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When Do You Go Home: Hospital Discharge.andpjacemen:
Decieiqns for the Elderly and Implications for Commun-_y
.Based Cong4erm Care Agencies

c L

Hospital discharge and placement decisions in the Unit4d.States

are billion dollar decisions, yet, knowledge about the procesSes

2,3 4,5
leading up to such'decisions is fragmentary or presCri:,tive .

:, _.
.

about,how the process should work, e.g.,.discharge plannn.7,., not

about the problem of who makes the decisions, under what c:iditions,

how, and why.

This study was undertaken to gain-a better undestancig of

discharge and placement decisions to suggest ways that cowounity-

based long-term care agendies, serving the elderly; m6 in:ervene

to shorten lengths of stay, ensure' appropriate placements, and
. .

affect the consumption of health care dollars. The study based

on the authors'observations about the decision thaking'pDc4ss and

the operations of one long-term care agency, the'Catlf6rni: multi-
,

-

purpose Senior Services Project. 6

. t,

Elders' hospitalizations represent a special iituaticn since
-

age acts as an indepehdent-variable. Age affects the,probability

,

of admission, the hospital experience itself, 'and the
,

averige length

(t1
,

of stay (ALOS).' As a resident physician in a large teach'ig hosPita;

dto ld us, "You can always f'nd something wrong with 3N-oldo oerson an
. -

e longer you have them i the hospital, themore.you,fisd wrong.''
I -

in ddition, the elderly suffer more untoward reactions as a result

of hospitalization than do other age groups.,3, . _
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This analysis of discharge and placement decision-making is divided

. . into four components. First, we identify the social actors involved,

highlighting the primacy of the physician; second, the factors affeCt-

ing the length of stay and placement are described through the use of

three dimensional figures; third, wd construct a mode of intervention

in the discharge and placement decision making process; and, finally,

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

Social world.

Dynamics of the Discharge and Placement Decision Mak,ing Process:

Actort, Factors and Processes.

Actors

Our observations lead us to believe there are three types of

actors in the discharge
an

placement decision making process. They

are "treaters", "timekeepers" and "supporters". Figure 1 depicts the,

constellation of these groups and what follows are descriptions of

t

their roles.

C

Treaters

Physiciav ,

Discharge and placement decisions, contrary/to democratic group

process models, are always made Dy 'physicians with 'Drying amounts 3f

input from others. These decisions are almost always made during

rounds fif one sort Or another when physiciaAs spend a few minutes per

Dat:ent. Physicians as primary treaters are not unlike mobile computers

5
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in relation to other actors in the dischdrge and plicement decision

making process. Potential information regarding a patient's physical,

psychological and-social statusei is inpoit bx 'professional staff,, the

patient, and the patient's family, all acting as feeders AndecisiOns

are, physician outputs.

Although the decision per se, is made by the phyiician, the ti ming

of the execution of that deciiion is negotiable. These negotiations

art between the socia involved' in t he discharge and placement

decisions who have ferent power bases and iprolessional orientations,

1

I.

diff rent timing realities,,differept definitions of what constitutes

a,po itive outcome and the best means to that end. The'acteal inter- .

.
p

actions that make up these negotiations are described as we discuss the

... .

'roles of the different actors. .

, .

_

% Physicians' goats in discharge and placement decisions are to pro -'

vide the best patient'care which, morelpften than not, means, to'avoid

the worst possible outcome. However, negativeviutcomes are conceptual .

ized from the physician's' pint of view. Anything that impinges on,.the
.

physician's professional experience or flow of'production begins .1:4

consume the most valuable ol a'ssets - time. The old adage that'/time is

-money is particularly true or physicians since their workioad5,4end

to be large. For example, one, study, indicated that office based. physicians
/ .,

.

average between 142 and 229 office visits a week.
9

Any discharge or
. . . . . . .

. , .
. . .

/ placement that is perceived a's havin the potential, of.:osting time ls
, , ,

-,
.

preceived,ai being expensive for 'the physician, -

, .

OP
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.0

A physician's tendency to value' time, further reinforced by fee-
,

K
'for service reimbulAments has the effect of not Investing non-bill-

.

able time, or time, rot rehtta to direct,patient care, in meetings with'

social workers, di':harge planner4s or other 4ctivities whichbring no.

clinical experience or financial return. In Aeachl.ng hospitals, with

salaried interns ar residents, our observations lead us to bel'ieve

that the orientatin toward time j to maximize the acquisition-of

clinical medical k'.wledge and experiences tempered by workloads.

Another physi,:an value relevant to underStanding'the decision
,

process concerns au-Anomy and the degree tp Which physicians. share

their-trAditional power with other staff, That ist physicians who

view themseilies aUeonomouS "Cape3A; of the Ship" (and a4ordingto

hospital staff inte'viewed, most see themselves this way) and perceive

) 1,

hospital social wo ers and 4ischarge planners as instruments to'cdrry .

out their orders teed not to inloolveother staff in discharge d4cjsions
.. ,..

.
.

.

until'lzhe:last moment, if at all. "Ship Captains', do not choose to
/

.
.

'
,

. invWve staff Once they .see themselves entirely responsible fN the

patient and Some v.:1ff attribute. this att-ttude to a perceived xotential

loss ofipower.% 16.

This last minute. informing of staff of the discharge decision,
4

almost always made solely by 'the ,physician

c:

while on rounds and based

on just medicai criteria, may have sev ral negative.effects on'the dis-

charge d'at
10

e and placeMent. If social Workers and iitcharge planners

bUy more time, by either appealing to t!Te ppysician or to utilization

.1

41.

t`.
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review staff or Med17Cal (Medicaid in California) reviewers or appli-

cation discharge date will be delayed
. .

cation of some stalling tactics, the
. .

.
as, the, align the appropriate community resources for after care. If
"they are' successful , thpatieot has a higher i hospital bill than if
. . ,

. .
. _

the physician had a participatory attitude toward power and had taken\

tlie,time:to ask them early an "What can we do( ", thereby facilitating
'it

Ea .timely discharge. Given our= observations that social workers and
%

..

. 1 .discharge planners always.op, t,for a pati'ent's return to home whenever

human1, ))9o;sible.,'..the.v.ery. fact that 'a social service worker,has ..

.

participated in al discharge and placement decision can increase the C_Th
,- ,

probabilities ,o returnihg home:
. .,

in regard to', placement decisions - discharge to .home or to a

is to.avoid, the worst. possIble outcome and minimize time consumed.
"N 4 C ,

-..

Foi.example,-if the physician, is faced with the deciSion to place a
-1 -4 . .

patient in a SNF ordischarge to home,,,,the phYsican has to consider
.

what will happen itthe patient turns for the Worst or recovers without
, t

a' probleth andr for a
_
fee-for-service physiciagi, what. these outdomes

$

41.

will' mean in terms of, time; e..g,., calls at flight if a home : lac ment ,
4r ,

turns fof the worse. *For searied physicians, ou,t.comes are dete mined

by ,the plaCement path of Iast resistance'.
. ,.

For example, for taried interns and residents, in large*teaching

hospitals, tne strategy is` to "treat And turf". That is, :Jilysicians-,

in-.... raning prefer to maximize the variety, of clinical ex ')eriences and
.1,. .t

. .

1%
1

91°
. . . . .

6
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l
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not invest time a necessary concomitant of after care plans. As one

ho'spital staf p9on "told us, "Patients are discharg,ed to the. curb."
. . . .

Further reinforCing this strategy which n11 mites time spent per.
patient is stereotyped thinking that tends to institutionalize aged

11
patients almost' automatically. For example,*physicians told us that

they had developed several heuristics, or rules of thumb, when treating

.

.
elderly patients in the hospital. One physician matter-of-factly.told .

us. that if an elderly patient is in the hospital for a week, healways.

. places the patieht,in a S?1F since, "They all go senile after being 4-at

i

in for rweek". Another told us that ff th elderly patient comep
)

4

6

from'a SMF,.he always discharges lback to the SNF. , .

The exception tothe SMF placement bias, for bbth salaried and

(

.

fee-for-service physicians, occurs if there is aggressive action on. .
-.5

Athe part of the patient o' significant others opposed to the decision..
,

Opposition here, is a-gain time consuming so the physficiao tali,es the

.plactment path o'f.least i-esistanci.

The physician's .proissiorral orientation will also affect the
. .

1
.

discharge and placement decisions. At tNrbrisk of-overs plifyirtgv' ,

the existent literature about. the niedicai Stofession, we di Ade tne .
. .

A , ..

. # orientation of the physician into "scientists" and "healers.", The
4)- ?-- ... .

, main crifferen.ce is that the "scientist" is 'disea.se; organ. or knowledge
.

.
focused while the "hea(ey" is.5ocus'ed on the'total.berson. An exam'61 e

, '1
of how these different orientations may affect discharge is tf)e decision

. . .

. .

1

.

. , 1 , .
1 .

e. ,

,

...,..

A ,

.l0 .

.

3,4
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to order a test that is marginal and expensive in a particular case

and is painful to the.patient, e.g.. a bone marrow test. In these

marginal situations, the scientist will tend to order the test,

thereby extending the length.of stay, whereas the healer will riot.

Nurses

For nurses as secondarptreaters, time takes on another dimension.

Time is perceived in relation to numbers and kinds .to be

accomplished vis-a,-vis the patient.. Nurses, as pa of the professional

lime of authority within hospitals, as opposed to the administrative

Trine,
2
pirticipate to the degree p71,:tted by the physician; but

they are major sources of information. Overall, nurses are thesym-
t""

pathetic voice and principle interpreter of the patient. The degree

toWhich they sere their information with discharge planners and

social worKers, who the nurses sometimes perceive as part of the

- ,

administration structure and therefore by definition as non-profession-

. . 4 . a

non- profession-

als; is more a function of pertmality and'the total working ambiance
,

i of the hospital , It should be noted, however, that salaried nursing

staff do not hav4Incentives to shorten lengths of stay, since, in the

long run, shorter lengths of stay will mean heavier worloads'vven .

hospitals' propensity.to fill empty beds
13,14

and the relative intensity

of services supplied during the first few days of admission.
15

Social Workers and Discharge Planners

For social workers and discharge planners as tertiary treaters,

time -Lakes an the re§lity of the social world compounded by the tendency

(

4.

.,

a.
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.to be the last to know among the principal actors about decjsions.
16

,

For social workers at patient advocptes and discharge planners seek-
. t.

in plagement the'task.iS 1; negotiate interfaces amorig and

- betwe atient, lrecovery time:(. "They kept him on three days of bed

rest to get him stable and now he cannot walk,")';phyiician's turn -

.around time: ("The dots are thinking .about doing a G.1. work-up but.

the debate,was'tabled at rounds thisInorning."); insUrance and Medi -Cal .

reviewer time: ("The patiiiit is an illegal alien with no insurance and

the county SNF won't dice him."); family and' friends time. (His only lk

son'ha& not returned any of my calls for a week and his nephew is a

chronic alcoholic.") and the business hours ,and leatd times of community

(

,r-' 0
agenci.es and facilities: ("Today is Friday of a three-day weekend

and the' SNF wants to make sure fits skiri is clear and a $1,700. check

clears thg bank on T=uesday before they admit him - maybe. 4)

In ligiit-of these structural and interactional constraints, social

"workers..and,disharge planners. are more often than not reduced to the

;ask of selecting a OF rather than exploring alternatives, or, arrangig
.

.
. - .

, ...

*for transportation to 4/social vacuum, that is, discharging withoOt being

1
- w :.r. .

,, abl4 to take the social context into consideration. .,
,

Timekeepers

UtilizationReview and Med$-Cal reviewers
.

. .-.
.

.

. .

For utilization revje staff (as part of the Professional Standard

.
ik e

, Peview Organization ?SRO d Medi-Cal 'reviiw6s, ..h.iindividuals rged
.

kit; the business of mekeoing in hospitals, time, is aiv04iluable

resource. ReViewers are essentially guardians of %le :6O1/ic pyrsi, and
Akt

12
A.

S.

.
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again! s time is money,'the tbotf of their -.'ade are-the clock and the

calendar. Armed.with the mandate of 1egislated'regulations in one hand

and average length of stay (ALOS) reference '.=:xts in the other,
17,18,19

the utilization review examiner and MediCal reviewer act as prompters

in the discharge decision making process. T.at is, they stand at stage

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

to get patients' out of the hospital. 4
t

Our observations have been that many re,.4erl are cueOvers,in

the literal sense in that they inform or rem' id physicians of the words

or phrases Sdocumentation) that must be writtaln in patient charts fn

order to legitimize an apprOpriate longer it1:11 average length of stay..
-

Regarding documentation, a PSRO reviewer in a rural county hospital

remarked that "Doctors are cooperative here, but dense, forgetful aQd .

lazy about documentation. They also resent .'ds and females telling
.

them what to do."

A utilization reviewer, an employes of -.le hospital and "insider",

is,usually a nursetand she may have an office in the.hospftal Qr circulate

among several. Her reviewer role ),s not received by others in ;*

the decision ;eking process lnd her Relative ! low status often places

her in an offike cubbyhole somewhere,in the :isement ofthe hospital.

.N/observed several offices located in remodeled janitor's closets, next

to freight elevators, in tunnels connecting other buildings and in temp-
.

orary trlilers odtside the main hospital. We also noted that hospital

administration frequently grouped utilization reviewers, discharge planners

13

1:,
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and social workers in these same cubbyhole offices. Usually women

and nurses, we soon nicknamed soh groups as the Three Graces.

The utilization reviewer's "outside" counterpart.is the Medi-Cal

.

'reviewer whose role and status.are comparatively similar. Like the

u ization re/iewer, the Medi-Cal reviewer is usually a nurse and

makes he rounds to assigned'hospitals on'a claily basis. She checks.

patients' charts for length of stay and acute condition compliance,

and either allows more time decertifies the patient. The Medi-Cal

reviewer, icke the utilization reviewer, does her rounds with,a'

face-tochart check as opposed to a face-to-face check an patients. -

Given the difficulty and guilt- implications associated with a close

decertification judgement call, it is prolAbly better fbr the emotional'.

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

ing strictly enforced.

Strict enforqement and the intensity of enforcement of Medi-Cal

regulations %vies by cAmunity and hospital type: Our findings in,
re

dicate that a hospital's financial status is the best predictor of

vulnerability to reviewers sanctions. Where lost revenue has been

keenly felt in a budget, a reviewer's presence:can have a. stgnificant

impact on 4ischarge decisions.

ItIn some communities, `strict interpr ion. and intensity of

enforcement of Mai-Cal regulttions have rented adversary relationships

in an atmosphere of hostility. Hospital staff's comments directed toward

1
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Medi-Cal reviewers range from:-*SOe's just doing herljob" to "I .can

taKe care of them with one line in the chart" to "I'd like to swap'

catheter on her!" Social workers and discharge planners argue that a

patient's social context iOnever taken into consideration by reviewert

and the patient is rendered decertified as soon as he/she is no longer

acute.

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

and other discharge decision staff. Because length of certified stays

is linked to the'patlent's being in an acute status, the cat and mouse

game consists of creating an acute status to buy convalescence or

placement time as per the realities of the social context. The'patient

is, as one social worker told us, "Dead until discharged ".

Gameboards for.these creative notations are medical records or

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

formal written communication link 4etween the actors and-it is the

chief source of information for reviewers. Fabian tactics in the craft

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. One director of

social services in a mammoth county hospital boasted that, ''I nave sharpie .

workers here who can lose patients fbi. days - a week - in this place."

An utilization reviewer in a rural private hospital wth'the dual role

of discharge ',Planner explained that as a hospital emoloyeener task is'

to =o1 ow the guidelines of the regulaIionsv protect the hosital - "fix
.

.4
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up the chart".- and do discharge planning - all at the same time. When

asked how she as discharge planner buys time for herself as reviewer

she responded, "More Heparin-lock 1,V.'s are started that.way - to keep

Medi-Cal off our backs."

Other tactics, as told to us by other staff in other hospitals

include:

- "Ordering a psychiatric consult.' 406

- "Ordering a neurological consult."

- "Ordering five days dt"physical therapy and calling it progressive

ambulation."

- "Discovering-a decubitis" ("Chart reddening on the buttocks and

no SNf will touch them").

- "Charting a1 elevated temperature,"

4sCharting that electrolites are down." ("If you don't encourage

'Mulds to a confused aged patienkwho can . get out of bed, you

Can mess up tht electrolites.in a day and a half.")

"Keeping a dain in a decubitis for-tnother day or two."

- "Charting: OK, Progressing Satisfactorily, not ready for discharge.

"Setter still , charting: just '01(1 and the first of !our

last name.")
1 . 4

- "Charting bacteria traces in stool or urine."

1

Medi-Cal reviewers el.* aware of acuteness ploys, of Course, and are

..bliged to force the issue. When this happens, it is- the patient who gets

i

A
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caught in the middle. Fdr example, an elderly bag lady living in a

church pet was admitted to an urban city and county hdspital for swel-

ling of the lower extremities. Following bed rest and an improved

diet, she returned to stable condition. The MediCal reviewer then

decertified her as no longen acute while the social worker, wat still

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

days later,with ,severe swelli g of the lower extremitles, all according

-to the rules.

Supporters

Patient t
The patient i(his/her own most critical supporter. Sources of

patient self-support are: willingness to accept or relinquish the
t.

sick role; financial status and insurance coverage; andlphysical func-

tioning ability. More independent individuals, .both emotionally and

financially, tend to have shorter length of stay and return home. The

physical side.of the patient component of the resource structure refers
.

to an'individual's functional abilities: Hospital-staff have indicated

to us four functioning red flags when organizing discharge and placement

plans; ambulation, continence, mental status, and the presene of

dect.,bt:i. This later characteristic renders an appropriate SNF place-

' ment problematic. SNF administrators are reluctant to accept oat'ients.

, with decutitui fearing that licensing inspectors will observe them'and

may levy a fine or warning attributing the decutiti to lAk of careat

the W. :f any one or more of these abilities are rendered proclematici

17 1
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so is discharge and placement. Similar functi.Onal disabilities reader-

ing discharge and placement problematic have bein reported elsewhere.
20

Family and Frieinds

Family and friends as supporters make up what is refert.ed 'to as

the informal support system. This component is not simply a dichotoftus

variable-Ipatient does or does not have--but, when present, family ar=
4

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

sidered. Informal support then, is a riegotiated network that changes

r

over tic@ and its nature can either speed up or slow down adischarp
%

or a placement depending on'the geographical and relational mesh. Ti--

only time a helping well meshed informal network can slow down a dis-

chaige is when it objects to the choice 1:1a.particular SNF, either

becaiise of its geographical location or because of ethnic consideratvAs,

e.g., staff must speak Armenian.

I

Outside Agencies

Traditional forma.Cservice agencies, e.g., welfare departments,

are usually functioning in a bureaucratic time Mode and this 'has pote--

tials for a slow motion time warp from the point o f view of hospital

staff. Service agency persdnnei respond that;they are always the ler

to know and that hospital staff never giye them enough tine. Eden

given this and a dependency on the good will of family and friends, a

helping informal/ rural support system will usually mean a shorter than
4.0

. average length of stay and a placement to homy.

18
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5uMma.ry Description of Actors 4

.

Actors involved in discharge and placement decisions, with dif-

ferent power bases and professional orientations, different- timing

realities, different professional values, different definitions of

what constitutes a positive outcome and the best means to that end,

constitute a strained coalition
21

operating within an institutional

context. They do not behave as a "team" working toward a common
-sj

goal exhibiting solidarity in their behaviors. Description of the (pt-
.

tharge planning "time or of the mite care "team" are generally

misleading and do not permit a greater understanding and appreciation

of the individual preferences, Lmplexities, and tensions involved.
4

One discharge planner descry bed to us the relationshIvbetween physicians,

nurses, reviewers, social workers and discharge planners as "open

warfare." We flund this to be true more often than what the extarMl

-clinical Ifterature wouldlead,us to expect.

Factors

Actors in discharge and placement decisions are constrained not

only by interactions with other actors but also by structural factorfs

that provide the framework for their behaviors. Three 'factors we oh-,

. 4 served to influence length of stay and placement assignment aft r dis-

t..

charge, and behavior are:

\ 1. Treatment purpose;'

2. Cost tq the hospital; and,

19
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A

These factors can be conceptualized as,,continua ranging from low to

high and Figure 2 is a depiction of these factors. As we show, if.ai.
,

patient can be placed on 'this continua we can reedict whether the
4

length of stay will be shorter-or longer than average and whether the

placement will be to home, or to a SNF. To understand how this model

works we first define the three factors.

\
Treatment Purpose .

By treatment purpose we mean the intended outcome desired by 014

hospital admission. This outcome may be conceptualized as an end

toward which all medical interventions are directed - although some

medical procedures carried out during the come of hospitalization can

become ends ivliemselves, e.g., learning purposes. Treatment purposes

range from low complexity, e.di cataract surgery, to highly complex

and multiple, e.g. hip replacement, and seem to be th4 dominant factor

which influences length of stay.

Cost to the Hospital

Cost to the hospital means costs associated with treatment purposes

that hospitals have to absorb. In.cases-of Medicare and mkdi-Cal

patients, incurred costs most frequently occur when Medicare utilization

review or MedCal reviewers deny.continued acute care coverage. Tie

reasoning behind Medi-Cal and Medicat'-e cost reduct n stfategies focuses

-on operationally defining medically necessary'admissions and opfrationally

defining acute medical condition. Certified length of stay in'days is

21.)
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to the hospital

tResourc- Structure... s 7.Coniponents.of resource structure have leis- influence on% length of
- , 4.

a

. stay per se but tend to dominate placement assignment decisions. The

four components of resource structure are
.."

1. Patient;

2. Family and friends;

3. Engri tonmenti: and,
. -

4; Hospital` type.

;
,

S. .
The patients' willingness to accept or reject the `sick role; finan-

.1cial status,, and, physical functioning ability ocan, be viewed as resources.-.More aggressive, articulate and questioning patients (an independent,,self

concept} will not only have a shorten length of sta y ,if they want out)

but also are roorl likely to avoie.placement in a skilled nursing facility.
e

An independent attitude appears tb.hel p keep a patient iii control Of the
2

.0.
.?total instkution a 22world of hospital. As mentioned :above, more indepeo-

. ,

dent individuals emotionally, financially and ysically, tend-'to navet-. :

shorter length of stay and return to hpme.
,

As we pointed out, family and friends, as supporters makeup what is
4

re :"erred to as the informal support system and wiiin,,present, 0,111ing, and

able, Will facilitate a timely dis tnarge to home.,..

la. 4.

Environment encompasses not only physical characteristics of the

22
L.
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patient's residence_and community, but also services availi6le for after
lb

clog, 7EVen-if a plethora of services are in supply (both for 40me care
. __

and skilled nursing), consideration must be givten to quostions of access,

- .

eligibility, reimbursement policies, perceived quality, and the pattent,

and patient's family willingness to accept-the services).. .4 .

t N,
.-

.
.

i

Hospital typeand occupancy rates are frequently used chara,cterisltes

in multi-var ate analyses of 41ength of stay and have showh that large

non-profit itais, particularly law teaching hospitals, tend to have
. ,

-, . ,

13.4j4,23,24 -('
#

longer lengths of stay. -Another file,spital Oiaracteristic
,

which may affect discharge and placement decisions is*the kind of aside .4

services.which the hospital possesses. For example, we speculate that'

the:behavior of staff and physicians of a hospital that operates-a SNF

connected'to the hospital bS, a tunnel would be different from,..tne hospital

that owns and oper&te.s a home, -1th agency specializing iR vjsiO4
-04 .

rhirce services at home.

According to where the patient is located on the three continua.dr-\
. 4'1

treatment purpose, resource structure, andrcost to She hospital the disc:

charge will occur sooner or later than average And 'placed in a SNF or az

hom6. For example, Figure 3 depicts four possibil'ities using a three

dimensional illuiyation. Patierit.A represents a person with low treat-
.

.
vent purpose, low-cost to the hopital, and high resource structure. II

this case, we opsitthat :,:he +son will have a shorter than average '
. .

.0 /

length f stay (AL0t). Patient 3 is the same situation except that :he

, t
treatment 2uroose is,more complex, resliltInc in a longer than .40S.

N.

%

111
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O 4 -. .v .
Becapse this person's resobrce.stru'cture.is. relatively high, we predict

.
.7

?

that the placement would be to home.- This is in contra .to Patient

whose resource structure is Ior.4 and whose placement would be to a SNF.

Both patients.BandC, howev6r, would have a longer than average length

of stay. Patient 3 represents 'the case of the. individual for whom the

hospital has to absorb cost of patient.care. In this case the patient
0

would experience a shorter than average length of stay',

The purpose of these examples is to%show how a person can, be

located within the hospital discharge and placement decision cube. -

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

, represents the avenge length of stay. Figure 4 explicitly describes

thil area of average length of stay (ALMS). 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 right of this area will experience 1Z)Iger than average lengths of

stay; patients
N

immediately above and bei-ow this area will have shorter

than average lengths of stay. The model behives this way since treatment

purpose dominates length of stay arid resource structure and cost to

II.

hospital will only shorten an already short length of stay.'

dust as there is a space encompassing, the average length of stay,

there is a space specific to SNF placements. Figure S illustrates this

-area. SNF placements are associated with :anger than average lengths of

stay (therefore it is on the rignt half), and law resource structure.. This

area extends from low to-high cost to the hospital. since the placement

25
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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

represents the complete model.

*

28
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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 continua of the discharge and placement cube.

4

At hospital admission, the collective statuses of an individual-
.

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

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

patients along the axes, that they affect according to thei -own goals

(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 process works now. The vast majority of decisions are not

negotiated nor need to be but are potentially negotiable'. For those

decisions that are megotiable, the strategy of hospital staff is to

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

cision that will abet their goals is-a-vis the patient andtheir pro-

fessional orientations.

According to the three factors and the behavior of the actors;

discharges will occur sooner or later than average and patients placed

in a SNF or returned home. The Hospital Disc.harge and Placement Decision

Modei illustrates how these factors interact to predict ,LOS and SNF

placements. This model wit explain and predict whether the placement

'will pe to home or to a SNF.

Pr
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Impjlcations for Community Based Long-Term Care Pogencies

A new actor on the ene in the world of the hosnital is the

community eased long term care agedty ,(CBLTCA) . How 's it to parti-

cipate in, indeed influence the dscharge.and placement decision

t-
making process?

CBLTCA can influence treatment purpose by provic ng information

to-physicians about-social contexts of patients. For exampre, strong

doses yipantihistamines for an aged woman's pg allergy were

made unnecessary after case managers learned that she kept, chickens,,

informed the physician, and helped,her remove the of2inding birds.

CBLTCA can reduce hospital costs by protecting against social

admissiops, facilitating minimum lengths of stay, and prbviding the

kind of after care that reduces readmissions. We ob,irved in our

case, that the agency is routinely called in by hosp.:-.al social workers

and discharge planqprs to contend with the most diffi.:ult discharge and

placement problems. Given its relative funding flevb'i3ity, we act as

the common sensical actor in these vases when existent Medicaid or,

social services' regulations create bureaucratic obs:icles to appropriate

placements and after care.
C-

CBLTCA can act, kidlly, in a very.real sense, 'ike a caring

and thus become the organizer of a helping support sfructilcp. For

example, case managers were instrumental' in keeping both. an aged mother
YD.

and daughter out of the'hosnital when the daughter became ill and c.0;0

not care for her extremely frail mother. 3oth women were disabled, but

31
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had worked out a kind of self care reciprocity. They also did not want

to be separated. Arrangements were made.tocare for the mother while

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

u estions

As the-description of the discharge and placement.decisiom making

process indicates, physicians *re key actors and suggestions'to improve

the efficacy of a community based service agency's interVen

limed primarilyet them. Given our description and current

ion must be:

reimburse-

(bent policiet which have an institutional bias, this means dhanging

decision premises which,.ead to a conclusion that SNF placements are

the only option and that'community based service agencies can save

physicians time as well as provide better patient care. Educational

campaign's, preferrably lead by physicians "friendly" to the concept,

,should be dirPcted toward showing physicians, through case histories;

that SNF placements do not have to be automatic for elderly patients,

'Mete case historieshould emphasize how the agencies can save physicians'

time by letting case management teams of social workers and nurses absorb

time consuming telephone calls from familiessand friends that may also.

be emotionally draining. Information gathered tithe case managers,

particularly the nurses, could also complement the physicia .own re-

cords. CBLICA can save hospitals money by facilitating-a timely discharge

(fewer administrative and decertified days); assist social services

by Managing a proportion of the caseload; and increase physician time

6 caring for the troubled and` troublesome patient.'

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

impress o physicians that the conceptois credible and the agency's

presence becomes part of to physician's reality.

Physician education, a long run strategy facing considerable

historical*, structural and i0(eractional barriers to itsitaccess, is

a stne 2L.11 non to constructing a system of term care for the

elderly. HOwever, while waiting for long run effects, short term,

operatiOnally oriented changes can be made toward identifying 04ents

and potential clients. Underlying these suggestions, is the notion

that individuals, when maklas,routine decisions, will only take into

*count one or',two cues\to arrive a a decision 25 and not comprehen-

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

Figure 7, take the form of a multi-level onslaughitof cues, each cJie

tailored to the' d4-fferen't,actors involved, that is, generatirathe

knowledge that this elder patient belongs to ecaring community pro-
,

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

key is a case finder, paid by the community agency, who visits hospit-
r

als on a regular basis aid who has authority to review admission records

and place a notation on the patient's chart, perhaps a sticker similar

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

cian that the elderly patient is connected to a community agency. Simi_

lariy, nursing staff should also be notified. Face-to-face contact is

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

personify the relationship. For the Medi-Cal reviewers and 'itilization

3,3
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N..

. SUGGESTIONS 0 FACILITATE ,IDENTIFICATION
OF OSPITALIZED CLIENTS

ACTOR

Physician

2. Nurse

J

3 Social Worker

4 Oischprge

5 Medi-Cal and
Utilization
Reviewers

?

4

CUE ..

Notation in on medical records

No anon in ion chart and, logo in
l' M

Fa \e -to -face contact

Face-to-face contact

Aid Code

s

1

MEANS. .

Case finder iCF) from'communpy ageticy
with authority to make notes in on chart

.. ik
CF placing logo decal on chart and logo
poster in room

CF visiting social service and attend
patient management rounds

Same means for discharge planners

Change Medi-Cal numbers

4

I
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I
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.Review staff, the aid code within the 14 digit Medi-Cil number could

be changed to "99" to signal that this patient is special. These

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

access to the patient's chart, but wit'hout them community agencies may

remain peripheral to these billion dollar decisions.

critique

Problems related to the above suggestions, and inherent in'any

attempt to link an ouside community :agency and hospital, may be identified

in terms of the actors involved.

Regarding physicians, we have been informed (mostly by senior.

teaching facultyiphysicians) that physicians do not and will not read any

`but their own notes in a patient's chart. Ad tionally, we were told

tlITN logo sticker on the front of a chart .6r posted in a patient's

room would stimulate very little curiosity on the part of the physician

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

,governmental regulatory attempts and staff persons that strive to involve

themselves in decision making are often viewed by physicia'ns merely as

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

physician's customary prlocedureof making discharge and pleccment decisions.

317CA workers assisting a hospitayzed client with such,anysician 19

the current system will likely be the "...last of the last to know About

an admission or discharge %, right after the hospital social workers."

35
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Even if significant organizational cooperation is achieved tetWeen

agencies and individual hospitals: there remains ttie.i.ssue'of physician

ideology. A proportion of-physicians have lone on record as being

ideologically opposed to publically funded social service prQgrams in

general and projects in491ving health care in particular. Even approx-

imate estimates as.to the relatife size of the percentage of physicians

who have conservative ideologies have yet to be made.

Regarding nurses, we have learhed of particular difficulties in-

volving attitude, turf and turnover. Fiftt, generally speaking,'nueses

have not expressed strong feelings .one wfy or the other aolit length of

stay. With few exceptions they do .noecare, and the questibn does"not .

arise. Nurses point:out that their attention is necessarily focused

upon admissions, not AischargeS, as, this is when the work load is heaviest.

One nurse admitted that she prefer'red to work Fridays In Family Practice

service- because patients art routinely discharged for the weekend and
. t. .

.

there are feWadmissions.
:..., .46

'Second,Iluestions of turf and'oatient/cTient respdpsibility for

hospital and, agency nurses,mdst be negotiated on almost a case by case

basis - by hospitial and community. The same situation of turf negotiation

exists for all members of hospital and agency professional staff including

social worlers, reviewers and ditcharge planners. (At this early stage

it appears ,that'agency nurses may'havrthe best chances of forming

Mons with hospital staff.)

36.
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Finally, a recent phenomena of nurse shortages, high turnover

rates, and'a growing popularity of-work through the registry have con-

tributed to personnel turnovers requiring increasing if not constant

re-negotiation of working relationships between hospit41 nurses and

MSSP professional.staff.

Regarding hospital social workers, we noted that in several instances

the pressures 61-- cognitive dissonance has forced hospital social workers

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

Although MSSP does not sufgr the consequences of a denied day, their

responsibility does not end at the hospital curb either. Hospital curbs-

as lines of demarcatioAcreate vexing problems for hospital and MSSP

social service workers alike.. When a patient is decertified, "se

problem is it? While MSSP may be scrambling around seeking a solution,

the patient may be discharged'to the curb:

40itcharge planners as a group tend to be at a baccalaureate level J

or older female nurses operating with the scarcest of resources in a

relatively. low status position. Discharge planners argue that by de;ini-

tion and administration directive their responsibility stops at he

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

that some discharge planners also wear the at of utilization reviewers

27,28
thereby creating ethical 4ilemmos similar to the social worker.

Their hospital basgment social status is probably in cart responsible

for an observed professional jealousy which oreceives that MSSP is doing

37
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a Setter job at after care with more money, time, and resources. It is

understandable therefore when some MSSP staff report that discharge

Oianners, at least initially, were not eager to cooperate. Cases of a

hospital patient/MSSP client being transferred to another hospital and

then to a SNP wihtout informing the MSSP staff`is also understandable

given discharge planners workload and time pres&ures and are not uniqh

to this Project.
29

Summary

:!hose patient/client is he/she anyway? The problem of turf is C

common thread running through this self-critique of suggested cha

Compounding territorial issues are the dynamics of the discharge and

placement decision procesi which- flow around the dimensions of time and

timing, the organizing theme that forms our analytic framework of the

interaction of factors and actors. Common sensical suggestions are

rendered problematic in view of these interactional and structural

complexities. Time to resolve organizational ani professional,boundry

questions will be needed as well as time to" work through procedural and

process issues: 'goal of establishing a continuum of care for the elderly.

A is certainly noble but without resolving some prosaic problems the "con-

tinuum" may become a bedlam of unintelligible unproductive activities and

the patient/Ghent a victim.

38
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