting urine 
cultures,” she says. 

The idea is that urine cultures often 
are ordered inappropriately, resulting 
in unnecessary antibiotic use, she adds.

“If a patient is not symptomatic 
— even if there are organisms in the 
culture — then do not treat asymp-
tomatic bacteremia,” Greene says.

As hospitals and providers adopt 
Stop CAUTI changes there also are 
opportunities to improve results 
further through patient and family 
education.

“Let’s say I’m going for surgery 
and they’re going to put a catheter in 
me,” Greene says. “Instead of saying, 
‘You’ll have this catheter and it might 
be uncomfortable, but we’ll take it out 
when you no longer need it,’ you can 
say, ‘We’ll put this in and take it out 
the next day because we don’t want 
you to get an infection.’”

The idea is to set expectations for 
patients and their families that the cath-
eter is temporary.

“This sets up a patient and family to 
ask a question about the catheter if it’s 
been forgotten,” Greene adds.  n
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