Transitional Care Pearls and Case Studies

New Model of Care

Agenda
• Keeping your community safe during
COVID-19
• Application of skilled needs to a new
transitional care/swing bed patient
• Strategies to address cognitive
impairment
• Screening questions and interactions
with case management
• COVID-19 Case study
• Questions

•

Mark Lindsay MD is an Assistant Professor of Medicine at Mayo Clinic College of
Medicine. He has practiced at Mayo Clinic Health System Eau Claire since 1997. He
served as Quality Officer for Mayo Clinic Health System from 2006-2010 supporting
Quality, Patient Safety and Service Excellence for 19 hospitals and 70 clinics in
Minnesota, Wisconsin, and Iowa. His Master’s project from the USC School of Business
was the development of 11 Transitional Care programs in Minnesota, Wisconsin and
Iowa. He presently serves as Medical Director for Allevant supporting rural healthcare
post-acute pathways.

•

Jordan Tenenbaum MHA serves as Executive Vice President of Allevant Solutions.
Jordan served as CEO for Select Specialty Hospital - St. Louis, part of Select Medical's
109 long-term acute care (LTAC) hospitals and 18 rehabilitation hospitals. As an executive
with extensive health care experience in the for-profit, non-profit and academic-based
sectors, Jordan received a bachelor's degree in Kinesiology at the University of Wisconsin
- Madison, a master's in Hospital Administration from Washington University in St. Louis,
and a Fellowship in Hospital Administration from Thomas Jefferson University Hospital.

•

Monica Bourgeau MS serves as Vice President, Business Development of Allevant
Solutions. Monica has more than twenty years of experience in healthcare leadership
positions, including nearly ten years leading national rural healthcare transformation
programs for critical access hospitals. She has a master’s degree in Management with an
emphasis on Organizational Leadership from Warner Pacific College, and a bachelor’s
degree in Psychology from Colorado State University.

You have a conference call with local leaders in your
community about how best to address COVID-19
• Your community leaders feel good that thus far
there have not been any COVID-19 admissions at
your local hospital
• What are 5 facts that you can share to justify your
messaging for residents in your community to stay
home, promote social distancing, and no group
activities?

5 facts that emphasize vulnerability of your local
patient population
• Chronic disease and co-morbidities are much more common
in rural communities
• 73% of COVID-19 patients have an underlying condition
• 78% of patients admitted to intensive care had preexisting
conditions or risk factors
• Only 27% of people who tested positive but were not
hospitalized had underlying conditions
• Flu death rates are 60 % higher in very rural areas compared
to metro areas
https://www.sciencealert.com/more-than-70-of-americans-hospitalised-with-covid19-had-at-least-1-underlying-health-condition-the-cdc-says
https://www.washingtonpost.com/nation/2020/03/19/rural-areas-may-be-mostvulnerable-during-coronavirus-outbreak/?arc404=true

75 year old woman is admitted to acute care
hospital after a stroke after 4 days the patient
is referred for swing bed admission
• Patient is not receiving any IV medications and skin
is intact
• Patient has not been ambulatory at the acute
hospital and has not been participating in therapy
• Case worker shares that patient has been agitated
at night, has had very fragmented sleep and is quite
sleepy during the day

80 year old woman is admitted to acute care
hospital after a stroke, after 4 days the patient
is referred for swing bed admission
• What are the 5 ways a patient can qualify for skilled
need?
• Which skilled need(s) best apply for this case?
• Cognitive impairment is extremely common in older
patients admitted to post-acute, what are 4
strategies you might apply to this patient in your
transitional care/swing bed program?

Types of Skilled Need*
•
•
•
•
•

Direct skilled nursing
Direct skilled therapy
Teaching and training
Management and evaluation of a care plan
Observation and assessment of patient’s condition

* Medicare Benefit Policy Manual Chapter 8 - Coverage of Extended
Care (SNF) Services Under Hospital Insurance

4 strategies that you could apply for this patient
with fragmented sleep and cognitive impairment
• Exposure to natural light in the am and throughout
the day
• Encourage physically engaging activities during the
day
• Promote good sleep hygiene (avoid early am tests)
• Frequently reorient the patient
• Engage family members to be a part of the
treatment plan

80 year old male who has had three recent
hospitalizations in the last 6 mos for severe COPD
was admitted 5 days ago at acute care hospital
• Patient required intubation at acute hospital last admission
• Patient is on nebulizer treatments, steroids and antibiotics
• Patient has multiple other co-morbidities including diabetes,
progressive renal insufficiency Cr is 2.5, and weight loss
• Patient has been on home oxygen for two years and is
severely dyspneic walking to the bathroom

80 year old male who has had three recent
hospitalizations in the last 6 mos for severe COPD
was admitted 5 days ago at acute care hospital
• As you communicate with discharge planning at the tertiary
hospital, what questions would you want to ask before you
accept this patient?
• What are the transitional care elements and how might they
apply to this patient?
• What is the likelihood that this patient has had an advance
directive in place based on national data and would hospice
be something that could be considered?

COPD patient with prior hospitalizations
Potential questions to ask case management

• What has been the nurse staffing requirements in the past
24-48 hours?
• Screening questions for COVID-19, fever, oxygen
requirements and trends?
• Code status, has it been addressed?
• What do you think is the greatest risk of harm is for this
patient?

Transitional Care Elements
•
•
•
•

Patient identified goal(s)
Team-initiated plan of care in place
Greatest risks for harm identified
Communication board available and utilized in
patient room

65 year old female with advanced cancer was
admitted to acute hospital with urosepsis,
referral is made on hospital day 2
• Patient has completed two days of IV antibiotics
and the acute hospital is requesting transfer
• Patient has a DNR and has recently been placed on
IV morphine for pain control

65 year old female with advanced cancer was
admitted to acute hospital with urosepsis,
referral is made on hospital day 2
• Would it be appropriate to admit this patient to
swing bed?
• What skilled requirement might apply to this
patient?
• Case management is also considering placement of
patient in a skilled nursing facility closer to patient’s
family. What attributes might you share about your
Transitional Care program that may impact family’s
decision?

65 year old female with advanced cancer was
and urosepsis, meets skilled need and can be
admitted to swing bed
• With COVID-19, patient does not need 3 day stay
and can be transferred at day 2
• Patient meets skilled need with IV morphine
qualifying patient for skilled nursing, also would
likely qualify for other skilled needs

65 year old female with advanced cancer with
urosepsis, attributes to share about your transitional
care/swing bed program compared to local SNF
• 2-3 time the nursing ratio, nurse staffing linked to outcomes
including mortality
• Team processes and coordination (transitional elements,
team rounds/huddles, culture (CREATE)
• On-site physician/provider to address acute change in
condition
• On-site radiology, laboratory
• Quality results, lower readmission rates, shorter length of
stay, higher likelihood of home discharge

66 year old COPD patient who was admitted to
ICU at the tertiary hospital with myocardial
infarction
• Patient is deconditioned, his BMI is 30, he said that
he eats a fair amount of fast food, and is quite
sedentary, he smokes tobacco
• He has a history of snoring and complains of low
energy
• Patient is on a statin and anti platelet medication

66 year old COPD patient who was admitted to ICU
at the tertiary hospital with myocardial infarction

• What interventions are most likely to have the
greatest impact on this patient’s long-term survival,
medical or lifestyle interventions?
• What is the role of lifestyle choices and
susceptibility to viral infections such as COVID-19?

66 year old COPD patient with MI, positive
tobacco, sleep disorder, role of lifestyle changes

• Interventions that are most likely to impact this
patient’s life expectancy include tobacco cessation,
increasing physical activity, more fruits and
vegetables in the diet, not excessively drinking and
striving for a normal BMI.
• Statins will have an impact but not as great as
lifestyle interventions
https://www.ahajournals.org/doi/suppl/10.1161/circulationaha.117.032047

Health trends in wrong direction
• US spends the most on healthcare expenditure as a percent of GDP
(17.1%) per capita
• US has lower life expectancy than almost all other countries in the world
(31st)
• Life expectancy for the first time in the history of the US is going in the
wrong direction.
• US has focused much of the attention on pharmaceutical and procedural
interventions and less on prevention, health and wellness
• For example, US spends billions of dollars on statins yet postponement of
death for primary and secondary prevention were 3.2 and 4.1 days
World Health Organization. Global Health Observatory Data Repository: life expectancy: data by country. Geneva, Switzerland. http://apps.who. int/gho/data/view.main.WOMENLEXv.
Published 2015. Accessed February 14, 2018.
World Bank. World development indicators: health systems. http://data. worldbank.org/indicator/SH.XPD.TOTL.ZS?year_high_desc=true. Accessed July 12, 2017
Kristensen ML, Christensen PM, Hallas J The effect of statins on average survival in randomised trials, an analysis of end point postponement BMJ
Open 2015;5:e007118. doi:10.1136/bmjopen-2014-007118

Cancer and Nutrition (EPIC) study
of over 20,000 men and women
• 4 Factors: Exercise of at least 30 minutes per day, normal
weight, not smoking, diet high intake fruits, vegetables,
grains, and low meat consumption
–
–
–
–
–

93 % reduction in risk of type 2 diabetes
81% reduced risk of heart attack
78% lower risk of developing any chronic disease
50% reduction in risk of stroke
36% reduction in all forms of cancer

Ford ES, Bergmann MM, Kröger J, Schienkiewitz A, Weikert C, Boeing H. Healthy living is the best revenge: findings from the European Prospective Investigation into Cancer and
Nutrition— Potsdam study. Arch Intern Med. 2009 Aug 10;169( 15): 1355– 1362. doi: 10.1001/ archinternmed. 2009.237.

Impact of Healthy Lifestyle
Factors on Life Expectancy
• US Study: 5 low risk lifestyle factors (never smoking, BMI 18.5-24.9,
> 30min/d moderate to vigorous exercise, moderate alcohol intake, a
healthy diet) could prolong life expectancy by 14 years for women and
12.2 years for men
• Other studies from Japan, Canada, Germany and United Kingdom,
(Denmark, Germany, and Norway) who had favorable lifestyle had positive
impact on life expectancy ranging from 7.4 to 17.9 years (variation in
results as different definitions and study populations)
Pan A, Wang DD, Liu X, Dhana K, Franco OH, Kaptoge S, Di Angelantonio E, Stampfer M, Willett WC, Hu FB. Impact of healthy lifestyle factors on life expectancies in the US population. Circulation.
2018;138:345–355
Tamakoshi A, Tamakoshi K, Lin Y, Yagyu K, Kikuchi S; JACC Study Group. Healthy lifestyle and preventable death: findings from the Japan Col- laborative Cohort (JACC) Study. Prev Med.
2009;48:486–492. doi: 10.1016/j.ypmed.2009.02.017.
Khaw KT, Wareham N, Bingham S, Welch A, Luben R, Day N. Combined impact of health behaviours and mortality in men and women: the EP- IC-Norfolk prospective population study. PLoS Med.
2008;5:e12. doi: 10.1371/journal.pmed.0050012.
Manuel DG, Perez R, Sanmartin C, Taljaard M, Hennessy D, Wilson K, Tanuseputro P, Manson H, Bennett C, Tuna M, Fisher S, Rosella LC. Mea- suring burden of unhealthy behaviours using a
multivariable predictive approach: life expectancy lost in Canada attributable to smoking, alco- hol, physical inactivity, and Diet.
O’Doherty MG, Cairns K, O’Neill V, Lamrock F, Jørgensen T, Brenner H, Schött- ker B, Wilsgaard T, Siganos G, Kuulasmaa K, Boffetta P, Trichopoulou A, Kee F. Effect of major lifestyle risk factors,
independent and jointly, on life expectancy with and without cardiovascular disease: results from the Consortium on Health and Ageing Network of Cohorts in Europe and the United States
(CHANCES). Eur J Epidemiol. 2016;31:455–468. doi: 10.1007/s10654-015-0112-8.
Ornish, Dean; Ornish, Anne. Undo It! (p. 452). Random House Publishing Group. Kindle Edition.

80 year old male with COPD and CHF complains
of fever, cough and shortness of breath

• He calls into your emergency room at your critical
access hospital
• You advise him because of his co-morbidities that
he needs to be evaluated
• His CXR demonstrates bilateral infiltrates and his
oxygen saturation is 88%

80 year old male with COPD and CHF complains
of fever, cough and shortness of breath

• How would you manage this patient?
• What strategies would you implement for this case?

80 year old male with COPD and CHF complains
of fever, cough and shortness of breath

• This patient should be given a mask when entering
your facility
• Apply droplet and contact precautions
• This patient is very high risk for progression to
respiratory failure based on age and co-morbidities
• This patient is going to be best managed at a
hospital with ICU resources

https://www.who.int/publications-detail/clinical-management-of-severe-acuterespiratory-infection-when-novel-coronavirus-(ncov)-infection-is-suspected

CMS 1135 “Blanket” Waivers
• Prevent gaps in access to care for beneficiaries impacted by the emergency
• Apply automatically to all applicable providers and suppliers
• Current COVID-19 Blanket waivers are nation-wide for the duration of the
Emergency Declaration
• Special “DR” (disaster-related) and “CR” (catastrophe/disaster-related) billing
codes (consult with your coders/billers or local MAC regarding when/how to use)
• Individual States may apply for additional waivers beyond the blanket language
(over 30 States have additional state-specific waivers approved, listed at
https://www.cms.gov/about-cms/emergency-preparedness-responseoperations/current-emergencies/coronavirus-waivers )

New Guidelines and Activities
CMS COVID-19 related waiver page:

https://www.cms.gov/about-cms/emergency-preparedness-responseoperations/current-emergencies/coronavirus-waivers
4/30/20 CMS summary of all the current COVID-19 related blanket waivers:
https://www.cms.gov/files/document/summary-covid-19-emergencydeclaration-waivers.pdf

Summary of State-specific COVID-19 and Disaster
Preparedness activities from the National Governors’
Association:
https://www.nga.org/coronavirus/#actions

Example of Benefits of CMS Blanket Waivers
for CAH TC/SB
• Reduce risks for readmission and COVID-19 exposure, possibly shorter stay
o Post-discharge Telehealth visits in the home on a wider range of communication platforms,
without requirements for provider location or prior clinical relationship
o OIG statement on waived cost-sharing for federally covered Telehealth visits:
https://oig.hhs.gov/fraud/docs/alertsandbulletins/2020/policy-telehealth-2020.pdf

• Ability to provide care and oversight of increased TC/SB census
o Staff and providers practice at full extent of license (State laws still apply), streamlined
credentialing and privileging, no limit on physician state of licensure if conditions met*
o Relaxed process rules (e.g. verbal orders, content of medical record, detailed discharge
planning, nursing care plans)
o Added flexibility to use clinical and non-clinical spaces for care

• Flexibilities for Home Health and Hospice downstream from the CAH TC/SB
*In order for the physician or non-physician practitioner to avail him- or herself of the 1135 waiver under the conditions
described above, the state also would have to waive its licensure requirements, either individually or categorically, for
the type of practice for which the physician or non-physician practitioner is licensed in his or her home state.

Grant Availability
Rural Health Information Hub
https://www.ruralhealthinfo.org/funding
https://www.grants.gov/
https://www.hrsa.gov/rural-health/index.html

Grant Availability
Rural Healthcare Provider Transition Project
Announcement Number:
HRSA-20-099
Bureau/Office:
Federal Office of Rural Health Policy
Date(s) to Apply:
02/14/2020 to 04/17/2020
Estimated Award Date:
09/01/2020

HRSA estimates approximately $800,000 to be available annually to
fund one recipient. You may apply for a ceiling amount of up to
$800,000 total cost (includes both direct and indirect, facilities and
administrative costs) per year. The period of performance is
September 1, 2020 through August 31, 2025 (5 years).

5-Part Webinar Series
• Will receive email with
recording
• All recordings & resources
are also available here:
www.Allevant.com/Series
• Connect with us on
Facebook
www.Facebook.com/AllevantSolutions

Questions?
Contact us!

Jordan Tenenbaum,
Executive Vice President for Allevant
jtenenbaum@allevant.com
(m) 314-302-5373

Monica Bourgeau,
Vice President for Allevant
mbourgeau@allevant.com
(m) 503-314-4912

Mark Lindsay, MD MMM, Allevant Medical Director, Assistant
Professor of Medicine at Mayo Clinic College of Medicine
Lindsay.Mark@mayo.edu
(m) 717-577-8689

