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“WE MADE A 
DETERMINATION 
THAT IN ORDER 

FOR OUR PATIENTS 
TO GET THE 

BEST OUTCOMES 
POSSIBLE, WE 

NEEDED TO VET 
HOME HEALTH 

AGENCIES TO PICK 
PARTNERS WITH 
SIMILAR GOALS.”

Case Management Program Cuts 
Heart Failure Readmissions in Half
Readmission rate is half the national average

Close to one in four people with 
congestive heart failure (CHF) 
are readmitted to the hospital, 

— a rate that must be improved. 
Several healthcare organizations are 
working together to 
provide consistent 
case management 
and education of 
CHF patients. Their 
efforts are successful, 
quickly resulting in 
a readmission rate of 
12.2% — about half 
of the average rate.

“The heart 
failure readmission 
rate decreased by 
50% in the skilled 
nursing facility 
[SNF] setting at 
three settings in the 
pilot program,” says 
Karen R. Vanaskie, DNP, MSN, 
RN, senior network director, care 
management program at Innovation 

Care Partners (ICP) in Scottsdale, 
AZ. ICP is a physician-led clinical 
integration network and accountable 
care organization (ACO) that 
works to reduce healthcare costs 

through community 
collaboration.

It took a team 
of healthcare 
organizations to 
successfully reduce 
CHF readmission 
rates. One contributor 
was a skilled nursing 
facility provider, 
Life Care Centers of 
America in Phoenix.

“We made a 
determination that in 
order for our patients 
to get the best 
outcomes possible, 

we needed to vet home 
health agencies to pick partners with 
similar goals,” says Richard Lasota, 
RN, CCM, division director of 
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EXECUTIVE SUMMARY

A case management program targeted health improvements among 

congestive heart failure (CHF) patients and succeeded in cutting readmission 

rates to half the national average .

• CHF program involved collaboration between Innovation Care Partners, Life 

Care Centers of America, and Assisted Home Health and Hospice .

• The three organizations worked together to provide consistent CHF health 

education to patients .

• Their goal was entirely about improving patient care quality .

business development for Life Care 
Centers of America.

Life Care Centers of America 
decided to work with Assisted 
Home Health and Hospice in 
Scottsdale, AZ.

The home health agency started 
a telehealth program in California 
a couple of years earlier and 
followed it up with a telehealth 
program in Arizona, says Darryl 
Lerner, Arizona director of business 
development for Assisted Home 
Health and Hospice.

“We did a model with three other 
hospitals in Scottsdale including 68 
patients, and only one patient had 
gone back to the hospital,” Lerner 
says.

There was an interesting trend 
that Lerner uncovered: “I noticed 
that patients who couldn’t go home 
immediately from the hospital were 
not sent to a skilled nursing facility 
when they were discharged because 
the hospital didn’t want them to 
come right back,” he says.

“The best programs are born out 
of necessity,” Lerner adds. “So, this 
was an opportunity.”

The opportunity brought Lerner 
and Lasota together to discuss 
continuity of care and moving 
patients from the SNF to home with 
home healthcare.

“We compared notes and 
discovered Life Care had a CHF 

program, and Assisted Home Health 
had a CHF program,” Lasota says. 
“We said, ‘Why not combine 
efforts and use the same educational 
material throughout their stay, so it 
would be consistent?’”

They theorized that a combined 
focus on educating CHF patients 
consistently would succeed at 
helping patients remain healthy 
outside of the hospital setting. The 
following is how the collaboration 
and coordination worked:

• Get all providers on board 
with CHF education. ICP was 
ready to assist with the collaboration 
and care continuity.

“Karen immediately saw its 
potential and started working 
with Innovation Care Partners 
care managers in the hospital, and 
that’s how the program gained 
momentum,” Lerner says.

The patient education around 
CHF was consistent from the 
hospital setting through the nursing 
facility and at home with home 
health. ICP, Life Care Centers, 
and Assisted Home Health have 
no financial interest in each other’s 
businesses.

“The interest we have is in better 
patient outcomes,” Lasota says. 
“We’re three companies that are 
trying to put our heads together 
with the ultimate goal of getting 
the hospital, home health, and the 
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skilled nursing facility all on the 
same educational platforms.”

From the ACO’s perspective, 
the goal is to break down the silos 
and start taking care of patients to 
achieve better outcomes, Vanaskie 
says.

• Choose best practice 
educational strategies. The melded 
CHF program gives patients a 
manual or diary that includes 
educational information about their 
conditions and when to call the 
doctor or home health agency, as 
well as blank spaces where patients 
can record their vital signs, Lasota 
says.

“We teach different aspects 
of CHF and what patients need 
to do to take care of themselves 
and to remain healthy,” he adds. 
“Our nurses and staff at the SNF 
take education sheets with all 
different educational points to teach 
patients.”

The educational sheet has 
space that the clinician can mark 
to indicate whether the patient 
understood that section.

“If there’s an item the patient 
doesn’t understand, or if they forget 
a certain point we’re trying to get 
them to work on, then our nurses 
or staff will mark an ‘R’ on the 
sheet,” Lasota explains. “This means 
‘reteach.’ Then, they go home and 
take that manual with them, and 
when the home health nurse visits, 
that nurse can open the manual and 
see what needs to be retaught.”

• Closely coordinate at 
discharge. Life Care Centers now 
prepares for a patient’s discharge 
from the SNF soon after the patient 
is transferred from the hospital 
setting. “We call home health and 
put everything together for the 
patient,” Lasota says.

Life Care Centers makes a 
referral to home health when the 

patient is admitted to the SNF, even 
if the patient will be there for a week 
or longer.

The early referral gives the 
patient and patient’s family time 
to meet and get to know the home 
health nurse, and it reduces the 
number of patients who refuse home 
healthcare, Lasota says.

This is important from a 
quality of care perspective because 
patients who are discharged home 
have a better chance of not being 
readmitted to the hospital if they 
receive home health services soon 
after they are sent home.

“Before we made this change, 
people would stop home health 
because they didn’t want people they 
didn’t know coming to their house,” 
Lasota explains. “This allows home 
health to prepare for that patient, 
and we also have ICP transitional 
care managers in our facility, helping 
with the transition and getting 
documents and information to the 
primary care physician’s office.”

“ICP created a transitional care 

management program,” Vanaskie 
adds. “We have nurses in the hospital 
and licensed social workers in post-
acute settings.”

Post-acute transitional care 
managers are ICP employees who 
are placed in SNFs with whom ICP 
has a preferred provider relationship. 
These transitional care managers 
collaborate with skilled nursing 
facilities and the case management 
team, attending case reviews and 
communicating with case managers 
in SNFs, she explains.

The care managers stay with 
patients until they’re handed off to 
a transitional team in the post-acute 
setting or, if the patient returns 
home, they are followed for 30 days, 
Vanaskie says.

“The transitional team is 
critical,” she says. “It has not been 
in healthcare a long time, and we 
underestimate its impact on keeping 
patients stable after they leave the 
acute setting.”

• Collaborate to navigate 
past problems. The collaboration 
is seamless from the patient’s 
perspective. For example, a patient 
who has been discharged home, has 
a potential failure. The person’s level 
of awareness has changed, and the 
patient is not as active as he or she 
was. Maybe the patient is no longer 
able to transfer from the bed to a 
chair, as he or she had done when 
discharged from the skilled nursing 
facility, Lerner says.

“If we allow that situation to 
continue, the patient might fall or 
have another problem and end up in 
the hospital,” he says.

“There are patients who need 
to go to the emergency room, and 
we’ll send them,” he notes. “But if 
they’re not doing well and have a 
problem that can be managed at the 
skilled nursing facility, we’ll call the 
SNF nurse supervisor and, within 

“WE’RE THREE 
COMPANIES THAT 

ARE TRYING TO 
PUT OUR HEADS 
TOGETHER WITH 

THE ULTIMATE 
GOAL OF 

GETTING THE 
HOSPITAL, HOME 
HEALTH, AND THE 
SKILLED NURSING 

FACILITY ALL 
ON THE SAME 
EDUCATIONAL 
PLATFORMS.”
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one hour, we’ll get the patient from 
home to the SNF that the patient 
was discharged from.”

In that situation, the patient 
needs to be monitored closely, 
and with a little more time in the 
SNF the patient could succeed at 
discharge, he adds.

“People have to put the energy 
and time into making things better,” 
Lerner says. “Otherwise, they’re 
working in dysfunction.”

The key is to constantly adjust 
practices, making them better, he 
says.

• Work with patients 
and families to prevent 
rehospitalizations. One of the 
problems Lerner has noted involves 
a patient who has a minor crisis, 
causing the family to panic and send 
the patient to the ED — without 
first notifying the home health 
agency.

“Our nurse finds out and says to 
the family, ‘Try to call us first so we 
can do some triage or intervention, 
rather than defaulting to 911,’” 
Lerner says.

Often, these are health issues that 
the home health agency can easily 
manage. Or, the home health agency 
can send the patient to the SNF for 
monitoring.

“The more we communicate, the 
better the outcome,” Lerner notes.  n

EXECUTIVE SUMMARY

Case management programs could see some effect from the recent canceling 

of advanced care coordination through episode payment by the Centers for 

Medicare & Medicaid Services (CMS) .

• The canceled incentive payment models were set to go into effect on Jan . 1, 

2018 .

• The change reflects Health and Human Services Secretary Tom Price’s 

philosophy that doctors know best about improving quality .

• CMS says its new focus is on letting providers participate in voluntary 

initiatives, rather than mandatory episode payment model programs .

Recent CMS Payment Model Cancellations Could 
Affect Case Management
Change may be a blow to value-based care

With recent federal agency 
action on rolling back 

initiatives that promoted case 
management and healthcare cost 
reductions, there’s a strong focus on 
letting doctors just be doctors.

The Centers for Medicare & 
Medicaid Services (CMS) canceled 
Advancing Care Coordination 
Through Episode Payment and 
Cardiac Rehabilitation Incentive 
Payment Models in a proposed rule 
issued Aug. 17, 2017.1

The incentive payment models 
were to take effect on Jan. 1, 2018. 
Instead, the focus will be on giving 

providers more opportunities to 
participate in voluntary initiatives, 
rather than mandatory episode 
payment model programs.1

The move reinforces Health and 
Human Services (HHS) Secretary 
Tom Price’s philosophy that doctors 
know best.

“Secretary Price has been on the 
record saying that he doesn’t like 
the notion that doctors should be 
evaluated by anybody,” says Gary 
Pritts, president of Eagle Consulting, 
a Cleveland-based organization that 
works with hospitals and physicians 
on HIPAA compliance, information 

technology security, and government 
regulations.

This is a common viewpoint 
among doctor groups, Pritts observes.

“Take a basic issue like doctors 
prescribing medicine,” he says. “A 
high proportion of patients don’t take 
the medication. Doctors feel like they 
gave an accurate prescription, and 
they should not be held responsible 
for follow-through on what patients 
do.”

If public health and payer 
initiatives were aligned with this 
viewpoint, then there would be no 
reason to tie physician compensation 
and evaluation to the outcomes 
of whether patients actually took 
the prescribed medication because 
doctors would not be responsible for 
patients’ poor adherence, he says.

Yet, much of healthcare has 
moved into the direction of making 
all healthcare entities and providers 
responsible for outcomes — even 
those outcomes that might seem to 
be outside of their control.

“With value-based care, we have 
a whole paradigm shift,” Pritts says. 
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“The analogy I like to use is a sports 
analogy. You don’t hire a coach 
because he has excellent ability to 
communicate football strategy to the 
players and identify problems. That’s 
not enough to hire a coach: they 
need to do that, and more.”

People hire coaches because they 
need to win. If coaches inspire their 
athletes to work together to win, 
that’s success, Pritts says.

“The federal government has done 
a shift where they are trying to pay 
doctors like others pay coaches, and 
doctors are resisting this change,” he 
says.

“They’re not trained to empower 
people to make lifestyle changes, 
and they’re not trained on how 
to empower people to take their 
medicine,” Pritts adds. “I think 
the whole industry of nurse case 
management came about because of 
these failures.”

Self-insured employers and others 
have recognized that a health coach 
is needed to motivate people to make 
healthy changes. Patients need advice 
from physicians that they can and 
will act on, he says.

“The whole case management area 
came about because the traditional 
model was not working,” Pritts 
says. “There was no accountability 
for follow-through ever, and it 
was costing them for expensive 

conditions like congestive heart 
failure.”

Health experts now recognize that 
someone has to work with patients 
to get them to take actions that will 
keep them healthy. Physicians can 
be, and sometimes are, great coaches 
for patients, but the CMS move to 
roll back care coordination reflects 
a resistance to measuring physicians 
and holding them accountable for 
outcomes, he says.

“Major employers already have 
deals negotiated for cardiac care — 
bundled payments, and these include 
case management,” Pritts says. “Major 
employers are doing it, but Secretary 
Price is saying, ‘No, it’s not really 
ready for prime time.’”

Unfortunately, some of the recent 
government programs designed to 
promote care quality and efficiency 
are flawed, he notes. The Merit-based 
Incentive Payment System (MIPS) is 
a great notion, but it’s flawed in its 
implementation, Pritts says.

“It’s not really doing what it’s 
intended to do, so maybe it’s OK if 
CMS is gutting it because it’s really 
flawed,” he says. “How do you come 
up with one set of rules that applies 
to one million doctors? It’s probably 
an impossible task.”

MIPS had an annual performance 
threshold with half the money 
above and half below. There was 

a distribution of funds from low 
performers to high performers. Each 
participating provider is supposed to 
advance quality and move the target 
higher.

In working with physicians to help 
them maximize their scores, Pritts 
learned that a doctor could achieve 
a good score by knowing the rules. 
“But getting a good score has virtually 
nothing to do with improving the 
value of their care,” he says.

As increasing numbers of people 
enter the Medicare years, it’s clear 
that some kind of change is necessary. 
Advancing value-based care is a 
positive step, but the CMS changes 
are steps away from that approach 
without suggestion of an alternative 
option, he says.

“I’m a believer in value-based care; 
that’s my philosophical attitude,” 
Pritts says. “And I believe we should 
have a paradigm shift, making 
everyone responsible.”  n

REFERENCE
1 . Medicare Program; Cancellation 

of Advancing Care Coordination 

Through Episode Payment and 

Cardiac Rehabilitation Incentive 

Payment Models; Changes to 

Comprehensive Care for Joint 

Replacement Payment Model . Fed 

Reg . 2017:39310-39333 . Available at: 

http://bit .ly/2wHr3IF .

Expert: Health Systems Should Emphasize 
Value-based Care Management

S ince health insurers first 
developed case management 

programs in the 1980s, the 
marketplace for case management 
has evolved and changed across the 
continuum of care, with one possible 
exception: hospital settings.

“Care management models in the 
hospital have not kept pace in the 
marketplace. They’re still functioning 
in the 1990s market,” says Stefani 
Daniels, RN, MSNA, CMAC, 
ACM, founder and managing partner 
of Phoenix Medical Management 

in Pompano Beach, FL. Daniels 
writes articles and a blog about case 
management, and has been involved 
in the industry since the 1980s. She 
has spoken about value-based care 
management at regional and national 
conferences, including the Case 



114   |   CASE MANAGEMENT ADVISORTM / October 2017

Management Society of America’s 
(CMSA’s) June 26-30, 2017, 
Transformation of Case Management 
conference in Austin, TX.

The intent of case management 
and its focus on value-based patient 
care were hijacked several decades 
ago when diagnosis-related groups 
(DRGs) were implemented and 
resulted in a financial freefall for 
hospitals, Daniels says.

DRGs became a reimbursement 
management system that shifted 
payment away from a cost-based 
system to a prospective model 
in which payment was based on 
diagnoses. So, instead of being 
paid for what it cost the hospital to 
provide care, it was paid based on the 
illness and diagnosis of each patient.

“Hospitals that survived DRGs 
called in management engineers,” 
Daniels says. “They felt that in order 
to survive the DRG payment model, 
they had to quickly reduce costs.”

The management engineers came 
up with a plan that integrated the 
utilization review department with 
the social work department, she says. 
“With a little fairy dust, they created 
the case management department.”

“Before engineers got involved, 
hospital case management was 
basically a nursing practice delivery 
model,” Daniels adds.

Once case management 
departments — which used social 
workers — were founded, social work 
departments were seen as redundant 
and were eliminated.

“I was there, and many executives 
at hospitals believed social workers 
were a luxury. They believed that 
there were rare events where you 
needed a social worker,” Daniels says.

Meanwhile, the new case 
management departments moved 
away from the original focus of 
following patients as they traversed 
acute episodes of care, she says.

“That’s where we were, back in the 
1990s,” Daniels says. “We had this 
thing called case management, but 
the original intent of coordinating 
care got lost in the shuffle, and we’re 
left with case managers who were 
doing utilization review and/or 
discharge planning.”

And that’s why hospital case man-
agement largely is stuck in the 1990s 
during an era when transformational 
changes to healthcare are making it 
more important than ever that case 
managers return to the original intent 
of following patients through the care 
continuum to improve both quality 

of care and efficiency, she says. Case 
managers in community settings are 
at the evolutionary front, but not hos-
pital case managers.

“A director of case management 
at a hospital recently told me that 
case managers are going to be the 
wallflowers of population health,” 
Daniels says.

Around 2000, some hospital 
case management programs evolved 
to focus on outcomes in response 
to national news about patients 
dying due to medical errors. These 
often were places that could have a 

dedicated team of utilization review 
specialists, she notes.

“We started to see that case 
managers were working more closely 
with hospitalists to generate positive 
outcomes,” Daniels says.

After the Affordable Care Act 
(ACA) was passed in 2010, the value-
based care model began to take off 
and include case management — at 
least, in community and industry 
settings.

“The vast majority, but not all, 
hospitals are still stuck in the 1990s 
model,” Daniels says, adding that she 
recently held a two-day workshop 
for a state hospital association and 
found that case managers at every 
hospital in attendance were involved 
in discharge planning and utilization 
review.

However, the future of case 
management can be seen in 
what leading health systems are 
implementing: “In more progressive 
hospitals, what we’re seeing is a 
movement toward patient-centered 
progression of care for high-risk 
patients,” Daniels says.

“Care coordination is too 
expensive to provide to everyone 
in the hospital, and it isn’t needed 
by most,” she adds. “What we’re 
seeing are new efforts for predictive 
analytics, so the hospital could 
come up with a statistical method to 
identify high-risk patients.”

Another turn toward the future of 
case management is a realignment of 
activities.

“Case management has always 
been a compilation of several 
activities, and it’s evolved that way 
since the 1990s,” Daniels says. 
“Things like psychosocial counseling, 
clinical documentation programs, 
revenue cycle activities, appeal team, 
denial team have been part of case 
management in hospitals.”

Now, it’s changing where some 

“WHAT WE’RE 
SEEING ARE 

NEW EFFORTS 
FOR PREDICTIVE 
ANALYTICS, SO 
THE HOSPITAL 
COULD COME 

UP WITH A 
STATISTICAL 
METHOD TO 

IDENTIFY HIGH-
RISK PATIENTS.”
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of these activities are leaving case 
management. For instance, an 
increasing number of hospitals are 
carving out the utilization review 
activity and moving it to finance 
departments, she explains.

“And that’s wonderful and makes 
sense,” Daniels says.

Hospital case management still 
focuses too much on discharge 
planning and seems to misunderstand 
what care coordination is, she notes.

“They will define care 
coordination as the discharge 
planning process and coordinating 
the need for transition, and that’s 
one small component of what 
care coordination is supposed to 
be,” Daniels says. “I have been 
to hospitals where care managers 
acknowledge that there are days 
when they never see a patient; they’re 
sitting in front of these computers, 
doing discharge planning and those 
logistics.”

Instead, all hospitals should focus 
on the future of case management as 
patient-centered care coordination 
that focuses on improving patients’ 
health, she says.

Rather than having patients speak 
with a case manager on one unit and 
then with a case manager on another 
unit, there should be a single, 
consistent resource for the patient as 
he or she moves through the hospital, 
Daniels says.

The following are some other ways 
case management should progress:

• case managers should promote 
safe, timely delivery of care;

• facilitate communication within 
a team and throughout the hospital 
and care continuum;

• intervene when a patient’s 
treatment plan goes against the 
patient’s and family’s stated wishes. 
Daniels recently saw a situation in 
which a 93-year-old patient and her 
family had agreed to forgo aggressive 

treatment. Their goal was to keep the 
patient comfortable.

Instead, the patient’s doctor was 
planning on open-heart surgery for 
her. “So, where is the case manager 
in this situation?” Daniels asks. “This 
family and patient had agreed to 
not have aggressive treatment for 
cardiac problems, and that’s what 
care coordination is all about. Case 
managers need to make sure the 
treatment plan reflects the patient’s 
and family’s preferences — a primary 
ethical obligation.”

Mostly, future case managers in 
all settings will need to focus on care 
coordination, Daniels says.

“That does include transition of 
care,” she notes. “And it includes 
true care coordination with general 
psychosocial counseling to make 
sure we can connect the patient as 
seamlessly as possible to keep them 
happy and to respond to their disease 
and illness.”  n

Program Offers Psychological First Aid, Support 
to HCWs Following Traumatic Events

When an adverse outcome 
occurs, support rightfully flows 

to the affected patients and families. 
However, the clinicians involved with 
such cases often suffer, too, and the 
resulting stress and anguish can lead 
to decreased productivity, time away 
from work, depression, and other 
serious mental health effects. In fact, 
in some cases, the suffering is so great 
that physicians and nurses will leave 
their professions behind.

Albert Wu, MD, MPH, director 
of the Center for Health Services 
and Outcomes Research at Johns 
Hopkins Bloomberg School of Public 
Health in Baltimore, coined the term 
“second victim” to describe caregivers 

who experience negative effects from 
traumatic events such as unexpected 
deaths, poor outcomes, or clinical 
errors they may have made while 
caring for a patient. He explains that 
clinicians involved with such events 
can experience both short-term and 
long-term effects.

“In the short term, people can 
be psychologically traumatized as 
they are from any great shock. They 
may be stunned and they can be 
grief-stricken,” Wu observes. “They 
can become very angry, and they 
may be unable to do the tasks that 
they would otherwise be doing as 
healthcare workers. It is really part of 
an acute stress reaction, which is kind 

of the way human beings react to 
great stresses.”

However, in the long term, clini-
cians can be injured or traumatized 
further by unsympathetic or critical 
responses from their peers, well-
meaning investigations, lawsuits, or 
the reactions from patients or family 
members, which may be understand-
ably harsh, Wu explains. “Some 
[clinicians] go on to develop what 
is essentially PTSD. People become 
depressed, they withdraw, and they 
may try to avoid any circumstance 
that would remind them of what 
happened,” he says. “They may have 
nightmares or flashbacks. Some turn 
to alcohol or drugs.”
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Recognizing that this “second 
victim” phenomenon is hardly 
rare, in 2009 Wu and colleagues 
spearheaded the development of 
a peer support program that is 
aimed at quickly and confidentially 
addressing the emotional needs of 
caregivers whenever they reach out 
for help. Called the Resilience in 
Stressful Events (RISE) program, 
the approach relies on a network of 
volunteer peer responders who have 
received training in providing what 
is called psychological first aid to 
clinicians who have been involved 
with a difficult patient care event. 
This can involve an error that leads to 
adverse consequences, an unexpected 
or traumatic patient death, a mass-
casualty event, or an in-hospital 
assault on a member of the care team.

While the impetus of the program 
was to provide needed care and 
support to healthcare workers, 
research has shown the approach 
delivers financial dividends as well. A 
cost-benefit analysis of the program’s 
effect on the nursing staff of a 1,000-
bed hospital between 2015 and 
2016 has found that the program 
saves more than $22,000 for every 
nurse who initiates a call to the RISE 
program, resulting in $1.81 million 
in savings each year. Researchers 
considered the cost of administering 
the RISE program, nursing turnover, 
and nursing time off from work.1

Prioritize Help for 

Caregivers

Although no single event triggered 
the development of the RISE 
program, Wu notes that a 2001 case 
involving the preventable death of an 
18-month-old girl proved pivotal for 
the institution in terms of recognizing 
patient safety as a problem. Josie 
King was receiving treatment for 

burns at Johns Hopkins Children’s 
Center following a bathtub accident 
when a series of medical errors led to 
cardiac arrest and death. Investigators 
determined that the cause was severe 
dehydration, an unthinkable result, 
given that the little girl was receiving 
treatment in one of the country’s 
premier medical institutions.

Wu and colleagues realized that 
even nine years after this incident, 
deep-seated wounds from this case 
persisted. “Some of the nurses and 
other healthcare providers who had 
taken care of Josie back in 2001 felt 
like even though the incident had 
been handled in exemplary fashion, 
they had not been treated fairly,” he 
says. “They felt that they had been 
thrown under the bus, essentially, and 
scapegoated.”

Perspectives on this case, as well as 
other cases that have emerged over the 
years at multiple institutions, brought 
to a head the need for Hopkins to 
do something as an institution for 
caregivers who find themselves in 
these types of difficult situations, Wu 
explains. “We were about 10 years 
into our healthcare patient safety 
journey at this point, and perhaps 
this wasn’t the first thing that an 
organization would do, but having 
handled some of the low-hanging 
fruit of patient safety, we were now 
ready to also take care of some of our 
own caregivers,” he says.

With no roadmap or model to 
follow, Hopkins had to develop 
RISE from scratch, explains Cheryl 
Connors, MS, RN, NEA-BC, 
a patient safety specialist at the 
Armstrong Institute for Patient 
Safety and Quality, part of the Johns 
Hopkins Health System, and the 
administrator of the RISE program. 
“We found that there really wasn’t 
a peer responder training program 
for healthcare, so we relied on other 
training from psychological first aid, 

the Social Resilience Model and the 
GRACE Model,” she says. “They were 
all very good, but they weren’t specific 
for healthcare.”

Consequently, the Hopkins team 
also considered all the principles that 
they believed were applicable from 
their own encounters in the hospital 
as they began to build a curriculum 
they could use for a full day of 
training for peer responders, Connors 
explains. The reason developers 
focused on using peers for this work 
stems from a survey they conducted 
in which they asked healthcare 
workers what kind of support they 
would be most willing to use if a 
program were to be offered. “We 
found out that people who encounter 
really severe experiences really just 
want a peer to talk to,” Connors says.

The survey participants indicated 
that they didn’t want to use an 
employee assistance-type program 
because they didn’t think that was 
what they needed, Connors adds. 
“They didn’t need counseling,” she 
says. “They needed and wanted 
somebody who could understand 
what they were going through and 
could relate to the environment that 
they were working in, somebody who 
would show up and just be there with 
them.”

Recruit a 

Multidisciplinary Team

Currently, the RISE training takes 
place twice a year, and the program 
recruits a multidisciplinary group 
of volunteers from throughout the 
hospital, including physicians, nurses, 
social workers, and other healthcare 
workers. “They get a manual, they 
get videos, and they get a one-day 
workshop where we do some didactic 
[instruction] and then a lot of 
interactive scenarios so that they can 
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feel comfortable and competent to do 
this work,” Connors explains.

Still, it is not unusual for new 
recruits to be nervous about their 
new role, Connors acknowledges. “I 
always assure them by saying that if 
you just show up when the person 
needs you, you have already done 
a really big part of the job,” she 
explains. “The other part is just to 
listen to them. You are providing a 
safe space where they can just share 
with you whatever they want and 
need. You do some reflective listening, 
and you empathize with them. And 
you might help them identify some 
coping strategies so that they can get 
through [the situation].”

Connors stresses that that peer 
responders never tell healthcare 
workers what to do, but rather 
help identify what resources work 
for them, and encourage them to 
incorporate those resources into their 
lives. “When people are feeling some 
distress, they often forget what those 
resources are,” she says. “It sounds 
simple, but in healthcare it goes a 
long way.”

A peer responder is available to 
respond to a call of distress from 
a health worker on a 24/7 basis. 
Typically, the peer responder will 
reply within 30 minutes, and then 
arrange to meet with the caller in a 
private space, ideally within that same 
work shift or perhaps at the end of 
the shift.

The encounters with a peer 
responder take, on average, 49 
minutes, but they can range from 
20 minutes to more than an hour, 
Connors shares. “It depends on the 
scenario and how many people are 
receiving support,” she explains.

Although the peer responders are 
all trained in the same way, every 
encounter with a healthcare worker is 
tailored to the circumstances and the 
setting involved, and what happens 

during this meeting is entirely 
confidential. “We do not report to 
anyone,” Wu says. “We are not in 
contact with risk [management], 
with the patient safety team, with 
investigators, with managers, or 
anyone else.”

The goal is to help make the 
healthcare worker feel better, Wu 
explains. “We try to help them to 
some extent reframe the incident, to 
understand the context better, and to 
provide both emotional support and 
some informational support,” he says.

However, if additional resources 
are required, the peer responders will 
conduct some triage as appropriate, 
Wu notes. “If someone is acutely 
or persistently in distress, we have 
standard operating procedures for 
referring someone on to a higher level 
of care or continued care,” he says. 
“We have routines, and we collect a 
very minimal amount of information 
for the purposes of debriefing with 
one another and doing a lot of 
evaluation for how we are doing.” 
To that end, on occasion, the peer 
responders will meet as a group to 
discuss their experiences, engage in 
booster training sessions, and catch 
up on what is going on with the 
program, Wu explains.

Take Note of 

High-stress Environments

Not surprisingly, the peer 
responder program is no stranger 
to the emergency setting. “Over the 
last two years, [the ED] has used us 
even more than they have in the past 
due to the nature of events that were 
taking place in that area,” she says. 
“People come through the door with 
a lot of drama.”

Emergency personnel see 
everything from gunshot wounds to 
children involved in abuse, and such 

cases can be particularly challenging 
and stressful, Connors notes. 
“Pediatrics is big, and sometimes [the 
difficult cases] come in waves where 
there will be five in a week, and that 
can be just too much [distress] for 
the staff to handle,” she says. “We 
have also had quite a few aggressive 
patients and families that have come 
through [the ED]. I would say that 
is the trend we see a lot of in the 
emergency area.”

In fact, Connors observes that 
the peer responders often conduct 
group sessions with ED personnel 
when there are times of really high 
stress over several days. “We may 
make an effort to go down [to the 
department] and round, and actually 
have peer responders tell people who 
they are, and just ask how they are 
doing,” she says. “We have a lot of 
individuals who open up right there 
on the spot.” Wu agrees that while 
calls of distress can come from every 
department in the hospital, there 
are a few places where there is more 
stress, uncertainty, bad outcomes, 
contentious interactions, and 
burnout. In addition to the ED, these 
include ICUs and pediatric oncology. 
“We get quite a lot of calls related to 
clinical incidents, and occasionally 
we get calls related to altercations,” 
he explains. “Healthcare workers 
have been assaulted by patients or 
bystanders, and all of these things are 
very disturbing when you are under 
a lot of stress and trying to do a good 
job.”

Given the tight confidentiality 
of the peer responder interactions, 
it is difficult to collect follow-up 
data or produce hard numbers on 
the program’s effect beyond the 
documented cost savings. However, 
administrators do have anecdotes 
they have permission to share. For 
instance, Connors recalls the case 
of an experienced critical care nurse 



118   |   CASE MANAGEMENT ADVISORTM / October 2017

who was responsible for double-
checking to make sure an infusion 
was operating as ordered by the 
physician. She thought she had 
checked the infusion thoroughly, but 
the patient deteriorated, resulting in 
complications and a longer length of 
stay.

“The investigation found that 
the infusion was actually running 
way faster than it was supposed to,” 
Connors relates. “The nurse looked 
back at her calculations and she 
missed something, and so she was 
absolutely devastated and considered 
quitting.”

This was a highly experienced 
nurse who was very good at her 
job, Connors notes, but she relayed 
to the peer responder that she no 
longer thought she was good enough 
and didn’t want to go home feeling 
responsible for someone else’s 
life. “However, by the end of the 
encounter, the nurse actually seemed 
a bit hopeful, and she was going 
to take a couple days off of work,” 
Connors recalls.

Seven months after the incident, 
the nurse’s manager called RISE, 
and indicated that the nurse was 
performing at a higher level in her job 
than she ever had before, and actually 
was using the infusion incident 
she was involved with in teaching 
simulations to prevent this error 
from ever happening again, Connors 
explains. “I never heard from the 
nurse, but I heard from the manager, 
and it was very powerful,” she says.

In another case, a nurse who was 
still suffering from the effect of a 
clinical incident that had occurred 
several years earlier, reached out to 
RISE. “I thought, ‘After 10 years this 
is probably not going to help a whole 
lot,’” Connors notes. However, the 
nurse called back a couple of months 
later to report what a difference the 
encounter with the peer responder 

made. “She said that she felt like a 
10,000-pound weight had been lifted 
from her heart,” Connors recalls.

In addition to the positive 
anecdotal feedback, there is clear 
evidence that clinicians use the 
resource. Program administrators 
report that calls into the RISE 
program have increased steadily since 
the program was first tested in 2011.

While there are costs associated 
with operating the RISE program, 
the benefits include improved 
healthcare worker well-being as well 
as a positive effect on patient safety, 
Wu explains. “Every time there is an 
incident, it represents a very stressful 
time for healthcare workers and a 
time of heightened risk that someone 
may either not function so well and 
perhaps even commit another error, 
or more likely that they will take 
some extra time off or even leave their 
units or the institution,” he says. “The 
cost of replacing a nurse is substantial, 
and the cost of replacing a doctor is 
even more.”

Wu emphasizes that although 
incidents involving medical errors 
can be terribly upsetting to the 
healthcare workers involved, other 
types of events can be similarly 
stressful. “There are many, many ways 
to be saddened or shocked by things 
that happen in the hospital, and our 
mission is to provide timely support 
to any healthcare worker, not just 
doctors and nurses, who encounters a 
stressful patient-related event, which 
could be an error, but in a large 
majority of cases is not,” he says.

Wu adds that program 
administrators see RISE as 
increasingly relevant to the mission 
of the institution. “You have to have 
healthy healthcare workers,” he says. 
“We feel as though we are doing 
that.”

How might other hospitals 
interested in caring for their 

healthcare workers move to establish 
a peer responder program? One of 
the essential first steps is making sure 
to get hospital leadership on board, 
Wu notes. “These incidents and RISE 
or RISE-like teams are involved in 
very sensitive issues — sometimes 
medical errors, some patient injuries 
and patient deaths, or issues related 
to human resources or personnel 
matters,” he explains. “All of those 
things are things that top managers at 
institutions care about ... so the first 
step is to really get buy-in from the 
institution.”

Interested administrators can 
find literature and training on peer 
responder programs, some of which is 
available through the website for the 
Armstrong Institute for Patient Safety 
and Quality (http://bit.ly/2uNoEdJ). 
“Once we were successful, we 
developed with the Maryland Patient 
Safety Center a curriculum and 
training program to help spread this 
[approach] — exactly what we do 
— to other hospitals,” Wu explains. 
“This is to help them short-cut the 
process to develop a program on their 
own.”

Thus far, the Armstrong Institute 
has helped two other hospitals in 
Maryland implement peer responder 
programs, including one academic 
medical center and a community 
hospital, according to Connors. “It 
was very successful in both settings. I 
would say this is 100% transferable,” 
she says. “Starting from scratch is 
hard, and there is a lot that we have 
learned that we can now share with 
others.”  n
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Study: Readmissions More Common 
After Observation Stays

Patients often are readmitted to 
the hospital after an observation 

stay, according to recent research 
which suggests hospitals may want 
to target this population.

More patients are being treated 
under observation status rather 
than inpatient care because of the 
financial incentives from CMS 
and other payers, notes Kumar 
Dharmarajan, MD, assistant 
professor in the Section of 
Cardiovascular Medicine at Yale 
University School of Medicine in 
New Haven, CT, and an author of 
the study. Observation increasingly 
includes patients who might have 
been treated inpatient a few years 
ago, he says.

“Patients who would have been 
treated under inpatient status are 
being treated with an observation 
stay, and that is not the same level 
of care,” he says. “We are seeing 
more of that shift from inpatient 
to observation status, so as that 
shift continues, we are seeing an 
increase in readmissions from the 
observation status population.”

The research involved a nationally 
representative sample of Medicare 
fee-for-service beneficiaries aged 
65 years or older discharged after 
observation stays, ED treatment-
and-discharge stays, and inpatient 
stays from 2006 to 2011. (The full 
study report is available online at: 
http://bit.ly/2t0NIxk.)

Thirty days after an observation 
stay, 2.9% of patients had another 
observation stay, 8.4% of them had 
an ED treatment and discharge, 
11.2% had an inpatient stay, and 
20.1% had any hospital revisit.

“Revisit rates of 20% after 
observation stays suggest that 

patients who are older and receiving 
observation services are vulnerable 
to major adverse outcomes after 
discharge and may benefit from 
improved transitional and post-
acute care,” the study authors 
wrote. “To date, focus on care 
transitions, post-hospital outpatient 
care, and corresponding outcomes 
in the USA has largely been 
applied to vulnerable older adults 
discharged from inpatient stays 
and, to a smaller extent, emergency 
department stays. Little attention 
has been directed to improving 
outcomes after observation 
services.”

Given that readmission rates 
after observation are comparable 
to those of inpatients, some of 
the same readmission reduction 
strategies could be applied, 
Dharmarajan says, such as 
facilitating access to outpatient 
providers, early and longitudinal 
follow-up, timely transmittal 
of information from hospitals 
to outpatient teams, outpatient 
availability of care management 
services, multidisciplinary team-
based care, and home visits.

“Those are common-sense 
interventions from the perspective 
of the patients, but historically, 
hospitals were not held accountable 
financially for readmissions after 
discharge,” Dharmarajan says. “That 
is changing now, not just because 
of readmission penalties, but also 
because of care bundles and other 
risk-sharing agreements. Hospitals 
are increasingly on the hook for 
post-discharge outcomes, and it 
is becoming clear that it is not 
just inpatients that are a concern 
in this regard. We’re seeing that 

observation status and discharge 
from the emergency department are 
signals of vulnerability, and many 
of those patients may benefit from 
transitions of care intervention.”

Concerns Over 

Observation Status

The study results confirm 
concerns about how hospitals are 
using observation status, says Mary 
Barton, MD, vice president for 
performance measurement with the 
National Committee for Quality 
Assurance (NCQA) in Washington, 
DC. Patients who may be better 
treated as inpatients may instead go 
to observation status.

“Observation status is a decision 
made by the team treating the 
patient, so there can be huge 
differences in how that decision 
is made from hospital to hospital. 
It’s not just the clinical status of 
that patient, but also what beds are 
available — all sorts of variables 
that come into play,” Barton says. 
“When you’re under pressure, the 
availability of an observation stay in 
the hospital puts a release valve on 
that decision-making. The theory 
may be that observation status is 
like an outpatient visit, but these 
study outcomes tell us that it’s really 
more like inpatient hospitalization.”

NCQA also has been studying 
observation stays and how they may 
apply to its all-cause readmission 
stays measure, Barton says.

“These data will be useful in 
showing why we need to include the 
all-cause readmission stays measure 
to include observation stays,” she 
says.  n
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1. What is one of the chief 

reasons it was important for 

a home health agency, skilled 

nursing facility, and clinical 

integration network in Arizona 

to collaborate on a program 

to reduce rehospitalizations 

among congestive heart failure 

(CHF) patients?

a . Together, they could help 

people prevent CHF .

b . The three organizations 

could share case management 

resources, saving money .

c . Patient education would 

be more consistent, with 

patients being taught the same 

information from hospital to SNF 

to home health .

d . All of the above

2. The Arizona program that 

targeted CHF patients reduced 

hospital readmission rates by 

how much?

a . 22%

b . 41%

c . 50%

d . 77%

3. The Centers for Medicare 

& Medicaid Services (CMS) 

recently made which change to 

episode payment?

a . CMS delayed implementation 

from Jan . 1, 2018, to Jan . 1, 2019 .

b . CMS cancelled the initiative .

c . CMS changed the program’s 

name .

d . None of the above

4. After the Affordable Care 

Act was passed in 2010, the 

healthcare system began 

shifting further away from fee-

for-service and to what type of 

health care delivery model?

a . Value-based care model

b . Pay-as-you-go model

c . British single-payer model

d . All of the above


