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Patient Satisfaction

CAROLINAS SPECIALTY HOSPITAL

Submitted by:
Susan Davis, CEO

Consumer satisfaction
is an important
measurement carefully
monitored by most
industries. Most
businesses, even in
these tough economic
times, are seeing a rise
in their customer
satisfaction scores, all
industries except
healthcare. According
to Sarah Morgan at
Consumer Action, cell
phone and cable TV
providers are seeing a
faster rise in consumer
satisfaction scores than
healthcare.

How do patient
satisfaction scores
affect our industry?

What can we do to
improve them? I think
the bigger question is
what are patients really
telling us. The only
thing I am sure of is
that I don't have all of
the answers, but I think
it is important to ask
the questions. If our
patient is not satisfied

with their care or the
treatment they
received, than what are
we doing wrong or what
aren't we doing right?

Health care is so
complicated with new
drugs and new
treatments almost
every day. As soon as a
new "miracle drug" hits
the market, there are

massive recalls and
attorneys advertising
on TV. Drugs with
similar names, generic
names, multiple
strengths, look alike,
sound alike . . . it's

confusing for trained
clinicians, imagine
what it is like for
patients and families.
And there is always so
much for us to do, so
many tasks. . .

Hospitals are filled with
alarms, bells, overhead
pages, lights and
noises. We don't even
hear it anymore, but
patients do, families do.
What must they think?
It is sensory overload.

Everything sounds so
urgent. And there is
always so much for us to
do, so many tasks. . .

Our patient rooms are
filled with machines,
and with machines come
tubes. Ventilators, pulse
oximetry, IV pumps,
feeding pumps, suction
canisters, catheters,
wound vac systems, air
mattress pumps, and
that is an average
patient in our hospital.
So many patients have
even more. Drains,
chest tubes, trapezes,
just to name some of the
things we cram into one
of our little rooms. And
somewhere in the corner
is a small chair for a
visitor.  And there is
always so much for us to
do, so many tasks. . . .

We have a schedule for
vital signs, medications,
feedings, meals, shift
changes, care
conferences. We are in
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I’s Hammer Time

l't’s time to put your skills into
When: Monday, September 27th from AM—SPM
Wednesday, September 29th from 10AM—7PM
Thursday, September 30th from 3PM—11PM
Location: CMC-Mercy Auditorium
ALL STAFF ARE REQUIRED TO ATTEND.

upc

SKILLS DEMONSTRATION ONLY:
Megacode
Accuchek
Restraints

CVC blood retrieval (correctly drawing blood from a PICC)

IV cannulation (starting an IV)

Blood administration

Suctioning/Ventilator modes and alarm safety
Intubation (RT only)

Wound vac dressing change

Food & liquid consistencies

m m m mM mMm mM M mM m m m

Rehab safety equipment

Introducing Traci McSwain, MSW

Traci grew up in Spartanburg, South Carolina and relocated to
Rock Hill in 2001 to pursue her undergraduate degree in
Psychology. In August 2009, she graduated with a Master’s
degree in social work from Winthrop University. She has
eight years of experience in healthcare, primarily in skilled
nursing facilities and hospice care. She comes to Carolinas
Specialty Hospital from Agape Senior in Rock Hill. In her
spare time, Traci enjoys football, movies and shopping. She
spends a lot of time lovin’ on her two fur friends (dogs), Indie
and Abby. We're happy to have Traci on the CSH Team.

Welcome Traci!
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Universal Codes

Submitted by: Leigh-Anne Sessoms

CODE TYPE

What do you do?

Medical Gas

Check all patients, and wait
further instructions

Code Black Utility Failure

Check all emergency equipment

Chemical Spill

Contain if possible, evacuate if a
respiratory irritant

Severe Weather

Wait further instructions

Code Triage | External Disaster

List all empty beds, Designated
staff will report to Mercy’s
Incident Command Center.

Fire

If on this floor, RACE, if not
wait further instructions

Code Gray | Workplace Violence

If on this floor, report to area of
incident, unless the person is
armed

Code Yellow Bomb Threat

Keep the person on the phone,
try and get information

Code Pink Infant Abduction

Guard all exits, especially
stairwells leading to the roof

- Medical Emergency

Respond to the room to assist.

Carolinas Specialty Hospital will use CMC-Mercy Emergency Codes
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Happy Anniversary CSH Team!

August—QOctober

One Year
Julie Aghew
Monigue Cunningham
Candice Gibson
Wanda Hudnall
Derrick Jay
Eric Mares
Ann Marie Nawn
Angela Nixon
Candace Vangile

Two Year

Yukishia Austin

David Crowe
Margurite King

Joel Kosches
Gertrude Nelson
Carlos Ramirez
Jennifer Vereen

Rebecca Wernstrom

Three Years
Hajrudin Begic
Halina Brengel

Valerie Washington

Four Year

Aditi Mehta

Nick Primo
Dionne Tindall

Five Years

Paige Baggett
Elvira Cornelius
Loudell Mobley

Thelma Parr

LeighrAnne Sessoms

Delilah Simpson

Andrea Webb

Six Years
Shelia Bost

Seven Years
Jennifer Robinson
Sabrina Tolson

Thank you for your years of hard
work and dedication.

New Employees

June—August

Arleetha Beason
Derreck Birkhimer
Jantzen Cranford

Keira

Brandi Dillingham

Blake Holl
Latice Hudson
Linda McKinney
Traci McSwain

Treannda Murray

Janine Owens
Ganelle Safter
Brian Stroman
Cheryl Uttley

D6 Al eo

Welcome to those of you new

to our team!

Internat

ional Infection Prevention Week
October 17-23, 2010

Watch for exciting activities for this week!

Seasonal flu shots should be available at this time.
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Happy Birthday to You!

Elvira Cornelius
Linda Lynch
Valerie Warren
Brian Goode
Angela Nixon

Belinda Spinner

Joyce Alexander
David Bowers
Georgette Cameron
Tom Kiser

Kim Outlaw
Wendy Sims

Portia Davidson

Brian Stroman

September

9/01 Catherine Crawford

9/02 Shelia Bost

9/03 Hubert Middleton

9/06 Sandra Sumler

9/07 Brandi Dillingham

9/12 Erica DiFilippantonio

November

11/07 Noreen Kipp
11/08 Traci McSwain
11/08

11/10

11/10

11/10

11/13

11/14

Debra Sanders
Arleetha Beason
Doug Gallagher
Amy Godwin
Melissa Wood

Julie Feis

Gertrude Nelson
Melissa Tyo
Julius Hobbs

Jan Plyler

Ellen Anin

Anne Boatenreiter
Pat Adeigho

Crystal Smiley

October

10/07 Derreck Birkhimer

10/19

10/20

10/21

10/22

10/23

December

12/04

12/04

12/09

12/09

12/10

12/10

12/12

12/12

Valerie Washington
Carmita Edison
Georgia Hansen
Dorothy Wilson
Noelyn Whea
Dionne Tindall
Linda McKinney

Sandy Louissaint

September Education Calendar

Mon Tue Wed Thu
20 21 22 23
Med Adm/Change in | Med Adm/Change in | Telemetry Class
condition/Accucheck | condition/Accucheck | (@1330
@ 1500 @ 1500
27 28 29 30
Mandatory Annual Mandatory Annual Mandatory Annual Telemetry Class
Competency Skills Competency Skills Competency Skills @1330
Fair @0800 to 1700 | Fair (@1000 to 1900 | Fair (@1500 to 2300
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ASTHMA DIAGNOSIS CAN OFTEN BE MISSED IN

OLDER ADULTS

Submitted by:
Thelma Parr, RCP, RTM
Source: RT Magazine

Though asthma is a common
and treatable condition in older
adults, a recent study showed
39% received no treatment at all.
This compromises the quality of
life and risk of hospitalization.

Patients and doctors can
overlook asthma and treat
illnesses like bronchitis and

emphysema.

Raymond Slavin, MD, allergist

and professor of internal
medicine at Saint Louis
University School Medicine,

points out that at least 40% of
asthma sufferers are 40 or older
at the time of their first asthma
attack, despite the common
belief that it is a young person’s
disease.

Page 6

Older adults who suffer from
asthma are the only age group in
which asthma is getting worse,
with 60% of asthma deaths
occurring in those 65 or older.

We should not simply chalk up
shortness of breath to aging.
Asthma in the elderly is not rare.
In fact it’s rather common. The
good news is that once we
identify asthma, it has an
extremely effective treatment.
One reason aging brings an
increased risk of asthma is that
our lungs, blood vessels, and
connective tissue change
structurally as we age, causing a

Medications also play a role.
Beta blockers and ACE
inhibitors, used to treat common
illnesses in seniors, like heart
attacks, hypertension, and
congestive heart failure, can
cause shortness of breath,
wheezing and coughing.
Aspirin, which is a fairly
common drug for arthritis, can
cause asthma.

So in essence we need to pay
close attention to reoccurring
symptoms that don’t seem to go
away. You know the one you just
assume is bronchitis or sinusitis
flaring up again! Get checked

drop in our lung function. out, you could have asthma that
Because of misconception that needs treatment that can
adult-onset asthma is rare, it eliminate those horrible
may be confused with  symptoms.
bronchitis, emphysema, or
sinusitis.

ebuﬂng Asthma

muscles —
constrict

alrway

Infamed/
thickened
airway wall
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Patient Satisfaction—continued from page 1

control. We provide physical
therapy, speech therapy,
occupational therapy and wound
care on our schedules. Doctors
visit on their schedules. Tests
and procedures are scheduled
and results are received on our
time tables. And there is always
so much for us to do, so many
tasks....

And then there is discharge.
What medications do I take, how
do I manage equipment, who
will change my dressing, who
will teach me about all of these
new things. How will I get to the
doctor, what was that new
doctor's name, should I call him
if I get worse or my old doctor?
And there is always so much for
us to do, so many tasks. . .

ACLS & BLS Class Schedules 2011-2012

I don't know all of the answers
but I do remember why I chose
healthcare as a profession. It
had to do with people.
Teaching. Helping someone get
well, and stay well. Helping
family members become

caregivers. Comfort. Alleviating
fear, pain, anxiety. Empowering
patients with knowledge and

understanding about disease
and prevention. It had nothing
to do with being busy or
accomplishing tasks.

What happened to healthcare?
When did we lose the "care"?
Wellness is about understanding
how our body works, what to do
when we are sick, understanding
the plan, making choices, having
a say. I think that is what
patients want. That is what they
have always wanted.

We are teachers. We are
nurturers. We are healers. We
must remember that every day,
every patient, every encounter
with human beings. We must
consciously choose to be what
we loved about our profession.

Submitted by: Wendy Sims

Education Coordinator

ACLS Initial Classes

April 26th & 27th, 2011
November 25th & 26th, 2011
January 25th & 26th, 2012

Class times are 8A-5P (day 1)
and 8A-12P (day 2)

Classes will be held in the

CMC-Mercy Sunflower
Conference Room

ACLS Renewal Classes

January 25th, 2011
July 26th, 2011

Class times are 8A-5P

Classes will be held in the
CMC-Mercy Sunflower

Conference Room

sl

BLS Renewal Classes

January 20th, 2011
March 17th, 2011
May 19th, 2011
July 21st, 2011
September 15th, 2011

Class times are 3P-5P
Classes will be held in the

CMC-Mercy Primrose

Conference Room
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H.R. 3590 — The Patient Protection and Affordable

Care Act

How LTAC Hospitals Will Be Affected

Reprinted with permission from:

Continuum/The ALTHA Journal,
The Quarterly Journal of LTAC
Hospitals and the Spectrum of Post-
Acute Care, Spring 2010, Vol.5,
No.1., www.altha.org

On Tuesday, March 23,
2010 President Obama signed into
law H.R.3590, the “Patient
Protection and Affordable Care Act”
(Public Law No. 111-148). In
addition to health insurance
markets reform efforts, the Act
makes dramatic changes to the
Medicare and Medicaid programs
by adopting numerous initiatives
intended to improve the quality of
health care, promote patient safety ,
reduce the cost of health -care,
increase transparency and reduce
fraud and abuse of federal health
care programes.

The House also passed H.R.
4872, the “Health Care and
Education Affordability
Reconciliation Act of 20107, also
known as the “Reconciliation Bill”
which made some limited but
important changes to the Act.

Jason Healy, ALTHA’s
general counsel, and Paul Pitts,
both of Reed Smith, created a
memo addressed to the ALTHA
Board of Directors summarizing the
sections of the Act most relevant to
Long Term Acute Care hospitals.
The following is an abridged version
of that memo.

I. MMSEA EXTENSION

The Act includes a two-year
extension to Section 114(c) and
(d) of the Medicare, Medicaid,
and SCHIP Extension Act of
2007 (“MMSEA”), as amended
by the American Recovery and
Reinvestment Act of 2009
(Public Law 111-5) (“AARA”).
The two-year extension applies

to the relief granted by Section
114(c) to the “25% Rule”
payment adjustment, the one-
time budget neutrality
adjustment, and the very short
stay outlier payment adjustment.

The moratorium in Section
114(d) of MMSEA on new Long
Term Care Hospitals (LTCHs)
and satellite facilities, and on the
increase of hospital beds in
existing LTCHs has also been
extended by two years. The
moratorium will now expire on
December 28, 2012.

II. QUALITY REPORTING

In the past, LTCHs and
inpatient rehabilitation
facilities (“IRFs”) being paid
under the Medicare inpatient
hospital prospective payment
system (“IPPS”) were not
subject to reporting certain
quality data to CMS as short-
term acute care hospitals were.
The Act now requires that CMS
establish new quality data
reporting programs for LTCHS,
IRFs, as well as hospices by rate
year 2014.

IIT. MARKET BASKET
ADJUSTMENTS

The Act institutes an across-
the-board payment adjustment
to most Medicare providers
each year for ten years. The
stated purpose of these
adjustments is to ensure the
sustainability of the Medicare
program. They are also
designed to offset, to some
extent, the positive financial
impact to providers that is
anticipated to result from the
millions of uninsured

individuals who may become
patients after obtaining
insurance coverage under the
Act.

LTCHs will see market basket
reductions as follows:

E Rate year 2010 market basket
update reduced by 0.25%

E Rate year 2011 market basket
update reduced by 0.5%

E Rate years 2012-2013 market
basket update reduced by
0.1%

E Rate year 2014 market basket
update reduced by 0.3%

E Rate years 2015 and 2016
market basket wupdate
reduced by 0.2%

E Rate years 2017-2019 market
basket update reduced by
0.75%

. PRODUCTIVITY

ADJUSTMENTS

A separate productivity
adjustment will Dbe
implemented for the first time
for inpatient and outpatient
hospital services, inpatient
psychiatric facilities, home
health agencies, hospice, IRFs,
LTCHs, SNFs, and other
providers and suppliers
beginning in 2012. For LTCHs,
this provision will apply a
negative productivity
adjustment to the market
basket that is used to update
the LTCH PPS standard Federal

Continued on page 9
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How LTAC Hospitals Will Be Affected (continued)

rate on an annual basis. The
adjustment will be applied each
year. While this adjustment will
change year-to-year, it is
currently estimated that this
adjustment to the market basket
will be approximately minus
1.0% on average.

V. HOSPITAL WAGE INDEX

The Act abandons the current
system of calculating the hospital
wage index based on data
submitted in hospital cost reports,
which currently has a four year
lag in data. In its place, the
Secretary must develop a
comprehensive reform plan to
present to Congress by December
31, 2011 using Bureau of Labor
Statistics data, or other data or
methodologies, to calculate
relative wages for each geographic
area involved.

VI. INDEPENDENT PAYMENT

ADVISORY BOARD

The Act establishes an
independent board called the
“Independent Payment Advisory
Board” that will develop and
submit proposals to the President
and Congress beginning in 2014.
Often referred to as “Super
MedPAC” or “MedPAC on
steroids” during the legislative
process, the Board’s proposals
must be designed to reduce
Medicare spending by targeted
amounts compared to the
trajectory of Medicare spending
under current law. The board is
composed of 15 members, who
are appointed by the President
and confirmed by the Senate.

VOLUME 2, ISSUE 3

VII. MEDICARE AND

MEDICAID PAYMENT
BUNDLING

MedPAC recommended in its
June 2008 report to Congress the
establishment of a voluntary pilot
program to explore a bundled
payment system for an episode of
care that includes an inpatient
stay in a hospital and post-acute
care provided within 30 days after
discharge. The Act adopts this
recommendation in the form of a
national, voluntary pilot program
on payment bundling. The pilot
will start no later than January 1,
2013 and continue through 2018,
unless extended further by CMS
at any time after January 1, 2016.
The Act does not require making
payment bundling permanent. It
only specifies that CMS submit to
Congress a preliminary,
independent evaluation of the
pilot program in year 2, with a
final report due in FY 2016.

VIII. OTHER RELEVANT

PROVISIONS

A. Accountable Care

Organizations

The Medicare program is required
to recognize as “accountable care
organizations” or “ACOs” those
groups of providers jointly
responsible for the quality and
cost of health care services for a
population of beneficiaries.
Beginning on January 1, 2012,
ACOs will have the opportunity to
qualify for incentive payments
from the Medicare program.

. CMS Innovation Center and

Continuing Care Hospitals

HHS has authority under the
Social Security Act to develop
research and demonstration
projects in order to test new

approaches to the payment and
delivery of services. One of the
more significant demonstrations
currently underway is the
Medicare Health Care Quality
demonstration. A primary goal of
this demonstration is to improve
Medicare outcomes while
reducing costs through
improvements in care
coordination, among other
strategies.

The Act builds upon this initiative
by creating a more formal office
within CMS (called the “Center
for Medicare and Medicaid
Innovation” or the “Innovation
Center”) to test, evaluate, and
expand a wide range of payment
models described in the Act.

Among the models listed in the
Act for possible testing by the
Innovation Center is a
“continuing care hospital.” This
concept is not defined in the Act
except to say that it is a model for
improving post-acute care by
offering inpatient rehabilitation,
LTCH, and home health or skilled
nursing care during the inpatient
stay and for 30 days following
discharge.

. Physician-Owned Hospital

Limitations

Under the transparency and
program integrity provisions of
the Act, the exception to the
federal self-referral law (or “Stark
law”) that currently permits
physicians to refer patients to
hospitals in which they have an
ownership or investment interest
will be dramatically -curtailed.
Only hospitals, including LTCHs,
with physician ownership and a
provider agreement in place on
December 31, 2010 will be exempt
from the general ban on self-
referral.

Continued on page 10
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How LTAC Hospitals Will Be Affected (continued)

D. Provider and Employee

Screening

The Act imposes new screening
requirements on all providers
and suppliers who seek to enroll
or are currently enrolled in the
Medicare program. The
screening must include a
licensure check and may include
other procedures such as (1) a
criminal background check, (2)
fingerprinting, (3) unscheduled
and unannounced site visits, (4)
database checks, and (5) other
screening techniques CMS
deems appropriate to prevent
fraud, waste and abuse.

E. Provider Compliance and

Penalties

The Act includes new
compliance requirements and
increases existing penalties for
non-compliance with federal law
and the Medicare conditions of
participation. As a new condition
of participation, Medicare
providers are required to

implement compliance programs
that contain core elements
established by the Secretary in
consultation with the Office of
Inspector General (“O1G”).

F. Hospital Acquired

Conditions

The Act imposes payment
reductions to general acute care
hospitals based on the
prevalence of hospital acquired
conditions. Although Congress
previously limited CMS’
authority to apply the hospital-
acquired conditions policy to the
inpatient PPS diagnosis-related
groups, the Act requires CMS to
conduct a study on expanding
the hospital acquired conditions
policy to payments made to
IRFs, LTCHs, hospital
outpatient departments, SNFs,
ASCs and health clinics. The
Secretary is required to report
the results of the study and its
recommendations to Congress
no later than January 1, 2012.

G. Hospital Value-Based

Purchasing

The Act requires CMS to
implement a voluntary value-
based purchasing program for
hospitals, including LTCHs.
Under the pilot program, CMS
will establish a value-based
purchasing program for hospital
services that provides incentive
payments beginning on October
1, 2012.

IX. HOSPITAL PROVISIONS

WITH NO CLEAR
APPLICATION TO LTCHS

A. Hospital Readmissions

The Act expands existing
programs and creates new
programs designed to provide
hospitals with incentives for
improving the quality of care.
Many of the programs in the Act
are limited to IPPS hospitals and
will not apply to LTCHs.

Page 10

President Obama signs H.R. 3590 into law.
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New Staff Influenza Immunization Initiative

by Leigh-Anne Sessoms

E Protect Your Patients.
Protect Yourself.

E Influenza Is Serious and
Preventable

Every year, approximately
226,000 Americans are
hospitalized and more than
36,000 die from influenza and
influenza-related complications.
In fact, influenza—a vaccine-
preventable disease—is the sixth
leading cause of death in the

contact with patients who are at
high risk for influenza-related
complications, including certain
children, adults over the age of
65, and patients with chronic
illness.  Healthcare personnel
can be a key cause of influenza
outbreaks in institutional
settings.

The Centers for Disease Control
and Prevention (CDC)
recommends annual influenza
immunization for all healthcare

E Free Influenza
Vaccinations Will Be
Available Here In
October

E Influenza Immunization
Has a Decades-Long
Record of Safety

Influenza immunization is safe
and effective and has been
available for many decades. You
cannot get influenza from the
inactivated influenza vaccine.
To learn more about influenza

United States. personnel. Unfortunately, only R
42 percent of healthcare and the safety of vaccination,
E Healthcare Personnel personnel choose to be Vit Lelgh-Anng Sessoms, RN in
Have a Special immunized against influenza the Infection Control
Obligation each year, putting our patients  Department.
As healthcare personnel, we at risk.
have a .respon51b111t}./ to protect % Protect your patients and
our patients by making sure we protect yourself against
are lmmunlzed agalnSt 1Ilﬂuen?a Q inﬂuenza this year. Get
each year. Many of us come in Kl immunized!
-
October Education Calendar
Mon Tue Wed Thu
4 5 6 7
Ovrder Entry Class for | Order Entry Class for | Order Entry Class for | Telemetry Class
Nurses (@ 1000, 1400, | Nurses (@ 1000, 1400, | Nurses (@ 1000, 1400. | (@1330
and 2100 and 2100 and 2100
11 12 13 14
EMR Open Forum EMR Open Forum
Class (@ 1000 Class (@1000

VOLUME 2, ISSUE 3

Page 11



— WUEWEWOUOWOWONOVOVONORONORONONOWOUN
7

Carolinas
Specialty  hospital
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2001 Vail Avenue
Charlotte, North Carolina
28207
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Phone: 704-304-6450

Fax: 704-304-6499 ”
www.cshnc.com

S

Emplovee Picnic Reminder

September 19th from 1PM-6PM
Colonel Francis Beatty Park
4330 Weddington Road

Shelter #2

Employees and Immediate Family
Members Welcome

Sign up for softball game in break room!

WANEROOUOWOWONOVOROVOUOWOWONONONOWE
THE BIG FISH UPDATE

XL LLLL

w

S

The Big Fish Award is
employee—to-employee
recognition for exemplary work
with patients and the CSH Team.
The recipient exemplifies the four
principles of the FISH!
Philosophy.

The winners:
Amy Wright—LPN
June 2010

BE TIHERE

CHoOSE YoUR

4

ATHTUDE

Luz Lopez—CNA
July 2010

PLAY

W{MAE THEIR
DAY

Missy Wood—RN
August 2010




