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Clinical Case 
Is Greenacres (SNF) the Place to Be? 
Commentaries by Hasan Shanawani, MD, MPH, and 
Kathleen Nathan Lowe, MSW, ACSW, CMSW 
 
Dr Wayne is on bi-weekly rounds at the Greenacres Retirement Home. He picks up 
the chart for Mr Hooper, a 75-year old man with dementia and congestive heart failure 
who was admitted almost 5 months ago. The nursing staff had specifically asked for 
Mr Hooper to be seen because he has developed a pressure ulcer on his sacrum that 
has not been responding to standard treatment. 
 
Dr Wayne reviews the information in the chart: Mr Hooper was living at home prior 
to suffering a heart attack 6 months ago, after which his congestive heart failure 
became markedly worse. Mr Hooper then went through a few weeks of cardiac rehab 
with minimal results before being sent to Greenacres, where he has had 2 months of 
physical therapy, again with marginal results. Dr Wayne looks over his physical therapy 
notes. Based on a review of the chart it seems that Mr Hooper is getting worse.  
 
Although he is on Aricept and Haldol, Mr Hooper’s dementia often makes him 
combative. Now a pressure ulcer has developed, possibly complicating the care plan.  
 
Two nurses accompany Dr Wayne and help to position Mr Hooper so the ulcer can 
be examined. It’s extensive but doesn’t appear to extend to the bone or need much 
debridement. After examining the wound Dr Wayne begins discussing a treatment 
plan with the nursing staff. During the discussion Mr Hooper’s wife and son enter the 
room. 
 
“Dr Wayne, we’re glad you’re here. We wanted to discuss my husband’s skin 
breakdown,” Mrs Hooper says. 
 
Dr Wayne explains that the skin breakdown is significant, but he believes it can be 
handled by the wound care team at Greenacres. It is in a sensitive area, however, and 
if it seems to be going into the bone or developing a lot of necrosis, he probably will 
need to be hospitalized. 
 
“Well, Dr Wayne, that’s something we wanted to talk to you about too,” Mr Hooper’s 
son begins. “Dad has Medicare, but it doesn’t cover the nursing home costs now, and 
we’ve been paying for his care out of his savings. We’re working on getting Mom and 
him on Medicaid, but right now they don’t qualify. We don’t think we’re going to be 



www.virtualmentor.org 
 

able to afford to keep him here much longer if we don’t have some kind of help, and 
mom can’t manage him at home.” 
 
Dr Wayne agrees that it would be difficult for Mrs Hooper to care for her husband at 
home. 
 
“What I’m saying, I guess, is could you admit him to the hospital for this now? If he’s 
in the hospital Medicare will pay for it and then will pay for another 90 days in the 
nursing home for rehab. By that time we should have Mom and Dad’s Medicaid 
application sorted out. Besides, you said you think he’s probably going to be 
hospitalized for this anyway.” 
 
Commentary 1 
by Hasan Shanawani, MD, MPH 
 
There are several questions regarding Mr Hooper’s case: First, where does the 
physician, as medical expert, believe this patient’s treatment should occur, and, second, 
what are the physician’s obligations as a steward of a government insurance program? 
These 2 questions give rise to a third: How do the latter obligations compete with the 
physician’s role as a medical professional and advocate for this patient? 
 
There is a large body of research, peer discussion, and scrutiny that guides our 
decision making with regard to location of care. Often, the decision about where to 
treat an individual patient is as important as how to treat him. We have evidenced-
based guidelines and algorithms to help us determine whether a patient with 
pneumonia should be treated as an outpatient, on a general medical ward, or in an 
intensive care unit [1]. The American College of Surgeons has built an entire enterprise 
around the triage, disposition, transfer, and ultimate level of care to be provided to 
victims of trauma [2]. There is a legal canon devoted to patients with acute psychiatric 
illness, how to manage them, and when they must be committed to an inpatient 
psychiatric ward against their will [3]. When the decision we make is questioned in the 
context of a bad outcome, we may be held medically liable or found negligent based 
on our decisions if we have departed from the unanimously recognized standard of 
care. 
 
The training we receive, as well as guidelines, rules and regulations, and legal 
judgments relevant to our decisions about where to treat patients all have a distinct 
and important characteristic to them: the decision is driven exclusively by medical 
variables of the patient’s health, available resources and expertise, and the anticipated 
care needs of the patient. Nowhere do “nonmedical” variables of patient financial 
resources, insurance reimbursement, and patient and family preference play an explicit 
role in those decisions. 
 
However, there are innumerable instances where we must make treatment decisions 
about location of care that are based on factors other than what we would consider 
“medical.” There are many cases of patients admitted for asthma exacerbations from 
an emergency ward not because they met clinical guidelines requiring admission, but 
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because a doctor felt the patients in question lacked the knowledge base to manage the 
disease on his or her own, didn’t have family to help out if they got sicker, or didn’t 
have a doctor to follow-up with if they were released. As a medical student, I 
remember caring for dozens of patients on 6 weeks of intravenous antibiotic therapy 
for endocarditis. The concern was not that they couldn’t care for their indwelling 
catheters—but rather that they were injection drug abusers, and we were afraid that 
they would use their newly placed access site for illicit drug injection. Furthermore, we 
routinely admit patients to provide vital therapies they are unable to purchase as 
outpatients, despite knowing that they most likely will never have the resources to pay 
for their inpatient stay. 
 
In the case at hand the inclusion of a third-party payer further complicates this matter 
and often drives the decision for location of care. At the medical center where I 
trained in pulmonary medicine, the decision of whether to complete the workup of a 
pretransplant candidate as an inpatient or outpatient was made almost exclusively on 
the basis of whether the patient’s insurance provider would pay for the procedure at 
one or another location. We routinely keep patients in the hospital to continue an 
extended therapy that could be delivered in a nursing facility or with home IV care 
because the patient’s insurance provider will only reimburse the care if it is 
administered in an acute inpatient ward. Often, provider policy seems to fly in the face 
of both cost-benefit analysis and best medical practice. For example, despite multiple 
papers on the cost-effectiveness of treating deep venous thrombosis with low-
molecular-weight heparin therapy administered at home [4], there are many insurance 
providers who will not authorize this on an outpatient treatment basis. From the 
physician’s standpoint, keeping a patient in the hospital when a safe, cheaper, 
outpatient alternative is available seems medically unnecessary, fiscally wasteful, and 
most likely against the patient’s wishes. While there may be defensible reasons behind 
the decisions insurance providers make, they clearly aren’t based on any medical or 
financial consideration.  
 
The second question this case raises goes to the role of physicians in the grand scheme 
of cost-savings efforts. With the cost of medical care in America bursting at the seams, 
this question is not trivial. But I believe that it is, for the most part, irrelevant when I 
am sitting across from a patient. Nowhere in our training as professionals are we 
taught that the best interest of our patient must be sacrificed for the financial needs of 
an entity we work with, or even for. We often fight with insurance providers to 
reimburse care we believe a patient needs, either in advance of or after a therapy is 
provided. It is the physician’s job to provide the best care possible, a clinical judgment 
guided by a number of variables, one of which is what effective therapy will be least 
costly to the patient we serve. Some ethicists go further, [5] suggesting that any goal 
other than the best interests of the patient violates the central principles of 
professionalism. These proponents believe that dealing with questions of fiscal 
responsibility while caring for a patient constitutes a conflict of interest. It is no 
different in principle, they say, than being paid by a drug company to promote its 
product or to enroll patients as subjects in a research protocol. Physicians sometimes 
have priorities other than the patient, which at the very least need to be clearly 
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explained and consented to by patients before they enter a patient-doctor relationship with 
us. 
 
The Veterans Administration (VA) hospital system is a case study in the struggle to 
restrict care and medical expenditures at several levels [6]. On the one hand the VA 
system has formulary barriers that restrict physicians’ choice of antibiotics, lipid 
therapies, and antihypertensives. On the other hand, we are rarely, if ever, told in 
advance that we may not treat a veteran for a condition that is deemed service-
connected. To date, if VA doctors choose to admit a veteran for a medical or social 
condition, regardless of emergent need or even medical appropriateness, there are 
virtually no obstacles to the admission. There is currently discussion in Congress about 
limiting access to the VA system [7], and it seems that new fees are imposed on the 
veterans daily. But, for now, once the patient is in a VA hospital bed, for better or for 
worse, both the patient and the doctor have wide latitude. 
 
In the case of Mr Hooper, the answer to the question of how bureaucratic obligations 
compete with the physician’s role with an individual patient seems unfortunate, but 
straightforward. While I might want to discuss at a policy level the appropriateness of 
where and when Medicare, Medicaid, and other insurers pay for care, the reality here is 
that without a hospital admission, Mr Hooper will most likely be discharged from the 
rehabilitation center where he is currently receiving care due to financial constraints. 
Without a hospital admission, there is a good chance that he will receive no 
professional care for his pressure ulcer if the family is unable to pay for a visiting 
nurse. Fiscal advocates for Medicare might argue that I have an obligation to their 
solvency that should direct me not to admit Mr Hooper, and I might, but for the fact 
that Medicare will pay to treat this condition in one particular venue. My decision is 
not whether he needs treatment or not, but how to get it, and to some degree the 
insurers have forced the decision. Moreover, I am unaware of any instance where a 
physician, after withholding care for insurance reasons, was then protected by the 
insurer from liability if a patient suffered a bad outcome. 
 
There are many opportunities to debate how nonmedical aspects of a patient’s care—
financial stewardship and fiscal responsibility—may lead to limited medical care, but 
opposite a sick patient is a dangerous place to hold that debate. The congressional 
argument over care of veterans is an example from the distant halls of policymakers. 
There needs to be a society-wide dialogue about what care we value and wish to pay 
for in this time of limited means; the bedside is not the place for the discussion. 
 
References 
1. LaForce FM. Triaging care for patients with pneumonia. Real progress. Arch Intern 
Med. 1997;157:15-16. 
2. Shakiba H, Dinesh S, Anne MK. Advanced trauma life support training for hospital 
staff. Cochrane Database Syst Rev. 2004:CD004173. 
3. American Academy of Child and Adolescent Psychiatry, the American Psychiatric 
Association. Criteria for Short-Term Treatment of Acute Psychiatric Illness. Washington, DC: 
American Psychiatric Association; 1997. 
4. van Dongen CJJ, van den Belt AGM, Prins MH, Lensing AWA. Fixed dose 



Virtual Mentor, July 2005 

subcutaneous low molecular weight heparins versus adjusted dose 
unfractionated heparin for venous thromboembolism. Cochrane Database Syst Rev. 
2004;18:CD001100. 
5. Pellegrino ED. Clinical Ethics. Paper presented at: Intensive Bioethics Course, June 
8-13 2004. Georgetown University, Washington, DC. 
6. Jha AK, Perlin JB, Kizer KW, Dudley RA. Effect of the transformation of the 
Veterans Affairs Health Care System on the quality of care. N Engl J Med. 
2003;348:2218-2227. 
7. Harris M. Veterans' Health Care Agency Prepares for Budget Shortfall and Cut. The 
Baltimore Sun. May 6, 2005: 4G.  
 
Hasan Shanawani, MD,MPH, is on the faculty at the University of Michigan School of Medicine 
where he is a practicing pulmonary and critical care physician. He is part the University of Michigan 
Program for Bioethics where he studies ethics and policy issues related to genetics and critical care 
research. 
 
Commentary 2 
by Kathleen Nathan Lowe, MSW, ACSW, CMSW 
 
Dr Wayne’s plan to allow the wound care team to treat Mr Hooper’s skin breakdown 
at the nursing home is based on his clinical judgment after examining the patient. 
Despite the family’s request for hospitalization, Dr Wayne should not modify the 
treatment plan unless a change in Mr Hooper’s condition warrants it or the only 
treatment options are home care versus hospital care. 
 
Arranging for a “qualifying hospital stay” (as requested by the Hooper family) so that 
Mr Hooper can become eligible for Medicare coverage in a skilled nursing facility is 
unethical if it is done solely for the financial benefit of the family. One of the 
physician’s responsibilities to the health care system is to be an honest gatekeeper, 
giving access to government insurance programs only when the patient legitimately 
meets the eligibility criteria. 
 
It is unclear from this case whether the Hooper family has already applied for long-
term care Medicaid. If they have, the process usually takes 45 days, during which time 
the family must document financial eligibility for the program. Most notably, if the 
applicant has savings or assets, he or she must “spend down” until no more than 
$2000 in countable assets remains. 
 
If the applicant is already in a skilled nursing facility, then coverage could be 
retroactive to the day he or she met the “spend-down” requirement. So, in this case, 
the Hooper family could use their existing funds to pay current long-term care 
expenses while aiming for that $2000 asset limit. If they truly have no more money to 
pay long-term care expenses, then they should qualify for Medicaid. 
 
The long-term care Medicaid program exists to aid people who do not have sufficient 
funds to pay for a skilled nursing facility. Although there is still some stigma attached 
to younger Americans receiving “welfare,” our government has allowed for legal long-
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term care planning as a way for the elderly to protect savings while still becoming 
eligible for long-term Medicaid benefits. Medicaid is both a state and federal 
government program, but eligibility rules differ depending on the state in which one 
resides. Generally, in addition to the asset criteria, the monthly income of the applicant 
must be less than the monthly cost of care in the facility at the Medicaid rate. This 
obviously presents a problem for a married couple when 1 spouse requires care in a 
long-term care facility. 
 
In the past, some couples facing this financial predicament divorced in order to meet 
the financial needs of both the ill and well partners. The law now allows that, in 
qualifying for Medicaid, the couple’s assets can be divided to protect a portion for the 
at-home or “community spouse,” while still meeting Medicaid requirements for the ill 
spouse. According to the North Carolina Division of Medical Assistance: 
 
 
• The community spouse may keep half of the couple’s assets (up to a maximum of 

$95 100).  
• The couple’s home is not counted in determining assets.  
• The institutionalized spouse’s income may be apportioned to the community 

spouse.  
• The personal possessions of the community spouse are excluded from countable 

assets.  
• One car is excluded from countable assets.  
 
So, once Mr and Mrs Hooper have applied for Medicaid, their assets would be 
divided, and Mr Hooper would have to spend down his portion. Each state has 
allowable ways to spend down assets in preparation for Medicaid eligibility. A pre-paid 
burial plan, for example, might be an acceptable way to achieve the $2000 asset limit. 
Another facet of Medicaid law pertains to the transfer of assets. Giving away assets 
(eg, to a child or grandchild) for the sole purpose of qualifying for Medicaid is not 
allowed. Generally, the state will look back 3 years from the time of the Medicaid 
application to ensure that no such transfers have occurred. The penalty for such 
actions is ineligibility for Medicaid for a given period of time which is determined by 
how much money was transferred [1]. 
 
Whether this legal practice of long-term care planning is ethical or not becomes Dr 
Wayne’s professional dilemma when the Hoopers ask him to collude with them in 
manipulating the system. If Dr Wayne hospitalizes Mr Hooper, the “qualifying 
hospital stay” will then open access to Medicare coverage for up to 100 days of 
nursing home care when Mr Hooper returns there [2]. This allows the family time to 
qualify for the Medicaid program and preserves the money they are currently spending 
from their savings. Although Dr Wayne might sympathize with their financial plight, I 
believe it is simply unethical to exploit the Medicare program in this way. 
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The social work profession, like the medical profession, is rooted in core values that 
undergird its ethical principles and standards. These entail responsibilities not just to 
patients but also to colleagues, our practice settings, and the broader society [3]. 
 
As stewards of the resources that our government has set aside for the Medicare and 
Medicaid programs, we must be honest gatekeepers in providing access to these funds. 
Sometimes it is easier to grant a patient’s request for access rather than to confront 
one’s plan to circumvent the rules. This is true about all kinds of requests, eg, for 
unnecessary medication, superfluous assistive devices, inappropriate referrals, and the 
wrong level of care designation. Dr Wayne appears to have cultivated a positive 
patient-doctor relationship, and he is not eager to jeopardize this by denying the 
family’s request. 
 
It is not enough to know the ethical thing to do when dealing with patients—a 
physician must also have the emotional strength and resilience to confront situations 
that challenge the integrity of their gatekeeping role. Families who want to preserve 
assets for inheritance or other personal reasons may be motivated to shift the financial 
burden of their loved one’s care onto the public and misuse funds reserved for those 
who are truly indigent. 
 
Social workers are available to partner with physicians to assist in managing these 
issues. Together the health care team must understand the treatment that each 
patient’s situation necessitates, and we must hold firm to the ethical standards of our 
respective professions in granting access to health care and to the government 
insurance programs which pay for such care. 
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