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Care 
transition
As hospitals get penalized for readmissions, 
more attention is paid to the handoff from 
acute to outpatient care

Keeping their patients out of the hospital 
– particularly those patients who have been re-

cently discharged – has never been more impor-

tant to healthcare providers.

That’s because, since October 2012, hospitals 

have been penalized for readmissions within 30 

days of discharge of Medicare patients with pneu-

monia, heart attack and heart failure. Effective Oc-

tober 2014, the Centers for Medicare & Medicaid 

Services was scheduled to add elective hip/knee 

replacement and chronic obstructive pulmonary 

disease to the list. 

The regulation could have profound 

implications for how physicians regard their role 

in patient care.

“It brings us back to our roots,” says Tina Shah, 

MD, MPH, pulmonary and critical care fellow, Uni-

versity of Chicago, and a health policy researcher, 

speaking of the readmission penalty. “The read-

missions policy is reminding us that no matter 

what kind of doctor you are, you’re responsible 

for seeing the big picture,” that is, the patient’s 

overall health, not just the condition that caused 

him or her to be admitted to the hospital.

The readmissions penalty program has drawn at-

tention to so-called “transition of care” services, that 

is, services provided to patients in the hours, days 

and weeks following their discharge from the hos-

pital. That in turn has caused office-based physicians 

to take another look at how they communicate with 

their counterparts in the hospital, and how they com-

municate and treat recently discharged patients.

The Journal of Healthcare Contracting spoke with 

several primary care physicians and specialists about 

the potential impact of the readmissions penalty 

policy and the new emphasis on care transitions.
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Robert L. Wergin, MD, FAAFP, Milford, Neb.,  
president-elect of the American Academy of Family Physicians
The discussion about “care transition” hits at the 

patient-centered-medical-home concept, toward 

which many AAFP members are moving, says Rob-

ert Wergin, MD, FAAFP. “The key element is rela-

tionship-based, coordinated care,” he says. “There’s 

someone who knows you, who understands these 

transitions of care, who ensures early follow-up 

with the patient following discharge, and who en-

sures that the communication process takes place 

following discharge but before the follow-up visit.” 

Wergin insists that his patients come to the office 

within seven days of discharge. Prior to that face-to-

face visit, his office obtains a discharge summary from 

the hospital. What’s more, a nurse is on the phone 

soon after discharge to see how the patient is do-

ing, to check to make sure he or she understands the 

medications, and to answer any questions. “Studies 

have shown that early contact, clarification of medi-

cations, and making sure the patient and doctor are 

on the same page, can reduce readmissions,” he says. 

Working as he does in a rural setting (South-

east Nebraska), Wergin believes that his patients’ 

transitions of care are probably smoother than 

they might be in a larger urban setting. 

He knows the patients; he’s the one to dis-

charge them; and in most cases, he discharges 

them to his own practice. There’s even a good 

chance he knows where the patient lives, and 

what durable medical equipment they might 

have or need in their home. He probably knows 

if the patient lives alone or with someone else, 

and who might be available to help the patient 

recover following a hospital stay.

The transition-of-care CPT codes are a benefit 

for doctors, says Wergin. But in the end, they don’t 

really change the family physician’s traditional role. 

“The care part is something we’ve always done.

“The early follow-up with someone who has 

been sick enough to be in the hospital is important,” 

he says. “Many times, when you 

look at the people who are read-

mitted, it’s because they didn’t 

have the resources [to care for 

themselves after discharge], or 

it’s because they didn’t have early 

follow-up with their physician [after discharge] to  

coordinate care.

“That comes down to a key phrase – communica-

tion – between the hospital and the patient’s family 

physician, in my case,” he says. That includes commu-

nication about the medications the patient is on, so 

care can be coordinated with the doctor in the out-

patient setting. “In many ways, that ensures they have 

the things they need to reduce or avoid readmission.”

“What we’re getting away from is this frag-

mentation of care,” he says. The patient may see 

several doctors in the hospital, and be unsure of 

their unique roles. That’s why the family physician 

is crucial to reducing readmissions. “They might 

ask me, ‘What’s the next step?’” says Wergin, refer-

ring to recently discharged patients. “I’ll tell them, 

‘Keep that appointment with that cardiologist” or 

whomever they need to see. “Family physicians 

know the whole person.”

“ What we’re getting away from 
is this fragmentation of care.”  

– Robert Wergin, MD, FAAFP
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Lee R. Goldberg, MD, MPH, medical director, University of Pennsylvania 
Heart Failure and Transplantation program; associate professor of 
medicine at the Hospital of the University of Pennsylvania; and chair 
of the American College of Cardiology Heart Failure Council
These days, cardiologists are playing a larger 

role than ever before in care coordination with 

home care and hospital-based clinics, says Lee 

Goldberg, MD, MPH. “The hospitals have a strong 

financial incentive to reduce readmissions, and 

are partnering with both employed and private 

practice cardiologists to improve care processes 

and transitions.”

The readmissions penalty “has focused the at-

tention of both hospitals and clinicians on improv-

ing transitions of care as well as ensuring that pa-

tients receive guideline-mandated care,” he says. 

“This has led to increased resources, including dis-

charge planning nurses, social workers and home 

care, all working together with clinicians, patients 

and families. Many hospitals are creating their own 

follow-up clinics to provide early post-discharge 

follow-up appointments with the goal of identify-

ing and intervening early if problems occur.”

But the readmissions policy has its share of 

flaws too, he adds. “It is not clear that focusing on 

30-day readmissions is the correct metric to use as 

a proxy for hospital quality. The concept is that if 

a patient is readmitted, something must have not 

been done correctly during the hospitalization or 

at the time of transition to home. Although this 

may be true some of the time, there are no data 

to support that most readmissions reflect poor 

quality of care. In fact, some readmissions may be 

unavoidable. In addition, the penalties may impact 

safety net and smaller hospitals disproportionally, 

as they may serve populations with more needs or 

less access to care.”

Cardiologists recognize that 

early follow-up after discharge 

is critical for patient success, and 

there has been a shift to provid-

ing an appointment within seven 

days of discharge, he says. “In my 

experience, medication adher-

ence is the main reason patients 

get readmitted. Other causes in-

clude difficulty understanding 

how to monitor weight and other symptoms, fail-

ure to have early follow-up to identify problems and 

the need for medication adjustments, and failure to 

make lifestyle changes, such as diet.”

Hospitals have employed a variety of methods 

– including post-discharge phone calls by nurses 

or pharmacists, and even home visits – to im-

prove care in the transition period, says Goldberg. 

“The challenge of all of these interventions is to 

decide which ones impact outcomes and how to 

generalize successful interventions at one center 

to others.”

“ In my experience, 
medication adherence is 
the main reason patients 
get readmitted.”  

– Lee Goldberg, MD, MPH





November 2014 | The Journal of Healthcare Contracting12

care transitions

Greg Maynard, MD, MSc, SFHM, clinical professor of medicine, 
Division of Hospital Medicine; director, Center for Innovation and 
Improvement Science, University of California San Diego; and CMO 
of the Society of Hospital Medicine.
There is perhaps no one in the hospital more cru-

cial in ensuring a smooth and successful transi-

tion of care for the recently discharged patient 

than the hospitalist, that is, the doctor respon-

sible for the patient’s care while he or she is an 

inpatient. “The Society of Hospital Medicine – and 

hospitalists in general – feel that even though 

the regulation [that is, the penalty for readmis-

sions] isn’t perfect, they welcome the attention to 

transition of care,” says Greg Maynard, MD, MSc, 

SFHM, who is an instructor of hospital medicine 

and director of UC San Diego’s program. There 

are about 45,000 hospitalists in the United States 

today, and about 14,000 are Society of Hospital 

Medicine members, he points out. “They’re tak-

ing care of a lot of patients who are affected by 

these regulations.”

Some complaints about the readmission pen-

alty are justified, says Maynard. “It doesn’t control 

for psychosocial risk factors, or that the penalties 

might disproportionately penalize those in hos-

pitals that deal with the underserved. But others 

discount those [misgivings], believing that the 

positive attention to the issue far outweighs the 

negative part.”

Healthcare reform has had the effect of en-

couraging providers to take a broader look at pa-

tient care, he says. “It’s no longer just about taking 

care of the patient in the hospital. The emphasis is 

now on fostering more cooperation among such 

entities as skilled nursing facilities, rehabilitation 

facilities and other community 

resources. That’s been a very 

positive thing.”

What’s more, at UC San Diego, 

hospitalists and staff aren’t limit-

ing their attention to those pa-

tients currently affected by the 

readmission penalty (e.g., heart 

attack or heart failure patients), 

nor to Medicare patients only. 

“We look at the transition of care 

for all patients,” says Maynard. 

San Diego County and UC San Diego are par-

ticularly active in the Community-based Care 

Transitions Program, created by the Affordable 

Care Act, which tests models for improving care 

transitions from the hospital to other settings, 

Maynard points out. Its purpose is to provide a 

safety net for discharged patients who might be 

at high risk for readmission. UC San Diego also 

uses transition-of-care tools, including the Soci-

ety of Hospital Medicine’s Project BOOST® [Bet-

ter Outcomes by Optimizing Safe Transitions], to 

help reduce readmissions.

“ What we’d like to see are 
good lines of communication 
between inpatient and 
outpatient providers.”  

– Greg Maynard, MD, MSc, SFHM
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“Hospitalists are especially 

sensitive [to readmissions],” 

says Maynard. “They real-

ize their mere existence as a 

hospital-based provider is a 

potential threat to continuity.” 

That’s true because they don’t 

take an active role in the pa-

tient’s care after he or she has 

been discharged. “They know 

that if they’re not part of the 

solution, they are part of the 

problem. What we’d like to see 

are good lines of communica-

tion between inpatient and  

outpatient providers.

“At many medical centers, 

hospitalists often take the lead 

in transition-of-care programs, 

acting as leaders in building 

this infrastructure [of com-

munication], but it’s obvious 

that no one discipline can do 

it alone,” he continues. “Un-

questionably, more hospitals 

are paying attention to this 

issue [of readmissions]. CMS 

numbers show improvement 

in readmission rates. But we 

still have a long way to go. And 

then there’s the whole prob-

lem of, how do we handle pa-

tients with psychosocial prob-

lems,” for whom the inpatient 

hospital might be the default 

provider, though not necessar-

ily the most appropriate one.

Group purchasing organizations are signing contracts 
designed to help their members improve the hospital 
discharge process and reduce readmissions. 

In May, Yankee Alliance awarded Authentidate Holding 
Corp. – a provider of secure web-based software applica-
tions and telehealth products and services – two contracts, 
for its telehealth and hospital discharge solutions.

Authentidate’s Inscrybe Discharge Solution is designed 
to increase the efficiency of the patient discharge and post-
acute-care placement process at hospitals. The system is de-
signed to convert a manual procedure, which traditionally in-
volves the management of paper files, phone calls, faxes and 
related delays, to an automated on-line, electronic process. 
The Inscrybe Discharge Solution helps case managers effi-
ciently and rapidly locate a facility for post-discharge place-
ment. For patients being discharged to their homes but who 
need home medical equipment or in-home care, the system 
places the referral for the required equipment or services.

The company’s InscrybeMD Telehealth product includes in-
teractive voice recognition services and remote patient monitor-
ing, designed to allow patients to enjoy their daily routines while 
transmitting medical data to healthcare providers. Automated 
reminders are designed to increase patients’ compliance with 
care plans, diets, medication schedules and follow-up physician 
visits. These solutions are designed for patients who require on-
going management of chronic diseases, as well as a number of 
other patient illnesses and behavioral health conditions.

Meanwhile, in August, Amerinet announced a new agree-
ment for care transition management services with Vree 
Health, LLC., a subsidiary of Merck Sharpe & Dohme Corp. 

Through this agreement, Amerinet members can receive 
negotiated pricing on Vree Health’s TransitionAdvantage, a 
hospital-branded, post-discharge care coordination solu-
tion said to balance technology and personal interaction 
services to improve patient care and reduce readmissions.

GPOs pursue post-discharge solutions
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Tina Shah, MD, MPH, pulmonary and critical care fellow, University of 
Chicago; health policy researcher looking at COPD readmissions among 
Medicare beneficiaries; and American Thoracic Society member.
Many hospitals will no doubt be looking to their 

pulmonologists for help in reducing readmis-

sions of patients with chronic obstructive pulmo-

nary disease, or COPD, given that the Centers for 

Medicare & Medicaid Services was set to begin 

penalizing hospitals in October 2014 for exces-

sive readmissions of these patients, notes Tina 

Shah, MD, MPH. (Pulmonologists already play 

an important role in minimizing readmissions of 

pneumonia patients.) But the regulations leave 

some important questions unanswered.

“There’s a lot of heterogeneity among hospi-

tals,” she points out. For example, pulmonologists 

may or may not be the primary providers of care 

for hospitalized patients with COPD or pneumo-

nia. “It’s hard to generalize pulmonologists’ role in 

the hospital, because we’re not always the primary 

service provider.” That begs the question, “How can 

pulmonologists effectively impact and lower read-

missions if they are not the primary provider?”

Even as CMS was considering extending the 

readmission penalty to COPD patients, the Ameri-

can Thoracic Society raised questions about it. In 

July 2013, the society raised this question in its 

“Coding and Billing Quarterly” newsletter: “The 

ATS is concerned the proposed measure has not 

been validated and that available data do not 

show a correlation between hospital readmission 

rates and low quality care for COPD. The ATS is fur-

ther concerned that COPD exacerbations are not 

accurately described in Medicare’s administra-

tive claims data, making implementation of this 

policy off of existing claims systems problematic.”

Says Shah, “Overall, we’re trying to adopt 

best practices, since there isn’t much literature 

to guide us [in terms of ] what we can do in our 

practices to improve the tran-

sition to outpatient care.” That 

said, few would disagree that 

just about any patient would be 

better served by an improved 

medication reconciliation pro-

cess, which essentially means 

matching up – and clearing up 

confusion about – the medica-

tions the patient was taking upon admission with 

those he or she is prescribed upon discharge. 

In her research, Shah has learned that only 

about a third of COPD patients are readmitted for 

COPD. Other reasons include heart failure, pneu-

monia and generalized respiratory failure. For 

that reason, it’s important for the pulmonologist 

to adopt a more holistic approach to the post-

hospital care of the COPD patient, she says. It’s 

important the patient knows prior to discharge 

to be tuned to how he or she is feeling in a gen-

eral way. “We say to them, ‘If you feel like you are 

worse than your normal, do you know who to 

call?’” she says. 

“ The readmissions policy is 
reminding us that no matter 
what kind of doctor you are, 
you’re responsible for seeing 
the big picture.”  

– Tina Shah, MD, MPH
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Nitin Damle, MD, FACP, South County Internal Medicine, Wakefield, 
R.I.; member, Board of Regents, and chair of the Medical Practice 
Quality Committee of the American College of Physicians
There’s a good chance that a member of the Amer-

ican College of Physicians has been managing 

the healthcare of any given hospitalized patient 

for months or years, says Nitin Damle, MD, FACP. 

“We’re familiar with them.” But that familiarity can 

be compromised when the patient is admitted to 

the hospital. “What we need to do is set up a seam-

less transition from discharge to the follow-up visit 

in the office,” he says. “The American College of 

Physicians has been very active in that.”

In fact, the College’s High Value Care initiative fo-

cuses on two priorities: helping physicians provide 

the best possible care to their patients, while reduc-

ing unnecessary costs to the healthcare system. Re-

ducing readmissions fits that strategy well, he adds. 

The patient-centered-medical-home model of 

care lends itself to the seamless transition that Dam-

le speaks of. “A central part [of the patient-centered 

medical home] is team care, and part of that team is 

the nurse case manager. He or she is the point per-

son, coordinating activities between the hospital and 

the practice, and the practice and the patient.”

Years back, when primary care physicians were 

still routinely making rounds at the hospital, the 

need for an office-based case manager wasn’t as 

acute as it is today, he says. But as inpatient care 

has increasingly been handed over to the hospi-

talist, gaps can occur. 

The office-based case manager tracks ER visits, 

hospital admissions and discharges of the prac-

tice’s patients. Upon the patient’s discharge, he 

or she picks up the ball by ensuring the practice 

receives a discharge summary, knows what medi-

cations he has been prescribed, and contacts the 

patient with 24 to 48 hours after discharge. Pa-

tient confusion about medica-

tion changes, important symp-

toms and the complexity of 

their medication regimens can 

lead to patient instability and 

potential hospital readmission, 

points out Damle.

Care transition calls for a 

team approach and some prac-

tice redesign, he says. Systems and personnel 

must be set up, and that costs time and money. 

The care-transition CPT codes help defray some, 

though not all, of those costs.

With the right medical products and equip-

ment, the physician office team can answer cru-

cial questions, such as: Is the patient being prop-

erly monitored at home? Are vitals being taken, 

and are they within range? Have new symptoms 

arisen? How about oxygen levels, weight and 

blood sugar? 

“We could use help making sure our patients 

are getting cared for in those critical few days and 

weeks following discharge,” says Damle. Medical 

salespeople can provide it.

“ We could use help making sure 
our patients are getting cared 
for in those critical few days and 
weeks following discharge.”  

– Nitin Damle, MD, FACP
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care transitions

Nick Sears, MD, executive vice president and  
chief medical officer, MedAssets
You buy a car, you get a warranty. Something 

goes wrong during the warranty period, you get 

it fixed at no charge. The federal government has 

asked, “Why shouldn’t healthcare work the same 

way?” Its answer? It should. Hence the readmis-

sion penalty provision. 

Rather than getting paid for caring for read-

mitted Medicare beneficiaries, hospitals instead 

are being penalized, points out Nick Sears, MD. 

It’s part of the government’s 

attempt to move away from 

fee-for-service, to fee-for value, 

and it’s part of a trail the gov-

ernment has been blazing for 

some time, beginning with its 

refusal to pay for certain hos-

pital-acquired conditions or 

so-called “never events.” But it’s 

more than that.

“If I were to give a two-

minute elevator speech on 

the Affordable Care Act, it 

would be, ‘It is an attempt 

to link pre-acute, acute and 

post-acute care under one 

umbrella, so everyone shares 

in the risk and reward,” says 

Sears. “Across the country, all 

healthcare stakeholders are 

placing increased focus on 

value and starting the jour-

ney to document variables 

in outcomes and clinical 

practices. We’re shifting from  

traditional fee-for-service to 

what we would consider a bundled payment,” 

that is, payment for an episode of care, how-

ever “episode” is defined. 

Still, unless the office-based physician is fi-

nancially tied to the inpatient facility, the read-

missions penalty program won’t directly affect 

that doctor in his or her practice, points out 

Sears. That said, physicians might ignore the 

readmissions program at their own peril, he 

continues. That’s because hos-

pitals could choose to exclude 

from their networks those 

doctors who fail to provide 

care-transition services and 

help avoid readmissions. 

The dynamics change if 

the IDN acquires the physi-

cian practice, or if the hospi-

tal and its physicians form an 

accountable care organiza-

tion, he says. In those cases, 

the doctors would share the 

hospital’s pain if it incurs pen-

alties for excessive readmis-

sions, and hence would be 

motivated to alter some of 

their practices in the office.

“There are many types of 

value-based reimbursement 

models that exist in the market 

today, and each methodology 

has multiple considerations 

and moving parts,” says Sears. 

“But ultimately, it will lead to 

better care.”  JHC

“If I were 
to give a 

two-minute 
elevator 

speech on the 
Affordable 
Care Act, it 

would be, ‘It 
is an attempt 

to link pre-
acute, acute 

and post-
acute care 
under one 
umbrella.’”  

– Nick Sears, MD
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care transitions

The following resources can help Journal of 
Healthcare Contracting readers understand 
the work that their physicians and other pro-
viders are doing to improve care transition.

Project BOOST
Project BOOST, or “Better Outcomes by Opti-
mizing Safe Transitions,” is a national initiative 
led by the Society of Hospital Medicine, that 
is, the association for hospitalists. It aims to:

•  Identify patients at high risk of re-hospi-
talization and target specific interventions 
to mitigate potential adverse events.

•  Reduce 30-day readmission rates.
•  Improve patient satisfaction scores and 

HCAHPS scores related to discharge.
•  Improve the flow of information between 

hospital and outpatient physicians  
and providers.

•  Improve communication between  
providers and patients

• Optimize discharge processes.

Key elements include:
A comprehensive intervention developed 
by a panel of nationally recognized experts 
based on the best available evidence. 

•  A comprehensive implementation guide 
with step-by-step instructions and proj-
ect management tools, such as the Teach 
Back Training Curriculum, to help inter-
disciplinary teams redesign hospital dis-
charge workflow, as well as plan, imple-
ment, and evaluate the intervention. 

•  Face-to-face training and a year of expert 
mentoring and coaching to customize and 
implement BOOST interventions. Through 
monthly coaching calls, mentors guide 
local teams to build a culture that sup-
ports safe and complete transitions. Teams 
receive a train-the-trainer DVD and curricu-

lum for nurses and case managers on using 
the Teach Back process. Quarterly all-site 
teleconferences and webinars target the 
educational needs of other team members 
including administrators, data analysts, 
physicians, nurses and others. 

•  The BOOST Online Community, which 
allows sites to communicate with and 
learn from each other via the BOOST List-
serv, document and resource sharing. 

•  The BOOST Data Center, which allows sites 
to store and benchmark data against control 
units and other sites, and generate reports 

As of February 2014, the project BOOST tool-
kit had been downloaded more than 6,000 
times from the Society of Hospital Medicine 
website. The year-long mentoring program 
had been implemented at 180 hospital sites. 
For more information, go to  
www.hospitalmedicine.org/boost/

Project RED
Project Re-Engineered Discharge is a research 
group at Boston University Medical Center 
that develops and tests strategies to improve 
the hospital discharge process in a way that 
promotes patient safety and reduces re-
hospitalization rates. The RED intervention is 
founded on 12 components:
  1.  Ascertain need for and obtain  

language assistance.
  2.  Make appointments for follow-up medi-

cal appointments and post-discharge 
tests/labs.

  3.  Plan for the follow-up of results from lab tests 
or studies that are pending at discharge.

  4.  Organize post-discharge outpatient 
services and medical equipment.

  5.  Identify the correct medicines and a plan 
for the patient to obtain and take them.

Care transition resources
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  6.  Reconcile the discharge plan with 
national guidelines.

  7.  Teach a written discharge plan the 
patient can understand.

  8.  Educate the patient about his or  
her diagnosis.

  9.  Assess the degree of the patient’s under-
standing of the discharge plan.

10.  Review with the patient what to do if a 
problem arises.

11.  Expedite transmission of the discharge 
summary to clinicians accepting care of 
the patient.

12.  Provide telephone reinforcement of the 
discharge plan.

For more information, go to  
www.bu.edu/fammed/projectred/. 

Care Transitions Program®
Based in the Division of Health Care Policy and 
Research at the University of Colorado Denver 
School of Medicine, the program, under the 
leadership of Eric Coleman, MD, MPH, aims to:

•  Support patients and families.
•  Increase skills among healthcare providers.
•  Enhance the ability of health information 

technology to promote health informa-
tion exchange across care settings.

•  Implement system-level interventions to 
improve quality and safety.

•  Develop performance measures and 
public reporting mechanisms.

• Influence health policy at the national level.

During a four-week program, patients with 
complex care needs and family caregivers re-
ceive tools and work with a “Transitions Coach” 
to learn self-management skills, designed to 
ensure their needs are met during the transi-
tion from hospital to home. The intervention 
comprises a home visit and three phone calls.

The intervention focuses on what the organi-
zation calls the “Four Pillars”:

1. Medication self-management.
2.  Use of a dynamic, patient-centered 

Personal Health Record.
3. Timely primary care/specialty care follow-up.
4.  Knowledge of red flags that indicate a wors-

ening in their condition and how to respond.

The model is said to draw from principles of 
adult learning, and uses simulation to en-
hance self-management. Patients who re-
ceived this program were significantly less 
likely to be readmitted to the hospital, and 
the benefits were sustained for five months 
after the end of the one-month intervention, 
according to the organization. Project spon-
sors are the John A. Hartford Foundation and 
The Robert Wood Johnson Foundation.

To learn more, go to www.caretransitions.org

Community-based Care 
Transitions Program
The Community-based Care Transitions Pro-
gram (CCTP), created by the Affordable Care 
Act, tests models for improving care transi-
tions from the hospital to other settings and 
reducing readmissions for high-risk Medicare 
beneficiaries. 

Launched in 2011, the CCTP is scheduled 
to run for five years. Participants are award-
ed two-year agreements, which may be ex-
tended annually through the duration of the 
program based on performance. Up to $500 
million in total funding is available for 2011 
through 2015.

One hundred and two sites are involved 
in the Community-based Care Transitions 
Program. (To view a list, go to https://data.
cms.gov/dataset/Community-based-Care-
Transition-Program-Filtered-V/jew6-k2tq?.)

To learn more about the Community-based 
Care Transitions Program, go to   
http://innovation.cms.gov/initiatives/CCTP/
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IntheHeadlines
Hospital and health system news from across the country

Editor’s note: The following news has been compiled by Major Accounts Exchange (The MAX), health 
care’s leading provider of real-world intelligence for the supply chain. The MAX serves as a Supply Chain 
“Community” where senior-level executives can easily Find, Digest, and Act on vital business and mar-
ket intelligence. For the latest news impacting the supply chains of over 1,200 IDNs and all the GPOs, 
visit http://www.uslifeline.com/

Arkansas: Wal-Mart to 
offer one-stop health 
insurance shopping
Wal-Mart (Little Rock, AR) plans 

to work with DirectHealth.

com (Fort Lee, NJ), an online 

health insurance compari-

son site and agency, to allow 

shoppers to compare coverage 

options and enroll in Medicare 

plans or the public exchange 

plans created under the Afford-

able Care Act. Starting October 

10, 2014, customers can enroll 

online, by phone, or at 2,700 of Wal-

Mart’s more than 4,000 stores. Wal-Mart 

won’t receive commissions on health coverage sales 

and hopes to benefit partly by luring customers into 

stores. DirectHealth is absorbing most of the costs to 

operate the program. For customers over age 65, Di-

rectHealth will offer access to more than 1,700 plans 

from 12 carriers during the Medicare open enrollment 

period from October 15 through December 7, 2014. For 

customers under age 65, the website will offer access 

to thousands of health exchange plans from more than 

300 carriers during an open enrollment period from 

November 15, 2014 to February 15, 2015.
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Pennsylvania: PinnacleHealth partners with Giant Food Stores to 
open two retail clinics
PinnacleHealth System (Harrisburg, PA) formed an agreement with Giant Food Stores (Carlisle, PA) to 

open two FastCare Clinics in Camp Hill and Enola. The retail healthcare offices will be located within 

the Giant stores and provide walk-in care every day with evening hours. Other services will include 

health screenings, immunizations, and physicals. Both clinics will open by the end of 2014.

Washington D.C.: Deputy 
chief procurement 
officer among those 
fired by VA

The U.S. Department of Veterans 

Affairs (VA) (Washington, DC) fired 

Susan Taylor, deputy chief procurement 

officer with the Veterans Health Adminis-

tration, which oversees $15 billion a year in 

federal contracts. A report by the VA’s Office 

of Inspector General found that Taylor helped 

steer contracts to a private company that 

championed so-called reverse auctions, in which 

sellers compete with each other to offer the low-

est bids. Also fired were Terry Gerigk Wolf, director of 

the VA Pittsburgh Healthcare System (Pittsburgh, PA), 

who was let go for unspecified “conduct unbecoming 

a senior executive,” and James Talton, director of the 

Central Alabama VA Healthcare System West Campus 

(Montgomery, AL) after an investigation by the VA’s 

Office of Accountability Review substantiated alle-

gations of neglect of duty. VA Pittsburgh is a part of 

VISN 04 Stars and Stripes Healthcare (Pittsburgh, PA) 

and Central Alabama VA is a part of VISN 07 Southeast 

Network (Duluth, GA).
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by michelle Williams, US Lifeline analyst

MAX INSIGHTS

Hospitals and healthcare professionals who achieved 
Stage 1 requirements under CMS’ EHR Incentive Program are now 

facing a deadline for Meaningful Use Stage 2 compliance. According 

to the CMS website, the two types of objectives, “core” and “menu”, 

require the use of electronic health record (EHR) systems, comput-

erized provider order entry (CPOE), and patient portals1 along with 

other requirements to qualify for incentive payments for Medicare 

and Medicaid. 8

The following are rising health-

care IT trends as IDNs and hos-

pitals work toward gaining 

Stage 2 compliance.
Regional Health Informa-
tion Organizations (RHIO) 

have emerged to assist in the 

data management process and 

help hospitals, patients, profes-

sionals and pharmacies in se-

cure record sharing between 

EHR systems. Health information 

exchange between healthcare 

providers is one of CMS’s Mean-

ingful Use Stage 2 requirements.1 

Participation in RHIO is volun-

tary, covers a specific geographic 

area, and is subject to electronic 

data exchange capability. RHIO’s 

typically have resources to help 

healthcare organizations get up 

IT Solutions and Stage 2 Compliance
IT solutions for the healthcare industry continue to morph as the needs of the 
industry and compliance requirements change

to speed on IT implementation 

at the corporate level. 3

Concierge programs have 

been developed to give hospitals 

and professionals the option of 

automatic data submission and 

reduce the need for the IT de-

partment’s manual data push to 

state agencies and CMS. National 

software solution companies are 

stepping up to help streamline 

data submission. CMS’ Meaning-

ful Use Stage 2 requires that hos-

pitals and professionals trans-

mit public health data to home 

states.1 Each state has different 

requirements for submission of 

the data. Some states, including 

California, have seen benefits of 

concierge software programs 

and have sanctioned their use 

in health information exchanges 

(HIX), allowing hospital systems 

to have more options in trans-

mitting data to state agencies. 4

Secure roaming software is 

another technology continuing 

to develop in response to wide 



The Journal of Healthcare Contracting | November 2014 31

MAX INSIGHTS

use of mobile devices and Meaning-

ful Use Stage 2 core objectives require-

ments. Computerized provider order en-

try (CPOE) must be used for 60 percent of 

medication orders, 30 percent of lab tests, 

and 30 percent of radiology orders.2 Us-

ing CPOE, hospitals and IDNs are required 

to track other patient information like 

electronic notes and family health his-

tory.1 With handheld devices, tablets and 

smart phones readily available for use, 

secure roaming technology is available 

to combine time saving functionality and 

HIPAA compliant security.5 Secure user 

login, timed out sessions and controlled 

records access6 fulfills HIPAA security rules 

on protecting patient information. Hospi-

tals and professionals now have the flex-

ibility of entering and accessing patient 

information through mobile devices into 

an EHR system while meeting CMS Stage 

2’s higher percentage of use requirement. 

Sources:
1  Stage 2 Overview Tipsheet, last updated: August, 2012. Pages 1-9 https://www.cms.gov/Regulations-and-Guidance/
Legislation/EHRIncentivePrograms/Downloads/Stage2Overview_Tipsheet.pdf

2  Stage 2 Eligible Professional Meaningful Use Core Measures 1 to 17, Date issued: October, 2012. http://www.
cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/downloads/Stage2_EPCore_1_CPOE_
MedicationOrders.pdf 

3  “What is a regional health information organization (RHIO)?, U.S. Department of Health and Human Services Health 
Information Technology. http://www.hrsa.gov/healthit/toolbox/RuralHealthITtoolbox/Collaboration/whatisrhio.html 

4  “California Hospitals Get Boost in Race Against Federal Healthcare Deadline”, MedHost, Aug 28, 2014. http://www.
medhost.com/news-and-events/press-releases/california-hospitals-get-boost-in-race-against-federal 

5  Summary of the HIPAA Security Rule, U.S. Department of Health and Human Services, Health Information Privacy, 
General Rules. http://www.hhs.gov/ocr/privacy/hipaa/understanding/srsummary.html 

6  “Supporting hospitals in the mitigation of legal and financial risk associated with the protection and securement of 
PHI”, PHI Security, Aventura Awareness Computing. http://aventurahq.com/market-drivers/protecting-phi-security/ 

7  “Measuring the Impact of Patient Portals: What the Literature Tells Us.”, Seth Emont, PHD, MS prepared for California 
HealthCare Foundation, May, 2011, page 2. http://www.chcf.org/~/media/MEDIA%20LIBRARY%20Files/PDF/M/
PDF%20MeasuringImpactPatientPortals.pdf 

8  EHS Incentive Programs, CMS.gov. http://www.cms.gov/Regulations-and-Guidance/Legislation/
EHRIncentivePrograms/index.html?redirect=/EHRIncentivePrograms

Patient portals, in combination with existing EHR sys-

tems, help hospitals and healthcare professionals meet 

CMS’ Stage 2 requirement by allowing patients to view on-

line, download and transfer their personal health informa-

tion.1 Software companies have gone beyond the capability 

of accessing health records and combined secure access to 

billing, appointments, refill requests and secure messaging 

with doctors and hospitals. Patients have greater access to 

their own medical information now more than ever and the 

capability of taking active roles in their medical treatment 

and wellness. 7

Healthcare IT is a vital partner in healthcare systems, 

IDNs, and professional providers managing data, meeting 

requirements and protecting patient’s personal information. 

Software solutions for the healthcare industry continue to 

morph as the needs of the industry and compliance require-

ments change. CMS’ Meaningful Use Stage 2 requirements 

have played a vital role in the growing and ever-changing 

solutions and support. Healthcare IT continues to anticipate 

the next generation of technology and ever changing envi-

ronment of healthcare. JHC
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by robert T. Yokl

VALuE ANALySIS

A medical checkup, including diagnostic tests, is recom-
mended annually in the hope to keep you in tip top shape. Similarly, 

a supply chain expense management checkup is recommended 

annually to ensure that you are optimizing and then realizing your 

supply expense savings potential. 

The operative word here is “potential,” meaning “what is possi-

ble,” since too often supply chain managers only save just enough 

annually to keep their boss happy. Unfortunately, this practice 

won’t fly any longer in the new healthcare economy we live and 

work in. We need to save every dollar possible just to stay in the 

healthcare game. 

Supply Chain Expense 
Management Checkup
Assuming you are in tip top shape can be dangerous to your hospital’s financial health.

There will be no room for half-

hearted efforts!

Your supply chain expense man-

agement checkup should start 

with these diagnostic tests:
1:  Total price saving dollars 

that are available in my total 

spend categories (products, 

services and technologies): 

This test can be accom-

plished by employing a 

spend manager or outsourc-

ing this task once a year. It 

has been our experience that 

there is only 1%, 2% or 3%, 

at most, left in this supply 

expense reduction category. 

2:  Total standardization saving 

dollars that are available in 

my total spend categories 

(products, services and 

technologies): This calcu-

lation can usually be an 

internal measurement based 

on benchmarking or bid-

ding of the commodities in 
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question. For example, what would the savings be if you 

standardized on one or two pacemaker manufacturers?

3:  Total inventory savings dollars that are available in my 

official inventories: This calculation can be determined 

by benchmarking peer hospitals with the same or similar 

characteristics as your hospital. For instance, you could ask 

a peer for their operating room inventory value per proce-

dure annualized that you can compare to your own metric. 

4:  Total utilization savings dollars that are available in my 

supply spend: You can either hire a third-party to esti-

mate these savings or use $15,666 per occupied bed as 

your metric. Example: If you have 105 occupied beds (on 

average) x $15,666 = $1.6 million (your savings potential).  

Once you have calculated your 

overall potential savings (Figure #1), 

based on the aforementioned diag-

nostic tests, it is then just as impor-

tant to determine the time, labor and 

cost of making these savings hap-

pen, by line item. This will give you 

an estimate of the timing, staging 

and implementation of your poten-

tial savings (Figure #2). 

As rudimentary as these exercises 

seem, it will give your hospital, sys-

tem or IDN the ultimate potential 

supply chain savings opportunities 

available to your healthcare organi-

zation over the next five years. No 

more mystery, guessing or prog-

nostication. You will be on solid 

ground when your boss asks you 

how much can you save on supply 

chain expenses this year, next year, 

or multiple years for your organiza-

tion. That’s what a checkup can do 

for you! JHC

Figure #2: Hospital 5-Year Timing/Implementation Savings Plan (105 OB)

Categories of Savings Year 1 Year 2 Year 3 Year 4 Year 5
Price $ 75,276 $10,000* $10,000* $10,000* $10,000*
Standardization $ 53,289 $33,693    -0-     -0-    -0-
Inventory $ 53,296 $20,000    -0-     -0-     -0-
Utilization $ 320,000 $320,000 $320,000 $320,000 $320,000
Total: $501,186 $373,693 $330,000 $330,000 $330,000

Figure #1:  Hospital 5-Year Plan For Potential  

Saving Opportunities (105 OB)

Category of Savings Potential Savings
Price $ 75,276.00

Standardization $ 86,982.00
Inventory $ 73,296.00
Utilization $ 1,600,000

Total: $ 1,835,554

As rudimentary as these exercises seem, it will give your hospital, 
system or IDN the ultimate potential supply chain savings opportunities 

available to your healthcare organization over the next five years.
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