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Healthcare Organizations Use 
Different Approaches to Reducing 
Readmissions
Common denominator is teams

Two different techniques highlight 
success in reducing healthcare 
costs and readmissions. What 

they have in common is a focus on 
teams.

Developing 
the right skills 
and putting the 
right team in 
place are key to 
success, says Hallie 
Bleau, ACNP-BC, 
CCM, assistant 
vice president of 
transitional care 
management for 
Northwell Health 
Solutions in 
Manhasset, NY.

A team huddle 
serves as a daily 
organizer, giving the team time to 
discuss safety factors, new issues, 
or red flags, says Thomas P. Guck, 

PhD, professor and vice chair in the 
department of family medicine and a 
psychologist with Creighton University 
School of Medicine in Omaha.

The team works well 
when it is not divided 
according to disease 
types, Bleau notes. 
“We’re taking care 
of a lot of different 
disease types, so we 
didn’t look for a 
nurse practitioner 
who is expert in 
joint replacement, 
pneumonia, or chronic 
obstructive pulmonary 
disease,” she says. “We 
looked for people with 
broad medical/surgical 

backgrounds who are 
clinically competent and can handle 
whatever comes their way.”

The key is to find people with the 
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EXECUTIVE SUMMARY

A team approach that incorporates case management techniques can work 

well in helping healthcare organizations reduce readmissions, ED visits, and 

costs .

• One team model in Omaha instructs healthcare professionals to work with 

students to provide high-quality and efficient care to an underserved and 

low-income population .

• One of its goals is to reduce staff burnout through a philosophy of 

collaboration and positive focus .

• Morning huddles include offering testaments of gratitude for fellow team 

members .

right personalities and skills sets. 
It also helps if they are familiar 
with making home visits in the 
community, Bleau adds. (See story 
on how Northwell Health set up its 
program, page 112.)

One study showed that high-risk 
patients targeted by a team-based 
collaborative experienced a 16.7% 
reduction in ED visits, 17% drop in 
hospitalizations, a 48.2% decline in 
total patient charges, and a decline in 
hemoglobin A1c levels.1

“There’s been a movement among 
academic institutions, healthcare 
institutions, and other healthcare 
organizations to move toward 
providing good quality care and 
education and still reduce costs,” 
Guck says. “We use the model of the 
Triple Aim, which includes looking 
at the health of populations while 
providing a good experience of 
patient care and reducing costs.”

The Triple Aim is a framework 
developed by the Institute for 
Healthcare Improvement. (For 
more information, visit: http://bit.
ly/2Zubi6B.) Creighton University 
has added a fourth element — 
provider burnout — making it a 
quadruple aim. “How do we improve 
the health of populations?” Guck 
says. “One barrier is health provider 
burnout.”

Their goal was to more efficiently 
serve a low-income and underserved 
population. A recent partnership 
with an academic institution and a 
clinical healthcare system made this 
possible. “We partnered with CHI — 
Catholic Health Initiative — several 
years ago,” Guck says. “Because of 
the partnership, we consolidated 
some buildings and functions. This 
led to moving our teaching hospital 
and closing the hospital on the 
Creighton campus.”

Creighton wanted to ensure 
the organization was serving 
citizens around the university, so 
the institution constructed a new 
building to support patient care and 
serve as a learning laboratory for 
health science students, Guck says.

“We are teaching future healthcare 
workers, while also providing 
healthcare services at low cost to 
an underserved community,” he 
explains. “We designed the building 
in a way to utilize healthcare teams; 
it’s an interprofessional, collaborative 
care model.”

The program’s success in reducing 
ED visits, hospitalizations, and 
costs shows that the model works, 
he notes. “A lot of healthcare 
organizations are saying, ‘We 
don’t want to have students in our 
organization or collaborative practice 

http://bit.ly/2Zubi6B
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because it slows us down or is too 
costly,’” Guck says. “We show that 
you can both train students and 
provide higher quality care.”

The next question is whether the 
program will sustain its results. “We 
now have a new cohort, where we’re 
looking to replicate those findings; 
we’re optimistic, but not ready to 
share results yet,” Guck says.

The health system also looked 
at staff satisfaction and engagement 
to assess provider burnout. These 
findings also have been positive. 
“People like working in this model 
and find it uplifting to be valued as 
team members,” he says.

The following are some of the 
ways the program works to enhance 
patient outcomes and reduce costs:

• Make it a team effort. A team 
of professionals meet to discuss 
patients’ needs and solutions. The 
team consists of occupational 
therapy, physical therapy, master’s-
level behavioral health, nurse 
navigators, physicians, psychology, 
and others, as needed. The team 
works with patients to conduct 
previsit planning before meeting with 
the primary care doctor, Guck says.

“We see if the patient has had 
hemoglobin A1c drawn or if the 
person is depressed and seeing a 
behavioral health professional,” he 
says. “We see if the person has back 
pain and is going to the emergency 
room.”

The team continuously assesses 
whether patients could use other 
services offered at the facility. “Every 
week, a resident would present the 
patient, and we’d discuss the case to 
see what other things we were doing 
and how it could help,” Guck says.

• Increase staff morale. Morning 
huddles cover safety issues, clinical 
matters, new guidelines, and 
announcements. They also take time 
for gratitude, Guck says.

“In the huddle, we all say, ‘I’m 
really grateful for Mary because 
she helped me today and can really 
talk to patients in ways that are so 
kind,’” he says. “That’s part of staff 
engagement.”

The idea of boosting staff morale 
and promoting team camaraderie was 
seminal to the program. “The week 
before we opened the clinic in 2017, 
we really worked hard on conflict 
engagement,” Guck says. “We 
embraced the idea that we would 
have conflict and we can handle it 
successfully.”

The organization provided staff 
training with two important slogans:

1. “We’re all teachers, and we’re all 
learners.”

2. “We assume positive intent.”
These two principles guide staff 

interactions. This way, the more 
experienced employees can keep 
in mind that they also can learn 
from the students and newer staff. 
“If I have conflict with someone, I 
assume they are coming at this from 
a positive perspective, even if we 
disagree,” Guck says.

• Share values. Creighton and 
CHI are partners that share similar 
values about providing service to the 
poor, Guck says.

“The two organizations have 
shared values to the point where 
Creighton’s larger university system 
has incorporated interprofessional 
education and collaborative 
practice into their corporate plan,” 
he explains. “This is extremely 
important, but we’re also training the 
next generation of physicians.”

The goal is for all of the 
partnership’s healthcare providers to 
share this model of care, which has 
been incorporated into the strategic 
plan, he adds. “This makes it easier 
for all of us to be champions because 
we feel like our organizations have 
our backs,” Guck says. “They said to 

go out there and develop this practice 
in the new building.”

• Provide warm handoffs. At-risk 
patients are provided warm handoffs. 
For instance, if the patient may 
benefit from occupational therapy, 
the team member might say, “Let me 
walk you down to the occupational 
therapy clinic and introduce you to 
Morgan,” Guck says. “The patient 
meets the therapist right then, if they 
can.”

• Provide interpretation services. 
“In our clinic, about 50% of our 
patients are refugees, so interpreter 
services are really important,” Guck 
says.

The clinic’s interpreters represent 
many different languages and dialects, 
including languages of people from 
Nepal, Somalia, Sudan, and Syria. 
“Any dialect we don’t have available 
we can make available by phone,” 
Guck says.

• Hold weekly meetings. Daily 
huddles are brief, five to 15 minutes, 
for the purposes of organizing the 
day. The weekly meetings allow the 
team to discuss cases and problems.

“Say a person comes in with 
diabetes, and we would be looking 
through the record and say, ‘This 
person never saw the diabetes 
educator. Let’s make sure Susan can 
see her,’” Guck says. “Or maybe we 
would find out the person needs 
medication, but they don’t have 
transportation to get to the pharmacy 
to pick up prescriptions. We have 
Creighton’s pharmacy school as a 
clinic in our building, and patients 
can get medication before they walk 
out the door.”

The team serves patients well, 
but also serves students, giving 
them a hands-on education in how 
to provide quality, cost-effective 
healthcare, Guck says.

“We were conscious and inten-
tional about the culture we wanted to 
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develop in the building,” he explains. 
“We’re all teachers and learners and 
assume positive intent from academ-
ics and from healthcare providers. 

We’re all melded together.”  n

REFERENCE
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Bundled Payments, Population Health Fuel Move 
to New Healthcare Models
Readmissions drop by nearly 10%

A health network with more than  
 a dozen acute care hospitals has 

developed teams with advanced care 
providers to work with Medicare 
at-risk patients to improve care and 
reduce costs. The case management-
style teams also work with some 
privately insured patients.

The team approach has resulted 
in a 9.5% reduction in 30-day 
readmissions, according to a 
healthcare organization’s internal 
data.

The reduction occurred between 
2017 and 2018 among Medicare 
fee-for-service patients with 
pneumonia, COPD, heart failure, 
stroke, heart attacks, coronary artery 
bypass surgery, and knee or hip 
replacement procedures, says Hallie 
Bleau, ACNP-BC, CCM, assistant 
vice president of transitional care 
management at Northwell Health 
Solutions in Manhasset, NY.

For Medicare patients 
who underwent elective joint 
replacement surgery, the 2016-2017 
readmissions declined by 28% and 
maintained at that lower level in 
2018, Bleau says.

Teams consist of physician 
assistants, nurse practitioners, RN 
care managers, social work care 
managers, and specially trained 
community health workers. The 
community health workers undergo 
training to return to their own 
communities and provide boots 

on the ground as nonlicensed care 
managers, she says.

“We follow our patients because 
we’re trying to help hospitals reduce 
readmission rates,” Bleau explains. 
“We navigate a lot of patients for a 
value-based purpose, regardless of 
the population.”

Team activities include the 
following:

• Recruit right people. “We’ve 
grown this team over the last two 
years,” Bleau says. “We look for a 
certain personality. You have to be 
flexible in this role and innovative, 
as this is an evolving environment, 
and you can’t be afraid of change,” 
she explains. “You also have to be 
kind, happy, smiley, and nice. We are 
ambassadors out there in the world 
of population health and value-based 
care, and we’re taking care of sick 
people, which is not an easy thing to 
do.”

• Engage patients in the 
hospital. Patients are identified and 
engaged in the hospital setting, she 
says.

Finding patients who need to be 
followed by the team is one of the 
roles of the resource coordinator, she 
adds.

• Establish relationships with 
patients. “Starting engagement 
in the hospital helps us establish 
a relationship with the patient,” 
Bleau says. “We give patients the 
phone number of the care manager 

who will be following them,” she 
adds. “Their calls ring right to the 
care manager’s cellphone during the 
day and to our call center in the off 
hours.”

• Stratify patients. The team 
stratifies patients by length of stay, 
comorbid conditions, and ED visits, 
Bleau says. They receive a number 
score in the electronic medical 
record, which is used to risk-stratify 
the patient.

“If the patient is high risk, the 
nurse practitioner will follow the 
patient. If the patient is medium 
risk, the RN care manager follows 
the patient,” she explains. “If the 
patient is clinically stable, but has 
social issues and needs a lot of 
services, then the social worker will 
follow the patient.”

The nonlicensed care manager 
takes care of low-risk patients, she 
adds.

• Call after 24 hours. “All 
patients are called within 24 hours 
of being discharged,” Bleau says. 
“We make sure they have scheduled 
appointments, and we review their 
medications,” she says.

• Follow for continuing action. 
Nurse practitioners or physician 
assistants visit high-risk patients in 
their homes. Medium-risk patients 
might be visited at home, but it 
depends on what happens, Bleau 
says.

The team calls patients at the 
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72-hour post-discharge window and 
determines how much follow-up a 
patient might need, she adds.

“We try to touch base with all 
patients at least once a week for the 
first 30 days,” she says.

• Create one-call shop. “We 
ask patients to call us first and we’ll 
help with whatever they need,” 
Bleau says. “We make sure they 
get to specialists and primary care 
providers, and we make sure their 
medications are correct and that 
they understand their discharge 
instructions.”

If a patient qualifies for home 
care, then the team ensures the 
home care agency is ready to visit 
the patient.

The team makes sure patients 
have everything they need to 
be healthy, Bleau says. “We are 
coordinating care and getting people 
back in the community, helping 
them with transportation issues, 
access to food issues, and housing 
issues,” Bleau says.

“Our model is to reduce the cost 
of care, reduce readmissions, and 
increase quality,” she adds. “Those 
are the major things our model is 
designed to produce.”

• Offer same services to 
employees. As a concierge-
like service for the healthcare 
organization’s 66,000 employees, 
the same type of team-based care 

management plan is offered to staff, 
Bleau notes.

“Employees get the same level of 
care as the Medicare risk patients, 
and the same teams do all the work,” 
she says.

• Engage through technology. 
“One of the cool things we do is 
interact with patients through text. 
We offer it to every patient who 
is eligible for our program,” Bleau 
says. “They get a text message over a 
secure platform, and there is nothing 
to download.”

If the patient answers “yes,” then 
he or she receives a link and can 
answer a series of questions. This is 
how the team builds conversations 
that provide daily information 
and details about how patients are 
feeling, she explains.

“If patients report being more 
short of breath today than yesterday, 
that’s a red flag,” Bleau says. “There 
is an automatic alert, and whoever is 
assigned to the case gets an alert on 
their phone.”

A central team that has the job 
of watching the dashboard all day 
will contact patients when there’s a 
red flag alert. They call the patient 
to figure out what is happening, she 
says.

“With our mode, we touch 
the patient five times a month, on 
average. This texting platform adds 
another five touches to that patient, 

in that month,” Bleau explains.
• Support from central team. 

The central team consists of 
nurses, resource coordinators, and 
nonlicensed care coordinators who 
call the patients.

“They make phone calls and do 
anything the hospital team is unable 
to get through,” Bleau says.

• Close the case. The team 
closes cases after 30 days. The team 
calls patients at the end to ensure 
everything is in order, and that the 
patient has connected with a doctor, 
and has all needed resources at 
home.

“There are people we manage 
after 30 days because we don’t feel 
comfortable letting them go or 
because they’re in a complex care 
management program,” Bleau says. 
“We deal with longer-term issues 
that are not resolved within 30 days.”

If any patient seen by the team 
needs more help, the team either will 
help the person or find a resource 
that can help the person, she adds.

The healthcare organization has 
focused on this team-based care 
management program partly because 
of the industry’s move to value-based 
care, but it is mostly a better way to 
provide healthcare services, Bleau 
says.

“The main reasons we’ve gotten 
into this is to redesign and improve 
patient care,” she says.  n
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EXECUTIVE SUMMARY

Nurse case managers can meet many challenges in workers’ compensation 

case management .

• Case managers must help people who have suffered a life-altering injury 

deal with the physical challenges that arise before they can return to work .

• A case manager might have only a half day to put resources in place for a 

workers’ compensation client .

• They also must keep in mind the client’s and family’s stress and juggle needs 

from all stakeholders, including providers and payers .

Workers’ Comp Case Managers  
Juggle Many Skills for Clients
Clients manage life-altering injuries

For nurse case managers who 
enjoy a challenge, workers’ 

compensation offers the opportunity 
to use every organizational and 
creative skill to make things happen 
for people whose lives are in crisis.

“What is interesting about case 
management from the workers’ 
comp perspective is the amount 
of work that is necessary, and is 
really important, for the injured 
workers,” says Hayley Tidwell, 
BSN, RN, CCM, director of 
clinical education at One Call in 
Jacksonville, FL. “There are so many 
different treatment plans that can 
be recommended, but that may or 
may not be found by the insurance 
company to be a favorable treatment 
plan.”

Workers’ compensation case 
managers must be highly skilled in 
communicating with a variety of 
stakeholders, including providers, 
insurance companies, patients, and 
others. They must ensure everyone 
understands that the patient should 
receive the right treatment at the 
right time to return to work as soon, 
efficiently, and timely as possible, 
Tidwell says.

“If a worker has a life-altering 
injury on the job, the case manager is 
on the frontlines of communicating 
with all of the person’s healthcare 
providers and is an advocate for the 
injured worker,” she explains. “The 
case manager helps to coordinate all 
of the different services that need to 
be provided for the individual.”

Case managers also are aware that 
their clients and their families are 
under tremendous stress, Tidwell 
notes.

“They are questioning the 
prognosis and whether they’ll ever be 
normal or whether this is something 
that will alter the way they function 
in their everyday life,” she says. 
“When this happens, and someone 
is under this tremendous amount of 
stress, the nurse case manager can be 
integral to reassuring the worker and 
their family and to communicating 
their concerns to the healthcare 
workers involved.”

The case manager often 
works with a neuropsychologist, 
neurosurgeons, and physical 
therapy with the goal of successfully 
transitioning a patient home. 
The patient’s home might need 

substantial alterations to make it safe 
for the wheelchair-bound patient.

For example, Tidwell worked with 
a truck driver who was in a motor 
vehicle accident and suffered blunt 
force trauma from the steering wheel. 
He was taken by ambulance to the 
ED and found to have laceration to 
the kidneys and lung injuries. The 
man also had bilateral, fractured 
ankles, she recalls.

“He underwent life-saving 
surgeries due to internal bleeding and 
was in the hospital for two weeks,” 
Tidwell says. “His wife worked full-
time and had to take time off work to 
care for him.”

When the man was discharged, he 
was given a nonemergent ambulance 
ride to his home, six hours from the 
hospital. Tidwell received the call 
that she needed to have his home 
ready to receive him by the time the 
ambulance wheeled in.

“He had to be set up with a 
hospital bed, durable medical 
equipment, a shower chair, a 
wheelchair, and ramping to get in 
and out of the house because he had 
a significant injury that altered his 
ability to perform daily activities,” she 
says. “He relied heavily on his wife for 
service.”

The man also needed 
appointments with local orthopedic 
services, which is challenging in 
remote areas such as where the man 
lived. Tidwell was supposed to have 
nearly all of it accomplished by the 
time he arrived home. Her first task 
was to contact the hospital to obtain 
the patient’s medical records, his 
prescriptions, and to call a durable 
medical equipment provider near 
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his hospital to see if they could 
provide him with a wheelchair. “They 
provided the standard wheelchair for 
him before he left the hospital, and it 
was in transit with him, costing less 
than $500,” Tidwell says.

Her next step was to call the 
patient’s wife and ask for the number 
of a family member or friend who 
could let the people delivering 
equipment into the house. Then, 
Tidwell needed to source a medical 
bed, along with sheets. She had to 
find out if the house had doors large 
enough to fit the medical bed when 
it was delivered. “They were able 
to deliver the hospital bed through 
the double doors in the back of the 
house,” she says. “Also, I had to make 
sure there were sheets delivered that 
would fit the hospital bed.”

Next, Tidwell found a home 
health agency to visit the patient and 
to provide wound care and IV anti-
biotics. She also found someone to 
create a ramp to the house, although 

that would not be completed before 
he returned home. The shower equip-
ment would not be delivered until 
the next day, but everything else was 
ready when he arrived.

“The ambulance would be able 
to get him on a gurney and take him 
into the house,” she says.

In cases like this, the insurance 
company might deny certain requests, 
saying they are not medically neces-
sary. It is up to the case manager to 
find an alternative service or work 
with a provider to make a more com-
pelling case for the service.

“Often, the nurse case manager 
is a patient advocate, but the case 
manager also is the go-between for 
the insurance company and the 
patient and the provider,” Tidwell 
says. “The best-case scenario is when 
you work with injured workers and 
they have a good experience and they 
share with you how grateful they are 
for your services,” she adds. “They 
realize they would not have had as 

good of an outcome if they had not 
had the resources the nurse case 
manager could provide.”

Once a case manager has helped a 
worker transition home with all the 
resources needed to recover and get 
back to work, more work is needed. 
For instance, the case manager might 
need to help the patient find services 
to cope with the biopsychosocial 
aspects of the injury, Tidwell says.

“You have to help motivate them 
to continue on their course of recov-
ery,” she says.

The trucker had to continue with 
outpatient physical therapy and his 
wound and fractures had to heal 
before he could consider returning to 
work.

“Patients might still have some 
functional deficits that they are not 
able to regain due to the severity of 
their injury,” Tidwell says. “That’s 
what nurses and physical therapists 
are there to teach them — new ways 
to function.”  n

Clinicians Need the Right Tools to Care  
for Older Patients With Cognitive Deficits

As the U.S. population  
 ages, hospital providers 

are confronting the complicated 
challenge of meeting the needs 
of more patients with dementia, 
delirium, and other cognitive 
deficits.

To get ahead of this demographic 
trend, some health systems have 
developed initiatives aimed at 
equipping their workforce with the 
knowledge and tools to recognize 
and manage this population 
better while also offering a more 
compassionate and welcoming face 
to patients and families.

Meanwhile, the American 

College of Emergency Physicians 
(ACEP), the Institute for Healthcare 
Improvement, and other professional 
organizations are taking steps to 
identify best practices and improve 
the care that is provided to older 
patients. While most of these 
initiatives maintain a strong focus on 
boosting clinical results, the creators 
of some programs also have made a 
strong business case for their efforts.

As of 2018, there are an estimated 
170,000 people 65 years of age and 
older in North Carolina living with 
Alzheimer’s dementia. That number 
is expected to grow to 210,000 by 
2025.1 Hospitals in the state are well 

aware of this reality. Dementia poses 
significant challenges to clinicians 
as they strive to provide appropriate 
care to patients who often struggle 
to communicate their needs and 
may be fearful of the care providers 
who are trying to help. Considering 
such encounters can be difficult for 
even the most experienced clinicians, 
UNC Health Care in Chapel Hill 
has launched a large-scale effort 
aimed at providing the thousands 
of employees who work in four of 
the health system’s hospitals with 
training so they can assess, treat, and 
communicate better with patients 
who have dementia.
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Dubbed the dementia-friendly 
hospital initiative, the goal is not 
only to provide hospital employees 
with the skills to confidently and 
compassionately care for dementia 
patients in a cost-effective manner, 
but also to affect hospital use. 
Developers believe that by reaching 
patients with dementia in the 
hospital setting, they could shorten 
the average length of stay (LOS) 
and curb 30-day readmissions. 
Data show that patients with 
dementia stay in the hospital longer, 
comprise more 30-day readmissions, 
experience worse outcomes, and 
die at a faster rate than the general 
population.

Funded by a grant from The 
Duke Endowment, the initiative is 
in pilot testing at UNC Hospitals 
Hillsborough Campus where every 
employee who may encounter with 
a patient with dementia is receiving 
the new training. However, staff 
members in the ED at Hillsborough 
may have a head start in the process. 
The ED there recently became 
the first in the state to receive 
Geriatric Emergency Department 
Accreditation (GEDA), a program 
sponsored by ACEP.

Kevin Biese, MD, MAT, 
FACEP, co-director of the Geriatric 
Emergency Medicine Service at the 
UNC School of Medicine, is on the 
board of advisors for the dementia-
friendly initiative and also chairs 
ACEP’s accreditation effort. He 
sees both initiatives driving toward 
the same goal of improving care 
for older adults. “We have to make 
sure that all of these initiatives talk 
to each other and offer a cohesive 
range of options for healthcare 
systems,” he says. “They are getting 
at many of the same issues, but from 
different angles. We want healthcare 
system leaders to have a simple, 
comprehensive way of creating 

strategies that are better for taking 
care of older adults.”

Use Cognitive Screening

As the dementia-friendly hospital 
initiative rolls out, Biese envisions 
more use of cognitive screening, 
a practice he has found to be 
particularly valuable in the ED. “It is 
important to understand the capacity 
of your patients for giving you an 

accurate history,” he says. “So much 
of what we are worried about depends 
on the history of what is bothering 
the patient ... but if he or she doesn’t 
have good short-term memory, then 
the patient is not a reliable historian.” 
Consequently, Biese adds that it 
is important to conduct cognitive 
screening to ensure the clinician’s 
evaluation is appropriate to why the 
patient is there.

A second reason to conduct 
cognitive screening is because it 
addresses the inescapable fact that the 
U.S. population is aging. “More of 
our patients are older and demented. 
The sooner we can recognize that 
and provide them with appropriate 
interventions, the better,” Biese 
shares.

Further, some of the simple, 
fast screeners that are available for 
cognitive screening can identify 
opportunities to intervene even if the 
issues identified are not what brought 
a patient to the ED. “We should 
take advantage of the opportunity 
that a patient presents by coming to 
the ED, to plug him or her back in 
with their primary care provider or 
other community resources so that 
this opportunity is not missed,” Biese 
advises. He adds that one instrument 
with which he is familiar, the Mini-
Cog, can be administered quickly.2 
“If we can identify and intervene 
with patients who have dementia 
sooner than they might otherwise be 
identified, that is a good thing.”

Make it Interdisciplinary

One feature that is common to 
both the GEDA program and UNC’s 
dementia-friendly initiative is the 
focus on interdisciplinary training, 
Biese explains. “For example, with 
GEDA you must have a nursing 
champion as well as a physician 
champion. Both the physician and 
nurse have to receive additional 
education in geriatric syndromes and 
conditions,” he says. “Then, we also 
incorporate [this education] into 
pharmacy, case management, social 
work, occupational therapy, and 
physical therapy ... it is absolutely 
an interdisciplinary effort. The same 
practice is being utilized in the 
dementia-friendly initiative.”

For frail patients or any patient 
with cognitive impairment, the 
entire team has to approach the 
situation therapeutically. For 
instance, a clinician may walk into a 
room calmly, putting a patient with 
dementia at ease. Suddenly, a tech 
arrives and turns on bright lights, 
which could agitate or frighten the 

“IF WE CAN 
IDENTIFY AND 

INTERVENE WITH 
PATIENTS WHO 

HAVE DEMENTIA 
SOONER THAN 

THEY MIGHT 
OTHERWISE 

BE IDENTIFIED, 
THAT IS A GOOD 

THING.”
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patient. “All of us have to work 
together to accomplish [a positive 
result for the patient], and that is true 
of both initiatives,” Biese notes.

The GEDA program, based on 
Geriatric Emergency Department 
Guidelines developed on an 
interdisciplinary basis in 2013, 
outlines 27 best practices that EDs 
can adopt to better meet the needs 
of their older patients. As more 
best practices are adopted, EDs can 
achieve a higher level of accreditation. 
Level 3 is the lowest level; level 1 is 
for EDs that have adopted at least 20 
best practices.3 “We accredited our 
first EDs in May of 2018 ... there are 
now 55 accredited EDs, and there are 
more than 200 EDs that have started 
the process of accreditation in one 
way or another,” Biese observes.

The dementia-friendly initiative 
will cover some of the same ground, 
although on a hospitalwide basis. 
Further, program developers note 
that the program is moving beyond 
a provider-centric focus by involving 
both clinical and nonclinical staff in 
the effort to connect with dementia 
patients more effectively and in a way 
that makes them feel safe and well 
cared for.

Once training has been completed 
on the Hillsborough Campus, 
program administrators plan to 
expand the program to North 
Carolina Memorial Hospital in 
Chapel Hill, Pardee UNC Health 
Care in Hendersonville, and Wayne 
UNC Health Care in Goldsboro.

Embed the Program

Hartford (CT) Hospital also is 
focused on improving the care it 
provides to the growing population 
of older patients. In particular, 
since 2012, clinicians have been 
engaged in a hospitalwide program 

to prevent and address delirium, 
a sudden change in mental status 
that is common in older adults 
during an illness or injury. The 
program is a geriatric consult service 
referred to as ADAPT (Actions for 
Delirium Assessment, Prevention, 
and Treatment). The program has 
been in place for seven years, and in 
that time administrative leaders have 
documented significant gains from 
the effort, both in terms of patient 
outcomes and reduced resource use.

“[Delirium] is associated with 
increased mortality, morbidity, 
falls, persistent and future cognitive 
impairment, and post-traumatic 
stress disorder, all harms that can 
occur to the patient,” explained 
Christine Waszynski, DNP, APRN, 
GNP-BC, the coordinator of 
ADAPT, who outlined the program 
on June 13 during a presentation 
entitled “Assessing the value of 
age-friendly health care,” sponsored 
by the Institute for Health Care 
Improvement.5 “[Delirium] is also 
associated with less-than-optimal 
system-related outcomes such as 
prolonged length of hospitalization, 
discharge to a higher level of care, 
readmission, and increased cost.”

Waszynski noted that experts 
believe delirium is as much as 30% 
to 40% preventable, and that the 
condition can be caused by the 
action or inaction of the healthcare 
team. “The condition is often under-
recognized and poorly managed, 
which then leads to delayed diagnosis 
and [delayed] implementation of 
treatment and management,” she 
said. “Therefore, early recognition 
and implementation of best-practice 
interventions can improve outcomes.”

Consequently, the first step of 
the ADAPT program focused on 
implementation of a hospitalwide 
screening program for delirium that 
could identify all instances of the 

condition at an early stage. To do 
this, the hospital used a screening 
tool called the confusion assessment 
method (CAM) and a companion 
tool called the CAM ICU.4 “Since 
2012, we have had nurses performing 
these delirium screens on every 
patient in our hospital every eight 
hours. This has required many 
different approaches to educate the 
nursing staff initially as well as on an 
ongoing basis,” Waszynski noted.

To make this possible, program 
administrators embedded the 
structure of the program into the 
hospital’s systems, Robert Dicks, 
MD, FACEP, a geriatric internist and 
the director of geriatric programs at 
Hartford Hospital, explained during 
the same June 13 session. “We were 
able to integrate the CAM into our 
electronic health record [EHR]. With 
strong nursing engagement, we made 
the CAM a required field,” he noted. 
“That allowed us to get nearly 100% 
compliance for screening. Because of 
EHR integration and the reporting 
of results, we have been able to pull 
the CAM [findings] into a real-time 
registry.”

From the registry, program 
administrators can monitor both 
the compliance with screening 
and protocols as well as outcomes, 
according to Dicks. “We have been 
able to capture our own outcomes 
rather than deal with reference 
outcomes,” he said. “Over time, we 
have been able to track the incidence 
[of delirium], LOS, disposition and 
readmission, and the response to 
protocol enhancements over time.”

Employ Data-Driven 

Approach

Once program administrators 
showed delirium’s effect on patient 
outcomes in the hospital, they 
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developed a delirium care pathway 
that includes interprofessional 
approaches to care and advice to 
clinicians, other professionals, 
volunteers, patients, and families, 
Waszynski said. “It spells out the best 
practices for prevention, screening, 
treatment, and management, with a 
big focus on patient safety, patient 
comfort, and preserving patient 
function.”

The protocol is updated as new 
data come to light, Waszynski 
observed. “From this [pathway], 
order sets and structured notes have 
been created to produce a tangible 
method of standardizing care for 
patients at risk for delirium and for 
those who are experiencing delirium 
at our hospital,” she said.

Further, by collaborating with 

finance to acquire actual cost data to 
go along with clinical data captured 
through the program, administrators 
have demonstrated the value that 
the ADAPT approach has delivered, 
both in terms of outcomes and costs, 
Dicks shared. “In our most recent 
analysis, we experienced a 40% 
decrease in delirium-attributable 
days over the last six years ... with an 
estimated cost savings of $6.5 million 
annually,” he said. “We are now 
engaged with finance and research 
to do a more structured, deeper dive 
[into the data] to look at matched 
outcomes.”  n
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Patient Watches Solve Safety Issue With Better 
Use of Resources
Potentially dangerous patients may require one-on-one watch

Hospitals often struggle with the 
need to provide close watch 

over a potentially dangerous patient 
without relying on skilled nurses 
or security officers who are needed 
elsewhere. Some hospitals are finding 
that a “patient watch” program is the 
right solution.

A patient watch is not the same as 
a sitter program in which a healthcare 
attendant is assigned to watch over 
a patient who is elderly, disabled, 
or otherwise impaired. The sitter is 
effective for patients who may be at 
risk of falling or other nonviolent 
risks, but they are not appropriate 
for patients who are potentially 
dangerous, explains Ken Bukowski, 
vice president of vertical markets 
for Allied Universal, a security and 

facility services company based in 
Conshohocken, PA.

Some Require One-on-

One Watch

Rather than a healthcare 
attendant, a patient watch involves 
a security officer posted with a 
patient for the purpose of protecting 
that patient and others, Bukowski 
explains. For a patient watch to be 
appropriate, the patients must be 
identified according to state laws as 
a threat to themselves or others and 
placed in an involuntary patient 
status by the appropriate authority. 
Otherwise, directing a security 
officer to watch a patient could be 

construed as coercion or even false 
imprisonment, Bukowski cautions.

Under some conditions, such as 
when a patient is suicidal, there must 
be a one-on-one patient watch with 
a qualified staff member monitoring 
the patient at all times, Bukowski 
explains.

In other situations, it is 
permissible to direct a staff 
member to watch more than one 
noncommitted patient as long as 
additional staff are available to 
respond in an emergency, Bukowski 
says. Those requirements can be 
difficult for some hospitals to meet. 
Most facilities do not have enough 
security officers to watch patients 
around the clock. Pulling existing 
officers from their duties to do so 
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would mean leaving other needs 
unfulfilled throughout the facility.

“We see a lot of hospitals 
pulling in CNAs and other clinical 
staff to do this just because they 
don’t have any other choice. The 
emergency department is already 
a busy environment, and no one 
wants to be taken away from their 
other duties to sit there and watch a 
patient,” Bukowski notes. “But these 
patients also can be disruptive, and 
these clinical staff are not qualified 
to handle a violent or dangerous 
patient. Even when you have clinical 
staff on this duty, you still end up 
having to call in a trained security 
professional.”

Shuffling Staff Not  

Always Feasible

Using staff specially trained for 
patient watches is sort of a midpoint 
between the other options of 
instructing a clinical staff member or 
a hospital security officer to monitor 
the patient. Both those other staff 
members have skills that are needed 
elsewhere, and they are both more 
expensive to employ, Bukowski says.

“You’re taking nurses away from 
what they’re trained to do and what 
you’re really paying them for — 
taking care of patients in a medical 
situation. Or, you’re taking security 
officers away from their other 
duties and leaving other areas of 
the hospital unprotected while they 
watch this patient,” he explains. “A 
lot of hospitals call in their security 
officers for this, but when you pull 
that officer from duty in the hospital 
lobby, now your lobby is exposed and 
unprotected. Shuffling staff around 
doesn’t work because you had that 
security officer posted in the lobby 
for a reason. Now, you don’t have 
that coverage.”

Hospitals may have multiple 
patients requiring a watch at any 
one time, but the need fluctuates, 
Bukowski notes. A patient watch 
program can draw on either a 
security service or it can develop 
its own internal program of staff 
members specially trained for this 
task, he says. In either case, the 
hospital can schedule trained patient 
watch staff for high probability times 
like weekends. Other staff could be 
on call for times when such patients 
are less likely to appear.

“It’s important to look at the data 
and try to project when you will 
have these patients. It usually follows 
a pattern of weekends when you 
have people drinking too much and 
some evenings when people are more 
likely to come in with these kinds of 
problems,” Bukowski advises. “You 
can have staff there on those shifts, 
ready to step in so that your more 
skilled staff don’t have to be pulled 
away. When a doctor orders a patient 
watch, it starts right then. If you 
don’t have the appropriate person to 
step in, you have to pull in someone 
who should be doing something 
else.”

Video Monitoring 

Possible

Another option is a watch 
program that uses video monitors. 
One staff member can watch 
monitors for several patients, but 

only if they are noncommitted, 
Bukowski says. If the patient is 
committed because he or she is 
at risk of suicide or other danger, 
a video monitor may be used if 
the staff member is constantly 
monitoring only that single patient, 
he explains.

“The person watching the camera 
has to do nothing but watch that 
monitor for that one patient. There 
must be a resource who can respond 
to the patient immediately. That 
can be either the person watching 
the monitor or another clinical 
or security professional who can 
respond if something happens,” 
Bukowski says. “That’s a new 
directive from CMS.”

Bukowski notes that many 
hospitals are developing seclusion 
rooms that are grouped together, 
making it more feasible for a single 
patient watch staff member to 
monitor several noncommitted 
patients at the same time.

“The key to making a watch pro-
gram work is to have people who are 
trained for this role. It’s not a matter 
of taking anyone who is willing to sit 
there and watch the patient,” Bu-
kowski says. “They must be trained 
in recognizing signs of escalating 
behavior and respond to escalating 
behavior. Otherwise, you’re really 
not solving anything because you 
still have to pull in the medical staff 
if this person doesn’t know what to 
do and keep the incident from turn-
ing into a bad situation.”  n
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1. Creighton University School 

of Medicine uses the Triple 

Aim, which includes attending 

to the population’s health, 

providing quality patient care, 

and reducing costs. Which is the 

fourth element that Creighton 

added?

a . Improving mental health

b . Reducing provider burnout

c . Eliminating health inequities

d . Improving health access

2. Using a team approach to 

care management, Northwell 

Health Solutions reduced 

30-day readmissions by what 

percentage?

a . 9 .5%

b . 12 .7%

c . 13 .3%

d . 16 .8%

3. Case managers assigned to 

worker’s compensation cases 

have to manage claims for 

several different stakeholders, 

including:

a . patient, doctor, and lawyer .

b . patient, family, insurer, and 

state .

c . patient and therapist .

d . patient, family, providers, and 

payer .

4. When the goal is to reduce 

hospital readmissions and ED 

visits, which factor is useful in 

stratifying patients according to 

risk?

a . Hospitalization days, gender/

racial demographics

b . Length of stay, comorbid 

conditions, ED visits

c . Substance use, demographics, 

ED visits

d . Religion, country of origin, age


