
Discharge initiatives help transition
patients through continuum of care
Pre-discharge form sets wheels in motion

Apre-discharge order form and an 11 a.m. target time for discharg-
ing patients are among the initiatives the care management teams
at the Medical University of South Carolina (MUSC) in Charleston

have created to help move patients through the continuum of care more
efficiently.

The 596-bed tertiary care center serves as a resource for the entire state
of South Carolina.

“Some physicians feel that patient access to the hospital is difficult. We
are full a lot, and patient flow is a big concern. We need to move people
through the system efficiently so other patients can have access to ter-
tiary care resources,” says Lynne S. Nemeth, RN, MS, director of care
management, research, and evaluation at the medical center. 

Discharge planning has become more difficult as the hospital treats
sicker patients whose conditions make it harder to predict when they’ll
be ready for discharge.

“Our length of stay has been truncated by capacity needs and access
needs. As a result, we might have kept patients longer in the past, but
now we need to move them through the system quicker,” she says.

The hospital administration appointed 27 different task forces in
December to look at patient capacity and come up with new ways to
move the patients more efficiently through the continuum while provid-
ing more effective care.

“We’re looking at all kinds of options that allow us to creatively move
patients through the continuum in a timely manner,” Nemeth says.

But Nemeth and her team have been tackling the issue for several
years, working closely with the hospital’s physician staff to improve the
discharge process and have succeeded in significantly reducing the num-
ber of avoidable days by working proactively with the physicians.

One challenge the team faces is the fact that MUSC is an academic
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medical center and many physicians conduct
both teaching rounds and patient care rounds,
often at intervals throughout the day.

“It’s sometimes a struggle to coordinate with
the physicians because of competing demands of
the teaching physicians,” Nemeth says. “They
have an academic mission, and we need efficient
decision making and orders. We’re trying to work
with them.”

The case management staff are working with
the physicians to have all discharges effective at

11 a.m. “Our preference is for the patients to be
discharged in the morning so we can admit those
scheduled for today,” she says.

Some physicians have mentioned that a rule
mandating an 11 a.m. discharge could be ineffec-
tive because if physicians’ schedules keep them
from seeing patients until the afternoon, those
patients have the potential of staying another day.

“We’re working with the physicians to have
ongoing communication about the patients’ needs
so we can facilitate the discharge,” Nemeth says.

To ensure that everyone understands the pol-
icy, Nemeth has written a discharge policy for the
hospital that explicitly states what the steps are
for discharge and admission and the responsibili-
ties of each member of the discharge team.

The case management team created a discharge
order form two years ago that physicians use to
enter the patient’s discharge needs ahead of time.
(For a copy of the form, see pp. 51-52.)

The form helps case managers anticipate a
patient’s discharge needs, giving them the oppor-
tunity to start planning for home care and com-
plete patient teaching in advance.

The physicians fill out the form shortly after
admission with an anticipated discharge date but
don’t sign the actual discharge orders until the
patient is ready for discharge.

For instance, the form has a place for the physi-
cian to indicate services such as durable medical
equipment, home health services, or infusion
therapy and whether a patient needs a follow-up
appointment. The form lists the anticipated dis-
charge destination and medications that may be
required for discharge.

“We encourage the physicians to be proactive
rather than waiting for the day the patient is
going home to order whatever the patient needs,”
she says.

The physician staff are encouraged to partici-
pate in the care management team’s “Daily
Huddle,” a 15-minute morning meeting of inter-
disciplinary team members who are responsible
for the care of their particular population. 

Membership in the Daily Huddle meeting
depends on the individual team and the needs
of the patients whose care they coordinate.

For instance, in addition to the nurse case man-
ager and social worker, one team includes a phar-
macist, the nurse case manager, social worker,
and physician assistants. An occupational thera-
pist and physical therapist are on another team.
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“We like to have someone representing the
physician group to attend. The utilization review
person often attends the Daily Huddles as well.
The purpose is to get everybody on the same
page and make sure everybody understands the
plan and what’s coming next,” she says.

During the brief meeting, the team goes through
the list of patients on the unit, sets priorities as to
when they are going home, discusses the plan of
care, and decides what needs to be done so the
patient will be discharged on time.

The Daily Huddles were begun last year at the
same time the case managers and social workers
began sharing a caseload and working together
as a team.

The care teams are assigned by service, allow-
ing the same social workers and case managers 
to work with the same types of patients and the
same physicians.

“Teaming up social workers and case man-
agers has been well accepted by everyone, and
they seem to be working well together,” she says.

The individual care management teams have
divided the responsibility for patient care between
the two disciplines.

The social workers tend to provide the bulk 
of management for patients who are covered by
Medicare, Medicaid, or other publicly funded
programs. The nurse case managers deal more
with private insurance and commercial payers.

“There’s a lot of interchangeability among mem-
bers of the team. In general, the social workers con-
centrate on financial issues and psychosocial needs,
while the nurse case managers deal with medical
issues and clarifying plans with the physician and
families,” she says.

Here are some other initiatives the hospital has
undertaken to improve the efficiency with which
patients are discharged:
• Discharge planning prior to admission.

When patients have a planned procedure, such
as a total hip replacement, the care management
teams starts to work with them before the surgery,
letting them know in advance what to expect and
looking at what issues might affect discharge. 

In the case of patients who may be going to
another part of the continuum, such as a skilled
nursing facility or rehabilitation facility or who
may have home care needs, the team may start
the discharge planning process before the patient
is admitted.
• Coordinating transportation needs in advance.

The care management team frequently coordi-
nates with the ground discharge team, alerting
them in advance if any of the patients has trans-
portation needs, such as an ambulance or a
wheelchair van, so the patient’s discharge won’t
be delayed because of transportation issues. The
care management team is starting to arrange for
cabs in advance if patients will need a ride home.
• Identifying alternative medications.

MUSC case managers often encounter a prob-
lem with patients who cannot afford to pay for all
the medications they need when they leave the
hospital.

“We know that patients who don’t take their
prescribed medicine might be readmitted too
soon. In many cases, physicians are reluctant to
discharge a patient who can’t afford to fill their
prescriptions,” Nemeth says.

In those cases, the case managers work with
the physicians to identify less costly medication
alternatives that will be as effective. 
• Piloting wireless communications.

One care management team is piloting a wire-
less computer system that allows them to record
their interventions and start discharge planning in
the patients’ rooms and print out any documents
they may need at any printer in the hospital.

The initiative will increase the efficiency of the
case managers and keep them on the floor work-
ing with patients instead of having to go back to
their offices to use a computer.

“Their documentation can be more real time.
This system can be very efficient. It’s working
very well so far,” Nemeth says.

The hospital hopes to be able to roll out the
wireless system to the entire department by the
end of the year.  ■

Working with physicians
benefits patients’ care
Teamwork is the best way to improve outcomes

The best way for hospital case managers to pro-
vide patient-centric care is to get themselves in

a position to influence the physicians who are treat-
ing their patients, asserts Stefani Daniels, RN,
MSNA, managing partner of PHOENIX Medical
Management Inc., a Pompano Beach, FL-based
consulting firm.

“This came to me as an epiphany many years
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ago,” she says. “Some very noted case manage-
ment experts find it uncomfortable, but I’m con-
vinced that this is the case because I’ve proven it 
to myself over and over. If I can engage that physi-
cian, I can position myself as a valuable asset to his
professional practice and I can impact my patient
outcomes,” Daniels says.

Case managers naturally want to spend time
with their patients, but to truly impact the well-
being of a patient in an acute care hospital, they
also should spend time talking with the physicians.
They should develop a good relationship with
physicians so they can influence them to practice
more appropriately, practice with evidence-based
medicine, and practice more efficiently so the
patient doesn’t linger in the hospital unnecessarily,
she adds.

Hospital case managers are responsible for
affecting the quality of both the clinical and finan-
cial outcomes for the patient and the hospital,
Daniels points out.

The best way to do this is to work closely with
the physicians, she adds.

“The physician brings in the patient — pre-
scribes care, services, and treatment — all of
which directly and indirectly influence the clini-
cal and the financial outcomes for the hospital
and the patient,” she says.

Reducing risk for patients

Hospital case managers should bear in mind
that keeping patients in the hospital longer than
necessary puts both the patient and hospital at
risk, Daniels explains.

“The hospital is the most dangerous place you
can be. If a patient is in the hospital over the week-
end waiting for an operating room, it adds risk to
the patient stay. If case managers truly want to
reduce the risk to patients, financial risk, and qual-
ity risks, they have got to be able to influence the
physicians to keep the hospital stay as short as
possible,” she adds.

You’re putting your patients and the hospital
at financial risk if part of the patient’s hospital
stay or a treatment or test is something that his or
her insurance won’t cover, Daniels says.

For instance, when Daniels was working with
the staff at one hospital, a physician ordered a
mammogram for a patient “as long as she’s here.” 

The woman was being discharged following
gallbladder surgery. Insurance companies aren’t
likely to pay for a mammogram in the hospital
setting when the patient is in for another reason,

she continues. “Either the hospital will have to
absorb the cost, so this puts the hospital at risk; 
or the patient has to pay for it, and you’ve added
to her financial risk.”

Instead, the case manager should point out to
the physician that the insurance company is not
likely to pay for what is not a hospital-based ser-
vice and should arrange for the woman to come
back for a mammogram after discharge.

“In this case, the case management has elimi-
nated financial risk for the patient and hospital
and given the physician the assurance that the
patient will get the services at a more appropriate
level of care,” Daniels says.

Keep in mind that these days patients are
likely to have to pay at least part of the cost of
hospitalization out of pocket, she adds.

Daniels tells of making the rounds with a case
manager who checked the hospital’s Culture and
Sensitivity Report to find out which of the antibi-
otics that were appropriate for a particular patient’s
condition was the most cost-effective.

“She told me the patient was going home;
and since many patients can’t afford high-priced
antibiotics, she would know which was the least
expensive so she could ask the physician to write
a prescription for that one,” Daniels says.

She suggests taking that idea a step forward
and doing the same thing for patients who are in
the hospital.

“Making sure the medications a patient takes
in the hospital are the most cost-effective reduces
costs for the hospital. The hospital is the case
manager’s customer as well,” Daniels says.

Case managers shouldn’t get involved in clini-
cal decisions. Those are the purview of the medi-
cal profession. However, she points out, practice
decisions may be a result of where the physician
went to school, where he or she was trained, and
the availability of resources.

For instance, a physician may prescribe mag-
netic resonance imaging (MRI) for the patient
because the hospital has an MRI machine even
though a computerized axial tomography (CAT)
scan would give the same information.

“Depending on the insurance contract, the
patient may get stuck with the bill for the MRI.
Or, if it’s Medicare, the hospital may have to give
a refund for the extra cost,” Daniels explains.

Keeping the cost of patient care down has a
far-reaching effect, she adds.

“Case managers should want to keep the payers
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The latest requirements from the Centers for
Medicare & Medicaid Services (CMS) call

for more detailed evaluation of processes than
ever before, causing one health care system to
look to industry for the tools needed to respond
appropriately.

Overlook Hospital in Summit, NJ, part of
Atlantic Health System, is using computer simu-
lation as an integral part of its process improve-
ment in community-acquired pneumonia (CAP)
and cardiac care.

“Within the past few months, CAP antibiotic
cycle time has developed a narrower window for
the CMS Seventh Scope of work than for the sixth
— from eight hours down to four,” notes James
Espinosa, MD, FACEP, FAAFP, chairman of
Overlook’s emergency department (ED).

“But more than that, the Seventh Scope of
Work talks about 90% of the patients receiving
antibiotics within four hours. This is no longer a
statement about central tendency; it really states
something about variation and distribution. You
could, for example, achieve an average or a
median of less than four hours but still not be
compliant with the 90%; it’s a much harder test,”
he says.

Key question

The key question for Espinosa then became —
how could he gain a sense of assurance that an
improved process would behave not only in an
average time of fewer than four hours but 90% of
the patients would be treated in less than four
hours?

“The traditional way would be to brainstorm

Simulation assesses PI design prior to implementation
More robust evaluation required by CMS’ Seventh Scope of Work

Flow-gorithms: New tools 
for process improvement

At the heart of the decision to use computer sim-
ulation modeling at Overlook was the need to

answer one basic question: Will the flow-gorithms
work?

What, you may well ask, is a flow-gorithm? It is
the marriage of a flowchart and an algorithm, cre-
ated by Overlook to depict the new processes for
the emergency department (ED) and pulmonary
unit direct admissions. (See example, p. 57.)

“The idea was to integrate the more traditional
medical algorithm for what antibiotics should be
selected with the more nursing-oriented structure
of how to triage the patients, and the ED physi-
cian’s challenge of how to pick up on what he 
sees in nursing,” explains James Espinosa, MD,
FACEP, FAAFP, chairman of Overlook’s emer-
gency department.  “Many EDs see this as an ED
problem and believe direct admissions to the floor
are someone else’s concern. We looked at all
pneumonia patients — direct to floor and ED-
admitted. We made tools for both.”

A team of Overlook professionals worked on the
basic structure of the flow-gorithms, including rep-
resentatives from the ED and from pediatrics, and
received notable support from Robert Sussman,
MD, the director of pulmonology. 

“We looked at best practices, got the team
together, and responded to their particular ele-
ments,” Espinosa continues. 

He’s enthusiastic about flow-gorithms as a new
data collection tool. “It’s an exciting possibility to use
in other studies. We will look at new designs with this
and with new pathways.”  ■
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best practices; look at what we have done in the
past; make an intervention; and if the tendency is
below four hours [but you don’t have the 90%],
that’s good, but you still may need to retool. The
tough thing in those situations if you do not per-
form at 90%, is the question becomes whether the
design is not robust enough, or you simply have
not implemented it enough — i.e., your people
have not adapted to the new process. This takes
several more months, so it can be four or five
months before you have a decision as to whether
the design is good enough,” he continues.

The bottom line was that Overlook concluded
it was unable, using traditional methods, to esti-
mate the capability of the improved process in

terms of the fraction of patients who would
receive the first dose within four hours of admis-
sion. “For that reason, we decided to work with
computer simulation,” Espinosa says.

For help with the project, he turned to Twin
Peaks Group LLC of Sherborn, MA, an opera-
tions management consulting firm with expertise
in product development process and operations
flow management, supply chain management,
and financial impacts.

“We brought our experience from the indus-
trial world to the health care field,” says Shashi
Sathaye, PhD, a Twin Peaks principal, who began
working with Overlook in February 2003. 

“In discussions, we thought this may be an
opportunity to apply computer simulation, which
we have done for product design in industry,” he
says. 

“In terms of treating pneumonia, it’s similar to
process design in that you’re coming up with a
new cycle time.” But the CMS shift from a mere
target time from ED admission to first dose of
antibiotics to a percentage of patients falling within
that target range “was a significant change from
our perspective,” Sathaye adds. “Now, the tail of
the distribution — the outliers — could not be
more than 10%.”

This called for a tool to determine what is
referred to in industry as process capability. 

“When people design and improve processes,
we just don’t know how much they will improve,”
explains Dan Krupka, PhD, managing principal of
Twin Peaks. 

“Process capability answers the question,
‘What’s the fraction of people that get the right
meds within a specific amount of time?’” he
adds.

Breaking down the process

To create the simulation, the process was broken
down into major steps, such as, “CXR performed”
and “MD confirms pneumonia, evaluates patient,
and orders meds,” and detailed steps, such as,
“Wait for triage nurse,” and “Wait for X-ray tech-
nician.” Time distributions for the new process
steps were based on ED nursing staff estimates.

“We knew from the data we had what our cur-
rent process was yielding; it was in the low 60s,”
Krupka notes. 

“If we broke down the process into several
steps, we could ask the people who ‘live’ each 
of these steps to estimate the time distribution 
of each so we could get a triangular distribution.

Simulation shows promise 
for health care modeling

The use of computer simulation modeling at
Overlook Hospital was really “a very simple

application of a simulation model,” asserts Dan
Krupka, PhD, managing principal of Sherborn,
MA-based Twin Peaks Group LLC. In fact, he
says, the more complex the process, the greater
the need for computer simulation.

“For simple processes, it is overkill,” Krupka
concedes. “If it’s complex, or if there’s a bunch of
money or patient safety is at stake, a more quanti-
tative approach is helpful.”

Here are some questions, he says, such a simu-
lation might answer: 
❒❒ How many beds do I really need on this ward? 
❒❒ How many people do I need for housekeeping?
❒❒ How should I schedule them? 
❒❒ How do I manage my discharge process? 

At the highest level, Krupka adds, computer simu-
lation would be a valuable tool if you are designing a
new facility. “I would certainly advise people to simu-
late the main processes to get a balanced flow,” he
points out.

What precisely does he mean by balanced flow?
“For example, one of the things we are working on
now with Overlook is admission cycle time — how
fast it takes to get you from the emergency depart-
ment into the bed. There are many variables. When
you look at balanced flow, you are asking if there
are significant bottlenecks between the decision to
admit and getting the patient on the floor.”

Another advantage of computer simulation is that
it does not require any special knowledge or exper-
tise on the part of staff. As for budget, he says,
“Ultimately, it should involve financial or safety deci-
sions. One of the challenges in health care is that
you can’t really put a value on a life.”  ■
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In other words, what’s the least amount of time
you’ve seen this happen? What’s the longest?
What’s the most likely? It’s not perfect, but it’s 
a good way to go. If you ask people about each
step and use the input for simulation, you can 
get the process capability,” he continues.

“This type of data is much more reliable —
much better than just moving through from the
time of admission to the time the patient leaves,”
Sathaye says. “What the computer simulation
does is take [the minimum, maximum, and most
likely] small subprocess times and throws a dart
to come up with a time.” 

That process is repeated for thousands of simu-
lated patients for each of the subprocesses. “Then
you get a histogram for patients to go through the

entire process,” he continues. “You then compare
that to the distribution you got with the historical
data.”

Based on the simulation, the new process was
far superior to the old process — a 75% process
capability vs. 62%. However, there was a nagging
question: Just how accurate were the nurses’ esti-
mates? To ascertain just how good the nurses were
at estimating, the Twin Peaks team had them esti-
mate distributions for the old process steps and
compared that to the historical data; their success
in these estimates lent further credence to their
estimates of time distributions for the new process
steps.

This approach has several advantages over more
traditional PI methods, Sathaye adds. “Speed is, of

course, one advantage. Second,
you can actually visualize the
flow; you can have a moving pic-
ture, have patients go through the
process, depict interactions of doc-
tors and nurses. You can convey to
all the stakeholders what it means
to them.”

“One of the good things about
simulation software today is there
are better graphics. You can show
people on the screen and how
things are moving,” points out
Krupka.

Different icons can be designed
for beds, X-ray machines, physi-
cians, nurses, patients, and so on.

“You can see all of them move
around — even see queues form-
ing because something did or did
not happen,” he says.

“You see the patient come in,
see the queue growing, and visu-
alize the average wait time. Then,
for example, you can put in a sec-
ond X-ray machine and see what
happens,” Krupka adds.

The final advantage, according
to Sathaye, is reliability. “You can
take the model and actually set
up measurements of each of the
individual processes. By compar-
ing the nurses’ best estimates
with what actually happened his-
torically, you get a certain com-
fort level. Without it, it’s hard to
take a leap of faith.” 

In this particular case, he notes,
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they got a 90% to 95% confidence level from the
simulation.

The computer simulation efforts have had a
significant impact on Overlook’s PI efforts, notes
Tina Maund, MS, RN, CPHQ, director, perfor-
mance improvement.

“The most important impact from my view-
point is that it allows very detailed review of pro-
cess substeps and precise analysis of related time
intervals,” she observes. 

“This has allowed highly objective and detailed
study of process substeps and has supported
cycles of work based on clearly defined priorities
for action — i.e., we make some process changes,
examine the impact, and if improvement in that
area is at an acceptable level, we move on to
another priority focus area for changes within 
the process,” Maund states.

In addition, she explains, the simulation model
building requires that her staff estimate the time
impact of proposed process changes and then eval-
uate the actual time impact of the change. 

“This provides interesting insights into the
expected process function vs. the reality,” Maund
points out. “In some instances, this has revealed
greater impact than expected and in others, the
impact has fallen short — leading us to restudy
the process substeps involved and to strengthen
the redesign.”

Another interesting aspect of the computer
simulation relates to potential application to 
failure mode and effect analysis (FMEA), she
explains. 

“That process now requires an estimate of fre-
quency re: process failures,” Maund says. 

“We plan to experiment with linking the simu-
lation estimates of frequency of process failures
— re: events that exceed target times for specific
actions — with FMEA analysis and see how this
impacts the risk priority numbers for that pro-
cess. We expect that this linking will give us a
more accurate risk priority number,” she notes.

“This seemed custom-fit to what we needed;
it’s been very energizing and helpful,” Espinosa
adds. 

“If nothing else, it sends the staff a very
strong signal that something very special is in
the air, and that we must care to be doing this,”
he stresses. 

In the future, Espinosa says, Overlook will
apply computer simulation to admission-cycle
time as well as to some aspects of door-to-balloon
time. “We’re doing pretty well, but I’d like to see
if we can trim a little more time off the process.” 

[For more information, contact:
• James Espinosa, MD, FACEP, FAAFP, Chairman,

Emergency Department, Overlook Hospital, 99
Beauvoir Ave., Summit, NJ 07902-0229. Phone:
(908) 522-5310.

• Dan Krupka, PhD, Managing Principal, Twin
Peaks Group LLC, 60 Whitney St., Sherborn, MA
02770. Phone: (508) 647-9303. Fax: (413) 403-
5374. E-mail: Dan-Krupka@twin-peaksgroup.com. 

• Tina Maund, MS, RN, CPHQ, Director, Perform-
ance Improvement, AHS/Overlook Hospital. Phone:
(908) 522-4912. Fax: (908) 522-5315.] ■

CE questions

13. At the Medical University of South Carolina
(MUSC) in Charleston, the care management
team’s “Daily Huddles” typically last how long?
A. 15 minutes
B. 30 minutes
C. 45 minutes
D. 60 minutes

14. Which of the following items is not included
under Patient Disposition on MUSC’s discharge
order form?
A. Discharge to any hospital/acute care facility
B. Discharge/transfer to any rehabilitation

facility
C. Discharge to home of family member or

friend
D. Discharge/transfer to any psychiatric facility

15. According to Stefani Daniels, RN, MSNA, man-
aging partner of PHOENIX Medical Management
Inc. in Pompano Beach, FL, true case manage-
ment involves which of the following?
A. combining social work and utilization review
B. reducing variation in patient care
C. switching to a unit-based case management

model
D. all of the above

16. The Balanced Budget Act of 1997 requires hos-
pitals to present patients with a list of home
health agencies so they can choose which
agency they want to provide services.
A. true
B. false

Answer key: 13. A; 14. C; 15. E; 16. A
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Successful CM program
gets JCAHO approval
Database demonstrated processes were in place 

With a care coordination program in place
that has dramatically reduced acute care

and emergency department (ED) utilization by
the chronic frail elderly while enhancing patients’
quality of life, Sutter Health Sacramento Sierra
Region (SHSSR) was looking for a way to take the
program to yet a higher level, says Jan Van der
Mei, RN, care management director.

The Sutter Care Coordination Program (SCCP)
— profiled in its early stages in the April 2001
issue of Discharge Planning Advisor — assisted
more than 3,000 patients in 2003, she notes. 

A list of outcomes for the report period from
June 2002 to June 2003 includes a cost of $598.61
per member per month less for SCCP patients
than for the baseline group, while ED costs for
SCCP participants were 40.7% less and acute
inpatient costs were 52.6% less. 

After subtracting program costs, Van der Mei
adds, there was an annual saving to SHSSR of
$935,000.

At an American Case Management Association
(ACMA) conference in early 2003, Van der Mei
heard about the Disease Specific Care (DSC) 
certification offered by the Joint Commission 
on Accreditation of Healthcare Organizations. 

In June 2003, she and SHSSR’s manager for dis-
ease management and care coordination supervi-
sor attended a Joint Commission conference on
how to be certified. 

By November 2003, the health care organiza-
tion had attained certification for the Sutter Heart
Failure Telemanagement Program, the Sutter
Anticoagulation Program, and the Sutter Asthma
Management Program, as well as for its care coor-
dination program.

“When we decide to do something, we want to
get it done,” Van der Mei said with a laugh when
asked about the short time frame. “We wanted to
accomplish this in 2003.”

What the Joint Commission certification reflects,
notes Cheryl Phillips, MD, medical director of the
Sutter Medical Group, an association of physicians
that is aligned with SHSSR, is the recognition that
care coordination and case management are criti-
cal elements of patient care.

“For the first time, we recognize case manage-
ment as having some of the elements present in
disease management — especially the structure of
evidence-based models,” Phillips says. “Part of the
criticism of case management in the past has been
that its effectiveness is dependent on whether you
have a good case manager.”

“Now,” she adds, “there is some evidence-
based structure so the case manager is not wing-
ing it every time with every problem.”

A structured process

The algorithms and decision trees Van der Mei
has developed, she notes, illustrate that “care
coordination is not just doing nice things for peo-
ple but a fairly structured process that can be
replicated.”

Certification of SHSSR’s care coordination pro-
gram represented a first for the Joint Commission
process, which previously had focused only on
programs with clear, easily demonstrable guide-
lines, Van der Mei points out. 

“To be certified, you need to show you’ve based
your program on evidence-based guidelines. That’s
easy to do with heart failure and with asthma and
anticoagulant programs, because [the guidelines]
are out there,” she adds.

“But a program dealing with the chronic frail
elderly,” Van der Mei explains, “is not disease-
specific. Most patients have at least three or four
chronic diseases and a couple of comorbidities, so
we weren’t sure how we would be able to show



60 HOSPITAL CASE MANAGEMENT ™ / April 2004

them that our program is based on evidence-
based guidelines.”

As part of that effort, Van der Mei provided
JCAHO with information on problems the pro-
gram had identified as common to the care of the
frail elderly and the accompanying interventions
taken by SCCP.

With some problems — advance care planning,
abuse and domestic violence, AIDS/HIV, and
Alzheimer’s disease, for example — established
evidence-based guidelines do exist, Van der Mei
notes. For bereavement, however, or inadequate
caregiving support, such established guidelines
were not available, she adds.

What impressed the JCAHO reviewer, Van der
Mei believes, is that SCCP had guidelines for most
of the problems and that the processes used are
detailed in a comprehensive database that SCCP
makes available to the physicians with whom it
works.

“[The database] is part of the physician’s medi-
cal record,” she points out. “We’re linked to the
physicians, so they know what we’re doing with
their patients. We’ve built in the care plan, the
problems identified by the physician, nurse, or
social worker, and the interventions. That, as well
as meeting the other standards, is how they were
able to certify us.

“What’s unique about our programs,” Van
der Mei goes on to explain, “is that we are able
to incorporate all of the interventions that we
do in care coordination into our disease-specific
programs. The case managers collaborate, so if
someone is in the heart failure program, we not
only manage those signs and symptoms, but if
there are other issues — like the patient is not
compliant, can’t afford meals, or has other psy-
chosocial problems — the care coordination
team can address those issues as well.”

She points out, for example, that patients in the
heart failure program have 68% fewer admissions
for any reason — not just heart-related problems
— than a group of like patients who are not in a
care coordination program.

Reevaluating processes, outcomes

Part of the value of the JCAHO certification
process, Van der Mei says, was the accompanying
growth and learning that took place. “We knew
we would benefit by meeting the standards of
another body and evaluating the things we were
doing. It made us look at all of our processes and
say, ‘Do we have a policy to support these?’”

One of the biggest challenges for SCCP —
which uses a nurse/social worker model — was
looking at how its program supports patient self-
management, which is an integral part of the
Joint Commission's philosophy, she says. 

“It’s important to [JCAHO] that patients are
involved in the plan of care,” Van der Mei adds.
“Our social workers are good at doing that, at
saying [to the patient], ‘Which goal do you want
to work on first?’”

A different perspective on outcomes

But while social workers are better at working
with patients to identify their goals, she notes,
nurses tend to provide more direction and to base
it on what they believe are the most urgent medi-
cal conditions.

Going through the Joint Commission certifica-
tion, Van der Mei says, “helped us get the nurses
to be more cognizant of being less directive and
more soliciting of patients’ willingness to make
changes.”

Another benefit, she points out, was the oppor-
tunity to take a different perspective on program
outcomes. While Sutter has always had outcomes
that reflect both quality and utilization, she notes,
it did not necessarily have the measurements to
fully document its emphasis on quality.

The Joint Commission was not interested partic-
ularly in utilization standards, which addressed
such results as the amount of money saved because
patient visits to the ED were reduced, Van der Mei
says. 

It was more focused on other outcomes, “which
we did have, but we had to come up with some
additional measurements,” she adds.

For example, SCCP patients are given an initial
assessment, but the program wasn’t measuring
exactly when the assessment was done, Van der
Mei explains. 

“Was it in the first month?” Similarly, the pro-
gram already did advance care planning with
patients, she adds, but as a result of its Joint
Commission process, identified that it would
measure whether that discussion took place
within 90 days.

“For our disease-specific programs, we do a lot
of patient education around heart failure, asthma,
and the consequences of being on anticoagulant
drugs,” Van der Mei continues. “We want to
make sure that education happened within a cer-
tain time frame, so we had policies for that, but
we weren’t measuring when it took place. We
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found we weren’t documenting it as well as we
should, that nurses weren’t indicating in the
database [that they had done patient education].

“We know we have the policies and proce-
dures in place,” she says, “but until you do the
measurement, you don’t realize you have a prob-
lem. So [the certification process] helped us iden-
tify that we had a documentation problem.”

Staff supportive of process

Her staff were actively involved in looking at
the different JCAHO standards and determining
whether the program met them, and if so, how to
show that compliance, Van der Mei notes. 

“Sometimes they were worded a little different,
so we’d have to think about it and say, ‘Oh, yeah,
we’re doing that — we’re just not calling it that.’”

She says the SCCP nurses and social workers
understood that obtaining the JCAHO certifica-
tion “helped us move to the next stage of our
development and would provide us with a stan-
dard we could say — [to insurance companies,

for example] — that we meet.”
The fact that Sutter’s care management pro-

grams are part of a hospital system that goes
through JCAHO’s accreditation process makes
disease-specific certification a little easier than
for, say, a disease management company that
might be seeking certification, Van der Mei points
out.

“In fact,” she says, “JCAHO gives organizations
a discount if they’re part of a hospital system that’s
accredited.” And, Van der Mei adds, the care man-
agement program was able to adapt the hospital
system’s sentinel event policy to meet the JCAHO
requirement for disease-specific programs. “There
are some other [hospital system policies] that just
needed to be tweaked,” she notes.

[For more information on Sutter’s care manage-
ment programs, contact:
• Jan Van der Mei, Care Management Director,

Sutter Health, Sacramento Sierra Region. Phone:
(916) 854-6896. E-mail: vanderj@sutterhealth.
org.]  ■

A quick view of JCAHO’s
DSC certification

The Disease-Specific Care (DSC) certification
offered by the Joint Commission on Accreditation

of Healthcare Organizations is designed to evaluate
disease management and chronic care services pro-
vided by hospitals, health plans, disease manage-
ment service companies, and other care delivery
settings.

The evaluation and resulting certification decision
is based on an assessment of these components:
• compliance with consensus-based national

standards;
• effective use of established clinical practice guide-

lines to manage and optimize care;
• an organized approach to performance measure-

ment and improvement activities.
Disease-specific care services that successfully

demonstrate compliance in all three areas are
awarded certification for a one-year period. 

After the first year, a one-year extension can be
granted, contingent on the submission of an accept-
able assessment by the organization of continued
compliance with standards and evidence of perfor-
mance measurement and improvement activities.

The first year, the off-site plus on-site evaluation
covers standards compliance, clinical practice

guidelines, and demonstrated performance mea-
surement and improvement activities.

The second year, there is an off-site review of sub-
mitted descriptive material by the reviewer that cov-
ers updated guidelines information, assessment of
standards compliance, and, again, demonstrated per-
formance measurement and improvement activities.

Thereafter, an on-site review must be conducted
every two years to maintain certification.

In developing the DSC certification, the Joint
Commission attests, it received guidance from 25
health care organizations representing hospitals,
health plans, disease management organizations,
integrated delivery systems, and primary health
care providers, who reviewed the draft program
model, program tools, and standards.

Nine sites pilot tested the program, and a 21-
member Certification Advisory Committee provided
advice on the draft program model, standards, and
performance measurement requirements. The com-
mittee included, among others, representatives from
the National Chronic Care Consortium, the Disease
Management Association of America, and the
Disease Management Purchasing Consortium.

The Joint Commission publishes a list of the cer-
tified DSC programs on its web site.

(For more information, go to the organization’s
web site at www.jcaho.org.) ■
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happy so they’ll want to send all their members to
the hospital. They won’t do so if you make them
dissatisfied or put their members at risk,” she
emphasizes.

Case managers can see the big picture in a hos-
pital and are in a perfect position to come up
with an innovative operational approach to influ-
ence the way care is delivered, Daniels says.

“Case managers are in a perfect position to
influence how physicians practice and how care
practices are delivered,” she says.

Changing behavior

In many instances, hospital case managers
spend a lot of their time putting out fires, run-
ning all over the hospital, and begging the labo-
ratory or the radiologist to send the results to the
physician.

They go on the unit and find out that a patient
didn’t get a CAT scan or chemotherapy treatment
because they couldn’t be fit into the schedule.

“I take the position that firefighting like this
may be appropriate in some circumstances, but 
in most cases, it doesn’t change behavior. To be
effective, case managers need to change behav-
ior,” she says.

If the same things happen over and over, case
managers should come up with a way to change
them. Otherwise, they’re likely to feel overbur-
dened, frustrated, and angry and become openly
hostile toward the department in question.

“Radiology isn’t going to change because the
case manager begged them to take Mrs. Smith for
the CAT scan now. There’s no incentive for them
to change,” Daniels points out.

Instead of trying to change the way the ancillary
services practice, case managers should keep track
of the incidents that result in discharge delays and
come up with a report that goes to the parties
responsible and the chief executive officer. 

“Now the case manager is in a position to be
able to influence the future,” she adds.

Daniels tells of one case management depart-
ment that was able to identify that 60% of all
delays and denials could be traced back to the
department of cardiology.

The case managers compiled the data every
three months and presented the information to
the department of cardiology.

As a result, the cardiology department com-
pletely redesigned its processes, brought in a

second team, cross-trained personnel, and
expanded its hours.

“They revamped the whole cardiology depart-
ment in response to case management’s objective
identification of what their processes were actu-
ally costing in days, dollars, and outcomes,”
Daniels says.

As she consults with hospital case manage-
ment departments, Daniels urges case managers
to look at how they practice case management.

“Some hospital case managers say that case
management involves mostly chart review, but
case managers could be in those charts all day,
and it’s possible to get a clerk to review a chart.
For a hospital case manager to be successful, he
or she has to talk to the physician,” she says.

Going beyond discharge planning

Case management is more than just utilization
review and discharge planning, but many case
management departments merely are doing
expert discharge planning, she adds.

“During the re-engineering craze of the 1990s,
hospitals basically consolidated the social work
and utilization review departments into a case
management department, believing they could
reduce the number of [full-time equivalents]. In
most cases, people just kept doing what they had
been doing because they didn’t know any differ-
ent way,” Daniels says.

True case management involves resource man-
agement, reducing variation in patient care,
advocating, and coordinating, she adds.

“Reducing variation is what hospital case man-
agement is all about. Doctors are busy. A case man-
ager is worth her weight in gold if she reminds
him about practice issues,” Daniels says.

You don’t have to start from scratch to improve
your case management program. You can build
on what you have and tweak it just enough to
turn it around, she continues.

The first thing a case management director
should do is find out what the executive team
had in mind when it created the case manage-
ment department. Make sure the executive team
has a clear and targeted vision of what case man-
agement is supposed to achieve, and educate it
about case management if necessary. The Case
Management Society of America standards are a
good place to start, Daniels suggests.

After you find out the team’s expectations, come
up with a way to ensure that your department
meets them and then design the measures to

(Continued from page 54)



demonstrate when you have achieved your vision.
If you can’t demonstrate the value of your case

management department, your job may be at
risk, Daniels asserts.

Daniels offers other tips on how case manage-
ment directors can improve their departments:
• Look at your department’s structure to deter-

mine what kind of staffing you need. You may
be able to use clerks for some functions rather
than having all registered nurses.

• Don’t forget to include social workers on your
case management team.
“Social workers have an expertise that no

other person has in regard to the kind of patient
we’re seeing in the hospital today,” she says.  ■

Carefully follow the law
for post-acute referrals
Make sure you honor patients’ choices

As government agencies begin to crack down
on providers who are not honoring patient

choices, hospital case managers should be more
diligent than ever when referring patients for
post-acute services.

Case managers should be careful about their
relationships with the entities to which they refer
and should give patients a choice for post-acute
services, making sure at the same time that the
choices are appropriate for the particular needs 
of each patient, the experts say.

The Centers for Medicare & Medicaid Services
(CMS) and the Office of the Inspector General
(OIG) are taking a closer look at patient referrals
for post-acute services, points out Elizabeth E.
Hogue, Esq, a Burtonsville, MD, attorney special-
izing in case management issues.

“The stakes are getting higher. These federal
agencies have said they’re going to carefully
scrutinize referrals and crack down on individ-
uals who are blatantly violating the rules,” she
says.

Hogue cites three sources of the right of patients
to choose their providers:
• The common law right as reflected in court

decisions, which have said that patients have
the right to control the treatment they receive,
including who provides it. This applies to all
patients regardless of payer source and type 
of carrier.

• Federal statutes that state beneficiaries of
Medicare and Medicaid have the right to
choose the providers who render care.

• The Balanced Budget Act of 1997 currently
applies only to hospitals and only to referrals
for home health services. The law requires
hospitals to present patients with a list of
home health agencies so they can choose
which agency they want to provide services.
In addition, if a physician orders services from

a particular provider, the hospital must honor the
physician’s order unless the patient objects and
chooses another provider.

Be mindful of the law, but don’t make the mis-
take of just handing patients an alphabetized list of
agencies and asking them to choose one from the
list, suggests Jackie Birmingham, RN, MS, CMAC,
vice president of clinical design for Curaspan, a
provider of connectivity and network management
across the post-acute continuum.

“When you give the patient an alphabetized list
of agencies and the provider they select doesn’t
meet the patient’s needs, you waste everybody’s
time,” she points out. “It’s unfair to go in to the
patient’s room and give them three choices if
there’s only one facility that meets their needs.” 

Instead, case managers and discharge planners
should assess what a patient needs and narrow
down the list of choices to appropriate and viable
options, Birmingham adds.

The law doesn’t prohibit case managers from
suggesting entities in which the hospital has a
financial interest but, whenever possible, the
patient should be given a number of appropriate
choices, she notes.

Because case managers are involved in deci-
sions about discharges and transfers and fre-
quently refer their patients to other providers,
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suppliers, or vendors for services, they may be
exposed to a number of potential liabilities, some
as an individual and some to their employer.

Case managers should be aware of anti-kick-
back legislation that prohibits them from accept-
ing gifts from any entity to which they are in a
position to make referrals, Hogue points out.

The prohibition would extend to receiving free
discharge planning services from a vendor, she
says.

For instance, a home care or hospice care pro-
vider might offer services that supplant the ser-
vices of a hospital-based discharge planner or care
manager. It might be tempting to let them relieve
you of some of your duties, but don’t do it.

“Hospital case managers who function as dis-
charge planners need to be careful about any
kind of kickbacks or rebates in the form of items,
money, or free services,” Hogue adds.

The crackdown by the OIG and CMS comes at
a time when the home care industry is subject to
a new reimbursement system, which allows them
to aggressively market their services.

“They’re really putting discharge planners
and case managers under pressure with regard
to referral issues,” Hogue says.  ■
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CE objectives

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

the following:

• identify particular clinical, administrative,
or regulatory issues related to the profes-
sion of case management;

• describe how those issues affect patients,
case managers, hospitals, or the health care
industry in general;

• cite practical solutions to problems associ-
ated with the issue, based on independent
recommendations from clinicians at indi-
vidual institutions or other authorities.  ■
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