
CMS requirements present challenges,
opportunities for case managers
IPPS expands quality reporting, hospital-acquired condition list

The Centers for Medicare & Medicaid Services (CMS) continues to
move at a rapid pace toward value-based purchasing, proposing
expansion in hospital quality reporting requirements and increas-

ing the number of hospital-acquired conditions for which Medicare
won’t reimburse.

In issuing its final rule for fiscal year 2009 for the inpatient prospective
payment system (IPPS), CMS added three hospital-acquired conditions to
the list of eight it determined last year could be prevented through proper
care and added 13 quality measures to the 30 measures on which hospi-
tals must submit data in order to qualify for full reimbursement.

“We believe that CMS is moving far too quickly and is adding more
measures than is required by the law and has not considered the impact of
their policy, particularly the unintended consequences,” says Leslie Schultz,
RN, NEA-BC, PhD, CPHQ, director, knowledge transfer for Premier Inc., an
alliance of not-for-profit hospitals and health care systems.

The Deficit Reduction Act of 2005 requires CMS to select at least two
complications of care using the following criteria: complications with a
high cost, a high volume, or both that are reasonably preventable through
use of evidence-based guidelines and that result in a higher payment in
the MS-DRG system when they are present as secondary diagnoses.

Initially, CMS pushed for six measures, ultimately identified eight in
the final rule for 2008, and left the door open for more. This year, the
agency originally proposed adding nine additional conditions and is
considering adding up to 10 more in the future.

Is it too much too soon?

“CMS has exceeded what the law required. Their heart is in the right
place but from an operations standpoint, it is an administrative burden
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that could result in the unintended consequences
of overutilization,” Schultz says. 

For instance, some hospitals have asked
Schultz if they should perform a urine culture 
on everybody who comes in, even if they are
asymptomatic.

“This will result in unnecessary health care
expenses and put an unnecessary burden on the
hospital’s resources,” she adds.

The proposed changes and the direction in

which CMS is moving make it more important
than ever for hospitals to make sure that docu-
mentation is correct and complete, says Lorraine
Larrance, BSN, MHSA, CPHQ, CCM, manager
with Pershing, Yoakley & Associates, a health
care consulting firm with offices in Knoxville,
TN; Atlanta; Tampa, FL; and Charlotte, NC.

“I don’t see the case managers being totally
responsible for capturing the documentation for
hospital-acquired conditions or for tracking the
quality measures, but as part of a team, they
should work collaboratively with other disci-
plines to assure that the documentation is accu-
rate and the patients get the care they need,” she
adds.

Where you fit in

Case management directors should make sure
everyone in their department is educated on the
present on admission documentation and preven-
tion of hospital-acquired conditions, Larrance
says.

“The staff have to know how this will impact
the organization, but they should also know what
the impact is for the patients in terms of quality
of care,” she says.

The new hospital-acquired conditions for
which hospitals will not be paid include surgi-
cal-site infections following elective procedures
including certain orthopedic surgeries and
bariatric surgery for obesity; manifestations of
poor control of blood sugar levels; and deep
vein thrombosis or pulmonary embolism follow-
ing total knee replacement and hip replacement
procedures. 

After Oct. 1, hospitals will not get reimbursed
if they don’t clearly document that a condition is
present on admission. (For tips on documenta-
tion, see p. 148.)

42 quality measures in FY ’09

In addition, CMS added 13 new quality mea-
sures to the 30 quality measures on which hospitals
must submit data and dropped requirements for
reporting on pneumonia oxygenation assessment
as of Jan. 1, 2009. This means hospitals will have 
to report on a total of 42 quality measures in fiscal
year 2009 or receive a 2% reduction in payment.

Some of the measures, such as hospital read-
mission rates, will be available from claims data
and the hospital won’t have to submit data.

CMS has sent a letter to state Medicaid directors
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providing information about how states can adopt
the same nonpayment policies for hospital-acquired
conditions and “never events” and is encouraging
the Medicaid programs to revise their state plans to
contain the same policies.

State, payer participation

According to a CMS press release, nearly 20
states already have or are considering methods to
eliminate payment for some preventable medical
errors.

Some commercial payers already have
announced their intention to follow along with
CMS reimbursement policies.

“While it may be some time before we can
begin to assess the real impact of these steps on
patient care, we are hearing from hospitals
around the country about efforts they have
undertaken in the past year to improve staff
training and other measures to reduce the inci-
dence of these preventable conditions. And other
payers, both public and private, are beginning to
adopt similar policies in their payment systems.
This is a win-win situation: Better outcomes at

less overall cost,” says Kerry Weems, acting
administrator for CMS.

Many health care providers don’t completely
understand Medicare’s hospital-acquired condi-
tions policy and the ramifications on reimburse-
ment, Schultz says.

“In some ways, people are overreacting a little.
Hospitals have had to document present on
admission conditions since last October and have
had a year to prepare for CMS to deny payment
for ‘never events’ and hospital-acquired condi-
tions,” she adds.

‘Never events’ vs. HAIs

For many clinicians, including case managers,
a key misunderstanding is the difference between
“never events” for which Medicare will pay zero
and hospital-acquired conditions, which are pre-
ventable complications of care that are not pre-
sent on admission. 

“A practical fact is that the hospital-acquired
condition is rarely the only thing going on with
the patient. Usually, the patients who develop
these conditions have other secondary diagnoses
and comorbidities that will place them in a higher-
paying MS-DRG anyway,” Schultz says.

For instance, if a patient develops a pressure
ulcer and that’s his or her only complication or
comorbidity, it’s probably not going to make him
or her eligible for a higher-paying MS-DRG,
Schultz points out.

On the other hand, if a patient who has conges-
tive heart failure or diabetes as a secondary con-
dition develops a pressure ulcer, those conditions
are likely to place the patient in a higher-paying
MS-DRG.

“In this case, the hospital is not going to lose
reimbursement. It will be paid for a lot of comor-
bid conditions anyway. Based on what we know
about evidence-based care, hospitals should be
able to prevent patients from developing Stage 3
or 4 pressure ulcers. Shame on them for provid-
ing poor care but they won’t be penalized finan-
cially,” Schultz says.

(For more information, contact: Carol Eyer, senior
manager, clinical compliance with Pershing, Yoakley 
& Associates, e-mail: ceyer@pyapc.com; Lorraine
Larrance, BSN, MHSA, CPHQ, CCM, manager
with Pershing, Yoakley & Associates, e-mail: llarrance
@pyapc.com; Leslie Schultz, RN, NEA-BC, PhD,
CPHQ, director, knowledge transfer for Premier Inc.,
e-mail: Leslie_Schultz@PremierInc.com.) ■
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New Quality Measures
Hospitals Must Monitor 

• Surgical Care Improvement Project Cardiovas-
cular 2 surgery patients on beta-blocker prior to
arrival who received beta-blocker during the
perioperative period.

• Failure to rescue.
• Heart failure readmission.
• Death among surgical patients with treatable

serious complications.
• Iatrogenic pneumothorax, adult.
• Postoperative wound dehiscence.
• Accidental puncture or laceration.
• Abdominal aortic aneurysm mortality rate.
• Hip fracture mortality rate.
• Composite mortality for selected medical

conditions.
• Composite mortality for selected surgical

procedures.
• Composite complication/patient safety for

selected indicators.
• Participation in a systematic database for

cardiac surgery.

Source: Centers for Medicare & Medicaid Services, Baltimore.



CMs’, coders’ role 
in documenting POAs
CMs can identify where process breakdowns occur

Case managers should be involved in their
hospitals’ efforts to ensure compliance with

the Centers for Medicare & Medicaid Services
(CMS) regulations that require documentation 
of conditions that are present on admission and
deny payment for certain conditions acquired
during the hospital stay, experts say.

“Case managers are not ultimately and totally
responsible for capturing and ensuring that con-
ditions that might be present are documented in
the medical record. But the role they play puts
them in a position to identify incidences when it
is not occurring, determine where the process
barriers are, and where breakdowns occur,” says
Lorraine Larrance, BSN, MHSA, CPHQ, CCM,
manager with Pershing, Yoakley & Associates.

CMS began requiring hospitals to document
conditions that are present on admission in
October 2007. Beginning with admission on or
after Oct. 1, 2008, CMS will not pay for certain
hospital-acquired conditions.

Assess at admission

When patients are admitted, the care team
should assess whether they are at risk for a hospi-
tal-acquired condition, develop strategies to
avoid it, and also document any conditions that
are present, says Leslie Schultz, RN, NEA-BC,
PhD, CPHQ, director, knowledge transfer for
Premier Inc., an alliance of not-for-profit hospitals
and health care systems in Charlotte, NC.

“Everyone — case managers, physicians, and
other clinicians — needs to understand the impor-
tance of ensuring that the appropriate information
is captured at the right time and right place so
that the coders can document that the condition
was present on admission,” she says.

Case managers should make sure that there is
a complete assessment of patients at the time of
admission so the record accurately reflects what
conditions they came in with as opposed to what
developed during the course of the hospital stay,
Schultz suggests.

Track diagnoses that are listed as “present on
admission” and those that develop during the
hospital stay and identify areas for quality

improvement projects, she adds.
While assigning diagnoses codes and correlat-

ing “present on admission” indicators is the
primary responsibility of the coding staff, case
managers who are involved in clinical documen-
tation improvement must make sure that all
conditions that are present when the patient is
admitted are included in the documentation,
Larrance adds.

That will enable coders to identify the appro-
priate sequence of diagnoses as they review the
charts and note which conditions were present on
admission. 

POA indicators

There are five “present-on-admission” indicators,
one of which much be assigned to each inpatient
diagnosis: Y for yes; N for no; U for “insufficient
information in the record to determine if the condi-
tion was present”; and W if it can’t be determined
clinically whether the condition was present at the
time of admission. 

It’s the “U” indicator that is the most problem-
atic, says Carol H. Eyer, RHIA, CHC, senior man-
ager of clinical compliance with Pershing, Yoakley
& Associates’ Atlanta office.

“U is a bit of a nebulous area, indicative of either
unclear or absent documentation. An assignment
of a U is basically one step away from an assign-
ment of an N indicator,” she says.

As is the case with MS-DRG assignments,
coders are not allowed to exercise discretion in
assigning a condition as “present on admission”
unless it is clearly documented in the medical
record, Eyer points out.

“Coders are limited by industry standards and
rules where it comes to making assumptions. We
can look at the tests the physician ordered, the 
lab values, and other diagnostic results and intu-
itively know that the patient probably had this
problem on admission but unless the physician
documents the diagnosis, we can’t assign the pre-
sent on admission indicator,” she says. 

The clinical documentation should reflect
conditions that may be suspected at the time of
admission, Eyer points out.

“For instance, physicians may not be able to
say unequivocally that a patient has a kidney
infection but they can note the presence of bacte-
ria and possible causes as well as documenting
orders for diagnostic laboratory work that they
expect to reveal that condition and prompt other
clinical intervention,” Eyer says.
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If the physician writes that the patient has a
“suspected” or “probable” diagnosis, the coders
can use the documentation to assign the present
on admission indicator, she adds.

Coding in the ED

The hospital emergency department offers
some of the greatest opportunities for ensuring
that the proper documentation is captured, Eyer
says.

The emergency department physician may
capture the details of a condition that is present
or evolving at the time he or she is assessing the
patient but the attending physician may not
include this in his or her inpatient documentation
in a way that the coders can capture the condition
as being present on admission, she adds.

Make sure physicians understand the addi-
tional coding requirements, Larrance adds. 

“Case managers who have a role in clinical
documentation improvement efforts already have
a process in place to work with the coding staff
and providers. This is just one more method of
querying the physician,” she says.

For instance, if a case manager is reviewing 
the chart of a patient who comes in with a Foley
catheter and notices that the urinalysis indicates
white blood cells, he or she should look in the
chart and see if “urinary tract infection” or “sus-
pected urinary tract infection” is documented. 

If not, the case manager should query the
physician regarding the clinical finding, which
would prompt the physician to ensure that clini-
cal documentation is sufficient to support his
clinical findings as well as to support the pres-
ence of the Foley catheter on admission.

“I don’t see case managers as being totally
responsible for capturing conditions that are pre-
sent on admission, but as a member of the team
who reviews the patient charts, they should work
collaboratively with other disciplines to make
sure the documentation is complete,” Larrance
says.

CMs in the ED

Since many hospitals admit the majority of
their patients from the emergency department,
the requirement to report “present on admission”
data makes it even more important to have case
managers in the emergency department, Larrance
says.

“The value of case managers in the emergency

department has been demonstrated for many dif-
ferent reasons, and this new layer of regulation
criteria that can impact reimbursement reinforces
that value,” she says.

Querying docs important

Case managers who are assigned to the emer-
gency department have an opportunity to query
the emergency department physicians, nurse
practitioners, or physician assistants who treat
patients in the hospital to ensure that any condi-
tion that is present is documented, Larrance says.

“Ultimately, the medical staff are responsible
for the clinical documentation but members of
the interdisciplinary team can help by prompting
physicians to learn new behavior,” she says.

In addition to the emergency department care
managers, admissions nurses also can be involved
in the process and alert physicians if there is an
indication that the patient may be coming in with
an additional condition, Larrance adds.  ■

Use systematic approach
to identify at-risk patients
Make sure preventive protocols are applied 

As the Centers for Medicare & Medicaid
Services (CMS) moves to strengthen the tie

between quality of care and hospital reimburse-
ment, hospitals should take a systematic and uni-
versal approach to identifying patients at risk and
preventing hospital-acquired conditions for all
patients and not just those covered by Medicare,
says Leslie Schultz, RN, NEA-BC, PhD, CPHQ,
director, knowledge transfer for Premier Inc.

“Health insurers often develop reimbursement
policies that mirror Medicare’s policies, so it’s
important that hospitals utilize evidence-based
protocols, tools, and resources to prevent these
hospital-acquired conditions for all patients
instead of segmenting and identifying certain
patient populations for the initiatives,” she adds.

The case manager’s role in preventing hospi-
tal-acquired conditions depends on how the orga-
nization is structured, Schultz points out.

“One of the roles of case managers is to make
sure nothing slips through the cracks. Case man-
agers should understand how they can support
the physicians and other members of the care
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team in managing the care of the patient,”
Schultz says. 

If they are involved in assessing patients before
admission, they should identify patients who 
are at risk and make sure that the protocols are
deployed, she says.

Some of the conditions that must be documented
if they are present on admission are relatively pre-
dictable, points out Lorraine Larrance, BSN,
MHSA, CPHQ, CCM, manager with Pershing,
Yoakley & Associates.

For instance, if a patient is coming from a nurs-
ing home, that should trigger the physicians and
nurses to determine if there is a skin breakdown. 

Safety is not a team effort

Patient safety is not the responsibility of just
one person or one department, Larrance points
out.

“The entire team, including case management,
should own the issue of patient safety. Maintaining
a safe environment for patients — whether it’s
hand washing and other sterile techniques, recom-
mended prophylaxis, or getting up and ambulating
— is just good clinical practice,” Larrance says. 

“Case managers need to be part and parcel of
the interdisciplinary team. Their role is coordina-
tion of care and planning for discharge, but they
also can play a role in supporting the clinical
areas in their processes as well,” says Joanna
Malcolm, RN, BSN, BSN, senior consultant for
Pershing, Yoakley & Associates.

For instance, Malcolm worked at a hospital
where the case management team worked with
the infectious disease coordinator on a project to
reduce central line infections.

“The case manager’s role was mainly tracking
and making sure the dates were documented in
the system when the catheters were put in and
taken out. It was a team effort. Every discipline
played a role in the project,” she says.

Case management departments should have a
good communication mechanism to educate staff
about new rules and regulations, whether they’re
regulations from CMS or commercial payers,
Malcolm adds.

“Everybody needs to know what regulations
the hospital must follow. People are busy trying
to do their day-to-day jobs and often don’t have
the time to keep up with changes in the rules and
regulations, “she says.

Case managers should collaborate with nursing
and other providers to help avoid hospital-acquired

conditions, Schultz points out.
For instance, in the case of frail patients who

are at risk for pressure ulcers, the case manager
should ensure that a nutritional consultation is
ordered and completed in a timely fashion. They
should be concerned with whether a patient
might benefit from a special surface or specialty
bed to reduce the risk of developing a pressure
ulcer, she adds.

“Some of the hospital-acquired conditions,
such as DVT after hip and knee replacement
surgery, can be avoided with good clinical pre-
ventative types of processes. There are evidence-
based protocols that should be implemented at
the appropriate time following surgery to prevent
the development of thrombosis,” Larrance says.

Prophylaxis should be on admission order set

In the case of patients who are having hip or
knee replacement surgery, case managers should
know up front that the person is being admitted
and ensure that prophylaxis against deep vein
thrombosis and pulmonary embolism is included
on the admission order set, Schultz adds. 

“There is a lot of good evidence about effective
venothromboembolism prophylaxis in orthope-
dic surgery. It’s a matter of standardizing the care
and ensuring that everybody on the treatment
team knows the treatment plan,” Schultz says.

The new focus on glycemic control, especially
in people who have not been diagnosed as dia-
betic, will be more of a challenge, Schultz points
out.

“Traditionally, in medicine, we didn’t worry
about a blood sugar level of 200, but the reality 
is that when blood sugars are at 200 or higher,
the body’s immune response doesn’t work prop-
erly and patients are more at risk to develop an
infection postoperatively. Putting people on
insulin drips perioperatively and frequent blood
glucose checks, which may mean more finger
sticks postoperatively, is absolutely the right
thing to do in the long run. Patients with a blood
sugar level of 100-120 have better outcomes,”
she says.

However, she cautions, this doesn’t mean that
hospitals should perform a hemoglobin A1C test
on everybody who comes in. 

“This may seem daunting, but there are hospi-
tals which are being proactive in the immediate
postoperative period and succeeding at avoiding
problems caused by poor glycemic control,” she
says.  ■
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As the result of an initiative in which the entire
hospital staff collaborate to improve length 

of stay, Spartanburg (SC) Regional Healthcare
System’s average severity-adjusted length of stay
has dropped from an average of 5.40 days in 2007
to an average of 5.18 days so far in 2008.

In May, the severity-adjusted length of stay at
the 588-bed tertiary care hospital was 4.85 days.

The hospital system includes a heart center, a
cancer center, a long-term acute care hospital
(LTACH), a 25-bed skilled nursing facility, and a
regional physician network. The system is open-
ing a second hospital 30 miles away in October.

“Our health care system’s strategic goals for
the past two years have included a length of stay
goal. Length of stay was already a focus of case
management, so we have worked very hard to
continue to improve length of stay beyond just
what case management can impact alone,” says
Angie Roberson, RN, BSN, CPUM, director of
case management for Spartanburg Regional.

Among the length of stay initiatives are morn-
ing huddles each day between the case manage-
ment and nursing staff, weekly rounds, and a
length of stay meeting during which nursing and
case managers discuss long-stay patients.

In addition, a series of Lean Six Sigma projects
targeted improving patient throughput on indi-
vidual units.

Roberson attributes the success of the initiative
to developing a close relationship between nurs-
ing and case management and creating a culture
change within the hospital.

“Everybody in the hospital had a hand in our
success. By working together we have been able to
accomplish far more than we could have if we

were working individually. We’re seeing culture
change and that’s why it’s taken two years for this
to happen. It’s all about changing the culture and
not just telling people they have to do something,”
she says.

The initiative’s beginnings

The initiative started two years ago when the
hospital system created systemwide goals and
tied them to its regional gainsharing program
that began in 2001. If the hospital system meets
certain goals set by the board, employees are eli-
gible for a bonus of up to 5% of their salary. 

Once the hospital system meets its financial
indicators, the whole system has to meet the
gainsharing goals for employees to qualify for
bonuses.

“The whole goal of the gainsharing program is
to increase awareness of the financial side and for
employees to feel like they have a vested interest 
in the financial stability of the hospital,” Roberson
says.

In the first years of the gainsharing program,
goals included successful scores on The Joint
Commission survey or meeting patient satisfac-
tion goals. 

Now the initiative’s goals include the sever-
ity-adjusted length of stay, the mortality index,
and patient safety goals. The goals are publi-
cized every month to employees through the
health system intranet and are discussed at staff
meetings.

The hospital always has had a length-of-stay
goal but it was not until the goal was tied to the
gainshare bonus that the entire hospital staff

LOS initiative emphasizes interdisciplinary collaboration
Systemwide staff can earn bonuses if goals are met 
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understood that everyone in the hospital, not just
the case managers, play a role in reducing length
of stay, Roberson says.

“Essentially, in the beginning, I was the cheer-
leader for length of stay. I spent a lot of time
explaining what the severity-adjusted length of
stay means, what is included, how it is bench-
marked, and how everybody from the clinical staff
to the ancillary departments to transportation and
housekeeping have a hand in it,” she says.

One of Roberson’s initial goals was to help the
staff understand that reducing length of stay is
good for the patients as well as for the hospital.

“A lot of people think reducing length of stay
is only about the hospital bottom line but the
quicker we can get these people in and out, the
better off they are. I had to educate the staff that
length of stay isn’t about kicking people out the
door. It’s about ensuring that patients get appro-
priate care at the appropriate time and then move
to a more appropriate level of care,” she says.

In June 2007, the case management department
began an initiative to develop a working relation-
ship between the case managers and the nursing
staff so the two disciplines would work as a team,
rather than individually.

The effort began with a kickoff celebration in
the hospital auditorium, complete with music
and a big road map on the wall, signifying that
the disciplines were embarking on a journey
together.

The celebration was attended by the nursing
director, the nurse manager, the clinical nurse
educators on the nursing unit, and the charge
nurses on each unit if they could get away.

The clinical nurse educators work in coordina-
tion with the nurse managers on the unit. They
are responsible for unit education for staff and
are involved in performance improvement initia-
tives. They dress in uniform and can step in and
do patient care when needed.

The upbeat occasion included refreshments,
games, and a chance for the disciplines to get to
know each other.

The vice president for case management and
the vice president for nursing kicked off the
meeting.

“It was critical to demonstrate that people on
the vice president level believed in what we were
doing and supported it,” she says.

Roberson discussed how the disciplines could
work together to share information and improve
patient care.

“We shared with nursing what case management

had been doing and how we needed to be friends
and partners with them. We told them we were
being challenged as a system to meet goals that we
couldn’t accomplish if we worked independently,”
Roberson says. 

One initiative was for every unit to have an
early morning, 15-minute huddle between nurs-
ing and case management.

“This isn’t easy to accomplish because they see
it as a major interruption in their work day but
once they got it going, they realized what a bene-
fit it is,” she says.

Roberson took the opportunity to discuss the
new requirements for issuing the Important
Message from Medicare that was about to be put
into effect.

She asked the nurses to work with the case
managers to identify as soon as possible when
patients are close to being discharged and to put
a pink sticker on the front of the chart identifying
the discharge date.

“The meeting also was an opportunity to tout
the benefits of the multidisciplinary rounds and
of having both nursing, case management, and
the other disciplines collaborate on what the
patient needs,” she says.

During the rounds, the team looks at issues
that could affect a patient’s readiness to be dis-
charged, such as if they are eating, eliminating, if
they have wounds, need IV medications, or they
have support at home. They look at whether the
patient’s needs could be taken care of at home or
in a skilled nursing facility, she says.

“The meeting marked the beginning of build-
ing the relationship to work collaboratively and
the expectation of sharing data,” she says.

(For more information, contact: Angie Roberson,
RN, BSN, CPUM, director of case management for
Spartanburg Regional, e-mail: aroberson@srhs.com.) ■

‘Re-engineered’ discharge
uses checklist
Project RED incorporates ‘virtual advisor’

When a patient discharged on a Friday is back
in the hospital the following Monday, there

can be many reasons. A few years ago, Boston
Medical Center took on a project aimed at finding
out whether discharge processes contributed to
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adverse events and rehospitalizations, and
whether something could be done to turn that
around. The result — re-engineered discharge.

Project director Brian Jack, MD, says while the
key components of Project RED (re-engineered
discharge) are things case managers and nurses
have known all along, using them in a new way
is paying off for patients and the hospital. It’s
now included as one of the 30 practices necessary
in a safe hospital, as deemed by the National
Quality Forum.

Project RED is a trial that redesigns the dis-
charge workflow process and improves patient
safety, Jack explains, through the use of a set of 
11 components that are put to work as soon as a
patient is admitted. 

Most anyone involved in hospital discharge
who reads the 11 components of RED will recog-
nize that there’s nothing new involved.

“Not at all — none of this is new, and there’s
nothing earth-shattering about any one of the
components,” Jack agrees. “But what’s surprising
is that no one had ever actually made the list
before. It’s not unlike what an airplane pilot does
— the pilot and co-pilot go through a checklist
every single time they get ready for takeoff, and
when people are leaving a hospital, not only do
[hospital staff] not go through a checklist, there
really has been no agreed-upon checklist.”

And with an estimated one out of every five of
the 38 million hospital discharges each year result-
ing in an adverse medical event and preventable
rehospitalization, the extra time it might take to
work through the Project RED checklist is a small
price, Jack adds.

What leads to rehospitalization?

Lack of standardization in the discharge process
is a big contributor to adverse events and rehospi-
talizations within the 30 days after discharge,
according to a report written by Jack and colleagues
at Boston University School of Public Health.1

Nationally, studies indicate one-quarter of hos-
pital-discharged patients are readmitted within
90 days, writes lead author Lee Strunin, PhD,
usually as a result of “discontinuity and fragmen-
tation of care at discharge.”

In other words, Strunin says, the lack of coordi-
nation in the handoff from hospital to home or
community care, gaps in social support, and inad-
equate physician follow-up can set in when a com-
prehensive discharge process isn’t in place and
followed closely during the initial hospitalization.

Sometimes, the breakdown is in transferring
information about the hospitalization from a hos-
pitalist who cared for the patient and the primary
care physician who assumes care after discharge.

Jack described hospital discharge as “the poster
child of patient safety” in comments to the Agency
for Healthcare Research and Quality (AHRQ),
which funded Project RED. Patients leave the hospi-
tal with discharge summaries that don’t include
important information; those summaries don’t
always wind up in the hands of primary care physi-
cians; lab tests not received by the time of discharge
can be overlooked; and follow-up with social sup-
ports can fall by the wayside, he explains.

The main thrusts of re-engineered discharge
aim to eliminate four key contributors to 
rehospitalization:

• Waiting until the discharge order is written
before beginning the discharge process;

• Case management staff hours — and, there-
fore, discharges — cover only the 7 a.m. to 3 p.m.
shift;

• Discharge information not always in the
patients’ language or, more commonly, not at
their literacy level;

• Discharge processes lacking benchmarking
and continuous quality improvement.

Having a specific plan in place and persisting in
making sure it’s followed to the letter, has proved
successful at Boston Medical Center, Jack says.

“We have done a randomized controlled trial
of 750 patients, half in a usual care group and half
in an RED group, and that study shows that the
RED discharge is highly effective in decreasing
ED visits and rehospitalizations within 30 days
after discharge,” says Jack. (Editor’s note: The
research paper he refers to had not been published at
press time, but will be available at the Project RED
web site, www.bu.edu/familymed/projectred.html.)

Making Project RED hospital-friendly

While Jack acknowledges that more safe and
effective discharges from the hospital, with a less-
ened likelihood of rehospitalizations, will save
institutions money, he says a standardized dis-
charge plan is, above all else, a safety issue.

“In the average hospital, we find that about 8
minutes is spent, on average, giving discharge
instructions to patients,” Jack explains. “During
that time, the person’s ready to go, the car’s wait-
ing, maybe there is a sick person needing to be
moved on to the floor, and so the discharge instruc-
tions aren’t communicated and understood as well
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as they should be, and that’s a paradigm we need
to change altogether.”

The challenge, he says, “is to determine ways
to make it work in busy hospitals.” 

The RED process involves not only the check-
list for discharge, but also the designation of a
discharge advocate whose job it is to begin work-
ing with the patient as soon as he or she comes
into the hospital, so that discharge is an ongoing
process rather than something saved until the last
minute.

Staff education for re-engineering discharge is
not too time-consuming, Jack explains, because it’s
what nurses, case managers, and social workers
already know how to do. A training manual for
staff and a booklet explaining the after-hospital
care discharge plan (AHCP) to patients have been
developed by Project RED, and are available as a
free toolkit to download at www.bu.edu/fammed
/projectred/toolkit.html.

Meet ‘Louise’

Still in trials is another aspect of the RED pro-
cess, an “embodied conversational agent” named
“Louise.” Louise is an animated, interactive,
patient education computer program created by
computer scientists to teach the AHCP to patients.

Not a substitute for a human discharge manager,
Louise is designed to talk (the program can produce
speech in response to patient questions) to a patient
at the time of discharge to explain the AHCP and
answer questions about medications and the
patient’s individual discharge instructions (which
are loaded into the program for each patient).

The program can answer questions about lab
work, provide information on more than 300
medications, and — importantly — assess by 
the patient’s responses whether he or she under-
stands the AHCP.

If the patient doesn’t understand, or has ques-
tions the program can’t answer, a printed report
goes to a nurse who can clarify the plan.

Unlike a nurse whose time is at a premium, the
computer program can spend as much time with
a patient as is necessary for him or her to feel
comfortable and sure about the AHCP. 

“A large percentage of people [for whom
Louise has been used] like it,” Jack says. “Some
say they feel less intimidated about asking ques-
tions [of a computer] than they do of another
person, and others like it just because they can
control the pace.”

Jack says the hope is that with easy training, a

standard checklist, and the Louise program to
augment the work of nurses and case managers,
hospitals will find re-engineering their discharge
processes to be cost-effective and a worthwhile
investment in patient safety.

“We’ve found that 30 days after discharge, when
we asked patients how prepared they were for dis-
charge and whether they understood their AHCP,
the difference between patients in the RED group
and the non-RED group were significant,” says
Jack.

Reference

1. Strunin L, Stone M, Jack B. Understanding rehospital-
ization risk: Can the hospital discharge be modified to impact
recurrent hospitalization? J Hosp Med 2008; in press. ■

Get EKG time down 
to 11 minutes or less

At Loma Linda (CA) University Medical Center,
ED nurses have decreased door-to-EKG time to

11 minutes from almost an hour a year ago, reports
Teri D. Reynolds, RN, BSN, clinical educator in the
department of emergency services.

“We are now experts at getting the patient to
the cath lab before 30 minutes,” she says.

In January 2007, door-to-EKG time was an aver-
age of 50 minutes. Sherry Nolfe, BSN, MICN, core
measures resource nurse in the ED, says, “At that
point, I implemented an education plan for the
nurses and patient care techs. I educated them on
the importance of a 10-minute EKG and how it
was the only tool we use to identify a STEMI.”

By July 2007, door-to-EKG time was down to
nine minutes, and it has remained at 11 minutes or
less to date. “Our average door-to-reperfusion time
for 2007 was 113 minutes and, for 2008, it is 87.5
minutes,” reports Nolfe. “I think this is due to our
early recognition of [ST-elevation myocardial infarc-
tion] STEMI with our EKG times, and also the
implementation of our STEMI activation team.”

All chest pain patients in Loma Linda’s ED are
required to receive an EKG within 10 minutes of
arrival. All EKGs completed in the ED are then
given to an attending to interpret, and if it shows a
STEMI, the attending physician activates the STEMI
team. “The patient is brought to an ED bed immedi-
ately, and the cardiovascular checklist is completed
by the nurse,” says Nolfe. “Our average for this
year is door-to-cardiovascular lab in 26 minutes.”  ■



Baystate case managers
act as quality safety net
CMs ensure that quality checklist is followed

Case managers act as the safety net in making
sure that patients receive appropriate evi-

dence-based care interventions and ensuring
safety protocols and preventive measures are in
place at Baystate Medical Center in Springfield,
MA.

Case managers participate in the interdisci-
plinary bedside rounds at the hospital and often
are in charge of coordinating the team to ensure
that appropriate interventions from the quality
checklist are in place for every patient. The check-
list acts as a prompt to prevent omissions in care
and patient safety protocols, says Jan Fitzgerald,
MS, RN, CPHQ, director, quality and medical
management, division of health care quality.

“The case managers are the key to organizing
these rounds and asking questions to ensure that
all of the patients’ needs are being met and that
the protocols are being followed,” Fitzgerald says.

Baystate Medical Center started its patient safety
initiatives in 1992 and has tracked and worked to
avoid hospital-acquired conditions long before the
Centers for Medicare & Medicaid Services required
hospitals to document conditions that were present
on admission and announced that it no longer will
pay for certain never events and hospital-acquired
conditions, Fitzgerald adds. 

“We have focused on two issues when it comes
to hospital-acquired conditions — accurate, reliable
documentation of pre-existing conditions and pre-
vention of hospital-acquired conditions — to make
sure that we provide the absolute best care to the
patient and that the documentation in the medical
record is appropriate and an accurate reflection of
the patient and the hospitalization,” she says.

Electronic prompts

The hospital quality department and health
information management department have worked
together to embed into the medical record electronic
reminders to prompt the interdisciplinary team to
ensure that patient safety/prevention measures and
other recommended protocols are being followed.

For instance, the multidisciplinary teams have
a checklist that calls attention to devices that can
lead to infections such as urinary catheters and

central lines.
“Every day, the checklist asks if the patient has

a central line or a urinary catheter and if he or she
still needs it. If not, the staff must determine and
document the rationale as to why it needs to stay
in,” she says. 

Case managers may be responsible for this
documentation and, if it’s time for the catheter to
be removed, may prompt the physician to gener-
ate the orders.

The doctors must be the ones to make the deci-
sion to remove a catheter or a central line, but the
nurses and case managers also must take respon-
sibility, she adds.

“The doctor may not have rounded but the
catheter is due to come out. The nurse or case
manager should make sure the physician gives it
his or her attention,” she says.

If a patient is at risk for pressure ulcers, the
daily flow sheet includes a series of questions
that include: Is the bed plugged in? Is the pres-
sure release mattress turned on? If the patient has
compression boots, are they turned on?

“These electronic reminders prompt the team
to check to make sure all of the interventions are
in place,” Fitzgerald says.

The electronic medical record also prompts the
staff to assess patients for conditions that may be
present on admission. 

Upfront assessment

Every patient who comes to Baystate Medical
Center receives a head-to-toe assessment for pres-
sure ulcers by the nurse who enters the informa-
tion in an online assessment form. 

The physician also must conduct a skin assess-
ment during the history and physical. The elec-
tronic medical record asks if there are broken
areas in the skin. If the answer is yes, the doctor
documents if it is a decubitus ulcer or another
problem. If he or she doesn’t know, the system
automatically orders a wound consultation.

Each patient’s skin is assessed every day.
“We want to make sure we have it right from

the beginning and that we are doing what is right
for the patient to prevent wounds and to treat
those they have upon admission,” Fitzgerald says.

The hospital has taken the approach that any
patient admitted is at moderate risk for deep
venous thrombosis (DVT) or pulmonary
embolism, Fitzgerald says.

Each patient is assessed every day for both
conditions and interventions are implemented
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according to the risk factor, she says.
The protocols for avoiding never events and

hospital-acquired conditions are in the hospital’s
electronic system. They include the prevention
bundles for ventilator-associated pneumonia,
bloodstream infections, urinary catheter-related
infections, DVT prophylaxis as well as the
Surgical Care Improvement Project (SCIP) mea-
sures, acute myocardial infarction, and heart
failure care.

When the doctor opens the chart to put in orders,
if he or she hasn’t ordered prophylaxis for DVT and
pulmonary embolism, the record prompts the doc-
tor for the order or to document that the patient is
low risk and doesn’t need it.

“We tried to put all of these things into the
flow of work so people will automatically see
that they are done,” Fitzgerald says.

The postoperative orders for surgical proce-
dures automatically include prophylaxis for 
DVT and pulmonary embolism.

“If the doctor doesn’t want to order the pro-
phylaxis, he or she has to uncheck the box and
document why not,” Fitzgerald says.

To ensure that all hospital-acquired conditions
are accurately documented, the hospital’s coding
software includes built-in prompts for the hospi-
tal-acquired conditions.

Any time the software determines that a
patient has one of the targeted conditions, the
coders automatically stop and put the chart aside
until a quality improvement nurse can complete a
clinical review. The electronic system is set up so
the coders can’t close the chart until it is reviewed
by a quality improvement nurse.

“A patient might come in with a pressure ulcer,
but if the doctor doesn’t clearly write that in the
chart, it looks like it happened in the hospital. We
review the chart and if it appears to have been pre-
sent on admission, we have the physician review it
and amend it if necessary. Our goal is to make sure
that the data we report are accurate,” Fitzgerald
says.

Other quality initiatives include re-educating
nurses on insertion and removal of catheters and
central lines as part of their annual training and
training for physicians who put in central lines.

“We’re pushing to make sure that clinically we
are doing the right thing and that best practices
are being followed every time for every patient
the first time,” Fitzgerald says.

(For more information, contact: Jan Fitzgerald,
MS, RN, CPHQ, director, quality and medical

management, division of health care quality, Baystate
Medical Center, e-mail: janice.fitzgerald@bhs.org.) ■

Documentation initiative
increases case mix index
Staff collaborate with coders 

Aclinical documentation improvement program
at Moses Cone Health System in Greensboro,

NC, has resulted in a 6.43% increase in the case 
mix index and a 7.5% rise in the severity of illness
weight.

The health system started the program two
years ago when its risk of mortality rate was
35.9% higher than the average rate among hospi-
tals in the state of North Carolina. At the end of
the second year, the risk of mortality was 4.8%
lower than the average for the rest of the state.

“We knew that our patients require compre-
hensive care and that our scores were not reflec-
tive of the severity of illness of our patients. Since
our data are based on the final code assigned to
the patient and the codes are based on physician
documentation, we looked at ways to assist the
physicians in documenting to capture the quality
of care their patients need,” says Mary Beth
Brown, RN, BSN, CPHM, manager of utilization
review of clinical documentation improvement.

The system hired four clinical documentation
improvement specialists and implemented the
clinical documentation improvement program in
May 2006 at Moses H. Cone Memorial Hospital,
the largest of four acute care hospitals. The initia-
tive was so successful that the system increased
the staff to six and implemented the program at a
second and third hospital.

One of the new staff is dedicated to Wesley
Long Memorial Hospital in Greensboro. The other
is assigned to Annie Penn Hospital in Reedsville,
which does not have as much volume as the other
hospitals. When she completes her work at Annie
Penn, she assists staff at Wesley Long.

The clinical documentation improvement spe-
cialists are experienced BSNs who are assigned 
to specific units, based in part by their clinical
expertise and their knowledge of disease-specific
criteria. The original four were utilization review
nurses at the hospital and received additional
training for their new role. One of the new team
members already worked for the system.
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“All of these nurses have clinical experience and
some area of comfort. One has always worked on
neuro units. Another has a cardiac background.
Their background is very valuable when they speak
with physicians or send them queries because their
understanding of the disease process makes it easy
for the physicians to relate,” says Patricia Nourse,
PhD, RN, BSPA, director of care management for
the health system.

The clinical documentation improvement spe-
cialists are part of the case management depart-
ment, which also includes case managers and
care management assistants who are the commu-
nication link between the case managers and the
insurers.

Nurse case managers handle utilization review
and discharge planning as well as the discharge
setup and referrals for home health, durable
medical equipment, medication assistance, and
transfers to long-term acute care facilities and
inpatient rehabilitation. They are assigned by unit
and have an average caseload of about 30. 

Social work is a separate department and 
is responsible for psychosocial issues as well 
as skilled nursing facility and assisted living
placement. 

The clinical documentation improvement
nurses are responsible for documentation. 

If the payer is Medicare, the clinical documenta-
tion specialists complete an initial review within 24
hours and conduct a follow-up chart review every
two to three days. They follow the patients through
discharge. The initial reviews can take up to 15
minutes. The concurrent reviews involve only
looking at a few days of additional information.

The hospital set a target of 32 episodes per 
day per clinical documentation improvement
specialist. 

“The staff exceeded our numbers so well dur-
ing that first year that the hospital administration
added two more clinical documentation improve-
ment specialists,” Nourse says.

The clinical documentation improvement spe-
cialists query physicians concurrently on both
generic and diagnosis-specific query forms. 

The team created a salmon-colored form on
which the nurses write the supporting evidence
they see in the chart and ask the physician if he or
she agrees with a particular diagnosis, such as
acute systolic heart failure or acute blood loss
anemia. 

For instance, a nurse might write: “The patient
had a hemoglobin count of eight after surgery
and received a transfusion of two units of blood.
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CNE questions

13. In its final rule for the inpatient prospective
payment system, CMS added 13 new quality
measures on which hospitals must submit
data. How many hospital-acquired conditions
did it add to the list of those for which it will not
reimburse?

A. Three
B. 13
C. Eight
D. 10

14. Hospitals now must report data on how many
quality measures in order to receive its full
market basket payment update?

A. 32
B. 30
C. 43
D. 42

15. When will CMS stop reimbursing hospitals for
treating certain hospital-acquired conditions?

A. All admissions on or after Oct. 1, 2009.
B. All admission on or after Oct. 1, 2008.
C. All admission on or after Jan. 1, 2009.
D. All admissions on or after April 1, 2009.

16. In what year did Baystate Medical Center
begin its patient safety initiatives and effort to
track and avoid hospital-acquired conditions?

A. 2002
B. 1992
C. 2005
D. 1998

Answer key: 13. A; 14. D; 15. B; 16. B.

CNE instructions 

Nurses participate in this continuing education pro-
gram by reading the issue, using the provided refer-

ences for further research, and studying the questions at
the end of the issue. Participants should select what they
believe to be the correct answers, then refer to the list of
correct answers to test their knowledge. To clarify confu-
sion surrounding any questions answered incorrectly,
please consult the source material. After completing this
semester's activity with the December issue, you must
complete the evaluation form provided in that issue and
return it in the reply envelope provided to receive a credit
letter. ■



It’s up to 10 now. Do you think acute blood loss
anemia is the diagnosis?” If the physicians agree,
they write “acute blood loss anemia” in the chart. 

The form has a box on the bottom that the
physicians can check if they agree and a place to
write if they don’t agree.

“The response rate has gone up since we gave
them an easy way to respond,” Brown says.

If the physician does not answer the written
query, the clinical documentation specialist ver-
bally queries the doctor.

When the physician responds to the query and
enters the appropriate documentation in the record,
the form is removed from the medical record. If
there has been no response by the time the chart
goes to the coders, the coders make a retrospective
query to the physician.

The medical staff’s performance improvement
committee has collaborated to develop ways to
frame the queries so it’s easier for the physicians
to understand what is being asked and easier for
them to respond, Brown says.

In fact, the orthopedists have suggested inte-
grating acute blood loss anemia in their chart
documentation form.

“A conscious decision was made to talk to
physicians about accurately reporting the risk of
mortality, and severity of illness, rather than the
dollar amounts connected with the higher MS-
DRG,” Nourse says.

“This has led to a lot more physician buy-in.
The patient they’re taking care of is their con-
cern,” she says.

When they review the record, the clinical docu-
mentation nurses enter their best estimate of the
MS-DRG on the worksheet. 

“When the worksheet comes back to the case
management department, they can see the final
MS-DRG assigned by the coders and see how
accurate they were. It’s a good educational tool,”
Nourse says. (For more on the hospital system’s
educational and collaborative efforts, see related
article, right.)

The clinical documentation improvement spe-
cialists write the geometric mean length of stay
for the working MS-DRG on the worksheet, giv-
ing the nursing staff, case managers, and social
workers an idea of the expected length of stay.

“Nursing develops care plans based on the
individual patient and how well he or she is
doing. Being aware of how long the patient is
likely to be in that bed, based on the best clinical
estimate, helps with our length-of-stay efforts. It’s
also helpful to the case managers and discharge

planners who are looking at the progression of
the patients,” Brown says.

Clinical documentation improvement leaders
are collaborating with ancillary services to deter-
mine which questions need to be asked to ensure
accurate documentation. 

“One opportunity we frequently missed under
the old DRG system was obesity vs. morbid obesity.
We worked with nutritional services to develop a
new form that includes body mass index and mor-
bid obesity so we can document to accurately reflect
the morbidity CC,” Nourse says.  ■

CE, communication keys
to successful initiative
Nurses, coders meet monthly, collaborate daily

Ongoing education between the clinical docu-
mentation improvement specialists, the

coders, and managers of each department is
essential to the success of Moses Cone Health
System’s clinical documentation improvement
initiative, says Mary Beth Brown, RN, BSN,
CPHM, manager of utilization review of clinical
documentation improvement.

The clinical documentation improvement spe-
cialists and coders meet each month to educate
each other and collaborate on ways to improve the
program. Management of the care management
and medical records departments communicate
frequently about the accuracy of the MS-DRG
assignments and meet monthly to identify educa-
tional opportunities to discuss at the monthly joint
team meetings.

But it doesn’t stop there.
“We don’t wait until our monthly meeting

when an issue arises. We keep the communica-
tion flowing and share educational opportunities
with the staff. It’s important that our staff get
feedback immediately, rather than waiting a
month or two,” Brown adds.

For instance, when the worksheet is returned
to the care management department after the
final coding, the clinical documentation improve-
ment specialists review it to see how closely the
MS-DRG selected by the coders matches the ini-
tial input.

If there is a discrepancy, Brown pulls the
chart and reviews it with the staff to educate
them on what they might have missed. If there
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are questions, she sends a query to the medical
records manager.

All of the newly developed disease-specific
query forms receive a final review by the clinical
resources management committee to determine if
the questions being asked are clinically appropri-
ate. The results are used for educational opportu-
nities with the staff, adds Patricia Nourse, PhD,
RN, BSPA, director of care management for the
health system.

The departments compile the data and share
them with the physician staff, she adds. 

“We can look at which service lines receive the
most queries and which are responding and can
even look at queries and responses by individual
physician,” Nourse says.

The clinical documentation improvement
team, which includes the clinical document
improvement specialists and the coders, attended
training four hours a day for three weeks.

After training, the concurrent reviews and
nurses met every two weeks for the first year of
the program. 

“The nurses learned about coding and the
coders learned about the clinical aspects of the
case. Whenever what we saw as clinicians didn’t
match the final code, we used that as an educa-
tional session,” she says.

“Meeting with the coders has been a very good
learning experience. We present the clinical pic-
ture and the coders tell us what is important. The
education back and forth has been phenomenal,”
Brown says.

The implementation of the new MS-DRGs pose
a real challenge to the nurses and coders because
it requires more extensive documentation than
the DRG system in order for the record to accu-
rately reflect patient severity.

For instance, documentation for congestive
heart failure as a secondary diagnosis has to be
very specific in order for the hospital to get the
appropriate reimbursement for the services the
patient received, Brown points out.

“The clinical documentation improvement
specialists deal with what the words are and the
coders deal with the numbers. Because we had a
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■ Why documentation
integrity is more important
than ever

■ How your peers deal 
with patient throughput
issues

■ Are you using Condition
Code 44 properly?

■ Tips for preparing 
for the RAC auditors

COMING IN FUTURE MONTHS

CNE objectives

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

following:
• identify particular clinical, administrative, or regu-

latory issues related to the profession of case
management;

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

• cite practical solutions to problems associated
with the issue, based on independent recom-
mendations from clinicians at individual institu-
tions or other authorities. ■

How to Make Case Management an
Integral Part of Your Organization:

Strategies for Success

An audio conference
presented by Toni G. Cesta, 

PhD, RN, FAAN

Wednesday, Oct. 15, 2008  
1 p.m. - 2:30 p.m. EST

Register now — call (800) 688-2421

Care coordination is critical 
to your success and your facility 

is depending on you to break down silos,
resulting in better outcomes 

and increased payments.

Attend this audio conference, How to Make
Case Management an Integral Part of Your
Organization: Strategies for Success, and

you will walk away with strategies and tips
you can use immediately to better integrate
your case management department within

the structure of your hospital.



close working relationship with the coders, we
have been able to learn the new system together.
The monthly dialogue has helped a lot to clear up
any questions,” she says.

As part of the transition to the new system, the
team developed an online tool that crosswalks
the DRG codes and requirements with the corre-
sponding MS-DRGs.

“For instance, if we know a patient has renal fail-
ure, we can determine the MS-DRG, the alternate
MS-DRG based on complications and comorbidi-
ties, and compare it to the DRG,” Nourse says.  ■
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Danvers, MA 01923 USA Join our free weekly 

e-mail alert today

Subscribers of Hospital Case Management can
join our Hospital Case Management Weekly e-

mail list. This alert is designed to update you weekly
on current case management issues that you deal
with on a daily basis. Many of the articles in this alert
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