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When Do You Go Home: Hospital Discharge. and.Placemen:
Decifiqgs for the Elderly and Implications for Commun -y
.Based Long-Term Care Agencies , , .

v L " .

L]

Hospital discharge and placement decisions in the Unitad States

-

are billion dollar decisions, ! yet, knowledge about the pracesses

. N - 4 .
leading up to such decisions is fragmentary 2,3 or prescriccive ‘5.

about,how the process should work, e.g.,.discharge planning, not

about the problem of who makes the decisions, udaer what c¢-ditions,

L
’

how, and why.
.This study was undertaken to gain.a detter unde%stanC'ﬁg of

discharge and piacement decisions to suggest ways that comwunity-

—

based long-term care agencies, serving the elderly, mak inzervene
- . ) Lo
to shorten lengths of stay, ensure‘appropriatg pltacements, and

affect the consumption of health care dollars. The s%udy i$ based

on the authorsiobservations about the decision making prociss and

I3

the operations of one long-term care agency, the Californis Multi-

-t . . 6 .
. purpose Senior Services Project. !

tuaticn!since

[}

L

Elders' hospitalizations represent a speciai 51
‘ 1 - . . . .
age acts as an independent-variable. Age affects the.probability

of admission, the hospital eiperience itself, and thevaker;ge iength

., _
of stay {ALOS).” As a resident physician in a large teach®ag hbspita:

told us, "You can always f(nd something wrbng%with am.0ld oerson and

Tonger you nave them ih the hospital, the_mone_;oﬁ{fiqd wrong.” = |

[

ddition, the elderly suffer more untoward reactiqnd a: a result
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This anai}sis of discharge and placement decision-making is divided
; . . into four componeﬁts. First, we identify the social actors invoived,
highiighting the primacy 0% the physician; second, the factors affect-
ing the length of stay and placement are described through the uyse of
three-dimensional figures; third, wejconspruci a mode of” intervention
inxfhe discharge and placement decision making process; and, finally,

we offer a Self-critique of our strategy given the realities of the

50cial.world.

" L]

Dynamics of the Discharge and Placement Decision Ma%jng Process:

. . ]
Actors, Factors and Processes. . L /

- ~
6ur observations Tead us to 6E1téve there are three t}bes of
actors in the discharge anE olacement decisiom making process. Tingy
are "treaters", "timekgepers” and “supportefﬁ". Figure 1 depicts the.
constel!atjon of the;e éroups and';hat collows are de§;ripti0ns oé

t
their roles,

Treaters .
Physiciags . ' -
. ' “n .
Jisgharqe ind placement decisions, contrary o democratic grous
orocess models, are always made Dy physicians with varying amounts o7
input From others. Thase decisions are almost always made during

rounds 37 one sort or another wnen physicians spend a few ninutas oer

sat‘ent. Ohysicians as primary trealers are not unlike mobiie computers

’

5 .




. Figure 1
.
* ’ "ﬂ»- ‘ *

PRlNCIPAL ACTORS IN THE
HOSPITAL DISCHARGE AND PLACEMENT -
' oscnsnom MAKING PROCESS

SUPPORTERS. .
@ Pauent .
® Family and Friends .
" e Outside Agenciep
, s ht

| TIMEKEEPERS S TREATERS

. & Uulization Reviewers s ' Physicians
* @ Med-CalReviewers . - Nurses

Social Werkers .
Dusc\garge Plarﬂr}ers

. -
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_"in relation to other actors ‘in the discharge and placement decision

-

making process. Potential information regarding a patignt's physical,
psyChological and- social statuses is input by professiondl staff, the .|

are‘pﬁysician outputs:' '

.

Although the decxsion per se is made by the phy91c1an, the t1m1ng
of the execution of that decision is negot1ab1e These negotiations
L e L

art detween the socigﬁ\actors involved in the discharge and placement

decisions who havelﬁﬁf?erent power bases and1prufess1onal orlentattons,

d1ff§rqnt timing realities, diffarent def1n1t10ns of what constitutes

" a-poditive outcome and the best means to that end. The'mac¢taal inter<
] . . 1Y . . '
-actions that make up these negotiations are described as we discuss the

3 -

“iroles of the_different'actoré. . RN vj
 physicians’ goals in discharge anﬁ placement déciéjons are to pro--
. f _ :
vide the best patient'care which, morewften than not, means to‘avoid
the worst_ possib]e'outﬁome‘. However,, negative Hutcomes are coﬁce:tuah

ized from the physician's‘ﬁoint of viep. Anvth1ng that” 1mo1naes on «the
£

-~

phy51c.an" professional experience or ‘1ow of produc.1on beg1ns 0
consume the %os. valSab1e of assets - time. ;he on adage that’ Knme g
-money is Earticdi;?ly true “or pﬁysicians sinc ;qeir uorkaoads tend

w0 be targe. For example. onéﬁstu&y indicatéd hat "fice based physicians

. .9
average aetuean 142 and 228 or‘icn vigits a week. ° Anj d*scharcn or

slacement that is Derce1ved 3% hav1ne the 3o*ent1a1 of: ”“sting time is

A
[

[
-

Jreceives .as Jeing expen51vq;- for %he phy31C1ap,
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A physician's tendency to value time, further reinforced by fee-

'foréservjce‘reimbursementsl has ;HE effect of net investing non-bi1i-
"eb1e time,‘or time rot retatea to direct patient care, in meetines with®
social workers, di- eharge p]anners or other dc*1v1t1es which brung no .
c11nica1 experiencs or flnanc1a1 return. In .teaching hospitals, with

salaried 1nterns a' re51dents, our observat1on5 lead us to beljeve
that the or1entat1'ﬂ toward time is to maximize the acqu151t1on of
clinical medical k~:wiedge and experiences tempered by work]oads.

Another physi.‘an value relevant to endergtanding’the‘ﬂecision

’ L

procass concerns au10nomy and the degree tp which physicians share’
the1r=trad1t1ona1 power w1th other staff, That is, pﬁysiciads who -

v1ey themselves AS utonomous “Capta1ns of the Ship" (and actording'to
hospital stafflinte”v%ewed, most see themselves this way) and perceive
' ' . - .
L3 . a P . " . .
pospital social wor ers and discharge planners as instruments to carry .

+ L] . , B . . .
out their orders terd not to jnwolve'other staff in discharge décisions
. s s : € . . *

until “helast moment, if}at all. “Ship Captains” do not choose to -

. . " - - .

- invQive staff since they see themse]veg entirely responsible foR the
. - . ' ‘.\ i ’ . -
gatient and Some st1ff attribute, this attttude %o a perceived sotential

E

N o

. 'loss nf power - ’ : : -~

»

This last minute. informing of staff of the d1scharge dec:51on

- £ -

“
a]most always made sn1e1y by the physigian whi]e an rounds and based
”

" on just medical criteria, may have sevgril neqaf1 12 effect s on/the d1s-

charge da.e and placement. 10

% . . *

«zan duy more time, by either appealing to the paysician or %0 ut}11zat-0n

Tf soc1a= nOrkers and i1$cﬁarge planners
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}eview_staff or Medi-Cal (Medjcaid in California) rev;gwers o; appli-

B caéion of some stalling tagtics, the d%schgrge dhte'wifa be deléyed

’ asi}hqy a}ign the approp}iate_qommunity resources for after care. If

L] 4

"they are'éuécéssfui, thé\batignt has a higﬁer} hOSp;tal bill tﬁan if

V;he physician had a partfcipétorx att{tude toward poher and had taken
tﬁb_t?mefto ask éhem early.opci"what.can we dog", thereby f;cilitating
{a\time1y\discﬁ§rge, Given oguf observations that social workers and
d1scharge p1anners always. opt for a patvent's return to home whenever

human1;\poss1b1e,‘xhe Nery ‘act that ‘2 so¢ial service worker, has .
i -

participated in a|d1scharge and placement dec~510n can increase the { =

pro&ab1l1t1es of retunnxhg home .

o

in regard to placement decisions - discharge to home or to a

skilled nursing fac:lity (SNF - the predominant ph¥sician strategy

. Ll

is to avoid the worst possible outcome and minimize tine consumed .
I ‘ * .
ror examp]e, 1f the phy51C1an is faced with the decision to place a .
=)
patient in a SVF 3yfd1scharge to homey,the physican has o con51der_

what will happen if.the patient furns for the worst or recovers withou:

LY

& oraobiem and; for.a fee-foreservice physiciag, what.these outcomes

will:mean in terms 0f i{ime, e.g., calis .af night if a home clacement .

r € T bt " A
tU{ns for tha worse. wfor salaried physicians, ougcomes are de‘exmined

W

by the placement path of least resistance.

. . - r e
For 2xample, for ;E?arjed interns and residents, in large’teaching

* ‘. . P ) T .-I
nospitals, tne strategy is to "treat and tur?'. Thatl 7s,jphysicians-

PE]

' .
in-%ra‘ning prefer to maximize the variety, of clinical exneriences and

-
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not invest time a netessaty congcomitant of after care plans. As one

»

hosp1ta1 stafy penfpn tpld us, "Patients are discharged to the, curb.”

Further re1nfprc1ng this strategy which m+n1m1zes time spent per
patient is stereotyped thxnqug that tends to institutionalize aged
patients almost autpmatucally I]Fpr example * phy51C1ans toid us that -

" they had developed several heurmstms3 pr rules of thumb, when treat1ng
e1der1} patiente in the hospital. One physician matter-pf-fact}y,tpid
us. that if Ep elderly patient is in the hospital for a week, he:a1wéys‘
places the patient in a SHF since, "They a]t go seniie after being @ '
in for a°week”. Another told us that if the elderly patient comes

from a SNF, he alway4 discharges jpack to the SNF. . .

" The exception to 'the SNF placement bias, for bbth salaried and

fee-for-service physicians, océurs if there is aggressive action on
‘. J -

- * ! -

LS

‘the part of-the patient or significant others opposed to the decision.
Opposition here.is again time cpneum%ng so the phyyician takes the

-

placement path of least resmtanci

¢

The ph/sxcwan $ prqfés&1pna1 orientation w11] also affect the

»~

Hlscharge and p]acement decvsipns At qur1sk o‘ pvers opd i ¢ jTﬂg
the axistent 11teratJre about-the medicai Qupfess1on, we Jivside tne

, A e we " -
orientation of the physician into “scientists” and "healers), The
ohy .
. L r AN

mnain dﬁfferepbe is tha the "sc1ent1s‘“ is d1sease organ or knowieoge

focused while the "heayen” is,focused on’ the* iota1.3erson. An axampie
5
g ' .. 7 .
~3f how these different orientations may affect Jischarqge is t!)e‘ decision

+
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to order a test that is marginal and expensive in a particular case

-

and is naiqfu] to the.ﬁatieng, €.9. a bone marrow test. In these
.'margina] sitlations, the scigntist will tend to order the test,

thereby extending the length.of stay, whereas the healer will not.

1 -

Nurses  ~ i i ,

. ' . . . . B

For nurses as secondary.treaters, time takes on another dimension.

Time is perceived in relation to numbers and Kinds tash-.to pe

3
accomplished vis-arvis the patient.. Nurses, as paw¥ of the professional

*

line of authority within hospitgls, as'opposed to the administrative

12

L]ﬁne, participate to the degree pgrmitted by the physician, but

they are major sources of information. Overall, nurses are'thé.sym-
- N ~ Ir-

pathetic voice and principle interpreter of the patient. The dégree
to-which they sare their information with discharge planners and

social workers, who the nurses sometimes perceive as part of the"

administration structure and therefore Dy defin%ficn as‘non-professiPn-
als;'ié mofq~a_functioﬁ of ;eréonalitf én@‘tﬁé total worfing am@iqnce
of the hosp{t51. : sbould be noted, hd@eveﬁ; that salaried nursing
staff do not haié‘jncentives €0 shorten lengths of stay, since, in the

long run, shorter lengths of stay will mean heavier workloads given .

- . _ 1 . - ch
hospitals' propensity to fill empty beds 13,14 and the rela*ive intensity
of services supplied during the first few days of admission. b2

+

Social Workers and Discharge Planners '
i ‘ -

For social workers and discharge planners as tertiary treaters,

L

time-takes on the reglity of the social worid compounded by the ‘endency

o
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.to be the last to know among the principal actors about decisions.

For social workers as patient advocates and discharge planneré seek-'
in placement the"task i¢ o negotiate interfaces amﬁﬁg and

5, % .
betwe tientg recovery time:{"They kept him on three days of bed

-

rest to get him stable and row he cannot walk."); phySician's turn
raround time: (“The docs are thinking-about doing a G.I. work-up but.
the debate,waé‘tab1ed at rounds this morning.")y insurance and Medi-Cal

reviewer time: ("The patiéﬂt is an illegal alien with no insurance and
5 . .
the county SNF won't téke him."); jhmi?y and-friends’ time:'{“Hislon1y

son-has. not returned any of my calls for a week and his nephew is a

L

-

s e . . v . Co .
chronic alcoholic.") and the business hours and lead times of community |

agencies and facilities: (“Today is Friday of a three-day weekend

[

and the: SNF wants to make sure h15 skin is c]ear and a Sl 700 check
r L . . -

clears the bank on Juesday before ‘they admis him - maybe.)

In 11ght of these 5tructura1 and 1nterac zona1 constraunts, social

werkers. and dlscharge n?anners are more often than not reduced ts the

task of seIecu1ng a SNF rather than exploring a1ternatfves, or, arrangwng

- L
‘for transportation to a/soc1a1 vacuum, that is, d15charq1ng w1*b0ﬂ; be1ng
L.

M

abia %o take “he-social context into P0n51aerat1on

L
. !

Timekeevers
N

Utilization-Review and Med#-Cal reviewars

M

’

* v * . LI )
For utiTization revjew staff (as part of the Professiona? Standard
» g

Peyiew Jrgapnizatjon, PSR0 d Medi-Ca] revidwens, ingividuals {harged
. . " -

¥
#ith <he busipess of%mexeﬂmng in hospitals, t'ime_ is ais&; valuabie

resource. Reviewers’are essentialiy juardians of the PLE}IC Durse, and
. = . LY w
L ’

w“

12




When Do You (o Home
IO ' .
. ‘ . Page 10
.l - - /:

again, as time is money, the tbold of their :-ade are the clock and the

calendar. Anmad_ﬁith the mandate of legislated regulations in one hand
' 17,18,19

+

the utilization review examiner and Medi-Cal ~eviewer act as prompters

and average iength ¢f stay (ALOS) referenCe -:xts in the other,

in the discharge-decision making process. T-zt is, they stand at stade

left in the drama of hospitalization and Qeﬁ'ﬂd actors that the line is .

to get patients out of the hospital. . a

Our observations have been that many reuleueﬁg are cue ‘ghvers in
-

the iiteral sense in that they inform or rem" .d physjéiaﬁs of the words

or phraées‘(docqmentation] that must be writzan in patient charts fn

order to legitimize an appropriate longer than average length of stay..
Regarding documentation, a PSRO reviewer in a rural county hosgité?r

remarked that "Doctors are cooperative here, Sut dense, forgétfu] aqg -
-

lazy about documentation. They also_resent “2ds and females telling

them what to do.” : : . \\

-

A utilization reviewer, an employee of :ne hospital and’jinsider",

is usually a aurse and She may have an office i% the.hospital gr circulate

[l S .
among several. Her reviewer role ¥ not well received by othersdn =
. - A ’

‘. s Voo -
the decision making process ¥nd her relative’ s Tow status often places
her in an of e cubbyhole somewhere,in the ::sement of  the hospital.

E % m—

.Hl’obser%ed several offices located in remodeled janitor's closets, next

to freignt elevators, in tunnels connecting ozher buildings and in temp-

L]

orary trailers oltside the main hospital. We also noted that nospitai

administration requently grouped utilization reviewers, discharie planners

-

13
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and social'workers_in fhese“same cubbyhole offices. ‘Usuglly women
and nurses, we soon nicknamed sygh groups as the Three Graces.
The utilization reviewer's "outside" counterpart'is the Medi-Cal

’
. y
‘reviewer whose role and status.are comparatively similar. Like the

utflli:tion réyiewer, the Medi-Cal reviewer is usually a nurse and
makes the rounds to assi;ned h;spitals on'a-daily basis. She checks .
vatients' chaFts for 1ength of étay and acute condition comﬁliancé,
L\ and e1ther allows more time o¥r decert1f1es the pat1ent The Medi-Cal
revzewer, i/;e the ut117zat1on reviewer, does her rounds with, a
face-to-chart check as opposed to a face-;o.che check on patients. -
Given the difficulty and guilt'{mp1ications associafgd with a close
)
. decertification ﬁudgemept cail, it is prob®ly better for the emotional”’,

health of reviewers not to see the human costs of some regulations be-

* ing strictly enforced. \
'\\‘-_ N

Strict enforcement and the inténsity of enforcement of Med}-CaI
Fegu?atgons wgries by c&%munity and hospital type: Qur finQingé in«
dicate that a hospital's fiﬁgncia1 status is the.best predictor of
wulnerability to réviewers sanctions. WYhere l0st revenue has been
xeenly felt in a budget, a reviewer's presence’can have & ;ignificant

»

impact on 11scharge decisions.

in some communities, Strict 1nterpr§Cltion.and intensity of

enforcement Gf Medi-Cal requlstions have &reated adversary relationships

fn an atmospnere of hogtility. Hospital staff's comments directed toward

* -
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Medi-Cal reviewers range from; .2She's Jjust Joing her]job“ to "I can
take care of them with one line in the chart” to "I'd like to slapW -
c;theter on her!" Social workersiand discharge ﬂ1anners argue th;; a
patient's socfal context iéaneveé taken into consideration by reviewers$
and the patient is rendered aecertified as soon as he/she is no loriger

acute. b . \

”,,ﬂ kind of cat and mouse game has emerged.between Medi-Cal reviewers

and other discharge decision staff. Because length of certified stays
is 1inked to thé patient's being in an acute status, thé'cat and mouse
game consists of creating an acute status'to buy convalescence or | "
placement time as per the realitfes of the social context. Thg”patient
is, as one social worker told us, "dead until discharged".

Gameboards for these creative notations are medical records or

Y

charts. This is significant as the chart is a legal document and the

formal written fommunication Jink between the actors and «it is the{ -

chief source of information for rlviewers. Fabian tactics in the craft
J
- . :[ . .
of social work must.necessarily involve some negotiations with physicians

for written orders and one physician summed up the practice as a “"necessary

eyii". However, orders may not always be necessary. Opne director of

T

social services in a mammoth county hospital boasted that. "I nave sharpie .
workers here who can jose patients £Of days - a week - in this place.”

. . . . c N .
An utilization reviewer in a rural private hospital with the dual roie
of discharge b?aﬁner explained that as a hospital emoloyee ner task is:
Y
t0 “ollow the guidelines of the reguiations, protect the hosnital - "fix
' - !

. \
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up the chart" - and do discharge planning - all at the same time. When
asked how she as discharge planner bux; timg for herself as reviewer

she responded, "More Heparin-lock [.V.'s are started that.way - to kegp‘
Medi~Cal off our.baéks." | 4 :
Other tactics, as told to us by other stﬁf; in other hospitals -

-

include:
"Ordering a psychiatric consult."
"Ordering a neﬁr@]ogica? consult.”
"Ordering five days of physical therapy and calling it progressive

L

ambulation."” /

1

"Discovering a deeubitis” ("Chart reddening on the buttocks and

no SNF will touch them"). -
-
“Charting ari elevated temperature.” A

“Charting that electrolites are down." ("[f you don't encourage

}

Wewids to a confused aged patiea&\who can’t get out of bed, you

gan mess up the e!eEtrolites.in a day and a half."}

"Keeping a drain in a decubitis for-another day or two."
. - " ‘ .
“Charting: OK, Progressing Satisfactorily, not ready for discharge.™
N ) . .
{"Better still, charting: just 'OK' and the first inftial of sour

last name.”)

. Y . S )
-"Charting bacteria traces in stool or urine."
A

Medi.Cal reviewers é?e aware of acuteness ploys, of Tourse, and are
-4 . ‘ -

3biiged %o force the Tssue. 4hen this happens, it is the patient who geis

[}

-

16
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L

c’aught in the middle. For example, an elderly ‘bag 1ady. iiving in a
church pew was admitted to an urban city and county hospital for swel-

ling of the lower extremitiele Following bed rest and an improved

diet, she returned to stable condition. The Medi-Cal reviewer then
a 19

decertified her as no longer, acute while ‘the social worker wad still

e

searching for a home. The baf lady was discharged and admitted a, few

days later,with severe swelling of the lower extremities, all according

—

-to the rules.

supporters
Patient

The patient ig his/her own most ¢ritical supporter. Sources of

1

patient self-support are: willingness to accept oEAFéliﬁquish the
‘ ’ ~

-

sick role; findncial status and insurance cove}age; anQﬂphysica] func-

tioning ability. MOre i?dependent individua1s,.both emotionally and
‘1nanc1a11y, tend to have shorter length of stay and return home. The .
‘phys1ca] 51de cf the pat1ent component of the resource Structure refers

.

to an’ individual's functional abilities. Hosp1ta1 “staff have indicated
to us four functionxng red flags when organ121nq d1scharge and p}a0°ment
dlans; ambu]aumon, continence, mental status, and *he presente of
decubizi. Th1s later characteristic renders an appropriate SMF place-
ment orobiematic. SNF administrators are reluctant to accept oafients‘
. N
with decutitus fearing that licensing inspectors will observe them'and
ﬁay ievs a fine gr warning attributing the decutiti to ldeck of care’al

the Siir. 1€ any one or more of these abilities are rendered oroclematic,
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. T -
s0 is discharge and placement. Similar functional disabilities render-
‘ 20

ing discharge and placement p?oblematic have been reported elsewhere.

" Family and Friands

Faﬁi1y\and friends as supporters make up what is referfed to as

the informal\gﬁﬁport system. This component is not simply a dichotorcus

. . b4 -
variable--patient does or does not have--but, when present, family an-

b -

friends' capability and willingness to assist the patient must be con-

sidered. Informal supporf then, is a negotiated netwdrk that changec

I

over time and its natupe can eitﬁer speed up or slow down a-discharge
or a placement depending o;'the geographical and relational mesh. Tr-
only time a elg1ng we]l meshed: informal network can s]ow down a dis-

AN chaFge is when it objects to the choice of a. particular SNF e1ther!-
becalise of its geographical location of because of ethnic considerations, °
e.g., staff must speak Armenian. | -

/
Jutside Agencies . .

Traditional formai’service agencies, e. g , nei.are departments

. -‘;— .:

are Jaua11y funct1on1ng in a bureaucratic time mode and this has poter-
tiais for a stow motion time warp from the pgxn% af tiew of hospital
statf., Service agency persdnne# respond that, they are élways the Tag-
to know and that hospfta] st;Ff never give them enough time. Zven
given uh15 and a dependenc; on the good will of family and friends, a
helping 1nf0rma1j;grma] support system will uSua]]; megn & shorter than

, average lenhgth of stay and a placement to homé.
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Summary Description of Actors

L]

Actors involved in d?scharge and placement deci;ions, with dif-
ferent power bases and professiuna] orientatidns, different'tﬁming
'rea1ities,‘different brofeésional values, different definitions of
what constitutes a positive outcome and the best means to that end,
constitute a strained coalition 21 operating within an instikﬁtioqa1
context. They do not behave as a "team" working toward a common
goal exhibiting solidarity in their behaviors. Oescription o¥ the dié-
charge planning “team” or of thé acyte care “team" are generally
mis1ead1ng and do not permit a gredter uﬁdgrstanding and appreciation
of the individual freferences, X;mp1exities, and ténsions involved.

One discharge planner desGribed to us the relationship.between physicians,
R .

nurses, reviewers, social workers and d1scharge planners as 'open

\..-/'"“) M
warfare." e ﬂ*um this to be true more often than what the extaﬁ?{J

¢linicdl 1fteraturé would Tead us to expect. .

*

r

Factors .

*

* Actors in discharge and placement decisions are cohstrained not

only by interactions wivh other actors put also by Structural factors

r

-9
. served to influence length of stay and placement assignment aft

L

T charge, and behavior are:

2 n - * - L) '
that provide the Tramework for their hehaviors. Three Factorfigr ob-¥
- - 1 * i .

r dis-

v 1. freatment purpose;’

2. Cost tq the hospi¥ai; and,

1
»

13
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. . ' " _
3., Resource structure. . Vo : X .

., PN . - ) . . - L L .

A : . , , ‘ A
These ‘factors can be conceptualized as continua ranging from fow to ° ' .

. o

. » . . . ‘f

& - L high and Figuré 2 is a depiction of these factors. As we show, if a, '

4w

patient can be placed on this continua we can PFedict whether the l
" Tength of stay will be shorter-or longer thaﬁhévgrége and whether the - X
placemenf will be to hoTe,or to a SNF. To understand how this model

works we first define the three factors, . ‘ 8 ')
S M
Treatment Purpose , - pE

’ -

By treatment purpose we mean the intended outcome desired by the

hospital admission. This outcome may be conceptualized as an end

¥

toward which all medical intérventions are directed - although some .
medica) Erocedures carried out during the cousse of hespitalization can.
become ends in\themselvgs, e:q;, learning purposes. Trgthent purposes
range from 1ow complexity, e.d® cataract surgery, to highly complex

ey 1 .
and myltiple, e.g. hip replacement, and seem to be tﬁa dominant factor

L]

.

which iﬁfluences length of stay.

Cost to the Hospital . .

<
~ . ' . ,
Cost to the hospital means costs associated with treatment purposes

L

that nospitals have 40 absorb. ' In.cases of Medicare and Méds-Cal

patients, incurred tosts most frequently occur when Medicare utilization
“ -

review or Medi-Cal reviewers deny continued acute care cOverage, THe

. L ,
’ reasoning behind Medi-Cal and Medicare cost reducgquxjfi?tegies focuses g

-on operationally defining medically necessary admissions and opérational iy

defining scuyte medical condition. Certified iéngth of stay in days is

‘ : . J

* "



Figure 2. .

-

FACTORS INFLUENCING -
. LENGTH OF STAY AND-
PLACEMENT ASSIGNMENT
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L3
Itnked to average acute days of a partwcular c0631tnon ‘Non~acute

equa] den1ed ddys which equal ]ost revenues wh1ch equaT’h1gﬂ-cost
S oo “
to the hospistal . ) ' O .
. P o
Resourcb-Structure. ’ ’ e

> h <
’ ) °

i

Components of resource structure have 1e§s 1nf1uence or IEngth of

stay per se but tend to d0m1nate placement assggnment dec1510ns The
four components of. resource structure aref

- -

1. Patient; ’

?. Fami]j andh?riends;
3. ;nﬁdronment;’and,
4. Hospital type

L
-The patients' w1111ngne35 to agcept or regect the s1ck role, f1nan- '

- »

cial status, and, physicaT functioning abilityetgﬂ Ee‘viewed as resourcei.
More aggressive,“érticu1ate and quéstiqping'patignts (dn independent self
oncept) will not on1yéhave a shdtten 1enéth of sthy (1f _they want out)

nbut also are moF& iikely to avo1d p]acement ina sk111°d nurs1ng fac111ty

An 1ndependent att1tude appears to he]p keep a patient in contr01 of the

a LS
4 e

total institutidn®world of hosp1ta1 22 As ment10ned @bove more indepeg-

dent individuals em0t10na11y, f1nanc1a1]/ and 5hfs.ca11/, tend-.o have
~.

shorter length of stay and return to home. N ¢

a

As we pointaed out, family and friendq,as suppdrtefs make up what is
. N T . ' )

-

re“Brred to as the informal support system and wﬁﬁn\ﬁresént, gjj]ing,.and

‘ . . . R
“abie, wiil facilitate a timely disctnarge to home.. . :

» ”.. -
fnvironment encompasses net oniy physical characteristics of the
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patient's residencg,and ;qmmgnity: bqtba1so servicés avai1§Ele for after .

c¥Pe. -Even if aip]ethérfa of services are 1n supply (both for home car‘is

3nd skilled nursiég), consideration mus£ be giv%n to gygstions of access, -
: eligiﬁility, reimbursement ﬁolicies, perce};ed_quaTity, and‘the patfent

) and patxent s family w1111ngness to accept. the serv1ce(s) "

L ~ g f
Hospital pype-and occupancy rates are frequently used characteristids

in multi-var{ate analyses of ¢length of stay and have shown thht.Targe

1

non-profityzospitals, particularly lagge teach1ng h05p1tals. tend to have

i -+

tonger lengths of stay f3\}4 23,24 oxher ps$p1ta1 character1st1c

which may affect discharge and p]acement decisions 1sathe kind of on%side o}
- \r
services.which the hospi*al possesses For exampie, we speculate that® .

the. behavwor of staff and physzc1ans of ) hosp1ua1 that operates.a SNF

connected'to the hospital by a tunnel wou?d be d1fferent from, <ne hospital
&_

~

thau Owni,?"d oger&tas a homi{ﬁgj Lh agean spec1ai1z1ng 11 v13

nurfe serv1ces at home.

4

According 4o where the patient is located on the three continua d"“\\
’, . <\
trea*men; Durpose, resource striicture, and cost to the hosp1ua1 the 115*

€

charge 4111 occur sooner or later than average and ‘placed in 2 SUF or a

homé. Far example, figure 3 depicts four possibilities using a thres

dimensional illustration. Patient A represents a person with low treat-

L]

s . @ : o
ment puroose, low-Cost to the hospital, and high resource structure. In

this case, we 20sit that ihe p%rSOn #i11 have a shorter than averace °

L]

ength 3f stay \ALO$; Patient 3 is the same 3ituation except that :he

*roatment pursose is gore comoiex, resilting in a ionger than ALOS.

-
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- PATIENT‘S WlTHlN HOSPITAL DISCHARGE
AND PLACEMENT DECISION MQDEL
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.. Because this person's resohrce.strutture_is_re]?tively high, we predict

1 Y]

- n

that the placement wou]the pg;home.‘ Th#s is in contraff.ﬁo Patient C

- whose resource structure is low and whose-piacement would be to a SNF. ~

o . R ’

. - T
_ Both patients.Band C, howevér, would have a longer than average length

of stay.. Patient D represents ‘the case of The_individua] for whom the

\ T

ﬁosﬁi;ai has to absorb cost of'patient.care.l In this case the patient

would experience a shorter than ave}age Tength of stay™ - -
,'The ﬁuhpose of thése examples is to show how a persoﬁ canibe

1oéaied within the Hospitai gisqha}ge and placement decision cube. -

Implied in these examples is that there is a space within the model that

u

. represents the average Tength of stay. Figure 4 explicitly describes

this a;ed of Evenage length of stay (ALQS). The model posits that a .

patient not located in this area will experience something other than

—

~average length of stay, either shorter or longer. Patients located to

,the rignt of this area will experience Tohger than avérage lengths of

. -

stay; patients immediately above and bétow this area will have shorter

) . ‘ . .
than average lengths of stay. The modei behdves this way since treatment

€

ouroose dominates length of stay and resource structure and cost %o

-

hospitai will only shorten an already shor% length of stay.”

"
-

Just as there’is a space encompassing, the average iength of stay,

there fs a space specific to SNF placements. Figure 5 iltustrates tnis
.area. SNF placements are associatad with Zongg: tran average ieéngths of

i7ay {therefore it is on the rign: haif} and 10w resource strucsure.. ~his
- S
area extends from low to high cost to the hospital since the placement
-

29
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' .
could occur no matter where the person was located on this-axis, The
dominant Factor for SNF placement is resource structure. Figure 6

. A
représents the complete model, e

L]




Figure 6

¢

HOSPITAL DISCHARGE AND
PLACEMENT DECISION MODEL

I
G
T

/

RESOURCE
STRUCTURE |

AVERAGE
LENGTH

7 SNF
PLACEMENT
AREA

i

*—w-—- 1

-
*
- ———

LEGEND: . ’ /' 1

Viogel compcsed of tnree factors — “reatment Purpose. Re$ource Structure, and Zost o Hospital — whien ara

ortnuararg:ing fromlowtomgn  Treatmentourpose domirates iengns St $iav cec.5.0ns with ALBS area inlow 3

medium rarce. 7'gn resource StrJalur? ang Ir " gn. cost ‘0 mospial will snorten an 3average stay Resource
EI{I‘C Strucrure 3IGMINGIES Jlacement Jec Siens angd o “250urces Jracdict skdlag nurs.ng *acilly siacement

PAFullToxt Provided by ERIC




When Do Ybu Gb Home
Page 27
SUMMARY
; ~ .
Factors that dominate the discharge and placement decision are:
treatment purpose, cost to the hospital, and resource structure.- Each

of these form axes or continua which run from high to low. -Treaters,

timekeepers, and supporters are social actors that personify the three

axes or contittua of the discharge and placement cube.

-

At hospital admission, the collective statuses of an individual

3

patient will place him/her at some point along the continuum of each \

*

axis. Decisions of treaters, timekeepers, and supporters also move

LS

-

-
patients along the axes. that they affect according to their-own goals
h)

“ .
(treating, timkeeping, or supporting). ~Physicians and patients are .

the only actors whose role significantly affects all.three axes.

The preceding discussion of discharge decision making describes

the .way the prdcess works now. The vast majority of decisions are not

—

negotiated nor need to be but are potentially negotiablé. For those

decisions that are negotiable, the strategy of hospifﬁ] staff is to
. ) N

feed in information to physicians that will influence a favorable de-
. * ¥ . :

cision that will abet their goals vis-a-vis the patient and their pro-
» . -
fessional orientations. S

-

vy

According to the three factors and the behavior of the actors;
discharges will occur-sooner or later than averagé-and patienks placed
in a SiF or returned home. The Hospital Discharge énd °1acemént Decisién
Modei iliustrates how these factors interact to oredict ALOS and-SNF
placements. This wodel will explain and predict whether the"p?acembnt

"will pe To home or to a SNF.
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-Imﬂgications for Community B8ased Long-Term Care ~gencies

.A new actor on the .scene in the world of the hbsnita] is the
community Based long ierm care ageﬁty_(CBLTCﬁ). How s it to pa;ti-’
cipate 16, indeed influence the discharge.and placemert decision

" making process? i . W:M

’ CBLTCA can influence treatment purpbse by prbvfc ng'information‘
to«physiciahs about social contexts of patients. For example, stfﬁng

fzggifi_ﬁétiﬂ}ihiStamines for an aged woman's debilita: ng allergy were
made Qﬁnecessar} after case'managers Yearned that she kept chickens,
informed the physician, and heIEfd‘her remove the of“:nding birds.

' CBLTCA can reduce hdspita1 cosés by protecting against social
admissions, facilitating minimum lengths of stay, and providing the
kind of after care that reduces readmissions. We ob:zrved in our
“case, that the agency is routinely called in by hospfﬁaT'sociET workers
and'discharge planngrs to,contend with the most <¢iffi-ult discharge and *»
piacement prob]em;. Given its relative Fupding flexru?}ity, we act as’
the common sgnsﬁca1 actor in these §ases when existen: Medicaid or,

social services' regulations create bureaucratic obszicles to appropriate

placements and a%er care. C

. C8L7CA can act, £indliy, in a very real sense, ike a garifig family
R .

and thus become the organizer of a helging supoort structyrg. . For

-
L

axample, case managérs were instrumeptal in keeping coth an aged mother
- g -

and daughter out of the hosnital when the daughter became i1 and could
4 f N ) '

“not care for her extremely frail mother. 30th ~omen were Jisabled, obut
e . .

[l 3 t

31
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i Q
. ' * ’
had worked out 2 kind of self care reciproc¢ity. They also did not want

"to be separated.. Arrangements were made.to care for the mother while

v

the daughter recovered and a normal rOUJine returned in about one week.
& . .

' ju:;‘ggsti‘ons , L’\

-

As the -description of the discharge and placement décisiom making
process indicates, physicians ere key actors and suggestions'to improve

the efficacy of a community based service agency's intervention must be’

|

ption and current|reimburse-
- &

gimed primarily at them. Given our descri
ment poiicies whicq have an institutional bias, this means dhanging
decision premises which.lead to a conclusion that SNF placements are

the oniy option and that community based service agencies can save 6 °

L]
L5

physicians time as well as provide better patient care. Education;l

campaigns, preferrably lead by physicians "friendly” to the concept,

.should be directed toward showing physicians, through case histories;
. R, ’ - .f# .
that SNF placemefits do not have to be automatic for elderly patients.

These case histories-should emphasize how the agencies ¢an save physicians’
{ .

time by letting casé management teams of social workers éna nurses absorb

time consuming telephone calls from Families and ‘riends that may also-

be emotionall} draining. Info}mation gathered Dy the case managers,

particularly the nurses, could also c0mplemenf the physicia

cords. C3LTCA can save hospitals money Hy faéi]itating‘a timely diécna%ge
) (fgwer administrative and decértified days); assist social services .

-~ Sy managing a proportion of the caseload; and increase physician time
Y ging P .

* oy ¢aring for the troubled and "troublesome patient.

32
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. Thesé efforts should be repeated on a cyclical basis in order to

impress om\ physicians that the concept is credible -and the agency's
\ * L]

i }
presencé becomes part of tg& physician’'s reality. i
Physician education, a long run Etrategy facing considerabie
historical®, structural and inﬁeractiona] barfiers to itsjsuccess, is

a sine qua non to constructing a sy'stem ofﬁ term care for the

elderly. HOwevér, while waiting for long run effects, short term,
f : . - p
operationally oriented changes can be made toward identifying cWients

and potential clients. Underlying these suggestions, is the notion
that 1ndividdals, when makingxroutine decisions, will only take into
®gcount one or “two cueQ\to arrive a a hqcision 25 and not comprehen-

26

sively review and assess all stimuli. Therefore, these suggestions,

?1gure 7, take ;Le form of a multi-level ons]aughﬁtof cues, each cue

tailored to the‘d%ffﬁ;edt,actOrs involved, that is, generating the

knowledge that this elder patient belongs to a‘'caring community pro-

key 1s a case finder, paid by the communjty agency, who visits hospit-
) 4

N t - . . -
als on a reguiar basis ahd who has authority to review admission records
M -

gram with ways and means to provide support. ‘At the local level, the

—_ o

L3

and place a notation on the patien£’s chart, perhaps a sticker simjlar

to the allergy stickers commonly used in hsopitals, to alert the physi-

. LY
~ cian that the elderly patient is connected to a community agency. Simi-
lariy, nursing staff should also be anotified. Face-to-fage coatact is

. £
chosen as the cue for social workers and discharge planners in order to

_personify the re1atioﬁship. For the Medi-Cal reviewers and Jtilization

4

33
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-

~

SUGGESTIONS/fO FACILITATE IDENTIFICATION
OF AOSPITALIZED CLIENTS

o

i
A R . ) A ’
o AcTO , . . MEANS

"t Physician Notaticn «n on medical records Case finder (CF) from’communily ageacy
: : with authority 10 make notes in on chart

»
-
Nurse Nofatiori in7on chart andloego n CF placing logo decal on chart and logo
- p rgom poster.n room
* ' - " . .
Social Worker Fage-to-face contact ‘ CF visiting soc:al service and attend
' pavent management rounds

Orwscharge . Face-to-face contact Same means for discharge planners

MedCal and Aid Code Change Medi.Cat numbers  +
Utihzation .
Reviewers . . "
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_Review staff, the aid code witnin the 14 digit Medi-Cal number could
be changed to "99" to sigmal that this patient is special. Tﬁesé

suggestions may mean changes in law, particularly to allow an "outsider"

-

access "to the patient’s chart, but without them community agencies may

*

remain peripheral to these bdillion dollar decisions.

-

- Critigue .

Problems related to the above_squestibns, andhinherent in‘any
attempt to link an ouside Community‘;geQCy and hospital, may be identified
in terms of the actors involved.

Regarding physicians, we have seen informed (asstly by senio},
‘teaching faculty,physicians) that phxsikians do not an& will not read any
“but their own notes in a patient's chart. Ad tional]}, we were told
hata jogo sticker on the froAt of a chart Or p&sted in a patiént's
room would stimulate very little curiosity on the part of the physician

to find out what it meant. One candid teéching physician explained that

qovernmental regulatory attempts and staff persons that strive to involve

themselves in decision méking are often viewed by physicians merely as
- LY -

"more noise in the system". That i, more background static in the

-

physician's cystomary procedure of making discharge and phkacement decisions.

-

C8LTCA workers assisting a hospital’ized cltent with such‘avbhysician in

thé current system will 1ikely be the "...last of the last Lo xnow about
A

an admission or discharge - right af{er the hospital social workers.®

'
-+
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Even if significant 0rgan1zat10nai cooperat1on is achieved between

agencies and individual hosp1tals, there remains the issue of phys1c1an

ideciogy. A proportion OE phy5101ans h;ve gOne on record as being
ideologically opposed to pub]1cal1y funded social servi;e prqgrams in
general and projects invgliving health care in part1;u1ar. Even approx<
imate estimates as' to the relative size of the’perceﬁtagg of pﬁysicians

who have conservative ideologies-have yet to be made.

L]
-~

L]
Regarding nurses, we have learned of particular d{fficu?ties in-

volving attitude, turf and turnover. Fifst, generally speaking, nurses

-~

have not-expressed strong feelings one wdy o;“the otﬁerﬁiﬁgdt length of
stay. With few exceptions they dolnot:care, and: the questibn dogs'nof
arise. Nurses poiqtrout that thgir atten'tion is neces§éril} focused

upon admissions, not discharges, asithis is when the work Toad is’ heaviest.

One nurse admitted that she preferred to work Fridays in Family Practice

Service.because patients are routinel,; discharged for the weekend and
» N . ’ i " *

there are few admissions. »
. re g

"Second,%uestions of turf and patien;/c?1ent responsibiiity ‘for

-

hospital and, agency nursesgmust be negotiated on almost a “case hy case

.

basis - by hosp15a1 and commun1»y ihe same Situation of turf negotiation

-

exists for all members af hospital and agenc; profess.onal staff including

SOC1a] w0r§ers, reviewers and d1scharge olanners. (At this =ar1y stage

it appears that agency nurses may havg”the besu chances of form1ng ?gf;: -

- .

tions with hospltal swaff.)

—
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"‘

Finally, & recent phenomena of nurse shortages, high turnover

rates, and 'a growing popularity'bf-ﬁbrk through the registry have con-

tributed to personnel turnovers reguiring increasing if not constant
Fe-negotiation of working ‘refationships between hospitdl nurses and -

MSSP professional. staff. ~

.

-

Regarding hospital social workers, we nated that in several instances

the pressures of cognitive dissonmance has forced hospital social workers

to buy into the medical model, sometimes creating ethical dilemmas. 27

- J .
Although MSSP does not suffdr the consequences of a denied day, their

:\-
responsibility does not end at the hospital curb either., Hospital curbs®

as lines of demarcation, create vex%ng problems for hospital and MSSP

. ) .3 . . ..
soc1a1§5erV1ce workers alike.. When a patient is decertified, whose

problem is it? Wnile M33P may be scCrambling arouhd~seek1ng a solution,
the patient may be discharged 'to the curb: —

»Discharge planners as a group tend to be at a baccalaureate level ~

s@‘ -
or older female nurses operating with the scarcest of resources in a
- {

——

relatively low status position, Discharge pianners argue that by de<ini-
tion and administration directive their responsibility stops at the

. ’ . .
hospital door. At the same time they must make good placements - recalling

that some discharge planners aisq wear the hat of utilization reviewers
' 27,28

. thereby creating ethical 1ilemm¢s simitar to the sdcial worker.

C:;Their hospital basgment social status is probably in oart responsibie

for an observed professional -jealousy which areceives tnat MSSP is doing

!
»

-
-
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a better job at after care with mone money, time, and resources. It is
understandable therefore when some ﬁSSP staff report that digcharge
pYanners, at least initially, were not eager to copperate. Cases of a
hospifal patient/MSSP client being transferred to another hospital and
then to a SNF wihtout informing the MSSP staff~is also understandable
given discharge planners workload and t1me pressures and are not un1q5e

L 3
to this Project. 29

S

Summary
\fhose pétient/c1ient is he/she anyway? The problem of turf is &
common thread running through this self-critique of suggested cha

Compounding territorial issues are the dynamics of the discharge and

placement decision process which flow around the dimensions of time and

timing, the organizing themg that forms our anaiytic framework of the

— .
interaction of factors and actors. Common sensical suggestions are

e

rendered problematic in view of these interactional and structural

.

compiexities. Time to resolve organizational and profeésiona]qb;undry
guestions will pe needed as well as time to'work through procedural and
arccess issues, A" goa) of establishing a continuum of care for the elderiy
is certainly noble but without resoiving some prosaic probiems the “Ton-

tinuum" may become a bedlam of uninteiligibie unproductive activities and

the patient/¢lient a victim.

T
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