
Help patients, families cope 
with end-of-life situations 
As an advocate, you can help them make choices

It’s a situation case managers encounter with agonizing frequency:
physicians who keep pumping medication into patients who are ter-
minally ill or families who insist on continuing treatment when the

clinical picture indicates that the patient’s condition is terminal.
“I have seen a tremendous number of patients who die a very cold,

sterile, and unfulfilled death in the ICU and have seen their families
struggle with it. It’s a heartbreaking experience. We focus so much on just
medical care, and many patients get very little care for their palliative
needs and spiritual needs,” says Pam Seaver, RN, BSN, MTS, CCRN,
PCC, pastoral care nurse with Medical City Dallas Hospital’s surgical
intensive care unit and Hospice of Grayson County in Sherman, TX.

Doctors aren’t trained in death. They’re trained in life and they don’t
feel comfortable with end-of-life issues. Many of them keep on trying to
treat patients even when there is no hope left, says B.K. Kizziar, RN-BC,
CCM, CLP, owner of B.K. & Associates, a Southlake, TX, case manage-
ment consulting firm.

“Health care in general has an aversion to end-of-life issues. Our job 
is to make people well, and we see it as a failure when we can’t do that.
Even oncologists, whose primary practice involves dying patients, are
reluctant to stop active treatment and refer patients to hospice,” she adds.

Kizziar knows the situation firsthand. She has found that the care-
givers for her terminally ill mother are reluctant to talk openly about
end-of-life issues.

“I’m the one who brings it up, and they look kind of shocked,” she
says.

A physician has to certify that a patient is expected to live six months or
less for hospice services to be covered by Medicare, points out Catherine
M. Mullahy, RN, BS, CRRN, CCM, president of Mullahy & Associates, a
Huntington, NY, consulting firm.
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“That in itself makes physicians reluctant to
order hospice because it signals that they think
the patient is at the end of life. There are too
many people who could benefit from hospice
care who do not get it or who get it only in the
last few weeks of life,” she adds.

“The worst-case scenario is when the patient
and family are saying ‘enough is enough.’ and the
doctor just keeps on trying. As the patient advo-
cates we all are, we hate to see that happen,” says
Jan Tichenor, RN, MSN, CNS, OCN, oncology

care coordinator at Medical City Dallas Hospital. 
“As a nurse, it’s very challenging to be put in the

middle between the physician who wants to keep
treating and the patient and family who want qual-
ity time together. Sometimes the family is ready for
hospice before the physician,” Tichenor adds.

In such cases, Mullahy urges case managers to
summon the courage to talk to the physician.

“Someone has to be an advocate for the patient
and take the first step to talk to the physicians. So
often, medical professionals are so busy trying to
pull another rabbit out of a hat that they are hurt-
ing people. Case managers are ideally positioned
for the conversation with physicians since they
are advocates for the patient,” she says. 

Situations such as those emphasize why case
managers should have a good working relation-
ship with physicians, Kizziar adds.

“One of the first messages we give case man-
agers is to partner with physicians and build
credibility. You can’t do that if you’re spending
your day in an office reviewing charts,” she says.

Make rounds with the physicians and get to
know them. Make yourself important to them so
you’ll have some credibility and physicians will
listen when you say the family is feeling guilty
about continuing treatment and hospice may be
an option, Kizziar suggests.

“If you just show up every time the insurance
company says the patient is out of days or you
need him or her to sign something, that’s not a
relationship. It’s crucial to develop a relationship
with the physician. Otherwise, he or she won’t
listen,” she says.

Sometimes it’s the family who just isn’t willing
to let go and who wants to continue treatment so
they can have more time with the person they
love, Seaver adds.

“As long as the physician is getting cues from
the family that they don’t want to stop treatment,
they have to continue to treat the patient. I see the
spiritual and emotional turmoil in the physicians
in these situations,” she says.

Talk with patients, families

It helps to get together and talk about the
patient’s expectations, Tichenor says.

“Patients and family members may have heard
different things from different physicians, and
often what they heard isn’t what the physician
actually said. They’re under stress, and a lot of
things don’t sink in. It’s helpful to get everybody
in the same room to ask and answer questions
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and clarify the situation,” she says.
Start by asking the family members what the

physician has told them and what their under-
standing of their loved one’s conditions is. Ask
what their expectations are and start there,
Tichenor adds.

Many times the situation can be resolved by
bringing together the clinical team and the family
for a discussion about the patient’s condition and
outlook for the future, she says. 

“Sometimes it’s hard to get everyone together,
especially if there are multiple specialists caring
for the patient; but case managers should try to
assemble the key people along with the family
members. When everybody hears the same infor-
mation and the family members have a chance to
vent their feelings and ask questions, things usu-
ally get resolved and everyone can agree on what
to do next,” Tichenor says.

Often family members think that if the patient
isn’t receiving aggressive care, he or she may not
receive pain control.

The family may need reassurance that remov-
ing aggressive therapy or turning off the vent in
no way takes away pain management. Having
the family, the case manager, the social worker,
and key physicians sit down and talk about it can
allay those fears, Tichenor adds.

“Case managers can play a critical role in end-
of-life care because they can help identify patients
who are struggling with their disease and the fact
that they are coming to an end-of-life situation.
They can call in the appropriate people in their
institute for a discussion,” says Cathy Follmer,
RN, BSN, MBA/HCM, CHCE, CRNI, corporate
director of continuum of care services for Catholic
Healthcare Partners, a multistate health care sys-
tem with headquarters in Cincinnati.

Since case managers develop rapport with their
patients and gain their trust, they may be the best
people to introduce the patients and family mem-
bers to someone who can talk about end-of-life
opportunities such as hospice care, Follmer says.

Case managers don’t necessarily have to be the
ones to have that difficult conversation, she says. 

There may be someone else who is more knowl-
edgeable about the subject and can support case
managers when they identify a patient or family
who would be an appropriate candidate for a
discussion.

“Not every case manager is not comfortable
talking about end-of-life issues. If they try to have
a conversation and they aren’t comfortable with
the subject, it won’t work,” Follmer says.

In many of the Catholic Healthcare Partners
hospitals, the case managers have incorporated
the palliative care coordinator into the multidisci-
plinary rounds in the intensive care unit as well
as on the medical surgical units.

“When the case manager knows that a family
is struggling with decision making, the palliative
care coordinator can go in and start that delicate
discussion,” Follmer says.

Get to know your patients and their families so
that you feel comfortable in discussing end-of-life
issues if the need arises, Kizziar suggests.

“If you bring up things in a conversational
way, rather than a clinical way, people will open
up about their feelings,” she says.

Talk to family members

Seaver suggests inviting a family member for
coffee to talk about his or her feelings without
approaching the topic of palliative care or hospice.

After you’ve developed trust and the family
starts to feel as if you are compassionate and
sympathetic about their loved one, then you can
approach them and talk about their options, she
says.

“Help them see that they are struggling with
the same choices and decisions that families
struggle with in a hospice situation,” Seaver says.

Start by talking with the family about their
feelings. Offer to help in any way you can.

Every situation is different, Seaver points out.
What one family chooses may be different from
what another chooses.

Keep in mind that the patient is a person the
family has loved all their lives and is someone
who is very important to them.

Recognize that some people have a tremen-
dous difficulty in letting go, she says.

Find out up front what the patient’s wishes
are, whether they have advance directives, and if
they understand the ramification of code status,
Tichenor advises. 

“There’s such a need for closure, to repair rela-
tionships and complete unfinished business.
When people are in hospice, hopefully they can
be lucid and cognitively aware so they can make
amends and take care of business as opposed to
being in the ICU on a respirator and sedated,”
she says.

Ask the family member what they think the
patient would like his or her final days to be like.
Does the patient want to be in the hospital on a
machine or at home with hospice? 

February 2009 / HOSPITAL CASE MANAGEMENT ™ 19



“Asking them what they would want if they
were the patient helps them look at it from both
sides,” Tichenor says.

Don’t wait until the patient is unresponsive 
or so sick he or she can’t make a choice, Follmer
advises.

Try to identify patients who are likely to have
end-of-life issues before they get to the intensive
care unit, she suggests.

“Once patients are put on a ventilator, families
struggle with taking them off. It’s more effective to
give them the education they need before then,”
she says.

Remember that if the patient is under complete
pain control and comfortable, it’s the family that
needs the help and support. 

“They will live on and remember the last days
of their loved ones,” Follmer says.

(For more information, contact: Cathy Follmer, RN,
BSN, MBA/HCM, CHCE, CRNI, corporate director of
continuum of care services, Catholic Healthcare Partners,
e-mail: cxfollmer@health-partners.org; B.K. Kizziar,
RN-BC, CCM, CLP, owner, B.K. and Associates, e-mail:
BKANDASSOC@att.net; Catherine M. Mullahy, RN,
BS, CRRN, CCM, president, Mullahy & Associates, 
e-mail: cmullahy@mullahyassociates.com; Pam Seaver,
RN, BSN, MTS, CCRN, PCC, pastoral care nurse,
Medical City Dallas Hospital, e-mail: pseaverrn@
hotmail.com; Jan Tichenor, RN, MSN, CNS, OCN,
oncology care coordinator, Medical City Dallas Hospital,
e-mail: Jan.Tichenor@hcahealthcare.com.] ■

Get in touch with your
feelings about EOL issues
Learn about hospice care, services in the community

If you want to effectively help patients and family
members with end-of-life issues, you need to

examine your own feelings about death and dying,
says Catherine M. Mullahy, RN, BS, CRRN, CCM.

“If we don’t have a comfort level with death
and dying, how can we expect our terminally ill
patients to bring up the subject?” asks Mullahy,
president of Mullahy & Associates, a Huntington,
NY, consulting firm.

Health care providers often are reluctant to
speak with patients and family members about
hospice care because they themselves are uncom-
fortable with end-of-life issues, adds B.K. Kizziar,

RN-BC, CCM, CLP, owner of BK & Associates, a
Southlake, TX, case management consulting firm.

“Case managers need to come to grips with
their own feelings about end-of-life issues and
deal with them, then seek opportunities to learn
more about what hospice can do and its benefits
to patients and family members,” she says.

When Mullahy presents her seminar “Death
and Dying in America” to health care profession-
als, she asks the audience how many people have
signed advance directives and have completed
end-of-life planning.

Only about a third says yes.
“Our culture is so youth-oriented that death

seems like an option to many of us,” Mullahy says.

Education on hospice dated

Medical education programs typically don’t
include hospice care experience as part of their
clinical training, Mullahy points out. 

“The information many medical professionals
have about hospice is dated. Many people tend to
have a very dismal and negative view about hos-
pice care,” she says.

Mullahy suggests inviting nurses and social
workers from a local hospice program to come and
talk to the case managers and nurses on your staff.

If possible, arrange for case managers to take a
field trip to a hospice facility or to shadow a hos-
pice nurse as part of their continuing education,
she adds. 

“Case managers need to see and understand
what hospice is all about. It’s not rushing people
off to death. It’s not taking life away. It’s giving
them the kind of life we would want for our-
selves and the members of our family,” Mullahy
says.

Catholic Healthcare Partners offers its Angel
Program, an educational program on palliative
and end-of-life care, to clinicians twice a year, says
Cathy Follmer, RN, BSN, MBA/HCM, CHCE,
CRNI, corporate director of continuum of care
services for the health care system.

It includes topics such as pain management,
how to talk to people about their choices, advanced
directives, and alternative methods such as mas-
sage, healing touch, and other measures.

“We teach our associates to look at each situa-
tion, not only from the standpoint of the patient
who is nearing the end of their life cycle, but
from the perspective of the family and what they
are going through,” she says.

Case managers need to be familiar with the
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hospice services available in their communities
and what benefits are covered by private insur-
ance, Medicare, and Medicaid, Kizziar says.

Providers in some communities offer inpatient
hospice, as well as hospice care in the home.
Hospice providers may have contracts with a
skilled nursing facility or a hospital where
patients can receive hospice care in a separate
area, not commingled with other patients, she
says. 

Patients who are receiving hospice care at home
may be eligible for up to five days of respite care
to give their family members a break from caregiv-
ing, Kizziar adds. 

Understand limits of hospice care

Be familiar with the limitations of hospice care,
Kizziar advises.

For instance, her mother’s Medicare benefits
provide a nurse’s aide one hour a day and nurs-
ing visits as needed. 

“Medicare furnishes a hospital bed, wheelchair,
bedside commode, and other equipment, along
with supplies and medications, but the families
do much of the work,” she says.

Private fee-for-service agencies are available in
most communities for hospice care and will provide
staff ranging from sitters to nurses, Kizziar says.

Case managers should inform family members
of all the options so they can make educated deci-
sions about what care to seek for their loved ones,
she says. Include information on free options,
insurance options, Medicare options, and fee-for-
service options.

“Case managers have an obligation to know
everything that is available in the community
and to inform the family. Even if we believe the
patient can’t afford a private agency, it’s not up to
us to make those decisions. Our role is to make
them aware of every single option that is out
there,” Kizziar says.

Don’t give in to the temptation to hand off the
difficult work to a social worker, she suggests.

“Too often, I hear case managers say they’ll let
the social workers handle it. Case managers are
the ones who have the relationship with the
patient and family. They can collaborate with the
social worker, but it’s not right to say that end-of-
life situations are not part of the job,” Kizziar says.

Hospitals should start to take a proactive
approach to the subject and introduce advanced
care planning and end-of-life options to patients
who are frequently hospitalized with chronic

diseases, Follmer suggests.
In some regions, Catholic Healthcare Partners

staff make presentations at senior citizen centers
to educate people on advance care planning and
“conversations before the crisis.”

“Many people say they want ‘everything done,’
but they don’t know what ‘everything’ means. They
and their families need to be educated about what
‘everything’ means,” Follmer says.

For instance, the Catholic Healthcare Partners’
palliative program sets up a “Mall Walker Pro-
gram” in a local shopping area and provides educa-
tional information on advance directives, including
the necessary paperwork.

“Our goal is to decrease futile care and increase
end-of-life planning,” Follmer says.

Case managers should be involved in making
sure patients and families are aware of the impor-
tance of advance directives, but the process of fill-
ing out the paperwork should be according to
hospital policy, Kizziar says.

“It’s a tragic situation for everybody when no
one knows what the patient’s wishes are and the
family members disagree. Nobody is happy and
nothing ends well,” she says.

Don’t be afraid to seek professional help if the
stress and sadness start to get to you, says Pam
Seaver, RN, BSN, MTS, CCRN, CCC, pastoral care
nurse with Medical City Dallas Hospital’s surgical
intensive care unit and Hospice of Grayson County
in Sherman, TX.

Take advantage of the counseling services
offered by your employee assistance programs,
she suggests.

“Seeing a counselor is extremely effective for
anyone in health care. It’s even more important
when you deal with death and dying on a day-to-
day basis because it can help you avoid compas-
sion fatigue,” she says.  ■

Throughput measures
decrease LOS in ED
CMs take proactive approach to discharges 

Despite an increasing number of visits to the
emergency department, Nyack (NY) Hospital

has been able to meet its standard of 30-minute ser-
vice 95% of the time and decreased its discharge
length of stay in the ED by 35%.

The hospital, part of the New York Presbyterian
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Healthcare System Inc., received the Compass
Award from Press Ganey for its achievements in
increasing clinical, operational, and patient satis-
faction in the ED.

Although case managers do not routinely
cover the ED and are called in for interventions
as needed, the department takes a proactive
approach to patient throughput, working to free
up patient beds and eliminate backups in the ED,
says Jennifer Howard, RN, BSN, MHA, CCM,
supervisor for clinical resource management at
the 375-bed hospital.

“It’s not just the emergency room staff who are
responsible for our success; it’s addressing issues
on the back end that makes is possible to move
patients through on the front end, and that’s
where the case managers come in. Our case man-
agers take a big role in addressing all the little
roadblocks that delay the patient discharge,” she
explains.

Department organization

The case management department includes
seven full-time RNs and four full-time social
workers who work Monday through Friday,
along with three part-time RNs. The department
employs per diem case managers who work
when needed during the week and cover the
facility on Saturdays.

The case managers are assigned by unit,
according to their expertise and experience. For
instance, the two RNs who are case managers on
the cardiac unit and cardiac care unit have exten-
sive experience in cardiac care. The nurse and the
social worker who staff the oncology unit both
have backgrounds in oncology care.

They take a proactive approach to moving
patients through the continuum as quickly and
safely as possible.

For instance, the case managers in the joint
center start the discharge process for total hip
replacement and total knee replacement patients
when they come in for preoperative testing. 

The nurse case manager and social worker
meet the patients and educate them on what to
expect while they are in the hospital and what
they will need to do after discharge.

By seeing the patients before surgery, they are
better able to anticipate their discharge needs.

“They give each patient a list of facilities that
their insurance company approves for rehabilita-
tion after the procedure. We do everything we
can to get the discharge planning process in place

before the patient comes in,” Howard says.
The hospital’s average length of stay for

patients who are receiving total knee replacement
is two days. Hip replacement patients stay an
average of three days.

“The case managers follow them closely to
monitor their progress and make sure they are
ready for discharge. We try to move patients
safely along the continuum of care as quickly as
we can,” she says. 

The case managers carry a caseload of 15-25
patients and review each chart every day.

The case managers round on a daily basis with
the treatment team on their unit, assessing every
patient as a potential discharge and anticipating
what they will need for discharge.

“My department works closely with the nurs-
ing manager and supervisors on the unit to make
sure that patients get the care they need and are
discharged in a timely manner,” Howard says.

Howard serves on the bed rounds team along
with the chief medical officer, the director of nurs-
ing or the chief nursing officer, the ED manager
and assistant manager or the medical director of
the ED, the admitting manager, the bed control
manager, and the housekeeping manager.

The team meets at least once each day to look
at hospital capacity, admissions, anticipated dis-
charges, other potential discharges, and how
patient flow needs to occur, Howard says. On
days when there are capacity issues, the team
meets for a second time.

“We look at what beds are available, what surgi-
cal patients will need beds, how many patients
there are in the emergency department, and what
discharges are anticipated. We look at what patients
we can safely discharge and which ones we can’t,”
she says.

For instance, the team determines which
patients could be transferred from the telemetry
unit, the surgical ICU, or medical ICU to free up
those beds for patients coming out of surgery or
through the ED. They look at what beds are avail-
able and clean for those patients and those that
might be free later in the day.

“We rely heavily on nurses on the unit to let us
know if they’ve moved patients onto the unit,”
Howard says.

When the ED department is experiencing a
high volume, it issues a “Code 30” alert through
overhead pages that signal the rest of the hospital
and alert the staff to take proactive steps to dis-
charge patients and free up beds.
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After Concord (NH) Hospital’s multidisci-
plinary cardiac care team began holding

daily collaborative rounds with patients and fam-
ily members on the cardiac patient care unit,
length of stay decreased and patient satisfaction
scores rose.

The entire cardiac surgery team holds 10-minute
briefings at every bedside each weekday, to review
the patient’s care plan and progress, determine his
or her needs, and clarify each team member’s
responsibility for the patient’s care that day. 

The patient always is the center of the team
and is encouraged to make comments and ask
questions and family members are invited to par-
ticipate, says Addie Camelio, BSW, social worker
on the cardiac care team. 

Improving care coordination

The hospital initiated the rounds as a pilot pro-
ject in 2000 as a way to improve care coordination
for cardiac surgery patients.

“We started looking at how we could better
coordinate care for our cardiac population. All 
of the disciplines that provide care for cardiac
patients are very busy. We decided that rounds at
the bedside, with the whole team and the patient
and family participating, would help us all com-
municate with each other as well as with the
patient and family members,” Camelio says.

The 230-bed community hospital treats about
250 patients a year in its cardiac surgery program.
The Center for Cardiac Care includes a dedicated
cardiac operating suite, two cardiac catheterization

labs, a telemetry and cardiac intensive care unit,
comprehensive cardiac rehabilitation facilities, and
a heart failure program. 

The rounds, led by a nurse practitioner, begin
while the patient still is in the intensive care unit
following cardiac surgery and continue when the
patient moves to the progressive care unit and
until discharge. The same team follows the
patient throughout the stay.

The multidisciplinary team includes the sur-
geon, bedside nurse, nurse practitioner, social
worker, care coordinator, pharmacist, physical
therapists, and occupational therapists. At
Concord Hospital, care coordinators and social
workers are assigned by unit and work together
as a team. The same team coordinates care for
cardiac patients in the intensive care unit and the
progressive care unit.

The team asks patients for permission to come to
their bedside and talk about their care and invites
family members to be involved as well. In eight
years, only two patients have refused to allow the
rounds. The vast majority of family members wel-
come the opportunity to attend and participate,
Camelio adds.

“We were very pleased with the reception of
the patients and family members who participate.
It is an opportunity for the team to get to know
them and for the family to get to know everyone
who was treating their loved one,” she says.

Holding rounds at the bedside with the entire
team is a departure from the normal rounds and is
a win-win situation for the treatment team as well
as the patients and family members, Camelio says.

Multidisciplinary rounds at bedside 
involve patients, families 
Win-win situation lowers LOS, improves satisfaction
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Since the average length of stay for cardiac
surgery patients is only four days, timely com-
munication between team members is extremely
important, she adds.

“Instead of going back and reading notes, we
have the entire team together, and we can work
together to help the patient progress. We’re not
making phone calls or paging each other to find
out what is going on with the patient. We are able
to catch up with each other and compare notes.
The therapist is with the surgeon and they both
know what is happening,” she says.

The arrangement benefits the team members
because each discipline knows what the others
are planning for that day.

For instance, cardiac patients must be able to
walk for six minutes before they can be discharged.
If the physical therapist is doing a six-minute walk
that day, Camelio knows to complete everything
that is needed for discharge.

“There are certain things that cardiac patients
have to do before discharge. Now there is no
delay in these things happening because the team
is all on the same page. There’s no delay in the
physicians’ orders,” she explains.

Rather than being physician-driven, the
rounds are team-driven.

“The physician still has the last word, but the
team is very savvy about what should be hap-
pening with the patient, and in many cases, we
don’t have to wait for the physician to write an
order to act,” Camelio says. 

For instance, if a patient isn’t progressing dur-
ing therapy and the physical therapist feels he or
she needs a rehabilitation consultation, the thera-
pist can ask for the order during the rounds and
set up the consultation, rather than trying to track
down the physician and possibly delaying the
discharge.

“We are more proactive than reactive. The
result is a smoother hospital stay, a shorter length
of stay, and happier patients,” Camelio says.

The rounds allow the treatment team to get to
know the patient and the family and to learn
more about family dynamics and the situation at
home, she notes.

“I know who will be at home with the patients
and whether or not they will be able to provide
care after discharge or if the patient will need some
kind of assistance. This knowledge helps as we
start planning the discharge right away,” Camelio
adds.

Most family members show up for the rounds
and welcome the interaction with the team. 

“Everybody wants the team to come in.
Patients on other units ask what they have to do
to get that kind of attention,” she says.

Families appreciate having the entire team pre-
sent, rather than having to talk to each one indi-
vidually to find out about the patient’s condition
and progress, Camelio reports.

“We no longer have a lot of calls from patients
and family members who have questions or con-
cerns. I never anticipated the gratefulness that
patients and family members express. It’s very
rewarding,” she says.

The multidisciplinary rounds help educate the
family on what the patient needs to be able to
accomplish before being discharged and helps
eliminate their fears of caring for someone who
has had open heart surgery, Camelio says.

Even if the patient is extremely ill or on a venti-
lator, the family still wants to meet to learn what’s
happening with the patient, to go over the plan
for the day and the long-term outlook.

When the team started the multidisciplinary
rounds, they kept a “glitch book” in which they
wrote down anything the patient and family
members said had gone wrong during the stay.

Glitches ranged from the paper towel dis-
penser being jammed to medication errors.

The team tracked the glitches, looked for
causes, and came up with solutions.

For instance, when the physicians couldn’t get
X-rays when they needed them, the team invited
the radiology department to a meeting and dis-
cussed how the schedules of the cardiac team and
the radiology schedule could better mesh.

The team no longer tracks the glitches but
when a glitch occurs, someone on the team takes
the initiative to take care of it and reports back
the next day.

“It’s a matter of teamwork. Everybody works
together to make sure that that patients get
everything they need and that the process goes
smoothly,” Camelio says.  ■

Program targets pneumonia
quality measures
Standardizing care increases cost-effectiveness

Acomprehensive system to ensure that patients
with pneumonia receive recommended care
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resulted in a significant increase in quality measure
scores at Mission Hospital in Asheville, NC.

“We wanted to improve the quality and cost-
effectiveness of care for pneumonia patients and
to develop a single process so that patients
receive the same care, no matter which of our
two hospital buildings they were in and what
floor they were on. This resulted in a reduction
in length of stay and cost per case as well as
increasing our scores on the core measures,”
says Andrea Yontz, RN, BSN, performance
improvement specialist and team leader of the
multidisciplinary team that developed the initia-
tive and continues to monitor the hospital’s
progress.

“Our process is still changing and growing but
we do know that standardization makes the work
flow more efficient and increases compliance,”
she adds.

Multidisciplinary team

The team includes physicians, a pharmacist, an
ED nurse, a respiratory therapist, a pulmonary
educator, representatives from pulmonology, and
case managers.

“The multidisciplinary team relied heavily on
case management during the time we were devel-
oping the initiative and during implementation.
Case managers are crucial in ensuring that
patients get what they need,” Yontz says.

The team began by breaking down the pneu-
monia core measures and working on them piece
by piece.

“In the beginning, we broke into groups with
each working on one component of the quality
measures, but that didn’t work well. We found it
better to break it down into sections and deal
with each section individually,” she says.

As each piece of the process was completed,
the team educated the staff on the changes, and
then gave it time to take effect. The performance
improvement department conducted weekly
chart reviews of all discharged pneumonia
patients, looking for deficiencies. 

“If it didn’t work, we came back to the draw-
ing board. If it looked like it would work, we
moved on to the next piece,” she says.

Yearlong implementation process

It took about a year to develop all of the initia-
tives and implement them. The team spent the
next year examining the results, fine-tuning the

program, and filling in the gaps.
For instance, initially, there was no process in

place to give smoking cessation education to
patients in the intensive care units.

“We are constantly updating and improving on
our process. When the hospital system imple-
mented the electronic medical record, we had to
adapt it to an electronic process,” Yontz says.

A major component of the initiative involved
changing the patient flow system in the ED to
ensure faster treatment of pneumonia patients. 

Before the new protocol was put into place,
pneumonia patients were triaged as being none-
mergent. Now, pneumonia patients receive
rapid treatment assessment by being triaged 
as “urgent.” 

“With the core measures, CMS has established
the expectation that patients with indicators for
possible pneumonia are diagnosed and receiving
medication within four hours of arrival. When
the emergency department was at capacity, some
pneumonia patients weren’t getting into a treat-
ment bed within four hours,” she says.

If patients have a certain set of symptoms that
may indicate pneumonia, the triage nurse can
order a chest X-ray so that when the ED physician
sees the patient, he or she already has the results
from one diagnostic tool in hand.

Initiated standing orders

Another change was to initiate standing orders
for the emergency department staff and make
supplies easily available.

“We made changes to the medication dispens-
ing machine so appropriate antibiotics are avail-
able in the machine,” Yontz says.

Now, when the physician orders the medica-
tion, the nurse can go to the machine and take it
out immediately. The ED has dedicated lab staff
who can draw the blood cultures in a timely
manner.

“Everything is located in the emergency
department and there is no need to wait for any-
thing to be sent to another part of the hospital,”
Yontz says.

The team reviewed the standardized order sets
for pneumonia patients and looked at ways to
incorporate the core measures for pneumonia.

For instance, the team changed the orders to
indicate that the first dose of antibiotic should be
given as a stat dose to ensure that patients get the
medication in a timely manner. 

“If the antibiotic is ordered as a routine order,
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the pharmacist might not get to it right away. If
it’s a stat order, it gets top priority, and the patient
gets the medication faster. We wanted to make
sure that the patients got the right drugs and in a
timely manner,” Yontz says.

The case managers, physicians, and pharmacist
reviewed the recommended medications for
pneumonia and made them the default drugs on
the order set.

“We developed the order set so the default is
the best practice. The physicians can still write in
something different when they complete the com-
puterized order entry but they have the recom-
mended medications in front of them,” she says.

Ensure vaccinations up to date

Ensuring that pneumonia patients have current
influenza and pneumonia vaccinations was one
of the biggest challenges, Yontz reports.

The team just started a new process that recom-
mends screening pneumonia patients for the vac-
cinations as an automatic part of the patient
record. Physicians can opt out of the vaccination
screening. Otherwise, the nurse determines if the
patients have had the vaccinations, screens them
for appropriateness, and administers the vaccina-
tions if the patients consent.

“It works like a protocol. The nurse is able to
give the vaccinations without physician orders if
the physician doesn’t opt out of the screening and
if the patient consents,” Yontz explains. 

In the past, to assure compliance with the vac-
cination measures, the case manager would have
to track down the physician and get the order.

“We hope this method will greatly increase our
vaccination compliance and save time for the case
managers,” Yontz says.

Smoking cessation

When the team tackled the smoking cessation
advice and counseling requirements, they knew
that there was no way that the busy case man-
agers would be able to find the time to give indi-
vidual smoking cessation lessons to every patient.

The team came up with a plan to include
smoking cessation education as part of the dis-
charge instructions for every patient and to offer
in-depth smoking cessation education to patients
who are willing to learn.

“It doesn’t matter if the patient is a newborn
infant, has had a fractured hip or an appendec-
tomy, they still receive the information. We

include information on avoiding secondhand
smoke, which is important for everyone,” Yontz
says.

The case managers are responsible for seeing
that the quality measures are implemented and
use a quality indicator sheet to ensure that
patients get all the recommended care. 

“Case managers are juggling multiple tasks
and dealing with different regulations. This
makes it easy for them to remember what needs
to be done,” she says.

Electronic checklist

As the hospital has moved to an electronic
medical record, the checklist has been incorpo-
rated into the software system.

Educating the staff to change their typical rou-
tine has been a major component of the initiative,
Yontz says.

The case managers have worked closely with
the ED physicians and other ED clinicians on
ways to improve care. 

“Changing physician practice in the emer-
gency department is tricky, and it didn’t happen
overnight. Our emergency department physician
champion worked with the case managers to
facilitate change in the emergency department. It
was a matter of educating the emergency depart-
ment physicians and RNs and changing the way
we did things,” Yontz says.

The team continues to monitor the hospital’s
performance and to make changes as necessary.

“There is a learning curve from all paper to
electronic. As everybody was learning the new
system, our scores went down somewhat, but
they’re back up now that people can use the elec-
tronic process,” Yontz says.

Last year, the team noticed that the vaccination
rates were dropping and drilled down to find the
cause. Part was attributed to the shift from paper
order sets to electronic order entry. The team also
took the opportunity to educate new physicians
and staff that it is appropriate and safe for hospital-
ized patients to receive pneumonia and influenza
vaccines.

“You can’t just assume everything is going to
continue to go smoothly. You have to continually
update and educate new staff or they’ll fall into
old habits,” Yontz says.

(For more information, contact Andrea Yontz, RN,
BSN, performance improvement specialist, Mission
Hospital, e-mail: andrea.yontz@msj.org.) ■



“When the case managers know there is a
Code 30 in effect, we know we should start look-
ing for beds. The case managers are very attuned
to patient flow. They start going through their
lists of patients to see who can be discharged that
day,” she says.

Faced with patient complaints about unaccept-
able times in the ED, the hospital used Lean Six
Sigma techniques to redefine patient flow. The
biggest change they came up with was to elimi-
nate the old triage process and to move bed con-
trol to the ED.

Now, when patients come into the ED, they are
met by a “meeter-greeter” who shows the patient
to a cubicle with a bed and calls in the triage
nurse. Triage and registration both occur in the
cubicle, Howard says.

During peak hours, the ED is staffed by three
triage nurses, she adds. 

Patients are then placed in a bed in the appro-
priate treatment area, such as the cardiac area, the
trauma area, or the general treatment area. The
hospital has created an ED Express Care section
for people with minor problems, such as sprains
or lacerations that need stitches. The area is
staffed by a nurse.

The ED staff call in the case managers to coor-
dinate placement for patients who do not meet
inpatient admission criteria but who cannot be
discharged home.

Many of the interventions are for patients who
need a psychiatric admission rather than an admis-
sion to the acute care hospital.

Case managers also are called in to manage the
care for Medicare patients who don’t meet inpa-
tient criteria but who need custodial care. They
work to get them admitted to the local long-term
acute care hospital.  ■

Make sure patients are
appropriate for home care
Caregivers should understand what’s required 

In today’s health care environment, case managers
are under more pressure than ever to discharge

patients from acute care; but before you send
patients home with home health care, home medi-
cal equipment, or hospice services, make sure that

they are appropriate for those services, advises
Elizabeth Hogue, Esq., a Washington-DC based
attorney specializing in health care issues.

This means that the patient’s home must be
safe and able to accommodate the patient and
that the patient can care for himself or has a
caregiver, she adds. 

“As inpatient stays become shorter, referrals for
post-acute services are increasingly frequent and
can improve the quality of life for patients; but the
idea that all patients who do not have another
source of care should be referred for these services
is definitely risky business,” Hogue says. 

Provision of services to patients at home when
they cannot care for themselves and have no pri-
mary caregiver greatly enhances the risk of legal
liability, she notes. 

“It is also likely to violate the important ethical
principle of justice, which dictates that all patients
are entitled to appropriate care,” Hogue says.

Make sure services are appropriate

Home care providers usually can meet the
clinical needs of patients in their home, but case
managers need to make sure the patients are
appropriate for the services, she says.

Patients who are appropriate for post-acute
services in the home must either be able to care
for themselves or they must have a paid or vol-
untary caregiver available to meet their needs 
in between home health or hospice staff visits. 

In addition, their home environments must
support home health services and the services
they need should be the type that can be pro-
vided in the home, Hogue says.

It may be difficult for case managers to evalu-
ate patients’ home environments without going to
visit them, but they can evaluate whether patients
are likely to be able to care for themselves and if
they have friends or relatives who are willing to
serve as the primary caregivers, she adds.

Before you make referrals for home health ser-
vices, make sure that the patients thoroughly
understand that the care they receive in the home
will not be like the care they get in the hospital and
that they will need assistance much of the time.

“Unlike hospital care, there is a crucial role for
primary caregivers to play when patients receive
home health or hospice care. This role must be
made clear to patients and primary caregivers
before referrals are made for these services,”
Hogue says.

Be as specific as possible about the role of
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primary caregivers, Hogue advises.
For instance, help them understand the tasks

they will be expected to perform and realistically
evaluate whether they can handle them. For
instance, if a patient will need assistance with
transfers, someone with back problems may not
be appropriate for the role.

“Some caregivers may be reluctant to care for
incontinent patients, to dress wounds, and give
injections. To make the referral a success and
ensure that the patient will receive the care he or
she needs, they need to know in advance exactly
what is expected of them,” Hogue says.

Case managers also should make it clear that the
role of the primary caregiver is likely to change over
time as the patient’s condition either improves or
deteriorates further. 

If it appears that the patient’s condition is likely
to deteriorate or he or she will need care at home
for an extended period of time, be sure that the
caregiver understands. 

“If patients cannot care for themselves at home
in between visits from home care and hospice
staff and they cannot identify a voluntary or paid
caregiver, they should not be referred for services
in the home,” Hogue adds.

This is especially true when case managers
know that patients need institutional care but
they refuse the care.

“Patients have an absolute right to refuse ser-
vices, but this does not mean that home health,
home medical equipment, or hospice providers
must provide services in inappropriate settings,”
she says.

Case managers should communicate complete
and accurate information to post-acute providers
to ensure that they are able to provide the care
that patients need, Hogue adds.

In some cases, home health, home medical
equipment, or hospice care providers may say
they cannot accept patients because they would
be unsafe at home, she points out.

Patients may live in a place that is in disrepair,
putting both patients and caregivers at risk, or
the homes may be infested with roaches or
rodents. Patients may suffer repeated falls at
home that make it risky for them to remain there.

Home care providers often encounter barriers
to care that hospital-based case managers can only
imagine. Unsafe neighborhoods or unfriendly
pets are among them, Hogue says.

When a home care provider states that patients
can’t be cared for at home, case managers should
find out specific reasons, she says.

Patients who are sent home too quickly and
too sick are risky for home health agencies to
accept, Hogue points out.

“When discharge plans are inappropriate and
lawsuits result, post-acute providers may be
drawn into these lawsuits despite the fact that the
basic problem was breach of duty by case man-
agers,” she says.

Be especially careful with patients who are
discharged on Fridays, Hogue says.

She cites a study presented at a National
Association of Home Care conference that
showed that patients who are discharged from
the hospital to home care on Fridays are signifi-
cantly more likely to be rehospitalized within a
week than patients discharged on other days of
the week, Hogue says.1

“The reasons for this disparity remain unclear.
Regardless of the explanation, these data spell
potential trouble for hospital discharge planners
and case managers. If a patient is discharged on
Friday and requires hospitalization later, a jury
could conclude that the discharge planners were
just too eager to ‘clear the decks’ before the week-
end to the detriment of patients,” she says.

(For more information, contact Elizabeth Hogue,
Esq., e-mail: elizabethhogue@elizabethhogue.com.)

Reference 

1. “Data Analysis Exercise: Beware of Friday’s Child.”
Home Care Automation Report, Oct. 31, 2006. ■

Patient access using new
Medicare noncoverage form 
Patients are given more options

Patient access staff will have to get used to a
change for Medicare patients, with the new

Advance Beneficiary Notice of Noncoverage (ABN)
form now used for all situations where Medicare
payment is expected to be denied. The form, imple-
mented by the Centers for Medicaid & Medicare
Services (CMS), becomes mandatory March 1, 2009. 

The revised ABN replaces the existing ABN-G
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(Form CMS-R-131G) and ABN-L (Form CMS-R-
131L). The form also can be used for voluntary
notifications in place of the Notice of Exclusion
from Medicare Benefits.

This ABN has a new beneficiary option, under
which an individual may choose to receive an
item or service and pay for it out of pocket,
instead of having a claim submitted to Medicare.

“The form has more options for the patient,”
says Vicki Lyons, patient access manager at
Baptist Hospital East in Louisville, KY. Staff tell the
patient that compliance has stated that the test will
not be covered and ask whether the patient wants
Option 1 (they want Medicare billed also), Option
2 (they do not want Medicare billed), or Option 3
(that they do not want the services at all).

“The ABN also now has a phone number for
the patient to call if they have any questions,
which is nice for the patient,” says Lyons. 

However, she says it’s often difficult to make
the patient understand why Medicare will not pay
for a test that they have been told to have by their
doctor. “They feel if the doctor has ordered it,
than Medicare should pay for it,” says Lyons. “So
it is challenging to explain this to the patient.”

Lyons says patient access staff are finding that
most patients do not want to have the tests if
Medicare is not going to pay. “We advise them to
call their physicians to make them aware of their
decision to not have the procedure,” she says. 

The only thing that patient access had to do,
Lyons says, was to update its compliance soft-
ware in order to access the new ABN. “Staff were
made aware that the form did change somewhat,
and that there were more options for them to ask
the patient about,” she says.

The new form now is included in the hospital’s
overall training on Medicare Compliance/ABN
given to all new hires. “It is part of the many pro-
cedures that all the new folks have to learn,” says
Lyons. 

A patient access trainer covers Medicare com-
pliance with the new employees, including
review of what tests need compliance. “She also
shows them how to enter it into our Medicare
compliance software to find out if the order has a
covering diagnosis on it,” says Lyons. “If the
diagnosis does not cover, then we call the physi-
cian’s office to see if there is another diagnosis
that will cover. If there is no covering diagnosis,
she will then show them how to print out the
ABN for the patient to sign.”

First, the trainer shows the staff where to find
the list of the Local Medical Review Policies which
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CNE questions

5. A physician has to certify that a patient is
expected to live six months or less in order for
hospice services to be covered by Medicare. 

A. True 
B. False

6. According to Catherine M. Mullahy, RN, BS,
CRRN, CCM, medical education programs typi-
cally include hospice care experience. 

A. True
B. False

7. What is the average caseload of case man-
agers at Nyack Hospital?

A. 15 to 25
B. 20 to 30
C. 25 to 35
D. 30 to 35

8. According to studies cited by Elizabeth Hogue,
patients discharged with home health care ser-
vices are most likely to be rehospitalized if they
are discharged on what day?

A. Monday
B. Wednesday
C. Friday
D. Saturday

Answer key: 5. A; 6. B; 7. A; 8. C.

CNE instructions 

Nurses participate in this continuing education program
by reading the issue, using the provided references for

further research, and studying the questions at the end of
the issue. Participants should select what they believe to
be the correct answers, then refer to the list of correct
answers to test their knowledge. To clarify confusion sur-
rounding any questions answered incorrectly, please con-
sult the source material. After completing this semester's
activity with the June issue, you must complete the evalu-
ation form provided in that issue and return it in the reply
envelope provided to receive a credit letter. ■



Medicare requires compliance. “We have this list
on our document file on the computer for patient
access, so it is very easily accessed,” says Lyons. 

The trainer prints some patient itineraries out
for patients having the tests that need compliance,
and the new staff person enters them into the
Medicare software. “This way they are getting
hands-on training,” says Lyons. “If the diagnosis
does not comply, then a call is made to the physi-
cian’s office to obtain additional information.”

If patient access staff are having trouble getting a
covering diagnosis, they can call coders who work
in the hospital’s health information management
department for assistance. “Since we are not coders,
sometimes it can get tricky entering this informa-
tion and trying to get a covering diagnosis,” says
Lyons. “The coders have a lot more knowledge on
what would be covered and what would not be.”

[For more information, contact Vicki Lyons,
patient access manager, Baptist Hospital East, 4000
Kresge Way, Louisville, KY 40207. Phone: (502) 897-
8159. E-mail: Vlyons@BHSI.com.] ■

Patient access attacks ED
problem ‘on many fronts’
You can’t control root causes, but you can have impact 

If your hospital is like most, patients admitted
through the emergency department are being

held, possibly in hallways, for hours and even
days. It’s a complicated problem that the patient
access department isn’t responsible for and can’t
control. Still, you bear the brunt of the poor cus-
tomer service scores that result from this situation. 

“Patients waiting for an inpatient bed perceive
this wait to be part of the admission wait time,”
explains Pam Carlisle, corporate director of
patient access services at OhioHealth in Dublin.

“Not only are patient access staff rated on this
issue by patients, which is out of their control,
but they are also held accountable for this score
on their customer service scorecards,” she adds.

In contrast to bedside registration, which
ensures privacy and confidentiality, the patient’s
privacy is potentially compromised by being
interviewed in the hallway, says Carlisle.
“Patients may rate the customer service of patient
access staff lower because the patient’s overall
treatment time in the ED did not meet their

expectation,” she says. “Either they waited too
long to see the physician or they waited too long
for a bed on the floor.”

As with most hospitals today, Ohio Health is
forced to hold patients in its ED who are being
admitted and waiting for inpatient beds to open.
The issue, says Carlisle, is a result of numerous
patient throughput issues — not just a shortage
of staffed inpatient beds. 

For example, patients scheduled for discharge
may be waiting for family to arrive to pick them
up, or nursing units may plan to discharge
patients but are kept waiting for several hours for
the discharge order to be written.  

“We believe that although we do not control
the elements, we can have an impact around the
outcomes,” says Carlisle. “At this time, we are
attacking the problem on many fronts.”

Here are some things that have been done:
• Patient access has worked with clinical staff

to make the inpatient units more aware of the
time delays. 

“We have set into place some process steps 
to make each unit more accountable for those
delays,” says Carlisle. “We are hoping that this
will decrease the wait time to be admitted.”

Registration staff help round with the ED
patients during long wait times. 

“This keeps the patients informed of what’s
going on, and also helps with customer service
scores,” says Carlisle. 

• Volunteers visit with all ED patients experi-
encing an excessive wait for a bed. 

The volunteers keep the patient and families
informed of where and when a bed is expected to
open. They also provide food, drinks, and blankets. 

• Patient access enlisted the help of the hos-
pital’s process excellence team to work on a pro-
ject related to patient throughput. 

“This project involves all patients and is not
just looking at ED patients,” notes Carlisle. 

• Some low-acuity patients who require only
basic treatment are seen by the physician in the
triage area and are discharged from triage with-
out ever being registered.

“These new ‘fast-track’ patients require patient
access to redesign their process to accommodate
the patient flow improvement,” says Carlisle. “It
is a good design for the patients, so we have to
find a way to make it work!”

• A goal was set to discharge patients by
noon each day.

“Most discharges are known early enough to
get the patient out by noon,” says Carlisle. 
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“Crowding has increased our wait times for
lower acuity patients,” reports Patricia Kunz
Howard, PhD, RN, CEN, operations manager of
emergency and trauma services at University of
Kentucky Chandler Medical Center in Lexington. 

“Boarding does impact access and increase
waiting times, as well as ED length of stay,” says
Howard. “Our facility has been very proactive.
We have implemented many changes to address
crowding and patient access.”

The hospital’s “capacity management” staff
use electronic bed boards to track available beds,
and patient transfer facilitators were added to
ensure timely access for patients. Patients who
need observation can be moved to the clinical
decision unit to free up ED treatment space.

The hospital also uses a “Full Capacity
Protocol,” which converts pre-determined private
rooms into semiprivate rooms, to move patients
out of the ED.

“When we are experiencing crowding, we utilize
a pre-divert meeting with the capacity management
staff, the hospital operations administrator, and the
ED charge nurse to try and push some patients out
of the ED,” says Howard. 

[For more information, contact:
Pam Carlisle, corporate director, patient access

services, OhioHealth, 5350 Frantz Road, Dublin, OH
43016-4259. Phone: (614) 544-6099. E-mail:
PCARLISL@OhioHealth.com.

Patricia Kunz Howard, PhD, RN, CEN, opera-
tions manager, emergency and trauma services,
University of Kentucky Chandler Medical Center, H
113B, 800 Rose Street, Lexington, KY 40536-0293.
Phone: (859) 323-6618. Fax: (859) 257-2814. E-mail:
pkhoward@uky.edu.]  ■

Machine-readable 
cards on horizon

The largest health plans appear to be in the pro-
cess of adopting guidelines from the Workgroup

for Electronic Data Interchange (WEDI) for
machine-readable insurance cards, according to
Peter Barry, of Peter T. Barry Co., a Milwaukee-
based consulting firm specializing in health care
and information systems. Barry is chair of WEDI’s
initiative on health identification cards. 

Barry expects some 50 million standard insur-
ance cards based on the WEDI guide to be avail-
able within the next 18 to 24 months. Several
states are currently considering mandating stan-
dard health insurance cards. Each of those states
is considering basing its mandate on the WEDI
guide, which requires only essential information. 

“It leaves all other information that may be put
on the card to the discretion of the card issuer,
trusting that the card issuer desires the most
effective card and is in the best position to decide
these things,” Barry says. 

While a card must be functional in both an
automated and manual setting, the goal is toward
increased automated usage. “Implementation of
automated use in provider systems will probably
take some years,” adds Barry. 

The most important new development for health
insurance cards is the introduction of a standard
health plan identifier, which is 10 digits and begins
with “9.”

Why is a standard health plan identifier critical?
Consider the example of a bank charge card, says
Barry, which has a long number on the front that we
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■ Why documentation
assurance is more important
than ever

■ Discharge planning for 
the indigent and uninsured

■ Case management outside
the hospital walls

■ Collaborating with your
physician advisor

COMING IN FUTURE MONTHS

CNE objectives

After reading each issue of Hospital Case
Management, the nurse will be able to do the

following:
• identify particular clinical, administrative, or regu-

latory issues related to the profession of case
management;

• describe how those issues affect patients, case
managers, hospitals, or the health care industry
in general;

• cite practical solutions to problems associated
with the issue, based on independent recom-
mendations from clinicians at individual institu-
tions or other authorities. ■



think of as the charge card number, but is really two
numbers — the first six digits identify the bank and
the remaining digits are the account at that bank. 

“Consider what charge card use would be if
the first six digits were not there, if a person had
to interpret text on the card, then convert that
into a code selection on a computer to tell the
computer what bank to send the transaction to,”
says Barry. “Inefficiency and errors — that’s
where the health industry is. That’s why
providers photocopy the front and back of a
card.”  ■
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