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EXECUTIVE SUMMARY

Clinical pathways, which fell out of favor in recent years, are being reinvented as 

changes in reimbursement require hospitals to get a handle on resource consumption 

and healthcare costs . According to some case management experts:

• Hospitals need to monitor and control spending to survive under value-based 

purchasing, Medicare spending-per-beneficiary, and bundled payments .

• Clinical pathways reduce variation in care which can, in turn, improve care, decrease 

length of stay, and cut mortality rates .

• Development of pathways should be a team effort .

• Case managers should take the lead in seeing that pathways are followed .

They’re back! Clinical pathways 
are in favor again
Eliminating care variation is vital today

In many hospitals, clinical pathways 
were all the rage 20+ years ago. 
Everybody was developing them, 

but they rarely were completely 
implemented and many of them fell by 
the wayside over the years.

But with the growing emphasis on 
reimbursement that is based on value 
and not volume, clinical pathways — 
also called practice guidelines, critical 
pathways, or CareMap® tools — are 
making a comeback, and they’re bigger 
and better than ever.

Standardized care pathways, order 

sets and protocols are nothing new, 
says Tammy Corley, RN, BSN, ACM, 
director of care management for Premier 
Performance Partners, part of Charlotte, 
NC-based Premier, Inc. “Many hospitals 
have developed them but have been 
challenged with rolling them out and 
getting practitioners to use them for a 
number of reasons.

Pathways fell out of favor because of 
the difficulties in implementing them 
and monitoring their use. The doctors 
didn’t buy into the concept because they 
thought it was “cookbook medicine” 
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and hospitals stopped using them, 
adds Toni Cesta, RN, PhD, FAAN, 
partner and consultant in Dallas-
based Case Management Concepts.

“The concept was right, but 
without an electronic method 
to implement the pathways and 
monitor compliance, it was a difficult 
tool to use. It’s hard to monitor 
compliance or document variation in 
a paper chart. The electronic medical 
record offers a new opportunity 
to implement practice guidelines 
and order sets. Guidelines can be 
automated, and now there is a way to 
monitor their use,” she adds.

The changes in reimbursement 
being implemented as part of 
healthcare reform are bringing a 
revival of clinical pathways, says 
Karen Zander, RN, MS, CMAC, 
FAAN, president and co-owner of 
the Center for Case Management. 
“The new programs from the Centers 
for Medicare & Medicaid Services 
(CMS) mean that hospitals need 
to focus on efficiency measures and 
resource consumption as well as costs 
along the continuum of care. To do 
so, they need to ensure that patients 
are receiving evidence-based care, 
and they need tools that allow them 
to monitor and control how they are 
spending money,” she says.

For instance, the CMS Value-
based Purchasing Program rewards 
hospitals for providing quality 
of care. Medicare spending-per-
beneficiary, which bases hospitals’ 
scores on spending during an entire 
episode of care starting three days 
before admission through 30 days 
after discharge, makes up 20% of 
hospitals’ value-based purchasing 
score.

Then, there’s the Bundled 
Payments for Care Improvement 
pilot project, which pays a fixed 
price for a wide range of health 
services by multiple providers over a 

specified period of time or episode 
of care, Zander says. (For details on 
bundled payments, see Hospital Case 
Management, October 2014, Vol. 22 
No. 10, pages 135-137.)

“Bundled payments are going 
to be a game changer because in 
many markets, cost and utilization 
per case will replace length of stay 
as a primary goal. Since bundled 
payments provide a lump sum for 
30, 60, or 90 days of care, pathways 
must stretch beyond what acute care 
does and include what outcomes 
are expected if the patient goes to 
inpatient rehab, a skilled nursing 
facility, or home with home health,” 
Zander says.

Practice guidelines or pathways 
are a tool to help providers follow 
recommendations for evidence-based 
care, Cesta says. “The more you 
standardize, the more you reduce 
variations and reduce costs,” she says.

In the past, nobody was trying to 
control resource consumption, such 
as the use of antibiotics, and testing 
such as MRIs and CT scans, Cesta 
points out.

For instance, at one time, 
physicians typically ordered a chest 
X-ray every day for pneumonia 
patients. “Now we know that 
patients with improving signs and 
symptoms don’t need a chest X-ray 
every day and we can build into the 
guidelines and order sets when X-rays 
are recommended. Practice guidelines 
are an idea whose time has come,” 
she says.

Today’s technology makes it much 
easier for pathways to be utilized 
than when they were all on paper, 
Corley says. “Certain diagnoses 
can electronically drive the clinical 
pathways associated with them so 
you are not relying on an individual 
to go find, pull, and place on the 
patient’s record in order to initiate,” 
she says.
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Research supports the idea that 
evidence-based clinical pathways can 
improve the processes of care that 
affect quality and financial outcomes, 
Corley adds.

“There’s definitely a need to 
standardize care. Fragmented care 
and lack of evidence-based care can 
result in devastating costs and, most 
importantly, suboptimal clinical 
outcomes,” Corley says.

Healthcare’s shift to new payment 
models along with the need to deliver 
high-quality care at a reduced cost 
has increased concerns about clinical 
variation in patient care, says Larry 
Burnett, RN, MS, managing director 
for Huron Healthcare, a Chicago-
based healthcare consulting firm.

Clinical variation frequently 
occurs in hospitals, Burnett points 
out. “Individual clinicians often 
follow different practice patterns for 
the same diagnosis,” he says. There is 
generally as much variation between 
physicians in the same practice as 
there is among physicians nationally, 
he adds.

“Many variations in care are 
medically unnecessary and don’t 
positively impact quality and cost. 
Reducing variability results in better 
care, and that’s what the pathways do. 
When hospitals put evidence-based 
pathways in place, care improves, 
length of stay decreases, patient 
satisfaction scores increase statistically, 
and readmissions, complications, and 
mortality decrease, in our experience,” 
he adds.

Physician selection and practice 
patterns play a large part in 
determining length of stay and costs, 
Burnett says. But don’t fall into 
the trap of focusing exclusively on 
physician behavior to reduce care 
variation because other systems, 
processes, and people factors can 
affect care delivery, he says.

For instance, a heart failure patient 

may stay an extra day because the 
physician didn’t adjust his diuretic, 
because the nurse didn’t record the 
patient’s weight gain, which would 
have triggered a dosage adjustment. 
Or, the physician made the change 
but the pharmacy was slow in filling 
the prescription.

“All members of the entire care 
team—physicians, nursing, case 
management, lab, pharmacy, and 
other ancillary services—play a role in 
determining patient care. To succeed 
in managing care variations, hospitals 
have to include all clinicians and 
clinical services,” he says.

Physicians want to do the right 
thing, but there are substantial 
differences in training among 
physicians and their understanding 
of best practices in clinically complex 
patients, Burnett says.

“It’s up to the RN case manager 
to partner with physicians and 
make sure they are following the 
recommended standards of care,” he 
says.

Historically, physicians resisted 
using pathways, saying they were 
“cookbook medicine,” Corley says. 
“I don’t see that resistance today. 
The term evidence-based medicine 
has been used more and more over 
the years, and physicians understand 
the importance of following the best 
practices,” she says.

The choice about whether to 
implement evidence-based protocols 
is always at the discretion of the 
physician, Burnett points out. “The 
pathways cannot dictate medical 
care,” he says.

Pathways do not take away 
physician decision-making, Corley 
points out. They outline the best 
practices/interventions and they can, 
and should, be tailored to meet the 
needs of individual patients.

For instance, a 40-year-old-patient 
with pneumonia may not necessarily 

need the same treatment as an elderly 
patient with multiple comorbidities 
who also has pneumonia. In the case 
of the elderly patient, the physician 
might have to adjust the treatment 
plan while still using the clinical 
pathway as the guiding practice, she 
says.

The practice guidelines are just 
that — guidelines, Cesta adds. 
“Providers still have to look at 
patients as individuals and adapt 
the guidelines to meet their needs. 
Physicians should use order sets and 
guidelines as a foundation but treat 
each patient as an individual,” she 
says.

Clinical pathways are the best 
practices that work well for a lot of 
people. “But even if the pathways 
are standardized and look the same 
for all patients, the care will have to 
be individualized, and it is the job of 
the case manager to make sure the 
standard path is individualized for 
each patient,” Zander says.

The pathways being developed 
today are still medically driven 
and most have built-in order sets, 
Zander says. The best ones outline 
what other disciplines should be 
doing independently of what needs 
a doctor’s orders, Zander says. For 
instance, physicians have to write an 
order for a patient to have physical 
therapy, but orders are not needed for 
a social work consult or for the nurse 
or case managers to begin patient 
education.

“The new clinical pathways are still 
going to be centered around what the 
doctor orders, but they must stretch 
past acute care into skilled nursing 
facility stays and home care services. 
It’s the same patient in every setting, 
and the education needs to be the 
same and the plan of care needs to 
mesh. Everybody has to be more 
consistent and better organized,” she 
says.  n
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Corley suggests starting with your 
hospital’s DRGs with the highest 
volume and largest opportunities for 
improvement. Look at those with 
high volume, observed length of stay 
versus expected length of stay, cost 
opportunities, and variations in care 
that are impacting quality.

A large number of organizations 
are working on sepsis, which often 
is the No. 1 driver of length of stay, 
mortality, cost, and readmissions, 
Corley says. She adds that a large 

number of hospitals she works 
with are focused on developing 
sepsis pathways or protocols and 
standardizing their interventions 
around sepsis.

Using the best practices found in 
the literature, develop pathways and 
order sets, Corley says.

“Most hospitals try to make 
the pathways too complicated, 
and this affects how easily they are 
implemented. Our pathways are one 
page. They are based on a medical 
milestone format and focused on 
what is absolutely necessary to move 
patients through the care process, 

“WHAT IS GOING 
TO BE HARD 
IS THAT NOT 

EVERY PATIENT 
FOLLOWS 
THE SAME 

CONTINUUM.”

Developing pathways should be a team effort, 
experts say

Choose DRGs most affected by variations, they recommend

The first step in creating clinical 
pathways is to know and 

understand your data. Identify your 
opportunities to affect quality and 
costs, says Tammy Corley, RN, BSN, 
ACM, director of care management 
for Premier Performance Partners, 
part of Charlotte, NC-based Premier, 
Inc.

Look at the various service lines 
and determine which MS-DRGs and 
APR-DRGs are most impacted by 
variations in care, she adds.

Bring together a multidisciplinary 
committee that includes 
representatives from throughout 
the hospital to analyze the length 
of stay and resource consumption 
for different diagnoses, and identify 
the DRGs where there are the most 
opportunities for improvement, 
adds Toni Cesta, RN, PhD, FAAN, 
partner and consultant in Dallas-
based Case Management Concepts. 
Physicians must be part of the process 
so they will buy into the idea, she 
adds.

Evaluate how length of stay, 
cost of care, and outcomes are 
affected by variability in providing 
treatment, suggests Larry Burnett, 
RN, MS, managing director for 
Huron Healthcare, a Chicago-based 
healthcare consulting firm.

For instance, analyze how 
care differs among the various 
cardiologists who practice at your 
hospital and how it varies between 
the cardiologists and hospitalists and 
determine which methods match 
best practices, provide the best 
outcomes, and the most efficient and 
cost-effective care.

both clinically and operationally,” 
Burnett says.

Once the pathways are developed, 
send them to the hospital quality 
committee for review and final 
approval, Corley suggests.

“Hospitals don’t have to reinvent 
the wheel. They can replicate the 
guidelines available commercially, 
get them electronically, and drop 
them into the electronic medical 
record,” Cesta says. Hospitals need 
physician champions to conduct 
peer-to-peer education on the 
pathways and order sets, and on the 
need for standardizing care to ensure 
compliance, she adds.

If your hospital wants to design 
care pathways, don’t do it alone, 
advises Karen Zander, RN, MS, 
CMAC, FAAN, president and 
co-owner of the Center for Case 
Management. Instead, pull in 
representatives from all the levels of 
care that provide services for each 
diagnosis or population. The process 
should be led by a facilitator who is 
experienced in designing pathways, 
she says.

Ask each of the levels of care 
to identify the common barriers 
that may get in the way of patients 
meeting their outcomes, she adds.

As CMS moves toward value-
based purchasing and bundled 
payments, hospitals will need to 
develop standardized pathways that 
extend to 30, 60, and 90 days after 
discharge, Zander says.

“Hospitals have to collaborate 
with post-acute providers and know 
their plans,” she says.

Decide on what outcomes you 
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want at the end of acute care — 
home care or a skilled nursing facility. 
“Outcomes in the categories of 
knowledge, functions, physiological, 
and psychological health, and the 
absence of complications are crucial 
measurements,” she says.

List the tasks that should happen 
in the hospital, the orders that are 
needed, the core measures that should 
be implemented, what tests and 
procedures should be performed, and 

what the results should be, Zander 
suggests. Then do the same for the 
post-discharge providers. “Care will 
be mostly the same in the hospital but 
will vary after discharge,” she adds.

Pathways that extend throughout 
the continuum will enable case 
managers to think 30, 60, or 90 days 
ahead, which will put the hospital in 
a good position when the Centers for 
Medicare & Medicaid Services fully 
implements bundled payments, she 

says.
“What is going to be hard is that 

not every patient follows the same 
continuum. One hip replacement 
patient may need to go to a skilled 
nursing facility, but another may be 
able to go straight home with home 
care services. This flexibility will 
require software that is malleable and 
uses more than drop-down windows. 
Mostly, it requires good old-fashioned 
care planning skills,” she says.  n

Taking the lead in ensuring that pathways are 
followed
Partnering with physicians, nurses

C ase managers are the logical 
leaders in their hospital’s effort 

to follow clinical pathways, says Larry 
Burnett, RN, MS, managing director 
for Huron Healthcare, a healthcare 
consulting firm with headquarters in 
Chicago.

“Case managers are the ones 
who see the complete picture of the 
patient as they coordinate care. They 
partner with the physicians and 
nurses on the unit and are responsible 
for ensuring that patients get what 
they need to safely transition through 
the continuum,” he says.

Moving the patient through the 
system should be a team effort and 
not just the responsibility of the 
physician, Burnett adds.

“To succeed, clinical and 
organizational leaders must effectively 
synchronize the efforts of physicians, 
nurses, and ancillary departments to 
increase communication and focus 
attention on providing evidence-
based, medically appropriate care 
at the right time and in the most 
appropriate setting,” he says.

Burnett recommends daily 

interdisciplinary care coordination 
conferences during which every 
patient in the hospital is discussed 
for one to two minutes. “Rather than 
focus solely on discharge logistics, 
such as transportation arrangements, 
the participants emphasize clinical 
progression by discussing medical 
milestones, where patients are on the 
pathways, and what interventions 
need to occur to help patients 
achieve the key milestones,” he says.

The meetings should be attended 
by the case manager, who leads the 
discussion, the nurse manager, the 
bedside nurse and, when possible, 
the attending physician. “We 
encourage physician participation 
and coordinating the conferences 
around the physicians’ schedules,” he 
says.

Ancillary care providers should 
participate as needed. For instance, 
call in a therapist for orthopedic 
patients or a pharmacist for a patient 
with sepsis, according to Burnett.

“One of the big challenges is 
getting people to use the pathways. A 
lot of work has gone into them. They 

include guidelines from physician 
organizations, but they often aren’t 
used,” says Karen Zander, RN, 
MS, CMAC, FAAN, president and 
co-owner of the Center for Case 
Management.

Use your case management 
software to track avoidable delays, 
variances, and the costs associated 
with overuse and bring the data 
to your physician leadership or 
administrators, suggests Toni Cesta, 
RN, PhD, FAAN, partner and 
consultant in Dallas-based Case 
Management Concepts.

Cesta recommends asking the 
medical leadership to intervene if 
physicians won’t follow the guidelines. 
“Hospitals can’t tolerate over-
utilization anymore,” she adds.

Some hospitals are getting tough 
with physicians who don’t follow 
the guidelines and take away their 
admitting privileges, Burnett says.

Burnett recommends monitoring 
adherence to the pathways while the 
patients are still in the hospital. “Any 
variations that are not adequately 
documented as appropriate should 
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be concurrently managed through 
an escalation process that involves 
the leadership of the appropriate 
discipline, such as the physician 
advisor, the section chief, or the 
chief medical officer,” he says. In 

addition, retrospectively collect data 
on adherence and send it monthly to 
the medical executive committee that 
is responsible for ensuring appropriate 
clinical care, he advises.

“Physicians have a lot of different 

beliefs and practices based on their 
training and experience. Clinicians 
must work together to develop 
evidence-based care pathways and 
hold one another accountable for 
adhering to them,” he says.  n

EXECUTIVE SUMMARY

The discharge planning worksheet that the Centers for Medicare & Medicaid 

Services developed for surveyors spells out what case managers should be doing 

to create an effective discharge plan .

• Case managers should use the worksheet as a self-assessment tool to make 

sure they are complying with the CMS Conditions of Participation for discharge 

planning, according to an expert .

• Surveyors will review discharge planning policies and procedures and check to 

make sure the discharge planning staff are following them .

• They will look for evidence that the hospital is tracking readmissions, 

determining the reasons for readmissions, and making changes to address any 

problems .

• They will review five patient records to determine if discharge planners are 

assessing patients for their needs after discharge, giving patients a choice of post-

acute providers, ensuring a timely discharge, and forwarding information on the 

hospital stay to providers at the next level of care .

Worksheet is a guide to discharge planning CoPs
CMS issues final version for surveyors 

The Centers for Medicare & 
Medicaid Services (CMS) has 

issued the final worksheets for state 
and federal surveyors to use when 
they assess hospitals’ compliance 
with the Medicare Conditions of 
Participation for quality assessment 
and performance improvement, 
infection control, and discharge 
planning.

The worksheets are designed to 
help the surveyors and the hospital 
staff to identify when they are in 
compliance. Surveyors will use the 
worksheet whenever a CMS survey is 
done.

“CMS has been pilot-testing the 
worksheets since 2011. The only 
difference before was that if you got 
something wrong, it couldn’t be held 
against you. Now, if hospitals don’t 
get it right, they could be cited for 
deficiencies,” says Sue Dill Calloway, 
RN, MSN, JD, CPHRM, CCM, 
CCP, president of Patient Safety 
Education and Consulting in Dublin, 
OH.

“Hospitals have to comply 
with the Medicare Conditions of 
Participation or they could be fined or 
lose their ability to bill for Medicare 
and Medicaid,” Dill Calloway says.

The discharge planning worksheet 
offers hospitals a guide to complying 
with the revised discharge planning 
standards that went into effect 
July 19, 2013, Dill Calloway says. 

She suggests that hospitals use the 
worksheet as a self-assessment tool.

“The worksheet is the gold 
standard of discharge planning. It’s 
a great tool that spells out what case 
managers should be assessing and 
what they should be doing to create 
an effective, comprehensive discharge 
plan, and ensure a smooth transition 
to the next level of care,” she says.

Dill Calloway recommends 
that everyone in the hospital who 
discharges patients review the 
worksheets and incorporate all the 
elements of them into their policies 
and practices.

“It’s not just the hospital case 
managers and social workers 
who should be familiar with the 

worksheets and the discharge 
planning standards. Every nurse 
who discharges patients and the 
staff in the emergency department 
and outpatient clinics need to be 
informed as well,” she says.

The worksheets will not be used by 
surveyors in critical access hospitals, 
but the staff in those hospitals should 
be familiar with them, Dill Calloway 
says.

The Conditions of Participation 
require hospitals to have discharge 
planning policies and procedures 
and to follow them. The surveyors 
will look for evidence of discharge 
planning activities and whether the 
staff are following the policies and 
procedures, Dill Calloway says.
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If your hospital doesn’t conduct 
a discharge planning evaluation 
for every patient, there must be a 
process to notify patients, family 
members, and attending physicians 
that they can request a discharge 
planning evaluation, even if the 
patient doesn’t meet high-risk 
criteria, she says. The worksheet 
calls for surveyors to interview 
patients or their representatives and 
attending physicians to find out if 
they are aware that they can request 
a discharge planning evaluation, she 
says.

Surveyors also are going to check 
for policies on requesting a discharge 
planning evaluation when there is 
a change in a patient’s status and 
evaluate whether the inpatient unit 
staff are aware of how, when, and 
whom to notify if there is a change, 
according to Dill Calloway.

The best practice for hospitals 
is to conduct a discharge planning 
evaluation on every patient, Dill 
Calloway adds.

The surveyors will ask to see 
readmission data to confirm that 
hospitals are tracking readmissions 
as required by the standards, Dill 
Calloway says. If hospitals do not 
track their readmissions as part of 
discharge planning, they will be cited.

“Hospitals should be reviewing 

the charts of readmitted patients and 
analyzing why they were readmitted, 
then make changes to address any 
problems,” she adds.

The surveyors will check on 
compliance with requirements that 
hospitals track readmissions, assess 
patients who were readmitted, and 
change the discharge planning process 
to address the problems.

“CMS is putting a lot of emphasis 
on preventing readmissions. The 
agency just announced that 2,610 
hospitals forfeited $428 million in 
reimbursement because of excess 
readmissions. With penalties rising 
to 3% of reimbursement, hospitals 
should already be working on 
reducing readmissions,” she says.

The surveyors will review five 
patient records, a combination of 
patients admitted from home and 
from residential healthcare facilities, 
to determine if patients have a timely 
discharge planning evaluation, and 
if the discharge planning assessment 
takes into account the patient’s ability 
to perform activities of daily living 
and support in the community, she 
says.

They will evaluate whether the 
five patients were given a choice 
of geographically convenient post-
acute providers that could meet 
the patients’ needs, whether the 

patient’s caregiver was included in 
the discussions about post-acute care, 
and whether the discharge planning 
evaluation was completed early in 
the stay to avoid discharge delays, she 
says.

The surveyors will examine 
discharge instructions and medication 
lists for the five patients and look 
for evidence that the patient and/or 
caregiver were educated on admission 
versus discharge medications, she 
says.

If the patients were transferred 
to a post-acute setting, the surveyors 
will review the transfer form to 
ensure that it includes a brief reason 
for hospitalization, the course of 
treatment, the patient’s condition at 
discharge, a medication list, allergies, 
pending laboratory work, and a copy 
of the advance directives. “These 
items are mandatory, not optional,” 
she says.

Surveyors will check to ensure that 
the discharge summary was sent to 
the patient’s primary care physician 
before the first follow-up visit or 
within seven days of discharge, Dill 
Calloway says. “Case managers should 
document the appointment for the 
follow-up visit and make sure that 
the discharge summary gets into the 
hands of the primary care provider,” 
she says.  n

Hospital’s transition program coordinates care 
throughout the continuum
Readmissions drop to an average of 10%

The Transitions Home program 
at UnityPoint Health-St. Luke’s 

Hospital has reduced the all-cause 
readmission rate for the 532-bed 
Cedar Rapids, IA, hospital from 
11.4% to an average of 10%.

The Transitions Home staff 

embrace and operationalized in their 
work, the hospital’s mission statement 
of giving “the care we would like 
our loved ones to receive,” says Peg 
Bradke, RN, MA, vice president of 
post-acute services.

Initially, the Transitions Home 

program focused on three measures: 
myocardial infarction, pneumonia, 
and heart failure. “We merged them 
into all-cause readmissions. With 
value-based purchasing, we have to 
look at the entire population and 
work on ways to better coordinate 
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EXECUTIVE SUMMARY

UnityPoint-St . Luke’s Hospital’s Transitions Home program has slashed all-cause 

readmissions to an average of 10% by focusing on making sure patients’ needs 

are met while they are in the hospital and after discharge .

• An Advanced Medical Team of RN care navigators and social workers works in 

the outpatient clinic and coordinates care for patients with multiple comorbidities 

who take multiple medications and are being treated by multiple physicians .

• The Consistent Care program, overseen by a social worker, links patients who 

use the emergency department for primary care with a primary care physician .

• Dedicated care coordinators on each unit have cubicles in the nurses’ stations 

and meet daily with the charge nurse, social worker, and bedside nurse caring for 

the patient to discuss the goals of care and goals for discharge of each patient on 

the unit .

care,” Bradke says.
The program was developed 

by a multidisciplinary team that 
conducted a root-cause analysis 
on readmissions for myocardial 
infarction, pneumonia, and heart 
failure, looking for opportunities 
for improvement. The team later 
added total joint replacement, stroke, 
and chronic obstructive pulmonary 
disease to the program.

“We looked at those six diagnoses 
to find out why patients are coming 
back to the hospital. We found that 
a lot of readmissions occur because 
of social issues and lack of support,” 
Bradke says.

When the hospital began working 
on population health, it implemented 
an Advanced Medical Team of RN 
care navigators and social workers 
located in the hospital’s outpatient 
clinic who manage the care of 
patients at high risk. “The goal is to 
break down barriers, triage, and keep 
patients safe in their homes and out 
of our hospital,” Bradke says. The care 
navigator manages a population of 
around 100 patients.

Patients are referred to the 
Advanced Medical Team based on 
their risks, and discussions between 
the care navigators and the physicians 
about who would best benefit from 
the service. The typical patient in the 
program has multiple comorbidities, 
takes multiple medications, and is 
being treated by multiple specialists, 
according to Bradke.

The RN care navigators make 
frequent phone calls to the patients, 
complete medication reconciliation, 
and make sure patients are following 
their treatment. Outpatient social 
workers work very closely with the 
care navigators on managing the care 
of patients who have social needs. 
They meet with the patients when 
they come into the clinic, visit them 
at home, and follow up by phone 

to make sure services are in place, 
Bradke says.

When patients are admitted to 
the hospital, the Advanced Medical 
Team works with the inpatient case 
managers to ensure continuity. When 
patients are ready for discharge, the 
inpatient team hands them over to 
the outpatient team, she says.

The hospital has developed an 
emergency department Consistent 
Care program which is overseen by a 
social worker, she says.

“Many of the patients are using 
the emergency department for 
primary care because they don’t 
have a primary care physician. The 
social worker sets the patient up 
with a primary care physician and 
works with them to follow through 
on the care plan,” Bradke says. The 
care plan is on file in the medical 
records so if the patient comes back, 
the emergency department or clinic 
providers have the same plan to 
follow and reference, she says.

At St. Luke’s Hospital, patient 
assessments are a team effort, 
not just the responsibility of case 
management, Bradke says. The 
hospital has a dedicated care 
coordinator on all units. Social 
workers may cover up to two units.

“The bedside nurses have a key 

role in assessment. As they spend 
time with the patients, they build 
a connection and the patients may 
feel comfortable sharing information 
about their support system and any 
social needs,” she says.

The nurses share the information 
with the case manager during daily 
huddles attended by the charge 
nurse, unit care coordinator, social 
worker, and bedside nurse caring for 
the patient, Bradke says. The team 
discusses goals of care and goals for 
discharge and the patient’s progress. 
They re-evaluate the discharge needs 
and anticipated date each day, adjust 
the plan of care and adjust discharge 
preparations when needed.

The case management department 
has been decentralized, and now the 
care coordinators are housed on the 
unit and are part of the unit. “They 
have cubicles in the nurses’ station and 
are very visible to the physicians and 
other staff who take the opportunity 
to alert the care coordinators to 
patient concerns,” she says.

In the last few years, the 
administration at St. Luke’s has been 
pushing the idea that everybody in 
the hospital is a care coordinator and 
should share any information they 
have that can result in better patient 
care, Bradke says.
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“Sometimes the radiology 
transporter or the housekeeper may 
hear something that would help the 
care coordinators develop a discharge 
plan,” she says. For instance, the 
patient care technicians spend a lot 
of time with patients, and they may 
notice a patient safety issue and report 
it to the nurse.

“Everybody knows everyone else 
and everyone is valued for the services 
they provide. We all work as a team 
for better patient care,” she says.

From Day 1, the team tries 
to involve family members and 
caregivers in the patient’s care, Bradke 
says. Each patient room has a 24” x 
36” white board that the staff and 
family use to share information. At 
the beginning of each shift, the nurse 
writes the goals for the day and the 
goals the patient must meet in order 

to go home. Family members are 
encouraged to write questions on the 
board. The treatment team also does 
bedside reports as a way of engaging 
patients and family members.

When patients are admitted to 
the unit, they are asked to identify 
an accountable caregiver who will 
be involved with the discharge care 
planning and education, she says.

The team uses the white board to 
make sure the right person is present 
when the nurse gives the discharge 
instructions, she says.

Discharge planning is a team 
effort. The care coordinator and 
frontline nurses handle the discharge 
if patients are being discharged 
to home. The social workers get 
involved if patients are going to a 
different level of care. The staff nurse 
is in charge of patient education and 

discharge teaching, using the teach-
back method to engage patients, she 
says.

The team recognizes that patients 
are overwhelmed at discharge, are 
ready to go home, and often don’t pay 
attention to the discharge, she says.

“When we do discharge teaching, 
we also teach them how to use the 
discharge instructions, and what 
information they contain,” Bradke 
says. The discharge instructions 
are written in simple language and 
include information about where the 
patient is going, how to take their 
medication, information on their 
follow-up appointment, instructions 
for self-care, and contact information 
in case of emergency. The nurse 
prints two copies of the instructions 
— one for the patient and one for 
the caregiver.  n

CMS issues infection control survey
Ebola outbreak could provide momentum for new mandates

The Centers for Medicare & 
Medicaid Services (CMS) has 

finalized its long anticipated infection 
control survey for hospitals, telling 
its inspectors the requirements 
are “effective immediately” and 
can be used to issue citations in 
unannounced inspections.

The CMS survey was developed 
in collaboration with the Centers for 
Disease Control and Prevention, so it 
essentially codifies a sweeping array of 
CDC infection prevention guidelines 
that were heretofore voluntary. In 
doing so, the CMS continues to raise 
the profile of infection preventionists, 
assigning IPs key roles in identifying 
and reducing infection risks to patients 
and health care workers.

“The [impact] is going to be huge 
because it refines the points that are 

important to emphasize in infection 
prevention and control programs,” 
says Ruth Carrico, PhD, RN, 
CIC, assistant professor of health 
promotion and behavioral sciences 
at the University of Louisville (KY). 
“Certainly we know that is a constantly 
moving target, but [the survey 
shows] us what we need to be able to 
demonstrate effectively over time.”

To make that possible, the CMS 
survey requires “hospital leadership, 
including the CEO, Medical Staff, and 
the Director of Nursing Services [to 
ensure that] the hospital implements 
successful corrective [infection control] 
action plans.”1 That means the CMS 
survey should not be perceived as an 
unfunded mandate, as IPs can use the 
agency requirements as leverage to 
sustain and increase program resources 

to prevent health care associated 
infections (HAIs).

“We need to see if this will 
motivate the leadership in the hospitals 
— the CEOs — to invest in infection 
control,” says Denise Cardo, MD, 
director of the CDC Division of 
Healthcare Quality Promotion. “[The 
CMS survey] will empower those 
programs to do what is needed. It 
is not just more resources but more 
empowerment. [Infection control] has 
to become a priority.”

Another potential source of 
motivation via regulation could come 
from the Occupational Safety and 
Health Administration (OSHA), 
which has drafted an infectious disease 
standard that would mandate infection 
control measures to protect health care 
workers.
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Charge to surveyors

Issued Nov. 26, 2014, the 49-
page CMS infection control survey 
is similar to the 42-page draft version 
that has been under review and pilot 
testing for at least two years. There are 
some language changes and revisions, 
and the CMS has deleted a section on 
the protective environment (i.e., bone 
marrow transplants) while expanding a 
section on antibiotic stewardship. The 
CMS cannot currently cite hospitals 
on antibiotic stewardship issues, but 
the agency is widely expected to issue 
new regulations in the next few years 
to specifically require such programs. 
While antibiotic stewardship data 
are being collected “for information 
only,” the survey lists the specific 
citation “tags” for the vast majority of 
the measures. The CMS survey calls 
for inspectors to assess key aspects of 
employee health and worker training, 
as well as hand hygiene, injection 
safety, environmental services, and 
cleaning and reprocessing equipment. 
The survey still includes the so-
called “patient tracers,” where CMS 
inspectors assess certain points of care. 
These are central venous catheters, 
urinary catheters, ventilators and 
respiratory therapy, spinal injections, 
point-of-care devices, surgical 
procedures, and isolation precautions.

“The following is a list of items 
that must be assessed during the 
on-site survey, in order to determine 
compliance with the Infection 
Control Conditions of Participation 
(CoPs),” the CMS survey general 
instructions state. “Items are to 
be assessed by a combination 
of observation, interviews with 
hospital staff, patients and their 
family/support persons, review of 
medical records, and a review of any 
necessary infection control program 
documentation. During the survey, 
observations or concerns may 

prompt the surveyor to request and 
review specific hospital policies and 
procedures. Surveyors are expected 
to use their judgment and review 
only those documents necessary 
to investigate their concern(s) or 
to validate their observations. The 
interviews should be performed with 
the most appropriate staff person(s) 
for the items of interest, as well as 
with patients, family members, and 
support persons.”

The CMS also has finalized similar 
surveys to assess Quality Assessment 
and Performance Improvement 
(QAPI) and Discharge Planning. The 
worksheets will be used by state and 
federal surveyors on all survey activity 
in hospitals when assessing compliance 
with any of these three CoPs, the CMS 
announced.

“The hospital industry is 
encouraged, but not required, to 
use the surveys as part of their self-
assessment tools to promote quality 
and patient safety,” the CMS stated in 
releasing the final version.

“It’s all part of the risk assessment 
process,” says Carrico, an IP for many 
years before going into academia. 
“What is it that we have to do — 
standards and regulations — versus 
what is it that we need to do based on 
surveillance results. The third thing 
is what do we want to do? What are 
those additional things of personal 
importance to [our facility]? All of 
that has be taken into consideration to 
form an infection control strategy.”

The CMS survey could also serve 
as a tool for education in training new 
IPs on the key aspects of infection 
prevention, she adds.

“What this [survey] really is 
doing is trying to bring clarity to 
the important aspects of infection 
prevention,” she says. ”It’s going to be 
helpful to translate infection control 
to other settings. We know that health 
care is moving away from acute care 

into all of these other settings. So if we 
have these type of tools and standards 
and regulation in other settings that 
will help improve infection prevention 
and control in those.”

The single largest payer for health 
care in the United States, the CMS is 
expected to eventually link the survey 
to its pay for performance incentives 
as it continues an unprecedented 
focus on infection control. The power 
of the purse can be formidable. For 
example, a new report by the Agency 
for Healthcare Research and Quality 
estimates that 50,000 patient deaths 
due to hospital-acquired conditions 
(infectious and non-infectious adverse 
events) were prevented from 2010 
to 2013 due in part to “financial 
incentives created by the CMS and 
other payers.”2 

“I think [the CMS survey] is a 
very good first step — it’s clear just 
by its existence that there is a need to 
be looking more closely at what we 
are doing,” says Michael Bell, MD, 
deputy director of the CDC DHQP. 
“And having trained eyes to do that 
I think is a necessary addition to the 
workplace.”

The unfolding CMS agenda 
has roots in a scathing 2008 GAO 
report that held the Department of 
Health and Human Services (HHS) 
responsible for the “needless suffering 
and death” caused by infections 
and cited the need to use “hospital 
payment methods to encourage 
the reduction of HAIs.”3 While the 
inertia and entrenched culture of a 
federal bureaucracy make for a slow 
change, the CMS and the CDC are 
forging an unprecedented partnership 
with the infection control survey and 
the upcoming push for an antibiotic 
stewardship regulation.

“We have been talking to CMS 
leaders and I think [the survey] is 
a good opportunity for us to work 
to improve infection control overall 
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and also to see how the programs 
are working,” Cardo says. “I also 
know that the Joint Commission is 
motivated, there are several groups 
that want to use some tools [like 
the survey] to do that. We are also 
working with OSHA in terms of 
PPE. I think the more we work 
together as federal agencies — with 
both OSHA and CMS being the ones 
that can regulate — the better it will 
be for everybody. The more that we 
are aligned and having the goal of 
protecting workers and patients the 
better we are going to be.”

Providing a compelling backdrop 
and potential political momentum 
is Ebola, which has brought more 
national attention to infection 

prevention and occupational health 
issues in U.S. hospitals since the 
emergence of HIV in the 1980s. 
The CDC is trying to translate the 
intense reaction to Ebola to other 
HAIs, but the emotional response 
will be difficult to generate even for 
infections like Clostridium difficile 
that kill many more people in the 
U.S. annually than Ebola ever will.

“The fear is not going to be there, 
but at least what [Ebola] has revealed 
is that infection control in U.S. 
hospitals is not as good as we would 
like it to be,” Cardo says. 

Editor’s note: Questions and 
comments about the infection control 
survey may be submitted to CMS via 
email to: hospitalscg@cms.hhs.gov
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CMS sets the table for regulation requiring 
antibiotic stewardship programs 

The Centers for Medicare & 
Medicaid Services does not currently 

have regulations in place to require 
antibiotic stewardship programs in 
hospitals, but the fact that it expanded 
that section in the final version of its 
infection control survey suggests that is 
only a temporary situation.

“They have added additional 
questions on antimicrobial 
stewardship,” says Neal Fishman, MD, 
chairman of the Centers for Disease 
Control and Prevention’s Hospital 
Infection Control Practices Advisory 
Committee. “They are moving toward 
having antibiotic stewardship as a 
condition for participation, which was 
the recommendation of the PCAST 
committee.”

In a recently released report, the 
President’s Council of Advisors on 
Science and Technology (PCAST), 
recommended that a regulatory 
requirement for antibiotic stewardship 
be in place by the end of 2017.1 The 

report coincided with an executive 
order from President Obama calling 
for regulations requiring antibiotic 
stewardship programs and other actions 
to preserve drug efficacy in the face of 
rising multidrug-resistant pathogens.

The CMS survey “information” 
requirements on antibiotic stewardship 
reflect collaboration with the 
CDC, which has issued similar 
recommendations and is openly 
discussing CMS enforcement of the 
critical issue. The antibiotic stewardship 
requirements in the final version of the 
CMS infection control survey include 
the following:

• The hospital has written policies 
and procedures whose purpose is to 
improve antibiotic use (antibiotic 
stewardship).

• The hospital has designated a 
leader (e.g., physician, pharmacist, etc.) 
responsible for program outcomes of 
antibiotic stewardship activities at the 
hospital.

• The hospital’s antibiotic 
stewardship policy and procedures 
requires practitioners to document in 
the medical record or during order 
entry an indication for all antibiotics, 
in addition to other required elements 
such as dose and duration.

•The hospital has a formal 
procedure for all practitioners to review 
the appropriateness of any antibiotics 
prescribed after 48 hours from the 
initial orders (e.g., antibiotic time out).

• The hospital monitors antibiotic 
use (consumption) at the unit and/or 
hospital level.2
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1. Medicare spending-per-

beneficiary bases hospitals’ 

scores on spending during 

an entire episode of care 

starting three days before 

admission through 30 days 

after discharge. How much 

of the hospital’s value-based 

purchasing score is based on 

this?

A . 3%

B . 15%

C . 20%

D . 30%

2. According to Tammy Corley, 

RN, BSN, ACM, director of 

care management for Premier 

Performance Partners, part of 

Charlotte, NC-based Premier, 

Inc., what is the No. 1 driver of 

length of stay, mortality, cost, 

and readmissions for many 

hospitals?

A . Sepsis

B . Heart failure

C . Pneumonia

D . Chronic obstructive pulmonary 

disease

3. Hospitals have to comply with 

the Medicare Conditions of 

Participation or they could be 

fined or lose their ability to bill 

for Medicare and Medicaid.

A . True

B . False

4. UnityPoint-St. Luke’s Hospital 

Advanced Medical Team 

includes RN care navigators 

and social workers located in 

the hospital’s outpatient clinic. 

What is the average caseload of 

the care navigator?

A . 30

B . 50

C . 100

D . 150


