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“IF WE CAN 
PARTNER WITH 

PROVIDERS IN THE 
COMMUNITIES AND 

PARTNER WITH 
PAYERS, THEN WE 
CAN HELP FULFILL 

THE TRIPLE AIM 
OF INCREASING 
QUALITY AND 

ACCESS TO 
HEALTHCARE 

WHILE REDUCING 
COSTS.”

Population Health Program Jumps 
From Lowest to Highest Performer
Strategy brings providers, payers, and community together

As the healthcare industry moves 
from volume-based to value- 
 based care, a key strategy in 

covering population 
health is to focus 
on communities, 
moving them toward 
affordability and 
better care delivery.

“Part of that 
strategy is if we 
can partner with 
providers in the 
communities and 
partner with payers 
around care delivery, 
then we can help 
fulfill the triple 
aim of increasing 
quality and access 
to healthcare while 
reducing costs,” 
says Jeff Conklin, 
FACHE, payer and 
network strategies executive at Adventist 
Health in Roseville, CA.

Case management work can 
result from these types of strategic 
relationships, as everyone’s interests are 

aligned to improve gaps 
in care.

Adventist Health 
West, representing 
Oregon, Washington, 
Hawaii, and 
California, has formed 
partnerships that 
extend the reach of 
its population health 
goals. One new 
partnership is with 
Oregon Health & 
Science University, 
an academic medical 
center in Portland.

In central 
California, Adventist 
Health has partnered 
with Health Net 
to serve the Medi-

Cal population, which is California’s 
Medicaid population.
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EXECUTIVE SUMMARY

Healthcare organizations collaborate on population health initiatives 
and the result is a quick improvement in clinical outcomes and patient 
satisfaction .
• The triple aim is to increase quality, improve access, and reduce 
costs .
• The effort first focused on Medi-Cal, California’s Medicaid program .
• Improving gaps in care was the first step .

With partnerships throughout 
the health industry continuum, 
Adventist Health is better equipped 
to improve healthcare in its 
communities, Conklin says.

“We’re partnering with a number 
of payers, staying generic, to help 
both of us to grow and serve our 
communities,” he explains. “It’s early 
in our work, and we spent the last 
year and a half trying to get some of 
these launched; the early indicators 
are very positive.”

For example, outcomes from 
one small county show that the 
Healthcare Effectiveness Data and 
Information Set (HEDIS) scores 
went from the lowest in California 
to the highest in the state, Conklin 
says.

The HEDIS tool, from the 
National Committee for Quality 
Assurance (NCQA), is used by 
90% of the nation’s health plans. It 
measures a combination of clinical 
performance scores and patient 
satisfaction, and it allows apples-
to-apples comparisons. (For more 
information on HEDIS, visit:  
http://bit.ly/2GnkLna.)

“I’m personally very excited 
about what we were able to do 
as a team, by working across 
several organizations to address 
many issues, including clinical 
quality, operational, technical, 
and patient-facing opportunities 
for improvement,” says Dan M. 

Rhodes, network and market 
development executive of Adventist 
Health Plan.

The following are the three 
main steps in the population health 
collaboration:

1. Improve gaps in care.
The goal was to improve clinical 

results.
“We had a defined population 

and identified patients where they 
worked,” Conklin says.

The defined population included 
Medi-Cal patients. “We identified 
patients who needed care, and we 
worked with a rural health network 
and providers in the community to 
get patients into care,” Conklin says. 
“A medical team in the community 
was led by the medical director in 
that market and teams in rural health 
clinics and a team at Health Net.”

Health Net’s focus is on 
collaboration with provider 
organizations to enhance the overall 
patient experience and health 
outcomes, says Ramiro Zuniga, 
MD, MBA, FAAFP, regional medical 
director of medical affairs for Health 
Net.

“We work in close coordination to 
excel and improve quality of care and 
HEDIS measures for our members,” 
Zuniga says.

Together, they worked to identify 
each patient’s care gaps; for instance, 
whether the patient received 
necessary vaccines. If not, they’d ask 
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the patient to come to a clinic for 
shots.

“We didn’t wait for patients to 
come into the clinic — we reached 
out where we knew there was a gap,” 
Conklin says.

“Adventist Health Plan worked in 
collaboration with our health plan 
sponsor and local medical offices to 
improve the quality of care provided 
to our members and patients,” says 
John Zweifler, regional medical 
director at Adventist Health Plan. 
“We met every two weeks to stay on 
task and address any issues that arose. 
We combined technical fixes to better 
capture HEDIS activity with point of 
care processes and systematic member 
outreach to close gaps in care.”

The collaboration worked: “Our 
collective efforts allowed us to move 
from the bottom to the top quartile 
of performance in just two years,” 
Zweifler says.

Following up on that success, 
Adventist is establishing similar 
projects in metro Portland, 
partnering with payers there, 
Conklin says. “We’re trying to do this 

across the geography that we serve,” 
he adds.

2. Improve data and document 
care episodes.

“We’ve set ourselves a goal that 
if we really believe our mission is 
to improve the health status of our 
communities, then we have to be 
in the top decile for quality care,” 
Conklin says. “We have to measure 
clinical performance very specifically.”

For instance, a healthcare 
organization should identify best 
practices for a particular measure and 
then close the gap between the actual 
performance and the best practice.

“We’re very rigorous with data,” 
Conklin says. “We think it’s very 
important to get pharmacy data, 
and that’s hard to do in a traditional, 
volume-based episodic model of 
care.”

HEDIS data make it possible 
to close gaps in care because they 
provide comparisons and show how a 
patient population is doing over time. 
Sharing clinical data helps to improve 
health status, he adds.

“It’s all about getting actionable 

clinical data in the hands of the 
caregiver at the point of care,” 
Conklin says. “If you’re in traditional, 
volume-based episodic model of care, 
then you’re not working on things to 
get clinical data changed that fast.”

3. Get data to payer(s).
“Make sure you get the data to the 

payer,” Conklin says.
For Adventist, the payer is Health 

Net and the population served was 
the Medi-Cal group. They exchanged 
electronic claims data, filing 
information with HEDIS.

“Once we saw a patient 
documented for care, we got the 
information on the record to 
document the claim, and that’s how 
data was transferred,” Conklin says. 
“We could see a comparison with 
their results.”

All three steps are necessary.
“My wife is a nurse, and she 

reminds me that if you didn’t 
document it, it didn’t happen,” 
Conklin says. “You have to document 
it, and then get the documentation 
out to the payer. You have to do all 
three successfully.”  n

To Know Patients’ Social Determinants of Health 
Is to Understand Their Obstacles
Next step is to resolve problems

Sometimes the most sensible way 
to reduce hospital lengths of 

stay (LOS), readmissions, and ED 
visits is to tackle the underlying social 
and personal issues that confound 
patients’ lives.

These social determinants of 
health are becoming better known 
in case management — yet, the 
connection between these and health 
outcomes are less well known.

Case managers often do not 
have the time it takes to understand 

every patient’s story well enough to 
help them solve major nonmedical 
problems and health access barriers. 
But they can help patients whenever 
possible by focusing on their specific 
barriers and helping them improve 
what can be improved, says Karen 
Nelson, MSW, MBA, director of 
social work and case management 
at Stanford Healthcare in Palo Alto, 
CA.

After Stanford Healthcare 
began to address patients’ social 

determinants of health, the health 
system was able to reduce the 
number of hospitalized patients with 
30-plus day lengths of stay (LOS). 
Out of the hospital’s 430 beds, there 
were more than 30 inpatients with 
longer LOS, and now there are 24-25 
hospitalized patients with 30-plus-
day LOS.

“We set a new target last year 
to have less than 25 patients in the 
hospital at any given day who have 
been there for 30 days or longer,” 
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EXECUTIVE SUMMARY

Patients’ underlying social and personal issues — known as social 

determinants of health — can affect their hospital lengths of stay, 

readmissions, and overall health .

• Housing is one of the chief social determinants of health, affecting patients’ 

ability to take medication, eat well, and reduce stress .

• Food insecurity also can negatively affect patients’ health if they live in an 

area where it is difficult to find healthy, fresh food .

• Social exclusion can result in patients having too little physical and emotional 

support, also increasing health risk .

Nelson says. “And we’ve only had one 
month where the number of patients 
with long lengths of stay exceeded 25; 
the average recently was 22 patients.”

The case management program 
pulls together various disciplines 
to help reduce long lengths of stay, 
including rehabilitation, nutrition, 
social workers, nursing, spiritual care, 
respiratory therapy, and physician 
medical students. Social workers help 
patients with housing, addiction, and 
family conflict, and case managers 
know what the patient qualifies for 
and what resources are available for 
the next level of care, she says.

Nelson speaks at national 
conferences about social 
determinants of health and offers the 
following explanations for various 
types:

• Housing: “Clearly, people who 
are underhoused or without housing 
have a great deal of difficulty keeping 
appointments, following through on 
treatments,” she says.

People who live in overcrowded or 
unsafe housing or insecure housing 
— in which they are daily at risk of 
eviction — will find it difficult to 
keep track of their medications and 
health practices.

Case managers sometimes come to 
the realization that the person they’re 
trying to help stay healthy despite 
diabetes cannot focus on his or her 

diet or medication because of the fear 
of losing his or her home.

“Some places where people live are 
dangerous to their health,” Nelson 
says. “It’s a total demonstration of 
social determinants of health.”

• Income: “People with a greater 
income can mitigate a lot of the bad 
things that happen in life,” Nelson 
says. “They can throw money at 
problems, so if their car breaks down, 
it’s just an inconvenience.”

By contrast, someone whose 
income is very low might have to 
take a bus when the car breaks down.

Being low income or perceiving 
that one’s income is lower than 
neighbors or peers can lead to stress 
that impacts health, she says.

“You might spend a good part 
of your day fretting over things,” 
Nelson says. “Stress is not good for 
your health: You don’t sleep well, 
you’re edgy, you’re worrying, and not 
relaxed.”

People do not make good 
decisions when they’re under stress, 
and they have difficulty focusing on 
living a healthy lifestyle, she adds.

• Food security: Patients who 
lack adequate nutrition or do not 
have access to the right foods and 
special diets will experience worse 
health outcomes, Nelson says.

“Maybe someone is selecting 
foods that are very bad for their 

health,” she explains. “People think 
that people who are food insecure are 
going to be thin, but what happens 
is that many people who are food 
insecure are overweight because the 
foods they eat are the cheapest, but 
not the healthiest.”

People will go to the corner store 
to buy groceries because they can 
walk there. This means they pay 
more per item and have a less healthy 
selection of food. It’s possible to 
find healthy foods at drug stores and 
corner markets, but they’ll have to be 
selective because there won’t be a full 
range of vegetables as they might see 
at the grocery store, she adds.

• Social exclusion: Patients who 
live alone and are socially isolated 
may need family and community 
support. Their health and well-being 
are enhanced by being with people 
who care about them and support 
them, Nelson says.

“If people are caring about them 
in a way that feels constructive, 
they’ll experience better health,” 
she says. “Some of the impact is 
psychological.”

This dynamic also benefits 
patients because there’s someone 
who is looking after them when they 
return home from the hospital.

• Work and education: Unless 
a person is working in an unhealthy 
or dangerous environment, work 
is a positive contributor to health, 
Nelson says.

“Employment leads to people 
contributing to society and feeling 
good about themselves,” she says. 
Also, earning money gives people 
freedom to buy what they want and 
need.

Education also can have a positive 
effect on health. “I tell students that 
going to school is one of the best 
things they can do because education 
is a healthy lifestyle,” Nelson says.

Education is a positive factor. 
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It gives people choices in terms of 
employment and can contribute to 
better self-esteem, energy, and quality 
of life, she says.

Alternatively, patients who lack 
the daily experience of employment, 
volunteer work, or education might 
suffer healthwise from even more 
isolation or the lack of a sense of 
purpose.

• Poor early life experiences: 
“Poor early life experiences can 
impact a person’s health quite 
significantly,” Nelson says.

These might include childhood 
trauma, abuse, poor nutrition, and 
lack of stimulation. Adults who 
suffered from these problems might 

not develop psychologically or 
educationally as well as they should.

“What tends to happen is they 
have low self-esteem,” she says.

This can lead to poor lifestyle 
decisions, including entering bad 
relationships, living an unhealthy 
lifestyle, addiction, etc.

Understanding these factors is a 
first step. The next step is for case 
managers to resolve these social 
determinants of health issues as a 
part of their overall goal to improve 
patients’ health.

Finding patients help with 
housing, employment, food resources, 
and other needs can help improve 
their health.

“Case managers can connect 
patients to the community to work 
with them to obtain housing,” Nelson 
suggests. “This can be very useful, 
and we can write letters [to housing 
authorities] on behalf of patients, 
commenting on how their health is 
impacted.”

Case managers also can help 
connect patients with food 
banks, Meals on Wheels, public 
transportation, and psychosocial 
services.

“We can engage patients with 
community agencies and groups 
that offer community activities and 
socialization to address isolation,” 
Nelson says.  n

Go 3-D: Here’s How to Add Power and Depth  
to Case Management Assessments

The case management assessment 
need not be perfunctory. It 

could be the way to gain robust 
information that leads directly to 
care planning strategies.

This is the idea behind 3-D 
assessments.

“In our care planning, when 
we developed a 3-D assessment, 
we helped case managers focus 
more concretely and specifically on 
outstanding patient needs,” says 
Ellen Aliberti, RN, BSN, PHN, 
CCM, MS, clinical educator with 
DaVita Healthcare Partners Nevada 
in Las Vegas. Aliberti was named 
the 2017 Case Manager of the Year 
by the Case Management Society of 
America (CMSA).

The differences between the usual 
case management assessment, which 
Aliberti calls “1-D,” and the 3-D 
assessment involve detail and depth.

“When you’re doing a disease 
state inventory, working with a 

patient and going through items 
to see if the patient has diabetes, 
chronic obstructive pulmonary 
disease, and so forth, in a 1-D 
assessment, you know the patient 
has diabetes,” she says. “But the 
assessment gives you no clues about 
the patient’s understanding of the 
disease state or concerns.”

In a 3-D assessment, by contrast, 
the breakout questions shed more 
light on how the person is living 
with diabetes. This assessment finds 
out whether the person understands 
the diabetes diet and whether the 
person needs more assistance in 
managing medications, Aliberti 
adds.

The 3-D assessment is an 
online system that identifies key 
interventions based on each patient’s 
responses.

“We developed a series of 
interventions and goals that are 
measurable,” she says. “Our care 

interventions were specific to what 
we were trying to achieve with the 
patient, instead of the more global 
kind of vanilla interventions we were 
doing before.”

Aliberti describes the following 
steps to improve case management 
assessments:

• Collaborate. “We didn’t do this 
singlehandedly,” Aliberti says. “We 
worked with the case management 
department and nursing leadership.”

The initiative started in response 
to a gap in care management from 
the health plan audits. “We were 
not able to demonstrate clearly 
our assessments and subsequent 
care planning,” Aliberti says. “The 
assessment was not naturally guiding 
care managers into developing a 
robust care plan.”

The assessment and care plan 
were separated. The challenge was 
to develop a more robust assessment 
that would lead the care manager to 
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EXECUTIVE SUMMARY

Case management assessments will lead easily into care plans when they’re 

created more robustly — a 3-D vs . 1-D assessment .

• Instead of just performing the usual disease state assessment, delve into 

patients’ understanding of the disease and current activities of daily living 

(ADL) issues .

• Ask follow-up questions up front, saving time and moving to care plans more 

efficiently .

• Individualize the plan of action based on acuities and priorities .

a proactive and actionable care plan, 
producing a 3-D result, she explains.

• Ask follow-up questions up 
front. Often, in case management 
assessments, the case manager will 
ask more detailed questions at 
second and third visits with patients. 
But it’s better to ask these questions 
up front, Aliberti says.

The assessment and care plan 
steps are more efficient when all 
important information is gathered 
at the beginning. For example, if 
a patient’s chronic health issues 
include being overweight or obese, 
it’s better to ask the patient in the 
beginning about goals regarding 
weight. Then those goals can be 
extrapolated to the care plan, she 
explains.

So from the start of case 
management, the patient and care 
manager know that the patient 
plans to work on weight loss 
and may have plans to exercise a 
little each day or cut out evening 
desserts.

The same can be applied to 
disease-specific questions. General 
questions lead into specific 
questions.

For example, here are some 3-D 
diabetes assessment questions:

- Can you identify signs and 
symptoms of when your blood sugar 
is too low or high?

- Do you understand how to take 

your medications, what they’re for, 
and their purpose?

- Are you having any difficulty 
self-managing your diabetes 
medication regimen?

- How comfortable are you self-
managing your care?

In this 3-D approach, the same 
questions could be adapted for other 
disease states. If the patient suffers 
multiple chronic illnesses, the case 
manager would ask the patient these 
same questions for each of those 
diseases, Aliberti notes.

“This helps our team identify 
where the pain points are for pa-
tients,” she says. “By drilling down 
and adding a little more robust 
questioning in the assessment, it can 
assist the case manager with priori-
tizing for the care plan and focusing 
on immediate concerns and issues.”

In another example, if a patient 
talks about his or her inability 
to perform activities of daily liv-
ing (ADLs), the assessment would 
branch out to 3-D questions to 
build a complete picture of the 
significance of the impairment and 
whether the patient has home assis-
tance, or has the personal resources 
to secure assistance.

• Assign acuities and priorities 
to individual goals. All of a 
patient’s challenges and deficits are 
built into an individualized plan of 
care, Aliberti says.

“Our system does care planning 
around that,” she explains. “We have 
the ability to assign acuities and 
priorities to individual goals and 
interventions that we have developed 
for the patient.”

Case managers, especially when 
they’re new to the work, might find 
it difficult to determine where to 
start first. Which challenge should 
be the top priority? With 3-D 
assessments and care planning, it’s 
easier to determine the first priority. 
It’s also easier to outline patient 
needs and distinguish between short-
term and long-term goals.

“You might get the patient the 
right durable medical equipment 
for the home, arrange for Meals on 
Wheels,” Aliberti says. “Then the 
patient is more open to discussing 
and working on strategies such as 
better managing weight or increasing 
physical activity.”

There are many other issues, such 
as having the patient meet with a 
primary care provider, or learning 
more about nutrition and exercise, 
or performing advance life planning. 
But by focusing on items that have 
an immediate effect on the patient’s 
day-to-day well-being, the case 
manager can build rapport with the 
patient.

The 3-D assessment and care 
plan assist with identifying these 
priorities.

Since starting the 3-D assessment 
and care plan program, the 
organization has improved its 
electronic system, using a faster, 
more efficient product, Aliberti 
notes.

“In the spirit of continuing 
improvement, we rolled out a new 
system,” she says. “It’s helped create a 
platform where the case manager can 
discuss the patient’s goal for care in 
more depth and detail, and it’s also 
helped improve our results.”  n
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Integrated Case Management Model  
Shows Which Resources Are Needed
Process includes mental health

A team-based care process  
 can facilitate better case 

management. The case manager’s 
role is the glue that keeps the team 
together in an integrated care 
management model that incorporates 
mental and physical health issues.

One such integrated care 
management team approach has 
helped a health system improve 
clinical outcomes for patients, lower 
costs, and lower rates of healthcare 
utilization, according to a 10-year 
study.1

“The care manager’s role is so 
critical and important,” says Brenda 
Reiss-Brennan, PhD, APRN, 
mental health integration director 
at Intermountain Healthcare in Salt 
Lake City.

“A care manager is the team 
member who has the most contact 
with the patient and family,” 
she adds. “The care manager is 
incredibly skilled at developing a 
trustful, engaging relationship with 
patients and families around all their 
conditions.”

Reiss-Brennan is an author on the 
study, which involved Intermountain 
Healthcare’s program. The study 
showed a 23% reduced rate of ED 
visits for patients in the team-based 
practices. The rate was 18.1 ED 
visits, vs. 23.5 visits by patients in 
traditional practices.1

The research also found that 
many more patients in team-
based practices were screened 
for depression. This resulted in a 
higher rate of diagnosis for active 
depression. For patients in team-
based practices, the depression rate 

was 46.1%, vs. 24.1% for patients in 
traditional practices.1

Adherence to diabetes care 
protocols also was higher for patients 
in team-based practices. The rate was 
24.6% vs. 19.5%. Nearly six times 
as many patients in the team-based 
practices had a documented self-care 
plan (48.4% vs. 8.7%).1

Intermountain Healthcare has 
been integrating mental health in its 
care management for more than 18 
years. It’s a standard process for every 
member of the team, Reiss-Brennan 
says.

Patients receiving integrated 
care management have a consistent 
experience across disciplines.

“The care manager keeps them 
on the same page, looking at reports, 
complex issues, and links to services 
in the community,” she explains.

The following are the roles 
that assist with integrated care 
management:

• Nurse care manager. The 
nurse care managers provide care 
management based on the integrated 
team-based care model. It combines 
mental health integration and medical 
home.

“We have a lot of support 
around them,” Reiss-Brennan says. 
“Physicians know when to refer to the 
care manager and meet them regularly 
as a team.”

The nurse care manager develops 
holistic care plans, educates patients, 
and talks with patients about mental 
health issues, as needed.

“They’re kind of the care 
management leader and champion,” 
she says.

• Health advocate. In a 
primary care provider clinic, a 
medical assistant who has received 
additional training assists patients 
with their medication, Reiss-
Brennan says.

“Health advocates look at the 
patient’s schedule and help with 
adherence,” she says. “They do 
follow-up and make sure physicians 
and care managers have what they 
need to prepare for a visit with the 
family.”

Health advocates are certified 
with medical training. They also 
undergo additional training in care 
management functions to support 
the team, and they’re supervised by 
physicians and RN-level nurses.

• Care guide. The role of a care 
guide can be handled by a trained 
layperson. The care guide helps 
patients, families, and care teams 
navigate the healthcare system.

“They are trained in reading 
the reports — diabetes report, 
hypertension report, depression 
report — and they look at gaps 
and ways patients might need extra 
help,” Reiss-Brennan says. “They 
have to be comfortable with looking 
at reports and finding patterns, but 
they’re not analysts.”

• Social worker. Bachelor’s-level 
social workers are the team’s experts 
in helping to identify patients’ 
social determinants of health, such 
as transportation, housing, and 
other issues.

“They link patients with social 
services and agencies within the 
community to help patients, and 
they bring that information to the 
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entire team, bringing the team 
together,” Reiss-Brennan says.

“They give the team and primary 
care providers their assessment and 
what they think the treatment team 
should be, and they discuss the 
assessment with families,” she says. 
“Here’s the picture and some points 
and where you should start.”

When patients arrive at their 
community provider, one team 
member meets with the patient and 
family and helps them navigate the 
first step.

The care management team 
addresses each patient’s needs and 
helps find the person a primary care 
provider home or help from social 

agencies, as needed, Reiss-Brennan 
says.  n
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Strict Safety Briefings Reduce CAUTIs, CLABSIs, 
and Falls

B aptist Memorial Hospital-
Memphis (TN), a flagship 

hospital for Baptist Memorial 
Healthcare System, was experiencing 
a problem familiar to many hospitals: 
It could make quality improvements, 
but had difficulty making those 
improvements stick, as there was a 
lack of bedside accountability.

In January 2016, the hospital 
implemented daily 15-minute safety 
briefings, and that began turning the 
tide.

Daily safety briefings are not a 
new concept, of course, but Baptist 
Memorial found a way to make them 
particularly effective.

These stand-up meetings were 
facilitated by senior leaders and 
huddle notes were provided to every 
department for 24/7 dissemination, 
says Michelle Smith, MSN, RN, 
NEA-BC, chief nursing officer with 
Baptist Memorial Hospital-Memphis. 
After joining the hospital in October 
2015, she found that the organization 
had a serious problem with hospital-
acquired conditions (HACs), 
including catheter-associated urinary 
tract infections (CAUTIs), central 
line-associated bloodstream infections 
(CLABSIs), and falls, with higher 
rates than she had seen before.

Smith led the hospital’s efforts to 
implement best practices for reducing 

those HACs. The implementation was 
so successful that the reduced rates 
of CAUTIs and CLABSIs at Baptist 
Memorial helped reduce the state’s 
overall rates, Smith says.

With a daily census exceeding 
500 inpatients, Baptist Memorial was 
experiencing more than 100 CAUTIs 
and CLABSIs per year in 2015. That 
number was reduced to the teens in 
2016, and was down to single digits 
in 2017 — a reduction of about 85%. 
Falls with harm were reduced from 
eight in 2015 to three in 2016.

But implementing the best 
practices was successful only because 
managers and frontline staff were held 
accountable, Smith says. In her prior 
position, she became familiar with 
the concept of daily safety briefings 
and implemented them at Baptist 
Memorial. The safety briefings are 
held Monday through Friday, from 
8:30 am to 8:45 am, and are attended 
by managers and any employee who 
wants to attend, including those from 
nonclinical departments.

Each daily meeting is attended by 
100 to 150 people. Smith is trying to 
schedule safety briefings on weekends 
also, but currently there is a problem 
with data access that makes that 
difficult.

Smith and her colleagues focus 
the safety briefings on reducing 

those problem HACs. Length of 
stay also is studied because patients 
are more likely to experience the 
other conditions the longer they are 
admitted, she says.

The key to making a difference 
with safety briefings, Smith and her 
colleagues soon found out, was to talk 
about real people and not just data.

“We talk about individual patients 
and what happened to them, the 
effect this condition is having on a 
real person down the hall,” Smith 
says. “We’re not just talking about 
rates per 1,000 patient days. That 
patient … on 3-East is somebody’s 
father, a real person. We make it real 
for the managers and the staff, talking 
about how this patient is suffering 
right now because of this CAUTI 
or this fall, and what we could have 
done to prevent that.”

The meeting is focused on 
learning from experiences, and the 
leaders specifically avoid shaming 
or discussing discipline during the 
meeting. Smith makes a point of 
beginning and ending each meeting 
with a positive story or anecdote 
about patient care.

“At that briefing, the managers 
have to talk about what happened 
on their watch, what went well and 
what didn’t, whether there was opting 
out behavior in which our policies 
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and procedures are not followed,” 
Smith says. “Sometimes they just have 
to be transparent and say someone 
didn’t do what they were supposed 
to do. We keep it positive during the 
meeting, and any coaching comes 
between the meetings, not in that 
setting.”

The reduction in HACs has 
resulted in a tremendous cost savings 
to the hospital, helping it meet its 
margins for the past two years, Smith 
says.

She notes that CLABSIs can cost 
the hospital $50,000 each, and recent 
research suggests CAUTIs can cost as 
much as $10,000.

“When you look at reducing 
CLABSIs from 110 in a year down to 
17, that’s a huge cost savings,” Smith 
says.

The HAC numbers were so high 
initially partly because clinicians and 
managers did not associate the data 
with the experiences of individual 
patients, she says.

“That’s why we always talk 
about these things now in terms of 
someone’s journey and try to tug at 
the heartstrings a little bit,” she says.

“Before, the quality department 
was left out there on their own, 
responsible for these numbers and 
really without a lot of support for 
making the improvements that would 
change them. Now I’m joined at the 
hip with our quality director, who 
provides me with the data I need, 

but I’m in a position to hold people 
accountable for their behavior either 
in a positive way, or if we need to do 
some coaching.”

Smith points out that the safety 
briefings are limited in scope to the 
specific HACs the hospital wants to 
address. It is a mistake to let safety 
briefings morph into more general 
managerial discussions, she says.

The 15-minute time limit is strict, 
and it’s a stand-only meeting. The 
safety briefing is held in a designated 
“safe room” where people are 
encouraged to be forthcoming about 
failures and concerns. It is equipped 
with boards depicting current 
numbers, strategies, and annual 
goals.

“We do not turn ours into an 
operations meeting and try to boil 
the ocean. We keep it very specific 
to our improvement strategies and 
everything else can be discussed at 
another time,” she says. “But for it 
to really work, you have to have a 
culture in which someone can say 
their patient fell and they didn’t do 
all they could to protect them.”

Smith implemented the safety 
briefings with two weeks of training 
sessions to make expectations clear 
about the briefings and why they 
could improve the HAC rates. 
Managers were told that staff must 
notify them immediately of all 
HACs, around the clock, and Smith 
will confirm that when a manager 

reports an event at the morning 
safety briefing. She wants to hear, 
“Yes, they called me at 2:42 this 
morning to notify me.”

“The expectations are high. I 
make it clear that they don’t need to 
be walking in at 8:30 a.m. with their 
purse over their shoulder. They need 
to be ready at 8:30 to make a report 
and discuss these issues,” Smith says.

“It was a little scary at first, but 
they’ve really embraced it now. I 
have directors and a doctor who can 
run the meeting without me, so we 
always do it every single day.”

The meetings are never canceled 
for any reason. If The Joint 
Commission comes for a survey or 
half the staff is absent because of a 
snowstorm, the daily safety briefing is 
still held, Smith says.

Baptist Memorial also has made 
an effort to involve disparate groups 
in the hospital to improve patient 
safety related to issues such as falls.

For instance, that means including 
housekeeping, security, and chaplains 
in patient safety efforts.

“We don’t want patients sitting 
on the side of the bed or left alone in 
the bathroom, and we know that on 
the day they’re going home they tend 
to get a little overconfident,” Smith 
says. “We’ve had nonclinical people 
go find a nurse and report that the 
patient was sitting on the side of the 
bed so we could intervene before a 
fall.”  n

Red Light Says ‘Not Now’ for Nurses  
in Critical Work

Nurses have a lot of responsibilities 
and must sometimes perform 

several tasks at once, but there are 
times when their full attention is 
needed for a task that is critical 
to patient safety. One hospital is 

using red lights on workstations to 
indicate that the nurse must not be 
interrupted.

The idea came out of a patient 
safety committee that focuses on 
adverse drug events, says Bonnie 

Seitz, MS, RN, CPN, CNS, pediatric 
safety officer at Upstate Golisano 
Children’s Hospital in Syracuse, NY. 
Staff had seen clinicians at other 
hospitals using lights on their hospital 
identification lanyards to indicate that 
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Nurse Sues Health System for Firing  
After Safety Complaints

they should not be interrupted, and 
the idea grew from there.

Organizations including the 
Institute for Safe Medication 
Practices and the Agency for 
Healthcare Research and Quality, as 
well as other nursing groups, have 
recommended strategies aimed at 
increasing clinicians’ focus on tasks 
particularly vulnerable to mistakes, 
such as determining medication 
dosages.

The hospital tried other strategies, 
including “no interruption” zones 
in the unit, indicators on lanyards, 
pins on the uniform, and vests 
indicating no one should talk to 
the wearer. When considering the 
options, Upstate Golisano staff were 
interested in the idea of a red light 
on the ceiling that the nurse could 
activate when preparing medications 
on a WOW, a workstation on wheels. 
But that would require going to that 
space specifically for the task.

“We thought about it more and 
decided we needed something that 
would work when we push the med 
cart into the patient room, because a 
lot of times the nurses are giving the 
medications right off the medication 
cart at the bedside,” Seitz says. 
“Gone are the days when you had a 
medication room, where you fixed all 
your meds up and brought them on a 
tray to the patient’s room.”

Now, nurses take the meds from 
a medication dispensing unit, put 
them on a WOW, and enter the 
patient’s room to perform the critical 
medication checks and administer 
them. The hospital settled on a 
solution that involved attaching a red 
light to the WOW, along with a sign 
that says, “What does the red light 
mean? Please don’t interrupt me. I 
need to focus to keep my patients 
safe.”

Nurses also explain while 
orienting patients and family to the 
room that the red light indicates a 
no-interruption zone.

“We also put signs up in all the 
charting areas for physicians to tell 
them, ‘When you see these lights 
on, don’t interrupt the nurses,’” Seitz 
says.

Upstate Golisano implemented 
the system in December 2017, 
paying $425 for the LED lights and 
Velcro to attach them. The hospital 
first obtained samples of a few 
different kinds of lights and took 
them out on the units to get nurses’ 
feedback on which ones they liked 
and how to place them on the carts.

To avoid blinding the user or 
people nearby, the lights are faced up 
toward the ceiling.

The red lights are available for 
all nurses, but about half have not 
warmed to the idea yet, she says. 

The reasons Seitz hears from nurses 
include doubts that anyone will 
honor the red light and not interrupt, 
and concerns about looking out of 
step by using the light when other 
nurses on the unit don’t.

“I try to push the evidence and 
impress on them there is lots of proof 
that this works,” Seitz says. “If we 
all come on board and use it, this 
becomes part of our culture that 
when you see that red light on, that 
means you don’t interrupt the nurse. 
If you hold people accountable, it 
will become embedded and it will 
become known that that’s how things 
work in the children’s hospital: A red 
light means you don’t interrupt.”

The pharmacy director now has 
adopted the idea, installing red 
lights in two work areas where he 
doesn’t want pharmacy technicians 
interrupted. Respiratory therapists 
also have expressed interest in placing 
red lights on their carts.

“Making changes in a busy work 
environment can be challenging, 
but we’ve been on this journey since 
2009 to change the culture of safety 
at our hospital,” she says. “Just 
introducing a good idea doesn’t mean 
it’s going to catch on immediately, 
but this one is gaining popularity and 
we’re not going to let it go because 
there is so much good evidence for 
no-interruption zones.”  n

A hospital and health system in 
California is facing a lawsuit 

from a nurse who says she was fired 
for blowing the whistle on unsafe 
working conditions that threatened 
patients and staff.

Teresa Brooke, former chief 
nursing officer (CNO) at Aurora 

Santa Rosa Hospital, an acute 
psychiatric facility in Sonoma 
County operated by Aurora 
Behavioral Healthcare and Signature 
Healthcare Services, says she 
only wanted a safe environment 
for her staff and patients. Her 
lawsuit alleges the health system 

was more concerned about profits 
than dangerous conditions at the 
hospital.

Severe staff shortages resulted in 
injuries to patients and staff during 
her time as CNO, she claims. The 
facility provides inpatient, partial 
hospitalization, and outpatient 
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mental health services to adults and 
adolescents.

Brooke had 30 years’ experience 
in nursing and hospital management 
before joining the Aurora facility, 
according to her attorney Xinying 
Valerian, JD, of Valerian Law in 
San Francisco. Brooke raised her 
concerns both internally and to 
a government agency, and was 
summarily fired, Valerian says.

She is seeking general economic 
and noneconomic damages, special 
damages, punitive damages, 
permanent injunctive relief, legal 
fees, pre- and post-judgment 
interest, and other relief the court 
may find appropriate. The health 
system did not respond to a request 
for comment.

Her whistleblower lawsuit alleges 
wrongful termination and retaliation 
in violation of several provisions of 
the California Labor and Health and 
Safety Codes.

The complaint details numerous 
examples of dangerous conditions at 
the hospital, including severe staff 
shortages that resulted in injuries 
to patients and staff. Brooke claims 
that Aurora and Signature illegally 
fired her for complaining about 
those conditions.

The case illustrates the elevated 
risk that comes from mishandling 
the sometimes inevitable clash of 
business and clinical priorities, 
Valerian says.

“Teresa Brooke is an experienced 
nurse and manager, but what she 
saw at this facility was worse than 
anything she had seen before, and 
she was rightly concerned,” Valerian 
says. “There is inherent risk in 
overriding the judgment of your 
top clinical leaders and allowing 
business decisions to interfere with 
clinical and safety decisions. It is 
appropriate to set business goals for 
your facility, of course, but problems 

come when the business side gets 
involved at the granular level day to 
day.”

The complaint alleges that 
staff and patients “were subjected 
to routine punching, kicking, 
choking, and, on one occasion, 
even a full-blown patient riot” and 
that the staffing shortages “led to 
high incidence of patient self-harm 
and multiple occurrences of sexual 
violence involving patients, some of 
them minors.”

Aurora and Signature prioritized 
profits over the care and rights 
of patients and hospital staff, 
the lawsuit claims. Brooke tried 
to limit admissions and increase 
staffing, but met resistance from 
corporate leaders, she says. Instead 
of respecting her admissions 
caps and limits on after-hours 
admissions when on-duty staffing 
was inadequate, the health system 
decided to open an additional 
patient unit.

“When you’re talking about 
staffing concerns, you can’t separate 
concerns [about] the safety of 
workers and the safety of patients. 
They’re all intertwined,” Valerian 
says. “Inadequate staffing put them 
all in harm’s way.”

Brooke filed a complaint about 
understaffing and unsafe conditions 
with the California Department 
of Public Health (CDPH) in fall 
2016 and says she was fired without 
warning soon after.

CDPH investigated Brooke’s 
complaints and “substantiated and 

validated” them, according to the 
lawsuit.

The complaint alleges numerous 
California Labor Code and OSHA 
violations, including chronic 
understaffing, unsafe placement 
of patient seclusion and restraint 
rooms, unsafe administration of 
medications, failure to provide 
sufficient hand-washing and 
sanitizing stations, lack of a 
workplace injury and illness 
prevention program for employees, 
failure to provide staff with suitable 
seating, and illegal confidentiality 
policies and practices for employees.

The complaint cites nine causes 
of action, including wrongful 
termination, retaliation in violation 
of several provisions of the California 
Labor and Health and Safety Codes, 
solicitation of an employee by 
misrepresentation in violation of the 
California Labor Code, and a private 
attorney general enforcement claim.

“My client was fired only a few 
weeks after she went to the state 
public health department, and there 
was no replacement lined up to fill 
this critical leadership role. So, from 
a lawyer’s perspective, the closeness 
in time between a protected activity 
such as filing a complaint with 
the authorities and the adverse 
employment action was a critical 
factor in determining the strength 
of this case,” Valerian says. “She had 
no warning, a positive performance 
review a couple of weeks prior, so 
there was nothing to substantiate the 
termination.”  n
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1. For a population health 

program to work well, several 

steps need to be taken, 

according to Jeff Conklin, 

FACHE. Which of the following 

are the named steps?

a . Improve gaps in care; improve 

data and document care 

episodes; get data to payer

b . Hire case managers and RNs; 

integrate case managers in 

primary care practices; focus on 

patients’ chronic diseases

c . Enroll everyone in a population; 

provide free health screenings to 

all; make medication a $5 copay 

benefit

d . None of the above

2. Which of the following is not a 

social determinant of health?

a . Housing

b . Food security

c . Multiple comorbidities

d . Isolation

3. Which of the following is an 

example of a 3-D diabetes 

assessment question?

a . Can you identify signs and 

symptoms of when your blood 

sugar is too low or high?

b . Do you understand how to take 

your medications, what they’re 

for, and their purpose?

c . Are you experiencing any 

difficulty in self-managing your 

diabetes medication regimen?

d . All of the above

4. A 2016 study of Intermountain 

Healthcare’s integrated 

care management program 

found that it reduced the 

rate of ED visits by patients 

in the program’s team-based 

practices. By what percentage 

did this rate drop?

a . 10%

b . 23%

c . 28%

d . 32%


