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EXECUTIVE SUMMARY

Health care organizations increasingly are incentivized to focus on preventive care . 

Case managers can extend their reach by collaborating with community partners to 

provide non-medical services to elderly patients .

• Patients often need help with transportation, light housekeeping, even housing .

• Sometimes, patients are lonely and just need someone to look in on them or to 

call on the telephone .

• Faith registered nurses provide in-home visits for education and faith support .

To improve population health, CMs 
find “it takes a community”
CBOs can help extend care for patients

As the Affordable Care Act nudges 
health care organizations toward 
preventive care and efficient, 

holistic solutions, some case managers 
are finding that they can do more for 
their patients if they seek help from all 
available community resources.

The idea is for case managers to 
refer patients to community-based 
organizations (CBOs) that provide 
elder services or other types of help — 
typically for free or at an affordable cost.

For example, an elderly patient 
who has scheduled orthopedic surgery 

might need help with transportation 
and grocery shopping when she returns 
home. A case manager could help 
the patient schedule physical therapy 
and follow-up medical care, but if 
the patient is unable to get to the 
appointments, her recovery could be 
threatened, says Karen R. Vanaskie, 
DNP, RN, MSN, care management 
program director at Scottsdale Health 
Partners in Scottsdale, AZ.

“The patient might need help with 
light housekeeping and with making 
meals,” Vanaskie adds. “We want 
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to make it an easy transition for 
them, and finding these resources 
is something we can do before the 
surgery.”

Community organizations 
are important partners for case 
managers when the goal is to look 
at a population of patients on a 
continuous basis, notes Anne Meara, 
RN, MBA, associate vice president 
of Network Care Management 
at Montefiore Health System in 
Bronx, NY. Montefiore has a pioneer 
accountable care organization (ACO) 
that focuses on providing quality 
patient care and focusing on cost 
drivers. It’s an alternative to the 
traditional fee-for-service system. 
(Look for further information about 
case management and the ACO in the 
upcoming June 2015 issue of Case 
Management Advisor.)

“We look for people who have 
incurred high medical expense, who 
are being readmitted to the hospital, 
and who are newly diagnosed with a 
chronic disease,” Meara says.

Case managers do thorough 
assessments of patients’ needs and 
identify issues that are not medical 
but can affect their health, she 
explains.

For example, housing is a major 
issue for this population, she notes.

“We’ve established relationships 
with every major housing 
organization in the Bronx,” Meara 
says.

“Depending on the type of 
problem, we’ve developed pathways 
involving housing, and all case 
managers are expected to handle 
certain situations,” Meara says. “If we 
identify this person is living on the 
street, the accountable care manager 
now works with an expert in housing 
— a community-based housing 
partner — and we might call in legal 
services.”

Case managers in the emergency 

department can call one of the 
housing organizations at any time of 
the day or week. “If we have someone 
in the emergency department who is 
at risk in the area of housing and the 
physician would otherwise discharge 
this person, we can have someone 
come to the ED and take the person 
to safe housing care,” Meara explains.

Housing can have a big impact on 
patients’ health, she notes.

“Because of an unstable housing 
situation, patients cannot address 
their health care needs: They can’t 
pick up medications, and their lives 
are chaotic,” she says. “They come to 
the emergency department and are 
very sick.”

Other services where case 
managers will work with CBOs 
include transportation, caregiver 
fatigue, dietary issues, loneliness, and 
depression, she adds.

Vanaskie researched her area to see 
what types of services were available 
for elderly and chronically ill 
patients. Her investigation turned up 
a long list of ways CBOs could help, 
including providing transportation to 
doctor’s appointments or the grocery 
store, housekeeping services, home 
visits by volunteers, meals assistance, 
faith nursing care, and other services.

“I thought I knew all of the 
resources in the community because 
I’ve been doing this for 30 years,” 
Vanaskie says.

But she found that there were 
vastly more resources available than 
she imagined. There were so many 
that the organization established 
a weekly community resource 
meeting in which each week of the 
year, a different CBO, hospice, or 
agency meets with case managers to 
discuss their work. Some of these 
organizations would charge the 
patient or the insurance, but many 
offer free or reduced price services, 
she says.
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“I get calls every week from 
companies or agencies or community 
groups that want to talk about 
the services they give to patients,” 
Vanaskie says. “We’re booked through 
June.”

Community meetings have helped 
extend case management’s reach in 
even some unexpected ways, she 
notes.

“A lot of times after the companies 
meet with us and hear about our 
population and what they struggle 
with, they come back with new 
programs that they put in place 
because of our population,” she says. 
“One non-medical in-home services 
company came back with a little 
package deal for patients who are just 
out of the hospital; for $80, they can 
have an attendant come into their 
home for the first five days home.”

When an organization has a 
service that a patient might need, but 
there is a small charge, case managers 
are very upfront with the patient 
about potential costs, Vanaskie says.

“Ultimately, it’s the patient’s 
decision,” she says.

One nonprofit organization that 
works with Scottsdale Health Partners 
is Duet: Partners in Health & Aging, 
in Phoenix. The largest number of 
referrals for Duet’s free and volunteer 
services comes from case managers, 
says Elizabeth Banta, Duet executive 
director.

Duet provides services for those 
who are homebound, including 
groceries, rides to medical 
appointments, friendly visiting and 
phoning, paperwork assistance, 
handyman services, home safety 
assessments, respite assistance, and 
computer assistance, she says.

The organization also has caregiver 
support groups, workshops, seminars, 
and services providing nurses in faith 
communities, she says.

“Many of the individuals that case 

managers are helping are coping with 
some kind of challenge related to their 
health or a health crisis,” Banta says.

“They’re struggling to understand 
what’s out there in the community 
and how they can have a high 
quality of life in their own homes,” 
she explains. “We partner with 
organizations that provide hands-on 
care.”

Duet and organizations like it rely 
on volunteer work, as well as paid 
staff. “We inspire people to volunteer, 
and most volunteers are matched up 
with one person,” Banta says.

Every community in the United 
States has an Area Agency on Aging 
and nonprofit organizations that can 
help, Banta notes.

“We’re convinced that this type of 
supportive range of services is helping 
people stay well longer,” she says. 
“Particularly, a faith community of 
nurses who know when people are 
discharged from the hospital — and 
can be an advocate for patients — can 
help reduce readmissions.”

Faith community nurses, who also 
are called parish nurses, are available 
to help people — at no charge — in 
many communities. Some nurses are 
unpaid professionals and others are 
employees, but all have a valid license 
in their state and are registered nurses, 
says Carol Heimann, MA, RN, faith 
community nurse with Resurrection 
Lutheran Church in Scottsdale. 
Heimann also is on the board of Duet.

“Our faith community nursing 
was started by a Lutheran chaplain, 
but there are faith nurses in Hindu 
and other religions,” Heimann says. 
“We do not charge for my services, 
and I don’t limit my practice to 
people who are members of my 
church.”

To many elderly patients, faith 
nurses are part of their social network, 
their church community, Vanaskie 
says.

“Even receiving a phone call from 
a faith nurse gives them a peace of 
mind that someone is looking in on 
them,” she explains. “A lot of the 
elderly are isolated.”

The case manager’s role is to get 
the various community organizations 
engaged with patients, Vanaskie adds.

“We like to capture our patient 
population before they’re at high 
risk,” she says. “Case management has 
been known to come in when there’s 
a crisis; we know we don’t do enough 
with end-of-life planning.”

Heimann typically works with 
case managers and social workers, 
sometimes sitting in on care meetings 
and interpreting for families what is 
being said.

“I know these people, which gives 
me a leg up on case managers who 
only see them in crisis,” she explains. 
“Some people I see on a regular basis 
to keep tabs on them.”

Some faith nurses will run blood 
pressure clinics at their church, but 
Heimann’s care is not hands-on 
nursing. “I do a lot of counseling if 
someone has a new medical diagnosis. 
I can answer questions, help them 
wade through Medicare or whatever 
their insurance is,” Heimann says. “I 
can answer medical questions.”

The focus of faith community 
nursing is the integration of faith and 
health, she notes.

“I pray with people and have 
devotions for them, and that’s a big 
part of my practice.”

Case managers can refer patients 
to faith nursing programs when there 
are additional nursing education 
services they need or when patients 
mention they would like meet with 
someone from the faith community 
but do not have a local church, she 
says.

“Faith community nurses are very 
holistic. We look at body, mind, and 
spirit,” Heimann says.  n
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EXECUTIVE SUMMARY

Primary care physicians too often are out of the loop when their patients have 

surgery or are hospitalized . An Arizona case management model seeks to 

keep them aware of what’s going on and give them an opportunity to improve 

care during transition and crisis periods .

• Transitional case managers also keep patients’ specialists aware of any 

surgeries or hospitalizations .

• CMs send HIPAA-compliant text messages and updates .

• Post-discharge, CMs provide follow-up and help patients link with needed 

community resources .

Case managers work with doctors, other 
providers to improve care quality
HIPAA-compliant texting helps

L inking hospital providers 
with community physicians 

is challenging for transitional case 
management, but one organization 
has found that having the case 
managers look out for patients both 
in and out of the hospital helps keep 
hospital readmission rates at a low 
range — 3% to 5% — for a senior 
population.

Hospital physicians use the 
texting system to let primary care 
doctors know when their patients are 
discharged or seen in the emergency 
department (ED), says Karen R. 
Vanaskie, DNP, RN, MSN, care 
management program director 
at Scottsdale Health Partners in 
Scottsdale, AZ.

“Our primary care physician 
[PCP] network used to never know 
when patients were in the hospital,” 
Vanaskie says. “A patient would 
come in for a visit and say, ‘I fell and 
broke my hip and spent a month in a 
nursing home,’ and the primary care 
provider was never involved.”

The transitional case management 
program keeps PCPs in the loop, and 
the program lets patients know about 

feedback to the community doctors, 
she adds.

Primary care physicians often 
have seen their patients for years, so 
it’s a very important focus to make 
sure they know the treatment plan 
devised by the hospital. “Many times 
a primary care physician has critical 
medical information about the 
patient that a hospitalist on a quick 
visit isn’t going to know,” Vanaskie 
says.

The transitional case management 
program also keeps patients’ 
specialists — including cardiologists 
— aware of hospital and ED visits, 
she says.

Transitional case managers 
(TCM) are both registered nurses 
and licensed social workers. The 
organization has four TCMs with 
one in post-acute and one in each of 
three hospitals. Their census typically 
is 12-15 patients per day. The nurses 
handle patients’ transition needs in 
the hospital, and the social worker 
provides follow-up and support in 
post-acute settings, Vanaskie explains.

“Once they understand what 
the patient’s treatment plan is and 

the patient’s transitional care needs, 
they make certain all follow-up 
appointments are made, and they 
keep the patient’s physicians well 
informed,” she adds. “Within 24-48 
hours, they make a follow-up phone 
call to the patient and make sure 
the patient understands his or her 
medicine and the health treatment 
plan and that everything is aligned.”

The following is a typical 
transitional case management 
scenario:

• Day of hospital admission: 
“The minute a patient is registered 
and is one of our physicians’ patients, 
a HIPAA-compliant text is sent to 
TCM, notifying us of the patient’s 
name, diagnosis, and the patient’s 
primary care provider,” Vanaskie says.

The case manager meets the 
patient, hands out a business card, 
and makes sure the patient clearly 
understands there is a representative 
from the primary care office who will 
stay involved in the patient’s care, she 
explains.

“The case manager says that if 
the patient needs anything, she’d be 
happy to help coordinate it while the 
patient is in the hospital or when the 
patient returns home,” she adds.

• During hospital stay: The 
transitional case manager visits the 
patient each day of the hospital 
stay. When the hospital’s tests and 
lab results are available, the TCM 
will send those to the primary care 
physician and meet with the patient 
to discuss further discharge planning. 
The transitional case manager also 
meets with the hospital case managers 
to go over the discharge plan, 
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Vanaskie says.
The TCM informs the patient’s 

community providers about all 
procedures and tests, and reports back 
to the hospital team any concerns the 
primary care providers might have, 
she says.

“They try to bridge that 
communication link between 
hospitalization and primary care,” she 
says. “Having a HIPAA-compliant 
texting system allows us to attach 
documents so when we get a 
document or lab report we can send it 
right over to the PCP.”

Patients’ community providers are 
able to follow the patient’s hospital 
care and treatment and provide 
information and input as necessary, 
she says.

“We often bring to the table long-
term care needs that the hospital case 
manager won’t have,” she says. “The 
primary care physician is a valuable 
player to the hospital team because 
they have such a defined scope of 
knowledge.”

• Day of discharge: The TCM 

makes sure everyone is aligned on the 
patient’s day of discharge, Vanaskie 
says. TCMs reinforce to patients that 
they’ll be calling the patient at home. 
They follow up with the call and 
listen to any concerns the patient or 
caregiver has. When needed, a licensed 
clinical social worker (LCSW) care 
coordinator will make a home visit.

“We wrap our arms around that 
case until they feel more secure,” 
Vanaskie says.

As the patient is discharged, the 
TCM keeps community doctors 
updated on what is going on, she says.

• Post-discharge. As a case 
manager learns more about the 
patient’s issues and concerns post-
discharge, the TCM can help the 
patient resolve barriers to maintaining 
health. For example, if a patient’s 
chief obstacle to making follow-up 
doctors’ appointments is lack of 
transportation, the TCM will link the 
patient to a free transportation service 
provided by a community-based 
organization, Vanaskie says.

The same is true of other needs, 

including dietary guidance, caregiver 
respite, grocery shopping, and 
companionship, Vanaskie says.

TCMs also provide follow-up 
medication reconciliation: “The 
hospital does the majority of 
medication reconciliation, but when 
the patient comes back to their 
primary care provider for the first 
doctor’s appointment, we can do 
medication reconciliation by phone,” 
she explains.

“We make sure patients have their 
medications, and we answer any 
questions about it,” she says. “We also 
have them bring all of their pills to 
their doctor, including vitamins.”

This quick medication 
reconciliation phone call helps TCMs 
identify any new problems, she says.

“You’d be surprised how many 
patients said they didn’t like the 
copay and wouldn’t pick up their 
medications,” Vanaskie notes. “The 
TCM might find out the patient 
didn’t understand their medication 
instructions or that there was a 
discrepancy in the prescription.”  n

Case management can work hand-in-hand with 
patient advocacy
CM services by advocate yield benefits

As health systems, payers, 
employers, and even unions 

look for case management-style 
models for improving their 
populations’ health, some are hiring 
RNs to serve in a patient advocate 
role.

For instance, the Electrical 
Workers Health and Welfare Trust 
Fund in Las Vegas has an RN patient 
advocate who provides a personal 
touch when working to improve 
members’ health.

Advocates — like case managers 

and care coaches — meet patients 
wherever they are, including in 
the hospital, at the union hall, or 
at events, says Candace Facio, 
RN, patient advocate and clinical 
manager with the Electrical 
Workers Health and Welfare Trust 
Fund. Facio speaks at conferences 
about increasing productivity and 
containing health care costs through 
advocacy and case management-type 
services.

“The Fund was looking for 
someone to take care of members on 

a more personal level,” Facio says. 
“We work hand-in-hand with a case 
management company.”

Facio is available by telephone 
24/7 to her patients, who are 
members of the electrical union. 
They can meet with her in person or 
call her when they or she is out of 
town, she says.

While she attended a recent 
patient advocacy conference, Facio 
had to excuse herself a couple of 
times to answer calls from patients. 
“My thought is, if I can spend 15 
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EXECUTIVE SUMMARY

Like case managers, patient advocates work to improve population health . 

Their work includes taking care of a patient population for payers, employers, 

and unions .

• Registered nurses provide case management-type services while in the 

patient advocate role .

• The goal is to reduce hospitalizations and emergency room visits by being 

available 24/7 to answer any questions, concerns, and medical crises .

• Health care education and prevention are the main focus .

minutes on the phone then it might 
prevent a hospitalization,” Facio says.

It worked: “I had a gentleman 
who had back surgery and couldn’t 
get his pain medications,” she 
recalls. “In 15 minutes, I talked 
with the vendor and pharmacy and 
found out where he could pick 
up his medications, making that 
process a little smoother for him.”

Some of the union’s members are 
enrolled in a patient medical home 
model, and Facio provides health 
coaching to them.

“On Mondays, Wednesdays, 
and Fridays, I do health coaching 
for diabetes, obesity, asthma, and 
depression,” Facio says. “The 
biggest one is obesity because a lot 
of chronic conditions fall under 
that.”

Facio also is involved in hospital 
rounds. She visits the hospital early 
in the morning and reviews the 
census to see if any of the fund’s 
members are there.

“I make sure things go smoothly, 
and I work with the hospital case 
manager,” she says. “I go through 
the prior authorization reports 
so if anyone has the potential of 
going into the hospital with surgery 
scheduled or a breast biopsy, I can 
reach out to them so they know 
who I am and they know they can 
call me if they have any questions.”

Members are happy with the 

service, and anecdotal evidence 
suggests Facio is making headway 
in helping members improve their 
health.

For instance, one diabetic 
patient’s A1C level was as high as 
12.1 (normal levels are below 6). 
Within a year of health coaching, 
the patient lost 52 pounds and his 
A1C dropped to 5.8, she says.

“I have an asthma patient who 
lost enough weight to go hiking 
with friends in a higher altitude, 
which he couldn’t do before,” Facio 
says. “We got him into cardio rehab 
to deal with emphysema.”

Another severely asthmatic 
patient needed pulmonary rehab 
and was on a ventilator three or 
four times within two years. After 
receiving Facio’s health coaching, 
her asthma attacks stopped. “It’s 
been two and a half years and she’s 
had no ventilator and no major 
asthma attacks,” Facio says. “She 
has learned breathing exercises and 
what to watch for.”

For members who are coping 
with chronic diseases, Facio might 
set up a weekly or monthly in-
person meeting or telephone call. 
These maintenance appointments 
will last 15-20 minutes by 
telephone or an hour in person.

“I ask them questions and 
provide a lot of motivation,” Facio 
says. “I’ve started a Facebook page 

for them with motivational and 
educational pieces they can find 
and read over — social media is a 
wonderful thing.”

Information about diabetes is 
very popular, she notes.

“I post things like ‘Here’s a 
quick 20-minute exercise you can 
do,’” Facio says. “I include things 
on chronic pain and back pain, 
reposting from diabetes or cancer 
websites, and they actually read 
these.”

Her case management work 
also takes her to patients’ doctors’ 
appointments to help patients 
remember all of the questions they 
want to ask. Facio will take notes 
during the appointment and then 
discuss it with patients later. And 
she goes to their pharmacies where 
she might meet with them to show 
them how to administer their shots, 
she says.

“I’ve gone to their houses, gone 
through the cabinets and said, 
‘These probably are not the best 
items for you,’” Facio adds.

They know that she will answer 
their calls anytime, except when 
she’s on an airplane.

Despite her 24/7 accessibility 
rule, Facio says the members do not 
abuse it: “They might text me if it’s 
not an emergency.”

Sometimes, her work can be a 
real lifesaver, she says. For example, 
one night around 2:30 a.m., she 
was driving through the mountains 
while on vacation when she 
received a call from a member who 
became very winded within a few 
minutes of talking with her.

“I said, ‘Go to the ER, and I’ll 
tell them that you are on your 
way,’” she recalls.

The man took her advice, which 
was fortunate because he had acute 
appendicitis and was out of surgery 
by 6 a.m., she adds.  n
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New type of ED unit focuses on the most 
critically ill patients, decompressing ED
Center highlights, takes advantage of new specialty within emergency care

Much of the discussion 
surrounding emergency 

medicine seems to focus on how 
to keep lower-acuity patients out 
of the ED, or at least how to move 
them through to discharge faster. 
While it is true that many EDs see 
a high percentage of low-acuity or 
fast-track patients, there are also 
EDs that are overwhelmed with 
patients at the other end of the 
acuity spectrum. The University of 
Michigan Health System’s (UMHS) 
adult ED in Ann Arbor is a case in 
point.

“We don’t have a fast track 
anymore because I don’t have 
enough patients to keep people 
busy. We use the Emergency 
Severity Index (ESI) here, and 
our ESI 4s and 5s [make up] 
less than 10% of our patients,” 
explains Jennifer Gegenheimer-
Holmes, RN, BSN, MHSA, 
CEN, the director of operations 
for the Department of Emergency 
Medicine at UMHS. “We take a lot 
of transfers from other hospitals, 
and the acuity and complexity of 
our patients is fairly high.”

These critical care patients 
require more time and resources 
than lower-acuity patients, often 
creating backlogs and long waits. 
This creates different flow issues 
faced by EDs that see a high 
number of lower-acuity patients. 
Recognizing the challenge of 
high-acuity patients, UMHS has 
just unveiled a new unit designed 
specifically for the most critically 
ill emergency patients. Dubbed the 
Massey Emergency Critical Care 

Center, or EC3, this new branch 
of the ED is the first such center 
in the country, and it could well 
provide a model for other referral 
centers that manage and care for 
a high number of patients on the 
upper end of the acuity spectrum.

Cohort critically ill 

patients

There were multiple factors 
involved with the drive to develop 
EC3, but chief among them was 
the fact that the number of patients 
coming to the ED was continuing 
to increase, and the acuity of these 
patients was on the rise, with about 
one-third requiring admission to 
the hospital.

“As our patients are getting 
better therapies for cancer, heart 
failure, and other disease states, 
they are living longer. These 
patients are coming in and they 

are actually sicker,” explains Kyle 
Gunnerson, MD, an emergency 
physician, critical care specialist, 
and leader of the EC3. “Dovetail 
that with the crisis for the critical 
folks upstairs who have also seen 
shortages in resources. We don’t 
have enough ICU [intensive care 
unit] beds and we don’t have 
enough intensivists — especially in 
large, tertiary referral centers like 
UMHS and other big centers in the 
area. The ICUs are running almost 
at capacity.”

With all of these forces 
converging, it is like a “perfect 
storm brewing,” says Gunnerson. 
“What happens is you have a 3-5% 
increase in the amount of patients 
each year filling up the ED, the 
acuity is going up, and we can’t 
get [patients] upstairs into the 
ICU quick enough, so they end up 
sitting down in the ED waiting for 
an average of six to nine hours for 
an ICU bed. Sometimes, we even 
have these patients for 24 hours.”

Also contributing to the 
problem is the fact that emergency 
physicians are not really trained 
to provide more than the early 
stages of critical care, says 
Gunnerson. “Emergency medicine 
[providers are] really good for 
doing the resuscitations, the CPR 
[cardiopulmonary resuscitation], 
the acute treatment, but once that 
happens, we are really not trained 
to do the next phase: the titrating, 
the fine tuning, the critical care, 
and really getting down into the 
details of what critical care needs 
are required,” he explains. “And 
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at the same time we are having to 
deal with all the people coming in 
the door. We are responsible for 
18 to 20 other patients; we’ve got 
40 people in the waiting room and 
we’ve got another 40 people waiting 
to be admitted.”

To address all of these factors, 
the EC3 is being equipped with 
five resuscitation/trauma bays, 
nine patient rooms, and emergency 
providers who have undergone 
additional training in critical care. 
Further, there will be one nurse for 
every two patients to facilitate the 
closer monitoring required for these 
sicker patients.

“This is really a treatment 
area within our ED where we are 
cohorting our critical patients, 
where we have additional, extensive 
monitoring, and closer patient-to-
nurse ratios so we can really focus 
our attention on the first 6-12 
hours,” says Gegenheimer-Holmes. 
“We can make sure that when these 
patients move to the next care 
unit they are in a place where the 
handoff can be done safely.”

Further, administrators 
anticipate that the EC3 will take 
some pressure off the hospital’s 
ICUs. 

“We will have another set of 
doctors and teams to manage these 
sick patients before they go to the 
ICU, and that way we can start 
their treatments early, we can start 
titrating their therapies, we can 
start even potentially de-escalating 
care, and, in some cases, reserve 
that precious commodity of an 
ICU for another patient. If we can 
get a patient better, he may be able 
to go straight to a [hospital] floor,” 
says Gunnerson. “There are a lot 
of potential benefits to having this 
model down here in the ED, and 
that is what prompted us to try this 
kind of new health care delivery 

model for acute critical care.”

Provide training in 

critical care

To staff the EC3, the hospital 
is looking to emergency physicians 
who have undergone extra training 
in critical care. “The [American 
Board of Medical Specialties] has 
just passed an approved pathway 
now where ED residents can do 
a two-year fellowship in critical 
care, either through anesthesiology, 
internal medicine, or surgery. They 
can sit for the boards, and then 
have full hospital privileges to 
round in an ICU,” says Gunnerson. 
“They are trained through the 
fellowship to take care of patients 
with that detail and expertise, 
and so now these [physicians] 
are coming out with a different 
mentality. They understand the 
problems in the ED and they 
understand the problems up in the 
ICUs.”

Extra training is required for 
the nurses who will be staffing 
the EC3 as well. It’s a paradigm 
shift for emergency nurses because 
while they have been treating 
critical care patients for years, the 
mindset has always been to stabilize 
them quickly and move them out, 
observes Gegenheimer-Holmes.

“We had [already] implemented 
some critical care procedures that 
typically would be done in the 
ICU, but because we were trying 
to move those patients through to 
be ready and available for the next 
critical patient that may arrive, we 
were really handing off patients at a 
time that really may not be ideal,” 
explains Gegenheimer-Holmes.

Consequently, to equip about 
40 emergency nurses with the 
additional skills they would need 

to provide critical care for a longer 
period of time in the new unit, 
the ED has been partnering with 
the hospital’s critical care units 
upstairs. “There has been a great 
team effort over about a six-month 
period,” explains Gegenheimer-
Holmes. “We rotated the nurses up 
to the different ICUs, and we sent 
them through the same critical care 
nursing orientation that the nurses 
who are hired into critical care go 
through.”

While personnel from the 
critical care units on the upper 
floors have been thoroughly 
supportive of the new unit in the 
ED, keeping the training fresh 
among the emergency staff has been 
difficult. “It is very challenging to 
try to learn how to do these new 
things and then come back into a 
place where you are not doing them 
yet,” says Gegenheimer-Holmes.

However, now that the EC3 
is open, the nurses who received 
the extra critical care training can 
begin using these new skills and 
also precepting some of the other 
emergency nurses. “In order to 
keep everyone’s skills up, we will 
limit the numbers just so the nurses 
are rotating through [the EC3] on 
a regular basis and aren’t spending 
too much time away from the 
unit,” says Gegenheimer-Holmes. 
She adds that eventually about 
one-third of the emergency nurses 
will be equipped with the critical 
care training needed to work in the 
EC3.

Identify patients for 

protocolized care

As the training proceeds, 
administrators are gradually 
ramping up capacity. The EC3 
officially opened in late February 
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with just four beds available for 
critical patients. When construction 
is complete and the unit is fully 
operational later this spring, there 
will be nine beds available, staffed 
by five nurses on duty at any given 
time, explains Gegenheimer-
Holmes. One nurse will care for a 
single patient while functioning as 
the team leader.

When personnel are assigned 
to the EC3 that will be their only 
assignment, but there will be 
flexibility built into the system 
to accommodate patient volume, 
explains Gunnerson. “When we 
are very slow [in the EC3], and 
they need a lot of extra hands out 
in the main ED, personnel can be 
pulled from the EC3 out to the 
main ED, and vice versa. If we need 
some extra help up in the EC3, 
the appropriate nurses that have 
the appropriate training will be 
pulled up to the EC3 for additional 
staffing,” he says. “The nice thing is 
that they are our own nurses.”

The types of patients who will 
be sent to the EC3 will be those 
on the “far extreme of either 
complexity or critical care needs,” 
explains Gunnerson, noting that 
it is not a designation that can be 
simply summed up in terms of 
an ESI assignment. For instance, 
he explains that a patient who 
is categorized as ESI 3 may have 
several issues, none of which is 
all that severe when viewed in 
isolation, but the care that is 
ultimately required may be very 
labor intensive or intense.

“The EC3 will really be for 
those patients for whom early 
intervention and protocolized 
care can be initiated,” says 
Gegenheimer-Holmes. “Most of 
the patients who will come to the 
EC3 have medical problems [such 
as] sepsis, a GI [gastrointestinal] 

bleed, a subarachnoid hemorrhage, 
or post-cardiac arrest.”

In some cases, the handoff to 
an EC3 team will take place in 
the resuscitation bay. Patients 
from other hospitals may also 
be sent directly to the ECS if 
physicians determine their needs 
are appropriate for the unit. And 
in other cases, patients might come 
through triage to the main ED, but 

then later get sent to the EC3 once 
clinicians become more familiar 
with their conditions or there is 
some deterioration status. In fact, 
that is precisely what happened in 
the case of the very first patient 
to be cared for in the new unit on 
February 16th.

“The patient had been in the 
ED receiving care for an hour or 
so and began to decompensate. It 
was a patient who needed dialysis. 
We were going to admit him to 
the dialysis unit, but we do have 
the capability to initiate dialysis 
in the critical care center [EC3],” 
says Gegenheimer-Holmes. “This 
was a patient who was becoming 
unstable, so we moved him over 
to the EC3, and we did the same 
thing with another patient later in 

the afternoon.”
The EC3 is not designed for 

trauma patients who will most 
likely be sent to a trauma-specific 
ICU where they will be cared for 
by a trauma team once they are 
stabilized in the ED, explains 
Gegenheimer-Holmes. She notes 
that the critical care unit is also not 
the likely destination for patients 
with acute myocardial infarctions 
(MI) because there is already an 
effective pathway in place for 
patients with ST segment elevation 
(STEMI) MIs to be quickly 
transitioned to the cath lab.

The UMHS has six specialized 
adult ICUs upstairs, and now it has 
the EC3 as well. But even with all 
of these specialized care options, 
the main ED at UMHS is still 
largely taking care of patients with 
a relatively high level of acuity.

However, Gunnerson anticipates 
that the EC3 will ease pressure on 
the ED, shortening wait times and 
facilitating patient flow. “Before, 
when we didn’t have this [critical 
care unit], we were having to take 
care of five, six, or seven of these 
[critical care] patients smattered 
throughout the ED, and it really 
drained the resources,” he says. 
“You can imagine someone waiting 
for an ICU bed for eight, nine, or 
10 hours, and using all the nursing 
resources on that assignment in 
that one room.”

What happens is the room can’t be 
turned over, and then you multiply 
the problem by seven or eight, and 
you have decreased the ED’s capacity 
by 10%, explains Gunnerson. “We 
are hoping that by decompressing 
that complexity and that higher level 
of care from the main ED … it will 
open up rooms so that we will … see 
a decrease in wait times to get patients 
back, and a decrease of patients 
leaving without being seen.”  n
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When fatigue is addressed in 
the healthcare workplace, 

attention often goes first to 
physicians and particularly medical 
residents who are sleep-deprived 
and overworked. Increasingly, 
risk managers are focusing on the 
patient safety threats posed by 
nurses and other staff members 
who are too tired to do their jobs 
properly.

Fatigue poses a “huge” threat 
to patient safety, says Richard C. 
Boothman, JD, chief risk officer 
and executive director of clinical 
safety at the University of Michigan 
Health System in Ann Arbor. 
The healthcare industry has not 
connected the dots between how 
clinical and business pressures 
can fatigue nurses to the point of 
threatening patient safety, he says.

“Fatigue is a pretty well 
documented concern, but it is not 
often related to nurses,” Boothman 
says. “We went through years of 
worry about resident work hour 
restrictions and we keep meticulous 
records of how many hours resident 
work, and truck drivers are under 
some stringent restrictions. There 
is no reason to think nurses are 
immune to the same problem, and 
in some ways it’s worse.”

The problem can be worse 
because nurses have the most direct 
contact with patients, and fatigue-
induced errors or oversights can 
start a chain reaction of improper 
care, Boothman explains. Nurses 
also can be more susceptible to 
fatigue than residents because 
the nurse is working constantly 

through the shift, unlike residents 
who work long hours but can rest 
when they have time, he says.

Comparable to alcohol

Risk managers must convince 
hospital leadership to see nurse 
fatigue as a patient safety risk, 
rather than a budgetary or human 
resources problem, Boothman 
says. Staffing ratios and scheduling 
should always factor patient safety 
into the decision- making process, 
he says.

“We’ve had blinders on about 
this for a long time,” Boothman 
says. “Ironically, part of the 
problem is brought on by the 
caregivers, because they seem so 
dedicated that they often put their 
own health and concerns off to the 
side.”

Naturally, the problem is more 
common and more serious in those 
settings that provide patient care 24 
hours per day or those that require 
mandatory overtime, says Robin 
Diamond, MSN, JD, RN, senior 
vice president of patient safety and 
risk management at The Doctors 
Company, a malpractice insurer 
based in Napa, CA. But any setting 
is affected if staff are fatigued, 
whether it’s by work schedules or 
a new baby at home, she says. The 
risk comes from attention lapses, 
inability to focus, slow reaction 
time, and confusion.

“Objective recordings by 
polysomnographic recorders verify 
that nurses, air traffic controllers, 
and even commercial truck drivers 

regularly fall asleep during night 
shift,” Diamond says. “Research 
has shown a significant relationship 
between sleep in the prior 24 
hours and the risk of making an 
error. Some studies are comparing 
impairment to blood alcohol 
content, suggesting that a nurse 
awake for 19 hours is the same as 
having a blood alcohol content of 
0.05%.”

According to a study by 
Australian researchers, there is a 
3.4% chance of an error occurring 
when nurses obtain six hours or less 
of sleep during a 24-hour period. 
This number might sound small, 
but Bette McNee, health and 
human services technical specialist 
with The Graham Company, a 
healthcare consulting firm in 
Philadelphia, makes this point: If 
an average teaching hospital has 
1,000 nursing shifts per day, this 
error percentage equals 34 daily 
errors. 

Over a year, that’s more than 
12,000 patients whose care is at 
risk because nurses aren’t getting 
adequate sleep. (An abstract of 
the study is available online at 
http://www.ncbi.nlm.nih.gov/
pubmed/16099184.)

“The most important thing 
a hospital can do is to create a 
culture that allows a nurse to say 
that he or she is tired and needs to 
take a short nap or a walk outside 
— a culture where the nurse 
doesn’t worry about reprimand or 
disciplinary action for recognizing 
their own limitations.” McNee says.

A punitive atmosphere will 

Nurse fatigue a ‘huge’ threat to patient safety, but 
can be addressed
Take steps to create fatigue management plans
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drive fatigue issues underground, 
says Brandi Crow, BSN, RN, who 
worked until recently as associate 
chief nursing officer at a major 
hospital and is now clinical analyst 
with MD Buyline, a company based 
in Dallas that provides information 
to make technology decisions. 

She recalls incidents in which 
a nurse and a physician were 
routinely too fatigued to provide 
safe care.

“We found that coworkers, 
everyone around these two 
individuals in their department, 
were really hesitant to report or 
confront the behavior,” she says. 
“We knew right then that we were 
going to develop more trust about 
reporting. Every risk manager 
knows that the amount of good 
you can do depends on how much 
people are willing to report issues.”

One strategy Crow used was 
to encourage nurses to buddy 
up during their shifts so they 
could watch each other for signs 
of fatigue and suggest a remedy. 
Pairing up makes them accountable 
to each other, she notes.

Diamond says risk managers 
should assess the organization 
for fatigue-related risks such as 
understaffing, consecutive shift 
work, and policies that encourage 
overtime. 

A fatigue management plan 
should include education of staff 
about the effects of fatigue and 
good sleep hygiene, as well as 
making it a responsibility for staff 
members to intervene when they 
notice a colleague suffering from 
effects of fatigue.

Research has demonstrated that 
specific strategies work to revive a 
fatigued employee, Diamond says. 
The other person should engage 
the fatigued employee in active 
conversations, lead him or her into 

physical activity, and encourage 
strategic caffeine intake. Caffeine 
typically takes about half an hour 
to kick in, so a cup of coffee might 
be best before a nap, not after. 
The hospital also should provide 
areas for nurses to nap, with 
ear plugs and eye masks, just as 
many facilities do for physicians, 
Diamond says.

“It also is important to provide 
opportunities for staff to express 
concern about fatigue,” Diamond 
says. “Collect data on work hours, 
scheduling, absenteeism, workers’ 
comp, job satisfaction, and adverse 
events. Always analyze fatigue when 
evaluating adverse events.”

Boothman notes that the 
turnover rate can be a measure of 
how much fatigue is threatening 
patient safety. 

More than income, nurses tend 
to choose employment based on 
quality of life and satisfaction that 
they are helping their patients, he 
says. 

“Where people are asked to do 
too much with too little, you will 
see nurses moving in droves to 
other organizations,” he says. “That 
can be a major red flag, so the 

risk manager should always keep a 
finger on the pulse of the hospital’s 
nurse turnover rate. It’s the best 
indicator of how happy your nurses 
are, and fatigue has a big effect on 
job satisfaction.”

Creative scheduling can greatly 
reduce nurse fatigue, says Lydia L. 
Forsythe, PhD, MA, MSN, RN, 
CNOR, an adjunct faculty member 
for the master of science in nursing 
(MSN) and doctor of nursing 
practice (DNP) programs at Kaplan 
University School of Nursing in 
Oklahoma City. Options include 
providing four-hour shifts, 
providing two-hour bonus shifts, 
and prohibiting 12-hour shifts or 
any back-to-back shifts.

“Hospitals get stuck in the 
traditional way of thinking about 
scheduling, and it takes a really 
tenacious person to advocate for 
something that might sound radical 
but actually works out better for 
both nurses and patients,” Forsythe 
says. “We also have to plan for 
the predictable spikes in patient 
population, like flu season. If you 
don’t schedule for that, you end up 
needing people to work overtime 
and more shifts.”  n
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1. Which of the following is a 

service a patient might need 

that a case manager could 

suggest through a referral to a 

community-based organization, 

according to Karen Vanaskie?

A . Housing assistance

B . Transportation to doctors’ 

appointments

C . Light housekeeping and meals 

help

D . All of the above

2. What is the primary focus of 

faith nursing care, says Carol 

Heimann?

A . Nursing services and prayer

B . Counseling and nursing

C . Faith and health

D . Nursing and respite care

3. According to Karen Vanaskie, 

why is there a need for 

transitional case management 

provided by primary care 

providers?

A . Patients often ask for help with 

the logistics of getting to the 

hospital for surgery .

B . Traditionally, primary care 

providers are not notified when 

their patients are admitted to 

the hospital because of a health 

crisis or surgery, and a transitional 

case manager can make sure they 

know what’s going on .

C . Hospital case managers might 

not pay close enough attention to 

the hospitalized patient’s needs, 

so a transitional case manager 

can fill in the gaps .

D . None of the above

4. What is an advantage to 

a patient advocate being 

available to patients on a 

round-the-clock basis, says 

Candace Facio?

A . The patient advocate can make 

sure the patient’s insurance will 

cover whatever procedures they 

need .

B . The patient advocate can 

answer patients’ questions 

and concerns when a patient 

has a health crisis, sometimes 

preventing the patient from 

entering the hospital emergency 

department when it’s unnecessary 

and sometimes referring the 

patient to the hospital when 

symptoms suggest danger .

C . The patient advocate can be 

there to counsel patients and 

provide them with emotional 

support whenever they need such 

help .

D . All of the above


