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“WHEN WE 
PULLED TOGETHER 

A COMMAND 
CENTER, WE 

FOCUSED 
ON THREE 

GOALS: SAFE 
COORDINATED 
CARE, PATIENT-

CENTERED 
SERVICES, AND 

BEING SUPPORTIVE 
OF OUR STAFF.”

Hurricane Harvey Was a  
Disaster Preparedness Test  
for Case Managers
Getting staff on site was difficult

Few case managers and healthcare 
organizations have experienced 
natural disasters 

as devastating as 
2017’s hurricanes 
Harvey, Irma, and 
Maria.

In August, 
Hurricane Harvey 
flooded 200,000 
homes, forcing 
39,000 people 
to evacuate in 
Houston. Weeks 
later, Hurricane Irma 
caused catastrophic 
damage in the Virgin 
Islands, destroying 
the island’s roads 
and power grid 
and leaving 80% 
of its population 
homeless. In September, Hurricane 
Maria devastated Puerto Rico, causing 

more than 1,000 related deaths. It also 
knocked out power for several million 

people and destroyed 
hundreds of thousands 
of homes.

One of the more 
challenging moments 
during Hurricane 
Harvey in Houston 
came when one 
case management 
employee, who was 
in the hospital on 
duty, learned that her 
family and pets needed 
to evacuate due to 
flooding.

“When your family 
is calling to tell you 
they have to evacuate, 
you are completely 

overwhelmed,” says 
Gay Matthews, MSN, RN, CCRN-K, 
assistant director of care management 
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EXECUTIVE SUMMARY

After Hurricane Harvey struck Texas, leaving Houston underwater, case 

management leaders at area healthcare organizations found it challenging to 

locate all of their employees to ensure their safety .

• Harvey flooded 200,000 homes and forced the evacuation of 39,000 people .

• Floodgates protected some hospitals, but the roads and surrounding areas 

were flooded and inaccessible .

• Emergency preparedness plans proved crucial for keeping case 

management operations going .

at Texas Children’s Hospital in 
Houston.

“I told her, ‘As soon as we get 
someone else here, I’ll let you leave to 
go join your family,’” Matthews says. 
“She was struggling, needing to leave, 
but it was too unsafe.”

That employee’s family was safe 
and her home was spared, but case 
managers in Houston lost their 
homes and vehicles.

For instance, one case 
management employee was stranded 
without access to transportation or 
communication devices for days. No 
one knew if she was safe until she was 
able to call in to the hospital, says 
Donna Ukanowicz, RN, MS, ACM-
RN, director of case management 
at MD Anderson Cancer Center in 
Houston. Ukanowicz and Matthews 
are scheduled to speak about their 
Harvey disaster experiences at 
the American Case Management 
Association’s 25th Annual Case 
Management and Transitions of Care 
Conference, April 24-27 in Houston.

Both Texas Children’s Hospital 
and MD Anderson took precautions 
after previous flooding and storms 
to ensure safety of their employees 
and patients. They installed 
floodgates around the properties, 
and these held well during Harvey’s 
floods, Matthews and Ukanowicz 
say.

“We had 79 floodgates in place,” 

Ukanowicz says. “There was no 
flooding on the main campus, but 
there was flooding around the main 
road in front of our buildings. We 
have a photo of the front of our 
building and main road, showing it 
was impassable.”

When a disaster strikes, it’s 
important to maintain operations, 
including communicating with 
staff, patients, and community 
entities, including home health, 
durable medical equipment, nursing 
homes, and other organizations and 
providers.

“When we pulled together a 
command center, we focused on 
three goals: safe coordinated care, 
patient-centered services, and being 
supportive of our staff,” Ukanowicz 
says.

The first step was an emergency 
communication plan. The hospital 
sent staff alert messages, saying the 
incident command center was open. 
Although Ukanowicz was unable to 
leave her home due to flooded roads 
near her neighborhood, she could 
work and keep in touch with her 
department through her computer 
and cellphone.

“We had a call-down tree, and 
I contacted our associate director, 
first, to see if she was safe and 
available,” she says. “I did that with 
a text message and followed up with 
phone calls.”
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Ukanowicz called each supervisor, 
who then called each employee on 
their teams. If they couldn’t reach 
someone or didn’t have access to a 
phone, then Ukanowicz made the 
calls for them.

As Ukanowicz and other staff tried 
to reach everyone in the department 
of 71 full-time equivalents, they 
found that some people could not 
be reached. “We contacted the next 
person on the list, but kept trying to 
reach back to make sure all staff were 
safe,” she says.

More than one-third of MD 
Anderson’s 20,000 employees had 
to evacuate or experienced storm 
damage. The hospital set up the 
Caring Fund to accept donations to 

help staff in need. (See story about 
ways to deal with natural disasters, 
below.)

Texas Children’s Hospital had 
a system in place for emergencies. 
Each department would have a prep 
team, a ride-out team, and a relief 
team. The prep team’s job was to 
work in the few days prior to Harvey’s 
expected landfall, while the ride-out 
and relief teams prepared their homes 
and families for the storm so they 
could come into work during and 
after the disaster.

For case managers, disasters that 
damage roads and power grids make 
it very difficult to transition patients 
to the community.

One patient at MD Anderson 

was ready for discharge when the 
hurricane struck Houston, but the 
patient’s home in an outlying area had 
been lost in the storm, Ukanowicz 
recalls.

“The patient needed to be 
discharged, but had nowhere to go,” 
she says. “So we tried to find a hotel 
in that area and reached out to the 
patient’s extended family.”

Eventually, the family found a 
mobile home that would serve as a 
temporary dwelling for the patient. 
“They had lost everything, so they 
had to pool their resources to find 
another safe place,” Ukanowicz says.

“We also had to make sure 
they could meet the follow-up 
appointments,” she adds.  n

Take It From Survivors: Here’s What to Do  
When Disaster Strikes
You have a plan, but will it work?

Houston hospitals and case 
management departments were 

well prepared for disasters before 
Hurricane Harvey struck Texas in 
August 2017. They experienced 40 
inches of rain and massive flooding 
with Tropical Storm Allison in 2001, 
and they made preparation changes 
after that event.

Still, Harvey broke all rules and 
showed that even the best plans 
might not be enough. The following 
are disaster preparedness and relief 
strategies that can help case managers 
and healthcare organizations cope 
with natural disasters:

• Establish a staffing plan. “MD 
Anderson had nearly 1,000 employees 
onsite during the storm so they could 
take care of all the needs of more 
than 540 patients,” says Donna 
Ukanowicz, RN, MS, ACM-RN, 

director of case management for MD 
Anderson Cancer Center in Houston. 
“We also had 120 clinical volunteers 
who came from other organizations 
outside of Houston to help,” she 
adds. “They were from New York, 
Ohio, Arizona, and Dallas, TX.”

Prior to the storm, Houston-
based Texas Children’s Hospital 
asked staff to volunteer for one of 
three mobilization groups, says Gay 
Matthews, MSN, RN, CCRN-K, 
assistant director of care management 
at Texas Children’s Hospital.

The groups included a preparation 
group that helps the department pre-
pare for the disaster, a ride-out group 
that stays in the department around 
the clock during the hurricane or 
storm, and a relief group that comes 
in to relieve the ride-out group as 
soon as travel is possible, she explains.

After Harvey, they found that 
the mobilization system should be 
tweaked. When the disaster hit, the 
ride-out team already was in place, 
ready to stay put in the department 
until the worst part of the storm and 
flooding were over. Then, they could 
go home when the relief team made 
it into work, Matthews explains.

It was a good system, but didn’t 
work perfectly because Hurricane 
Harvey was a much different event 
than they anticipated, Matthews 
says.

“It lasted much longer than a 
normal hurricane, so the ride-out 
team was here for an extended 
period of time — not just for a 
couple of days,” she says. “From 
now on, we’re going to put the prep 
and relief teams together so we have 
more people on ride-out.”
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EXECUTIVE SUMMARY

Case manager leaders found that preparing staff to be mobilized or available 

via phone was crucial during Hurricane Harvey .

• Staffing could include dividing people into teams, including one that will ride 

out the storm .

• Employees often need emotional support after a disaster, particularly when 

their homes or families are affected .

• Case managers should prepare for a disaster by calling community partners 

and resources to ensure they have adequate space or equipment to assist in 

the event of a storm or flooding that affects transportation and the electrical 

grid .

It was stressful for the ride-out 
team to spend days in the hospital 
while they heard of their family and 
friends’ travails.

• Mobilize case managers and 
other staff. For health systems, 
mobilization efforts could include 
electronic communication methods 
such as text messages and emails.

“We had a ring-line, where you 
call that number and hear a recorded 
message to tell you what’s open and 
closed,” Ukanowicz says. “We also 
use social media channels, and public 
relations did some outreach; we had 
lots of communication opportunities, 
but if you didn’t have power, it would 
have been difficult.”

Ukanowicz also keeps a printed 
list of staff’s contact information so 
she could still reach them by another 
phone or a landline if she lost access 
to her computer or cellphone. 
The hospital also uses automatic 
messaging strategies.

“We have a new system in the 
hospital that staff can sign up for,” 
Matthews says. “Via text messaging, 
they receive alerts — even when their 
cellphone calls won’t go through.”

• Provide staff with resource 
support. MD Anderson started a 
Caring Fund to collect donations 
used to help health system staff 
with their emergency needs and to 
supplement their recovery funds.

“I was able to direct my staff, who 
were greatly impacted, to apply for 
some funds to help them get back on 
their feet,” Ukanowicz says.

Also, MD Anderson covered 
salaries for employees affected by the 
disaster, extending their time off to 
give them time to recover, she adds.

Employees at Texas Children’s 
Hospital received three “Harvey 
days.” They could use the extra days 
off to meet with contractors to repair 
damage to their homes. Employees 
with more extensive rebuilding needs 
could use extra Harvey days that 
had been donated by other staff, 
Matthews says.

During the storm and flooding, 
Matthews witnessed a wonderful 
act of generosity between case 
management staff: “One employee’s 
house was fine, and the other one 
had to evacuate with her dogs,” she 
says. “They weren’t good friends, just 
co-workers, but the one woman told 
the employee who had to evacuate 
that she could bring her dogs and 
go to her house. People were just so 
supportive of each other.”

• Provide emotional support. “I 
think of our staff as a family, and we 
look out for one another,” Ukanowicz 
says. “When you have these types of 
emergency disaster situations, you 
care about one another and want to 
make sure everyone is safe.”

Case management staff would 
meet in hallways for huddles to talk 
and share stories, she says.

“If someone was out for an 
extended period of time, we would 
welcome her or him back, and I’d 
leave it up to the employee to decide 
how much to share,” Ukanowicz says. 
“We’re a close group and we do meet 
frequently, so the opportunity is there 
to provide support.”

Employee assistance programs 
and health system chaplains also can 
provide support and counseling. Texas 
Children’s Hospital chaplains made 
the rounds, visiting employees at 
work to see if people needed to talk or 
pray. “One chaplain wrote the most 
unbelievable prayer,” Matthews says.

There were no deaths or injuries 
among the case management 
department’s staff, but people still 
were traumatized by the disaster and 
had to deal with property damage and 
loss, the hassles of cleanup and hiring 
contractors, and worry, Matthews 
says.

“Sometimes, we just let people 
cry on shoulders about the precious 
things they lost,” she adds.

• Go over lessons learned of 
what worked and what didn’t. 
Texas Children’s Hospital had called 
for early activation of its disaster 
staffing plan, and that proved to be an 
excellent idea, Matthews says.

“We had our ride-out team in 
place early on Saturday, and we 
didn’t let people go home when the 
hurricane didn’t hit on Saturday,” she 
says. “Some sister hospitals said, ‘If 
I had come in a day earlier, it would 
have been so much better because I 
was trying to drive in the water and 
couldn’t see the road.’”

When the hurricane and flooding 
hit Sunday night and into Monday, 
the case management department was 
ready. Employees didn’t have to drive 
or walk through floodwater to get to 
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work because they were already there 
and well-prepared.

MD Anderson’s case management 
department learned after Hurricane 
Allison in 2001 that case managers 
would need an inventory of available 
community services. Once the roads 
were open to traffic, they would need 
to facilitate transitioning patients 
to the community, and they’d need 
to know which services would be 
available for them, Ukanowicz says.

“We had to contact providers of 
durable medical equipment to see 
what they had in their inventory 
and how long it would take them 
to deliver equipment to patients’ 
homes,” she says. “We had to 
inventory nursing homes to see if 
they were open for business because 
some were impacted by flooding and 
couldn’t accept new patients.”

Case managers also determined 
what their patients needed if they 
were leaving Houston and helped 
them make safe travel arrangements. 
“The past experience helped us to 
know that those were our priorities,” 
Ukanowicz says.

Even the question of whether staff 
would have laptops or the ability to 
work remotely was a lesson learned, 
she notes.

On typical workdays, the 
department doesn’t encourage 
employees to take home their laptops. 
But for some case managers, having 
one at home during the disaster 
would be the only way they could 
complete their work. The answer 
was to encourage supervisors to take 
home their laptops before the storm 
and to ask other employees to make 
sure they would have access to a 
cellphone or another electronic device 
for communication, Ukanowicz says.

“I live 16 miles from the medical 
center and had no way to travel to 
get to work during the flooding,” 
she explains. “But I had electricity at 

home and had a computer, so I was 
able to work from home.”

• Make changes when planning 
for the next big one. Another lesson 
learned has to do with the central 
command center.

“As a care management leader, I’m 
responsible for being in the health 
system’s command center,” Matthews 
says.

But while she was needed in 
the command center during the 
disaster, she was equally needed in 
the care management department 
where people had to call patients 
and families and oversee discharges. 
Plus, case management staff was 
told to call the department leader, 
and Matthews was in a place where 
she could not spend her day on the 
phone, fielding these calls. Since 
Hurricane Harvey, they decided 
that they’ll need two leaders on the 
campus at all times during a disaster 
— one at the command center 
and the other in the department, 
Matthews says.

Ukanowicz was unable to head 
to her hospital’s incident command 
center, but she found during the 
Harvey disaster that she could fulfill 
her role remotely.

“My role was to talk about where 
we were with community resources, 
how many patients we thought were 
ready for discharge, and what I could 
do to assist with discharge,” she 
says. “I also talked about anticipated 
discharge delays and barriers and how 
much of our staff was impacted by 
the hurricane.”

Command center work included 
estimating how many employees 
would be back to work on days 
seven and nine, how many would 
need more time, and how this would 
affect case management operations, 
Ukanowicz adds.

“We didn’t have any patient 
discharges for four days,” she notes.

The case management department 
also learned that more planning was 
needed for the care continuum and 
transitions. Houston’s disaster was so 
widespread and encompassing that 
transitioning patients to home was a 
scary prospect for many families.

For instance, a child who was 
ready to be transitioned home might 
need home health, durable medical 
equipment, or other services that 
were delayed or unavailable during 
the early days of the flooding. Or, 
the child might not have a safe, 
unflooded home or access to a 
shelter that could provide care for 
a technology-dependent child. But 
keeping the same child admitted for 
continued medical care was not the 
answer, Matthews says.

“They didn’t need the medical 
care, and insurance wouldn’t pay for 
it,” she says.

The lesson case management 
learned is to have a plan for when 
these parents show up at the 
hospital. Besides patients that 
could not be discharged, there were 
former patients who returned with 
their families during the storm and 
flooding. The families didn’t know 
where else to go, Matthews says.

“We need a plan of where these 
children can be placed, and it should 
be a place where parents can take 
care of them and bring their own 
equipment,” she explains.

The hospital tried in the week 
before the hurricane to let parents 
know that they’d need a plan, but 
people still showed up, hoping to 
receive help.

“Because we have a complex care 
clinic here, we made phone calls 
to technology-dependent families 
to tell them they needed a backup 
plan of where they would go if they 
were uncomfortable in their homes,” 
Matthews says. “The hospital should 
not be their backup plan.”  n



30   |   CASE MANAGEMENT ADVISORTM / March 2018

App Pushes Patient Education to New Level
Education’s a snap with app

Not so long ago, case managers 
relied primarily on paper 

brochures and tip sheets when 
supplementing in-person patient 
education. Many might still use 
paper in addition to web-based 
information, but the newest frontier 
involves apps that bring education to 
a patient’s fingertips at precisely the 
moment he or she needs it.

“We believe in the importance of 
activating and engaging patients and 
families so they can be partners in 
their care,” says Kathleen Baudreau, 
MSN, RN, CPHQ, CPHRM, vice 
president of clinical advancement 
and patient safety at Carilion Clinic 
in Roanoke, VA.

Carilion uses educational apps to 
continue patient education after the 
hospital stay.

“We have patients for such a 
shorter period of time than we did 
before that it’s important we have 
information that helps them, not 
only during the inpatient stay, but 
when they go home,” Baudreau says.

Some call it precision engagement. 
It’s a way to leverage technology 
to create and paint a more 
holistic picture of a person’s care 
management, says Michael O’Neil, 
JD, founder and chief executive 
officer of GetWellNetwork, Inc., in 
Bethesda, MD.

All of healthcare is moving away 
from the “doctor knows best” way 
of telling patients what to do toward 
precision engagement, Baudreau says.

“We need to educate patients and 
families so they’re more informed 
consumers and can take care of 
themselves,” she adds. “It’s changing 
where patients and families can’t be 
passive anymore; they need to be 

active participants, and they need to 
understand ‘why’ and ‘what.’”

The usual way of sending patients 
home from the hospital has been 
to hand them a packet of discharge 
papers. “Those usually end up 
lodged in the coffee cup holder 
near your car seat, and then they’re 
thrown out,” O’Neil says. “This 
technology takes all of those patient 
handbooks, discharge instructions, 
and teaching sheets and puts them in 
a real workflow that can be part of a 
patient’s life.”

Precision engagement pulls 
community and other resources to 
the patient. For example, if a patient 
with Parkinson’s disease is being 
treated within the case management 
framework, then the app can serve 
as a platform for identifying the 
patient’s support structure.

“If we can paint a more holistic 
picture of him, then we can get the 
patient and his caregivers the right 
information at the right time, served 
in the right way, to help him be more 

effective at self-managing his care,” 
O’Neil says.

O’Neil offers the following ideas 
for some other ways the technology 
educates on a real-time basis:

• A mobile platform sends tailored 
information and checklists to patients 
and caregivers. Case managers can 
work off these tailored pieces, rather 
than having to rely on generic sheets.

• Case managers can monitor 
their patients via technology. They 
can see which patients are following 
their self-care instructions regularly 
and which have not logged in for a 
while. They can use the platform to 
send quick messages such as, “Hi, I’m 
your case manager, and I saw that you 
completed your checklist about what 
to eat. Great job! But I want to check 
on how your mobility is going.”

• For patients who need more 
visual educational information, case 
managers can send them a video 
and see how they perform on the 
post-education tests, supplementing 
on those items missed. “I see you 
completed this and understand it, but 
you’ve missed four questions, so let 
me follow up and make sure you have 
all the information you need.”

• The app contains a patient 
pathway for each person’s disease 
process. The patient’s doctor 
prescribes the app, and it helps the 
patient manage his or her disease. It 
acts as a virtual care coach, setting up 
daily reminders such as these:

- “It’s time to check in and weigh 
yourself.”

- “What did you eat today?”
- “Please reference the video 

on the new medication you were 
prescribed.”

• When a patient’s weight or other 

“IT’S CHANGING 
WHERE PATIENTS 

AND FAMILIES 
CAN’T BE PASSIVE 

ANYMORE; 
THEY NEED 

TO BE ACTIVE 
PARTICIPANTS, 

AND THEY NEED 
TO UNDERSTAND 

‘WHY’ AND 
‘WHAT.’”
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health indicators show a problem, the 
app sends the patient a notice, and 
the case manager and physicians can 
see this information.

“It provides case managers with 
more actionable data about their 
patient’s experience so they can 
intervene in a more patient-tailored 
and efficient way,” O’Neil says.

From an inpatient perspective, 
the technology helps prevent acute 
episodes among patients who are 
admitted for chronic illness crises, 
Baudreau says.

“We have a heart failure 
pathway, when patients cross over to 
outpatient,” she says.

The goal is to prevent recurrence 
and follow up on patients’ 
medication adherence.

“We also educate newly diagnosed 
patients about what heart failure is 
and about their diet, exercise, and 
when to call the doctor,” Baudreau 
says. “We’ve had about 150 patients 
use it, and they’re very positive about 
it so far.”

One of the challenges of 
educating newly diagnosed patients 
is their hospital length of stay is 
short and there is an overwhelming 
amount of information for them to 
absorb.

“You’re in the hospital and have 
new things going on, and so we’re 
really excited to move this into the 
GetWellGo app,” Baudreau says. 
“Patients will be able to access this 
when they go out.”

Using the technology after 

discharge is new to the health system, 
and the goal is to improve outcomes.

“We hope it will decrease 
readmissions, improve medication 
compliance, [and] provide better 
monitoring of weights and blood 
pressures,” Baudreau says.

From a case management 
perspective, the technology could 
provide patients with immediate 
access to videos about hospice care, 
discharge instructions, home health, 
rehab, and advance care planning, 
she says.

“We haven’t had a way, necessarily, 
that we could consistently use to 
educate people about those options, 
including palliative care,” Baudreau 
notes. “This can help patients 
understand what’s going on.”  n

ED-based Intervention Connects Frequent Users 
With Program to Address Underlying Needs
The ultimate aim is to transition patients to a primary care provider

F requent ED users often are 
frustrating for emergency 

providers, particularly when patients 
with serious underlying needs are 
not addressed. Such patients may 
visit the ED every week or even 
more frequently, and yet they rarely 
present with a medical emergency, 
and there may be little a busy 
emergency clinician can do to help. 
In addition to increasing healthcare 
costs, the people on both ends of such 
encounters may feel dissatisfied or 
discouraged.

However, a new program at Grady 
Memorial Hospital in Atlanta seeks 
to short-circuit this cycle of care so 
that patients with complex conditions 
are connected with the help they 
need without continually sapping 
emergency medicine resources. Called 

the Chronic Care Clinic (CCC), the 
program is just getting started, but 
early results show promise. Grady is 
set to expand the program in coming 
months.

Like many large, urban medical 
centers, the ED at Grady Hospital 
sees a large number of frequent us-
ers, but their motivations in seeking 
emergency care often are misjudged, 
explains Hany Atallah, MD, the 
chief of emergency medicine in the 
Grady Health System and medical di-
rector of the Emergency Care Center. 
“Many of these patients have chronic 
medical conditions and are concerned 
about what is going on with their 
health, which is why they come in 
frequently. They often have a feeling 
there is an emergency and want to 
make sure nothing bad is happening.”

The CCC was developed with 
frequent users in mind so that 
these patients who present with 
issues that are not commonly 
considered emergencies can develop 
a relationship with a primary care 
provider (PCP) who can better 
oversee the trajectory of their care. 
“The literature shows that you can 
save a lot of money by doing this, and 
you actually end up providing better 
care, which is really what we want,” 
Atallah says.

To get the CCC started, in 
February 2017 administrators 
analyzed hospital data to identify 
frequent ED users, Atallah notes.

“We wanted to start with success, 
so we began by enrolling patients who 
had actually shown a record of having 
shown up to clinic appointments in 



32   |   CASE MANAGEMENT ADVISORTM / March 2018

the past,” he says. “Maybe they didn’t 
have perfect attendance to these 
appointments, but we wanted people 
who were familiar with the clinic 
system and had used the clinic before 
so that we could basically reintroduce 
that to them.”

The process of identifying 
appropriate patients for the program 
has now morphed into an “ER 
Frequenter Registry,” explains Kelley 
Carroll, MD, vice president and 
chief of ambulatory medicine in the 
Grady Health System. “The initial 
definition for inclusion in the registry 
was 12 ED visits in 12 months, and 
that produced a registry of about 600 
patients.”

However, most of these patients 
were directed to a specialty behavioral 
health clinic or to substance abuse 
counseling, and administrators 
experienced difficulty connecting 
with another 30% of these patients. 
“Either they did not show up for 
their first visit [to the CCC] or we 
just could not connect with them,” 
Carroll notes.

A third group of patients either 
left without seeing anyone or didn’t 
present with any clinical information 
to determine whether they needed 
to be contacted. Consequently, the 
criteria for enrollment in the CCC 
have been modified to include 
patients who have visited the ED six 
times in six months, Carroll explains.

“Currently enrolled right now, we 
have 41 patients,” she says.

Patient navigators on site in the 
ED are charged with intervening with 
frequent users when they present for 
care. “[Navigators] will keep an eye 
on the track board and look for when 
a patient’s name pops up,” Atallah 
explains. “We have a little box that 
identifies the patient as a frequent 
utilizer of emergency services, so 
when they see that box checked, it is 
an easy way for them to look through 

all the patients we have and quickly 
identify [the high users].”

When a high-use patient is 
flagged, a patient navigator will take 
steps to expedite that patient through 
the ED process, and then make sure 
that patient is directed to the CCC. 
In the early days of the program, 
these patients were directed to a walk-
in clinic that is just a stone’s throw 
from the ED, Atallah notes. However, 
Grady is in the process of moving the 
CCC to a separate space on campus 
called the Transition of Care Clinic.

“It is still on our main campus, 
but it is on the outpatient clinic side 
of the building,” Carroll explains. 
“The Transition of Care Clinic is 
seeing post-discharge and post-ED 
visit patients, and it is also handling 
quick follow-up for patients who are 
at high risk for readmissions.”

When the move to the new space 
is complete, the CCC essentially will 
operate under the umbrella of the 
larger Transition of Care Clinic and 
share some of the clinical staff with 
other programs housed there, but 
it will employ its own community 
health worker, RN, and advanced 
practice practitioner.

Frequent users who present for 
care to the ED receive same-day 

appointments in the CCC to facilitate 
the transition. The idea is for the 
patients to realize that every time they 
come to the ED they are sent to the 
CCC, so they might as well just visit 
the CCC to begin with, Atallah says.

Prepare for Social Needs

Thus far, no patterns have 
emerged in terms of top diagnoses 
among high-use patients, but 
administrators have found that 
social limitations rather than chronic 
diseases have been the primary driver 
behind these patients’ frequent ED 
use.

“Most of them need 
transportation; a good percentage 
of them — about 30% — require 
housing; and 16 out of the 41 have 
needed linkages to family resources,” 
Carroll shares. “Really, [the 
biggest needs] have been for social 
interventions more than titration of 
medicines or management of chronic 
diseases.”

Navigators work with community 
health workers to link patients with 
the resources those patients require. 
“Those are the people on the ground 
really making it happen for the 
patient,” Carroll says. “We do have 
a social worker, and we have an RN 
care resource manager who acts as a 
sort of pilot ... for the social needs of 
the patient.”

For instance, community health 
workers might visit patients in their 
homes to find out what barriers may 
be keeping them from following 
their plan of care or preventing them 
from making it to scheduled clinic 
appointments, resulting instead in 
ED visits, Carroll notes. In other 
cases, the community health workers 
may walk appropriate patients to 
financial services to get them signed 
up for Medicaid.

“REALLY, [THE 
BIGGEST NEEDS] 

HAVE BEEN 
FOR SOCIAL 

INTERVENTIONS 
MORE THAN 

TITRATION OF 
MEDICINES OR 
MANAGEMENT 
OF CHRONIC 
DISEASES.”
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“These patients have difficulty 
navigating the medical system, so 
the easiest thing for them to do 
is walk into the ED. It is hard for 
them to understand how to pick up 
the phone and call for a cardiology 
appointment, figure out how to 
get Medicaid, or how to get their 
Medicare part B coverage,” Carroll 
explains. “They don’t have self-
management skills, so the navigator 
and the community health worker 
are teaching them those skills along 
with the RN.”

Pharmacists are part of the 
CCC team, too, Atallah adds. 
“These patients have a hard time 
understanding their health and what 
needs to happen,” he says. “You really 
have to very much hold their hands 
through the whole process until they 
learn to really start doing these things 
themselves.”

One other resource that is at the 
disposal of the CCC program is 
Mobile Integrated Health (MIH), a 
paramedicine program in the Grady 
Health System that also helps break 
down barriers to care for high-needs 
patients who frequent the ED. 
An MIH team consists of a nurse 
practitioner and a paramedic who 
can visit a patient’s home and address 
any challenges he or she may face.

“Once the CCC establishes 
someone as a patient, it might send 
a referral to MIH to conduct a 
home evaluation,” explains Michael 
Colman, MPA, NRP, vice president 
of EMS Mobile Advanced Practice 
at Grady Health System. “When 
a patient is in the doctor’s office, 
it might seem like everything is 
OK, but when [patients] get home, 
they might have no food and no 
heat. They might be living in an 
abandoned building. The nurse 
practitioner and the paramedic can 
go out to the residence and give the 
providers some insight [on their 

patients] they don’t have to try and 
help set up some strategies so that the 
patient receives better care.”

The MIH team may review a 
patient’s prescriptions, and give 
the patient an opportunity to ask 
questions in a non-intimidating, non-
rushed kind of environment.

“We have more time [than a 
typical doctor’s visit] ... and we can 
come back the next day,” Colman 
notes. In the early days of the 

program, the MIH team would visit 
patients prior to their first CCC 
appointment, but team members 
found it was more effective to see 
patients afterward because not every 
patient requires a home visit, observes 
Matthew Thornton, EMT-P, the 
district supervisor for Grady EMS 
MIH. “A lot of the patients we go to 
see have been enrolled [in the CCC], 
but then miss their appointments, so 
we get a referral and go out there and 
see what is wrong,” he says.

Thornton notes that the types of 
patients he encounters from the CCC 
run the gamut.

“We have patients in their 70s and 
80s with heart failure and COPD 
who come to the ED all the time, 
and we have patients in their 20s who 
have trouble with their diabetes,” he 
says.

Careful With Transitions

When patients can manage their 
required healthcare tasks on their 
own, CCC staff members take steps 
to bridge these patients from the 
CCC to primary care.

“So far, we have had eight 
patients we have transitioned into 
primary care, and we have learned 
a lot from that experience,” Carroll 
says. “A few of the patients have 
bounced back [to the CCC] because 
the primary care [office] didn’t have 
the same wraparound services with 
all these ancillary providers around 
them, so that is one lesson learned.”

To correct this deficit, Grady 
is working to build such services 
around primary care. “We will 
probably need a navigator and a 
community health worker to actually 
stay with the patients or at least 
check in with them for at least a 
month after transitioning them to 
make sure they are sticking with 
primary care,” Carroll explains. 
Despite this issue, the program is 
working as intended. The cohort of 
41 patients enrolled in the program 
logged 185 ED visits per quarter 
prior to enrollment in the CCC 
program.

“Post-enrollment, they now 
have 84 visits per quarter, so it is 
saving 100 visits per quarter for that 
cohort,” Carroll notes. “Looking 
at utilization, we have 65% fewer 
ED visits, 17% fewer inpatient 

“THESE 
PATIENTS HAVE 
A HARD TIME 

UNDERSTANDING 
THEIR HEALTH 

AND WHAT NEEDS 
TO HAPPEN. YOU 
REALLY HAVE TO 

VERY MUCH HOLD 
THEIR HANDS 
THROUGH THE 

WHOLE PROCESS 
UNTIL THEY 

LEARN TO REALLY 
START DOING 
THESE THINGS 
THEMSELVES.”
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admissions, and 146% more 
outpatient or ambulatory visits, and 
their monthly costs have declined by 
50%.”

Encouraged by the data, 
administrators plan to expand the 
program further in 2018.

“We will be able to enroll more 
patients because we will have more 
staff as part of the Transition [of ] 
Care Clinic,” Carroll notes. “We will 
have a behavioral health professional 
there full time and two full-time 
PharmDs, so we will be able to 
see some of the patients who have 
been deemed inappropriate [for 
the program thus far] because their 
primary diagnosis was substance 
abuse.”

That should be a big help because 
roughly 50% of the ER Frequenter 
Registry in 2017 were patients with 
a primary diagnosis of substance 
abuse, but the CCC did not have 
the infrastructure in place to manage 
those patients. “We did have a 
substance abuse counselor in the ED 
who would try a brief intervention 
with the patient, and then bridge 
them [to treatment], but most of 
those patients did not follow up,” 
Carroll explains. “We will now have 
more staff concentrated on that 
patient population.”

Atallah’s advice to other EDs 
that face similar challenges in 
meeting the needs of frequent users 
is to start small initially and set 

up the organization for success. 
“Troubleshoot with patients with 
whom you are likely to be successful. 
That was a big help for us,” he says. 
“Also, you can never plan enough. 
Understand all the moving parts that 
you are going to need to make the 
program work.”

Further, Carroll advises 
organizations to remember the need 
to hire intensive social and family 
experts.

“We have a social worker who 
seems to magically do a good job 
of finding places for people to live,” 
she says. “Pay attention to the social 
aspects because the reason these 
people come to the ED frequently is 
very important.”  n

PAs Provide More Patient Contact, Reduce LOS, 
and Maintain Quality

Physician assistants (PAs) have 
helped one hospital improve 

care in its observation unit without 
increasing costs, partly by providing 
more contact with patients than 
physicians can. The hospital also 
has optimized its observation unit 
model.

Northwest Hospital, part of 
LifeBridge Health in Randallstown, 
MD, can employ nearly two 
PAs for the cost of a physician, 
so patients can be seen more 
frequently. They make up one of 
several strategies the hospital uses 
to make the observation unit as 
efficient as possible.

The PAs aim to “touch” patients 
in the unit every two to four hours, 
collect information quickly, and get 
more timely consults, says Richard 
Rohrs, PA-C, DFAAPA, SFHM, 
assistant vice president for provider 
operations at the hospital. He was 

the third PA to work at the hospital 
in 1977, soon after the PA concept 
emerged.

Keep Patients Moving

PAs have been used in the 
1,200-bed LifeBridge system 
primarily in a hospitalist capacity, 
Rohrs explains. PAs also work 
in the ED, surgery, and in 
subspecialties. The LifeBridge 
system currently uses about 400 
PAs, most of whom are employed 
by the hospitals.

LifeBridge uses a model that 
has PAs working closely with 
nurse practitioners, and they are 
particularly valuable in the ED and 
observation unit, Rohrs says.

The more frequent patient 
contact from PAs helps to keep 
patients moving along, he says. 
The average length of stay (LOS) is 

under 13 hours, and the conversion 
rate is lower than average. Research 
has shown no statistical difference 
in mortality, readmissions, LOS, 
or consultant use when there was a 
higher ratio of PAs to physicians on 
the team, Rohrs notes.

“Emergency room and 
observation throughput is a big 
issue for all hospitals. About 
90% of our patient admissions 
come through the emergency 
department, so as our emergency 
and observation services go, so 
goes our hospital in terms of 
things like patient experience and 
throughput,” he says.

Making Observation 

More Efficient

The PAs’ effects on the 
observation unit are closely 
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monitored with several metrics, 
says Tracie Vock, PA-C, director 
of APPs for Observation Medicine 
with US Acute Care Solutions, the 
PA staffing company that provides 
PAs for the hospital’s observation 
unit. Length of stay is a top metric, 
with the health system looking for 
an LOS of less than 20 hours, as 
well as conversion rates for moving 
patients from observation to 
inpatient status, where the goal is 
to be under 15%.

The 30-day readmission rate 
target is less than 5%, which is less 
than half of the national average of 
12%, Vock notes.

Observation services, and the 
patient experience in them, have 
received more attention recently, 
Rohrs notes. The use of the PAs 
at Northwest Hospital helps the 
observation unit be as efficient as 
possible while still providing the 
highest level of care to patients, he 
says.

“There is a lot of pressure 
on hospitals to do this right. 
Patients aren’t always happy to 
be in observation because, as an 
outpatient, there’s a higher charge, 
so we want to have the patients 
that go into observation to be the 
right ones,” Rohrs says. “We don’t 
want patients who will end up 
being admitted anyway to go to 
observation first, because that just 
delays the process and makes the 
patient unhappy for no reason.”

Send the Right Patients 

to Observation

Hospitals also are incentivized to 
keep patients in observation for as 
little time as possible, just as they 
try to not keep patients admitted 
any longer than necessary, he notes. 
The PAs have protocols in place to 

help ensure the right patients are 
sent to the observation unit, as well 
as additional protocols to ensure 
patients don’t stay longer than 
necessary, all backed up by 24-hour 
access to physician support.

Northwest Hospital has a 
dedicated observation unit, which 
is becoming more common than 
in the past, Rohrs notes. When 
observation first emerged it was 
more of a patient status than a 
location, he says, and that is still 
true in some facilities. That can 
stand in the way of efficiency and 
patient satisfaction, he notes.

“You might have an inpatient 
unit with five observation patients 
on it, and your nurses had to switch 
from acting like an inpatient nurse 

to an outpatient nurse all the time. 
That’s a hard thing to do,” Rohrs 
says. “The first thing we did was to 
cohort the patient in a single unit, 
but we still had an issue because it 
was part of an inpatient unit, not 
in the emergency room. That led 
to patients feeling like they were 
inpatients, not emergency room 
patients, so patients and families 
were thinking in terms of staying 
for days, not hours.”

That expectation by patients 
and families can affect the LOS, 
so Northwest Hospital made other 
changes, like altering the signage to 
say “outpatient observation” instead 
of simply “observation.”

“Sometimes it’s the message 
we deliver to the patient that can 
have a measurable effect, so we 
use scripting that this is a short-
term stay unit and we’re doing our 
best to get them out as quickly as 
possible without shortchanging 
their treatment,” Rohrs says.

The hospital also maintains 
high turnaround metrics for testing 
in the observation unit, treating 
them like tests from the ED rather 
than from an inpatient unit where 
the patient will still be around 
tomorrow if the lab needs to delay 
the results.

“A lot of this is about getting 
everyone in the same frame of mind 
about what observation is and 
isn’t,” Rohrs says. “That includes 
the patient, family, the clinicians, 
and the rest of your hospital 
services.”  n

“A LOT OF THIS IS 
ABOUT GETTING 

EVERYONE 
IN THE SAME 

FRAME OF MIND 
ABOUT WHAT 

OBSERVATION IS 
AND ISN’T. THAT 
INCLUDES THE 

PATIENT, FAMILY, 
THE CLINICIANS, 

AND THE REST OF 
YOUR HOSPITAL 

SERVICES.”
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1. In August 2017, Hurricane 

Harvey floods displaced tens of 

thousands of people, damaging 

the local infrastructure and 

causing hospitals to implement 

emergency preparedness plans. 

MD Anderson also helped its 

staff, many of whom had homes 

that were flooded, by doing 

what?

a . Collecting food and clothing 

donations for employees who lost 

their houses

b . Forming a Caring Fund 

to collect donations to help 

employees affected by the 

disaster

c . Flying in two dozen 

psychologists and counselors to 

meet individually with staff

d . None of the above

2. During a disaster, which of the 

following is one of the three 

goals that case management 

and other healthcare leaders 

might have?

a . Safe coordinated care

b . Patient-centered services

c . Being supportive of staff

d . All of the above

3. Why is creating an inventory of 

available community services 

part of case managers’ disaster 

planning?

a . Once the roads are reopened, 

case managers will need to 

facilitate transitioning patients 

into the community, so they will 

need to know which services are 

available .

b . Case managers will need a 

list of community partners they 

can call to place patients for an 

emergency overnight .

c . Community services can 

replace chaplain services, food 

service, social workers, and other 

staff that cannot make it into the 

hospital .

d . None of the above

4. What is precision engagement?

a . It’s a Medicare strategy for 

transitioning patients from the 

hospital to a skilled nursing 

facility .

b . It’s a way to leverage 

technology to create and paint a 

more holistic picture of a person’s 

care management .

c . It’s the use of telemedicine with 

rural patients .

d . All of the above


