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to procure funding for additional resources, including expanded 
nurse care coordinator coverage and additional case managers 
in the emergency department (ED). The increased coverage of 
shifts in the acute units to handle late discharges helped to get 
patients home without having to stay an extra night. The extra 
resources also allowed for medical necessity reviews on every 
patient, every day, something which had not occurred previously.

El Camino Hospital also expanded its social work discharge 
planning support and added clerks to arrange for durable 
medical equipment (DME) and placement support. The clerks 
act on orders received from the care coordinator RNs, saving 
time and effort for the coordinators. This increased efficiency 
has translated to more time spent with patients addressing 
their discharge needs, including end-of-life conversations and 
help with advanced directives, and involving the patient and 
family in planning and decision-making.

First Items on Our Action Plan
1. Lease/secure SNF beds

• 6 patient beds (per virtual SNF data)

2. CM/SW staffing surge
• Temporary hire 6 case managers (CM) for May and June this year
• Assign CM to each unit on Mountain View campus
• Eliminate weekly staff shortages
• Increase discharges by 20-40% on weekends

3. For sustained LOS Reduction
• Hire of a palliative care physician
• Establishment of medical necessity upon admission
• Establish daily discharge rounds

Followed by Systemic Changes
• Interqual training for care coordinators
• DME specialist in place
• Started oncology rounds
• Evaluated Premiers findings and implementation in process
• LOS Steering Committee meets weekly
• Visual management on each unit
• Outlier rounds regularly (7 days or more LOS)
• Palliative care support
• Daily discharge rounds on Med/Surg/Tele with physician

liasons in attendance (addressing barriers)

Figure 3. LOS reduction initiative key actions and systemic process changes
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Starting discharge planning at admission. El Camino 
Hospital recognized that LOS could only be managed by 
addressing the patient’s journey through the system from 
admission to discharge into the community. The hospital 
developed pathways of care that include the inpatient care 
process, the discharge plan process, and establishing an 
estimated date of discharge as early as possible. Follow-up 
with the patient after discharge is now standard.

El Camino Hospital tapped into its process improvement 
and Lean experts to support the effort of developing and 
implementing standard processes and work and to understand 
and optimize the patient flow up to and including discharge. 
These experts helped develop standardized processes and 
workflows for each member of the discharge rounds team.

Implementing multidisciplinary care coordination rounds. 
El Camino Hospital implemented daily multidisciplinary 
care coordination rounds on six initial units, with a focus on 
Medicare and oncology patients. Patients identified as high 
risk of a prolonged LOS were further assessed during twice-
weekly “outlier rounds” by a multidisciplinary team to address 
each patient’s barriers to discharge and unique support needs 
after discharge. The daily and weekly “outlier rounds” required  
multidisciplinary coordination and included  project nurse 
leadership as well as the nurse managing the unit and the 
patient’s nurse, care coordinator, pharmacist, social worker, 
and attending physician. 

Three physicians (each a hospitalist) also supported the LOS 
team in these efforts, taking a collaborative approach to working 
with the attending physicians. Rather than trying to tell attending 
physicians how to care for their patients, their primary goal was 
to assist attending physicians in realizing the best possible 
outcome for each individual patient by asking what they could 
do to help and what could be delegated to them.

Physician-to-physician communication and collaboration were 
key to changes in practice. Physicians were educated about 
the initiative and its purpose during weekly grand rounds. In 
these rounds, common discharge problems were identified, 
and the solutions and approaches that had worked for other 
physicians were shared. 

Communicating and coordinating across the continuum 
of care to prevent readmissions. El Camino Hospital 
recognized that communication is key to success and 
necessary across internal teams to ensure care transitions are 

An effective multi-
disciplinary care team is 
required to support and 
manage patients post-
discharge in order to 
prevent readmission.

Margaret Wilmer 
Director of Integrated Care 

ECH  
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smooth and complete across the continuum. It is also critical 
between provider and patients and their families for the most 
effective outpatient care adherence. Under the new initiative, 
an integrative clinical care team follows up after discharge with 
patients who are at high risk for readmission whether they go 
to a SNF, ECF, or their own home.

INNOVATIVE INITIATIVE REDUCES ALOS, DECREASES COSTS, 
AND EVEN REDUCES READMISSIONS

Not only did El Camino Hospital exceed its ALOS reduction target, 
but it also achieved reductions in readmissions and demonstrated 
that reducing unnecessary days in the hospital is directly correlated 
with reducing HACs and patient safety indicators (PSIs). These 
improvements in quality and outcomes also resulted in significant 
cost savings. In addition, El Camino Hospital has improved bed 
capacity and throughput as a result of the initiative and is better 
managing expenses such as supplies and staffing.

Improvements in key metrics have included: 

7.8 percent reduction in ALOS

ALOS improved from a baseline of 5.24 days to 4.83 days

14.8 percent reduction in readmissions 

Readmissions declined from a baseline of 12.2 percent to 
10.4 percent 

55 percent reduction in HACs

HACs improved from 11 during the baseline measurement 
period to 5 during the improvement measurement period. 

32 percent reduction in incidence of AHRQ PSIs

Potential adverse events fell from 2.08 per thousand during 
the baseline measurement period to 1.41 per thousand 
during the improvement measurement period (using the 
AHRQ PSI methodology). 

$2.2 million projected annual cost savings 

Savings realized from reduction in LOS, HACs, 
hospitalizations, and ED visits

El Camino Hospital is proud of the teamwork and collaboration that 
drove these improved patient, financial, and operational outcomes. 
Leaders emphasize the importance of focusing on a patient-
centered approach for a better patient experience. They attribute 

It was critical for us to help 
attending physicians know 
that we were trying to help 
them and their patients—
not to take control of the 
patient’s care.

Michelle Pezzani, MD 
Medical Director 

Utilization Management 
ECH
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the initiative’s success to aligned goals, to access to actionable 
data—and particularly to the dedicated work of a cross-functional, 
multidisciplinary team that engaged the staff, the patients, families, 
and the community in its work.

WHAT’S NEXT

The groundwork of the initial LOS reduction program has set the 
stage for future enhancements, including:

Incorporating palliative care services 

Adding geriatric psychiatry into the program to address 
emotional and social needs and aid in making decisions about 
end-of-life care and quality of life

Exploring new technology to better monitor patients at home

The LOS reduction team will remain in place so that the initiative 
remains a leadership priority. The team continuously monitors 
processes and measures to sustain the progress they have made. 
Meanwhile, their focus on expanding access to timely and reliable 
data continues. 

REFERENCES

1. Gilbert, J. (2015, August, 5). Hospital readmissions and length of
stay. [Web log post]. The Incidental Economist Retrieved from http://
theincidentaleconomist.com/wordpress/hospital-readmissions-and-length-of-
stay/

2. Moore, B., Levit, K., Elixhauser, A. (2014, October). Costs for hospital stays
in the United States, 2012. Agency for Healthcare Research and Quality:
Healthcare Cost and Utilization Project. Retrieved from http://www.hcup-us.
ahrq.gov/reports/statbriefs/sb181-Hospital-Costs-United-States-2012.pdf

3. Agency for Healthcare Research and Quality. (2015). Interim Update on 2013
Annual Hospital-Acquired Condition Rate and Estimates of Cost Savings
and Deaths Averted From 2010 to 2013. Retrieved from http://www.ahrq.
gov/sites/default/files/wysiwyg/professionals/quality-patient-safety/pfp/
interimhacrate2013.pdf

4. Eapen, Z. J., Reed, S. D., Yanhong, L., Kociol, R. D., Armstrong, P., Starling,
R. C.,…Hernandez, A. F. (2013). Do countries or hospitals with longer
hospital stays for acute heart failure have lower readmissions rates? Findings
from ASCEND-HF. Circulation: Heart Failure. 6(4):727-32. doi:10.1161/
CIRCHEARTFAILURE.112.000265

You cannot understand 
a patient’s real needs 
without entering their 
hospital room and carefully 
assessing them. This direct 
assessment is essential.

Michelle Pezzani, MD 
Medical Director 

Utilization Management 
ECH
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ABOUT HEALTH CATALYST®

Health Catalyst® is a mission-driven data warehousing, analytics, 
and outcomes improvement company that helps healthcare 
organizations of all sizes perform the clinical, financial, and 
operational reporting and analysis needed for population health 
and accountable care. Our proven enterprise data warehouse 
(EDW) and analytics platform helps improve quality, add efficiency 
and lower costs in support of more than 50 million patients for 
organizations ranging from the largest US health system to 
forward-thinking physician practices.

For more information, visit www.healthcatalyst.com, and follow us 
on Twitter, LinkedIn, and Facebook.
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