
You face the same complex conditions as your larger urban neighbors down 
the road. But your decisions are more daunting because you deal with a 

razor-thin line between financial viability and closure.

My thoughts in recent issues of in•sight™ regarding blind spots and 
barriers to financial viability are based on my experiences of sitting in 
the same chair as you. I know what it’s like dealing with patient care 
incidents, staffing and scheduling, and facing the awkward intersec-
tion of collections, paying payroll, and vendors. 

PREVENTABLE DEATH – AN UNINTENDED RESULT OF 
TRYING TO SURVIVE FINANCIALLY
Wrestling with financial pressures and viability consumed more time 
than I had available—a horrible and stressful place. No time for quality. 
Only time to pay the bills. But as I have moved from operating hospi-
tals to working directly with physicians, I have often guessed that there 
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might be an adverse effect of 
low admission rates on patient 
care quality beyond the finan-
cial impact to the hospital. Do 
some patients suffer from un-
detected and untreated, low 
acuity medical conditions af-
ter discharge from the ED? Do 
these conditions become pro-
gressively worse? 

THE BLIND SPOT
“Treat and Street” usually 
means diagnosing the most 
emergent condition, and re-
ferring all others to someone 
else for follow up, even though 
the ED is used for “non-emer-
gent” primary care but held 
to the standards of “emer-
gent”. The window of time is 
short in which to assess, diag-
nose, treat, and dispose; and 
full of risk. Medical decisions 
focus on the most obvious 
and likely conditions of the 
most emergent patients. And 
medicine is very forgiving. 
However, “emerging” patient 
conditions can become pro-
gressively worse and may 
cost hundreds of times more 
when delayed, but not a high 
priority due to limitations of 
time.

One example of the problem 
of an “emerging” condition 
is CMS’s focus on discourag-
ing re-admissions after ED 
discharge. I understand the 

argument that a re-admission 
might suggest the provider(s) 
did not do a good job on the 
first visit, but I question a fi-
nancial penalty. “Why was the 
patient treated incorrectly to 
start with?” 

NEW INSIGHT
In the past, I had described 
patients in this condition as 
the “grey zone." Recently, I 
discovered a study that was 
conducted by the Departments 
of Emergency Medicine at 
Harvard Medical School and 
Brigham & Woman’s Hospital, 
and the Departments of Health 
Care Policy and Economics, 
and published in BMJ, (former-
ly British Medical Journal) in 
2016 that addresses the “grey 
zone”. This study identified a 
surprising, totally unexpected 
relationship of higher rates of 
premature, preventable, and 
unnecessary deaths after visits 
to the ED of a hospital with low 
admission rates. 

This is one of the only stud-
ies to date that I can find that 
addresses something so “un-
important” as the patient. 
This study looked at the in-
cidence of early death from 
hospital EDs (within 7 days of 
discharge from the ED). The 
study included a large sample 
of 20% of all Medicare bene-
ficiaries nationally that were 

discharged from EDs of all siz-
es to their home (domicile). 

The study included only pa-
tients that were admitted to 
the ED from the local com-
munity, and discharged back 
to the community, and only 
those patients considered 
healthy and who would not 
be expected to die or have 
any adverse outcome at the 
time of discharge or soon 
thereafter. Rigorous statistical 
analyses were used to point 
to statistical cause and effect 
that eliminated subjective 
bias; and the report included 
patients ranked into tiers by 
inpatient admission rates, low-
est rates to highest (with no 
regard to hospital size) and if 
the patient died within 7 days 
of discharge. Additionally, the 
study did not include:

•	 Nursing Home residents.
•	 Patients older than 90 

years of age.
•	 Patients in Hospice or 

receiving any form of pal-
liative care.

•	 Patients having a known 
life limiting illness or 
disease at the time of 
discharge, or during the 
prior year (e.g., myocar-
dial infarction).

•	 Patients transferred from 
the subject ED to a high-
er level of service.
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CONCLUSION
Hospitals with the lowest ad-
mission rates saw higher 
death rates in this healthy 
population than those with 
higher admission rates by a 
factor of 3.4 to 1. Why?

The effect of higher medi-
al complexity was eliminated. 
These patients would be de-
scribed as “healthy”, and with 
no other reason to expect 
death within 7 days. These pa-
tients were the same as patients 
discharged from any ED of any 
size and had nothing to do with 
size or scope of services. If the 
incidence of death did not re-
late to admission rates, the 
death rate among this patient 
population in all hospitals—
in all categories of admission 
rates—would be the same.
				  
From our experience, we could 
reasonably expect that deaths 
were not because we didn’t 
know to diagnose and treat. 
We could also reasonably ex-
pect that if the physician had 
more time in the ED to more 
fully understand the patient’s 
condition, he/she or someone 
could have intervened earlier 
and reduced this frequency of 
death significantly. But this is 
not the traditional role of most 
EDs. We “stabilize and dis-
pose”. Low acuity discharges 
are someone else’s problem.

Our internal analyses indicate 
that patients with these diag-
noses are admitted with the 
same frequency as discharged 
home, suggesting that some 
are intercepted and attend-
ed to immediately and others 
are not. Thus, the “grey zone”. 
Our experiences and analyses 
point to several likely root caus-
es: traditional processes and 
workflow that are chaotic and 
limit sufficient assessment and 
diagnosis (all of which have 
evolved over many years with-
out regard to either efficiency 
or effectiveness), physician 
competency and motivation, 
and absence of standards of 
care (both medical care, work 
flow, and customer service) 
that are suited to the local 
scope of services. 

Could a design exist for a rural 
EM service that achieves the 
historic “emergent” goals and 
requirements, AND “emerg-
ing” conditions that prevent 
progression of acuity and cost, 
and less devastating physical 
and emotional impact on the 
patient within the framework 
of current regulation, billing 
requirements, and financial 
constraints? HospitalMD has 
done it, and it is available to 
you!

Our core competency ad-
dresses your dilemma. We 

understand these conflicting 
conditions and blind spots 
within the rural hospital set-
ting, process improvement 
methods, and how to achieve 
improvement within the frame-
work of current regulations. 

We provide the system for 
treating patients more thor-
oughly and comprehensively 
in addition to accomplishing 
improved customer service 
goals such as ALOS. This  
enables us to make a more in-
formed decision on whether 
they are admitted or not. By 
developing the right skill sets, 
we can help you keep more 
patients that would have been 
transferred. We are able to di-
agnose and treat them, rather 
than delay by sending them 
home. 

Your expertise is operating 
your hospital. Our expertise is 
selecting and managing physi-
cians, employing performance 
improvement methodologies, 
and enough experience in 
operating hospitals to align 
physicians with your goals 
and expectations. We will 
guarantee your results. 

Please feel free to contact me 
with any questions or com-
ments. You can reach me via  
insight@hospitalmd.com   or at  
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Blind Spots

877.881.8783. Our goal is to 
help small community hospi-
tals  thrive! National Eye Injury 

Prevention Month!
E ye exams are frequently necessary for us to perform in the 

ED. Many of our sites do not have tonopens or slit lamps 

so understanding how to do a basic, thorough eye exam is im-

portant. In addition, we need to know when to send patients for 

additional follow up with ophthalmology.
THIS VIDEO demonstrates how to 

perform a basic eye exam and the 

written version of essential eye exam 

tips can be found HERE. The American 

Academy of Ophthalmology also has 

the 8-point eye exam detailed HERE.

The basic eye exam consists of the following components:

C L I N I C A L  I N S I G H T S  A N D  I N N O V AT I O N  F O R  P R O V I D E R S
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Welcome to this installment of Clinical in•sight™! This publication is aimed to help YOU, 

our community of clinicians, keep up with and learn information relevant to your po-

sition at HospitalMD. I would love to hear your feedback, comments, suggestions and 

accolades. Please email me with any thoughts at:  BNewberry@HospitalMD.com. 

BRITTANY NEWBERRY, PhD, MSN, MPH, APRN, FNP-BC, ENP-BC 

Board Certified Family and Emergency Nurse Practitioner, 

Vice President Education and Provider Development, HospitalMD 

From the Editor
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PLAY

• Visual acuity• Pupil exam • Extraocular motility and alignment • Confrontational visual fields

• External examination (including eversion of 

eyelids)

Part
Two

Jim Burnette is the Founder 
and CEO of HospitalMD. Jim has 
worked in healthcare for more 
than 20 years. His mission is to 
strengthen small community hos-
pitals across the nation and help 

them thrive in today's rapidly changing healthcare 
climate. Jim is a graduate of Georgia Tech and re-
sides in Peachtree City, a small community right 
outside Atlanta.

Small Community Hospitals (SCHs) leave a significant amount of revenue on the table that is equivalent to 

an average annual net loss per hospital in the range of $1.5 million to $3.0 million. As you would expect, 

there are many reasons. This issue tackles one of the most subtle and misunderstood sources of lost reve-

nue—the distinction between observation and acute patient status. The good news is that you can capture 

this lost revenue with more knowledge, not trying harder. How can these losses occur when so many SCHs 

are in financial distress? In thinking about the answer to this question, I am reminded of the following story.

 

A small fly is burning out the last of its short life’s energies in 

a futile, life-or-death struggle attempting to fly through the 

glass of the windowpane. Regardless of how hard it tries, it 

will die shortly on the windowsill. Ten steps away, the door is 

open. With ten seconds of flying time it could reach the out-

side world with only a fraction of the effort. The fly doesn’t 

know this. We do. Regrettably, it’s a plan that will kill. 

Source: Abridged. You2 by Price Pritchett, Founder and CEO of Price Pritchett, LP, Dallas, TX, 1990.
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Along with influenza season comes RSV. Are you 

testing pediatric patients for RSV in addition to 

influenza if you test? Both adults and children can 

have RSV. Illness tends to be more severe in pediatric, 

pregnant or immunocompromised patients. A 

definitive diagnosis may be useful in pediatric 

patients who are very young (less than 24 months), 

have co-morbidities or are very sick, potentially 

requiring admission or transfer. Let’s look at the latest 

evidence for evaluating and treating RSV.What signs and symptoms indicate that a pediatric 

patient requires potential admission or transfer to a 

pediatric facility?

• Respiratory distress• Nasal flaring• Retractions• Significant tachypnea• Significant tachycardia• Apnea
• Pulse ox < 90% on room air• Oxygen requirement to maintain saturation

• Poor feeding• Lethargy• Inappropriate responses (such as not crying during 

exam when that would be normal for the patient)

• Unstable social situation• Your gestalt
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Welcome to this installment of Clinical in•sight™! This publication is aimed to help YOU, 

our community of clinicians, keep up with and learn information relevant to your po-

sition at HospitalMD. I would love to hear your feedback, comments, suggestions and 

accolades. Please email me with any thoughts at:  BNewberry@HospitalMD.com. 

BRITTANY NEWBERRY, PhD, MSN, MPH, APRN, FNP-BC, ENP-BC 

Board Certified Family and Emergency Nurse Practitioner, 

Vice President Education and Provider Development, HospitalMD 

From the Editor

RSV?
C L I N I C A L  I N S I G H T S  A N D  I N N O V AT I O N  F O R  P R O V I D E R SARE YOU SEEING PATIENTS WITH 

Respiratory syncytial virus (RSV)

Free!
You may have heard the expression “If we had perfect information, we could make perfect 

decisions.” Well, we don’t have perfect information. In some cases, we have too little 

information, sometimes too much, and sometimes the wrong information. I call these conditions 

“blind spots”.  Regardless of these conditions, we have enough adequate information to make 

substantive decisions.  We just need to know where to look and how to use it.  It's like finding 

acres of diamonds in your back yard! I propose we change our 

perspective and shine light on these information “blind” spots so 

we can see clearly and begin harvesting this resource for success.

THE TRENDS

Industry Trends

Reuters (news agency) reported recently that Moody’s (a financial 

services firm) expects the 2017 trend of median operating margin 

and cash flow margin declines of 1.6% and 8.1% respectively to con-

tinue well beyond 2018. Separately, Morgan Stanley (an investment 
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Great Resources to Help You Innovate!
Executive in•sight™ for hospital leaders  
Clinical in•sight  for providers / clinicians

in•sight is ALWAYS FREE! 
Simply email us at:
insight@hospitalMD.com 
with "subscribe" in the subject line 
and indicate which resource you 
want to receive (or both).  

Preventable Deaths: A Tragic 
Result of Low Admission Rates?

continued from page 3


