
Patient-centered medical home 
model focuses on care coordination
Focus is on care coordination, improved communication

When Blue Cross Blue Shield of Michigan measured the rate of 
hospital admissions for patients with diabetes, chronic heart 
conditions, and asthma, the Detroit-based health plan found 

that hospitalizations for patients being cared for in a patient-centered 
medical home (PCMH) were 23% lower than for patients treated in other 
practices.

“If patients have access to a primary care physician, receive better 
care coordination and better support for self-management, they can be 
expected to have fewer admissions because they are getting timely, com-
petent care. That’s why we think that the patient-centered medical home 
model is an important component of improving the care for our members 
and saving costs at the same time,” says David Share, MD, MPH, senior 
associate medical director for health care quality for the health plan.

The program involves 80 physician organizations and more than 8,000 
physicians. Of these, 1,200 physicians in 300 practices have achieved 
the patient-centered medical home designation, based on implementing 
changes in their practice to meet PCMH criteria and having good results 
on quality and cost-performance measures, Share says. 

The health plan has developed two transaction codes (T-codes) that 
physician practices can use to bill for care coordination, care manage-
ment, or self-management training and support. (For details on the proj-
ect, see related article on page 39.)

In the patient-centered medical home model, a primary care physician 
leads a team of clinicians who work with the physician to make sure that 
the patient understands and follows the treatment plan, and has every-
thing he or she needs to stay healthy and/or manage a chronic disease.

The team varies from practice to practice but may include case manag-
ers, social workers, nutritionists, and diabetes educators who make sure 
that the patient is getting the care he or she needs on a timely basis while 
the physician can focus on treating the patients, Share says.
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“In a patient-centered medical home model, the 
physician and his or her staff partner with patients 
to identify patient needs, set patient-specific goals, 
and act on the goals and patient needs in a proac-
tive way, as well as reaching out to patients who 
don’t come in for care but who need preventive 
care or tests and procedures,” he adds.

The patient-centered medical home has a focus 
on care coordination and improved communica-
tion between patients and providers, making it 
a good fit for case managers, says Catherine M. 
Mullahy, RN, BS, CRRN, CCM, president of 
Mullahy & Associates LLC, a Huntington, NY, 
case management consulting firm.

“The principles of the patient-centered medi-
cal home underscore many of the core elements in 
case management and are strongly aligned with 
advocacy and empowerment of patients,” Mullahy 
points out.

Since case managers are dedicated to improv-
ing outcomes while improving costs, the patient-
centered medical home model offers opportunities 
for them to work in another practice setting and 
for case managers to once again be the catalyst for 
change, she adds.

A patient-centered medical home provides more 
comprehensive care for patients by freeing up phy-
sicians to focus on complex decision making and 
building relationships with patients, Share says.

“When a physician sees a patient who has three 
chronic illnesses, he or she has time to focus on the 
patient’s big issues because the nurse, care man-
ager, or social worker has already educated the 
patient about his or her condition. The physician 
can spend more time dealing with the patient’s 
complications because someone else has taught the 
patient how to use a glucometer or explained how 
to take his medication. When everybody works as 
a team, the result is always better patient care,” he 
says.

Electronic records are a vital part of a patient-
centered medical home because they allow the 
physician to identify at a glance gaps in care and 
other patient needs, adds Carol Cordy, MD, 
medical director at Community Health Medical 
Home at Swedish/Ballard, part of the Seattle-based 
Swedish Medical Center.

“When I go in to see a patient, I shouldn’t have 
to research whether the patient is due for a Pap 
smear or when she had a tetanus shot. I’m work-
ing to have this automatically generated by the 
electronic record so I can focus on diagnostics and 
patient education,” she says.

Physicians at the Swedish/Ballard medical home 
pilot project spend an hour with patients on the 
first visit and 30 minutes on subsequent visits. (For 
details on the pilot, see related article on page 41.)

“One of the headaches of medicine is that you 
constantly need to see more and more patients and 
spend less time with them. It’s a recipe for burn-
out and for physicians retiring early because their 
jobs are too stressful. As we move toward working 
more efficiently and our healthy patients are auto-
matically taken care of, we can focus on patients 
who need more time,” she adds. 

The patient-centered medical home model will 
help save primary care by ending some of the frus-
trations physicians feel and preserve the doctor-
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patient relationship, adds Nicholas Bonvicino, 
MD, medical director at Horizon Blue Cross Blue 
Shield of New Jersey.

The health plan has partnered with the New 
Jersey Academy of Family Physicians on a patient-
centered medical home pilot project and pays par-
ticipating practices a care coordination fee. (For 
details on the project, see related article on page 
42.)

“One of the big issues leading to the demise of 
primary care has to do with trends in reimburse-
ment, which make it more difficult for physicians 
to practice medicine in the way they may have 
originally envisioned. This leads to burnout and 
early retirement,” Bonvicino says.

Member surveys sent out by health plans often 
come back with criticism that the doctor spent 
too little time with the patient, wasn’t receptive to 
answering questions, and that the patient doesn’t 
know where to go for services, says Bonvicino. 
Patient-centered medical homes can reduce or 
eliminate these issues by improving the members’ 
experience and helping them get the services they 
need and avoid services they don’t need, he adds.

“The old concept of having a primary care phy-
sician who shepherds patients through the health 
care system, helps them get the services they need, 
and avoid services they don’t need has been lost,” 
Bonvicino says.

The result is a fragmented health care system 
with little coordination between providers and fre-
quent duplication of services, he adds. 

“People get lost in the system when their pro-
viders don’t have complete information. As a 
result, we’re paying too much for the care of some 
patients and too little for the care of others,” 
Bonvicino says. 

“The medical home is another strategic tool that 
case managers can implement to address spiraling 
health care costs while broadening and expanding 
the range of services available to a larger popula-
tion of people,” Mullahy adds.

“We have long recognized that episodic inter-
vention doesn’t work and that our opportunities 
to truly make a difference extend beyond discharge 
planning and need to occur in a coordinated, com-
munity-based manner,” she says.

Four professional organizations, representing 
more than 330,000 physicians, define a patient-
centered medical home as “a health care setting 
that facilitates partnerships between individual 
patients and their personal physician, and when 
appropriate, the patient’s family.”

The American Academy of Pediatrics, the 

American College of Physicians, the American 
Academy of Family Physicians, and the American 
Osteopathic Association collaborated on principles 
that describe the components of the patient-cen-
tered medical home. 

The principles include: a personal physician 
who leads a team of individuals at the practice 
level who take responsibility for the ongoing care 
of patients; whole-person orientation; coordinated 
and/or integrated care across all elements of the 
complex health care system and the patient’s com-
munity; quality and safety initiatives; enhanced 
access to care; and a payment structure that repre-
sents the value provided to patients.  ■
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Patient-centered care in 
primary care settings
Emphasis is on care management at the provider level

Blue Cross Blue Shield of Michigan is partnering 
with more than 8,000 physicians in about 80 

physician organizations to develop better ways to 
manage the care of patients, with an emphasis on 
care coordination at the primary care level.

About 1,200 of the physicians have achieved the 
designation of a patient-centered medical home 
practice.

“We recognize that when the health plan pro-
vides care coordination, it’s at a distance from 
the doctor-patient relationship. According to the 
patient-centered medical home model, care coor-
dination that happens within the context of the 
patient-doctor relationship in a medical home is 
more likely to be effective because the patients and 
doctors are more motivated,” says David Share, 
MD, MPH, senior associate medical director for 
health care quality for the health plan.

The Detroit-based health care plan began struc-
turing its patient-centered medical home initiative 
in 2004 when the health plan provided incentives 
for physicians to create shared processes of care 
and information systems and to use them to work 
with specialists to collectively take responsibility 
for a population of patients. 

“We are always looking at ways to partner 
with the physician community to improve patient 
care. We recognize that physician organizations 
can’t provide comprehensive care management 
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without a system in place. We decided to offer 
the resources for doctors and patients to work 
together to manage patient care more effectively. 
Initially, we used our incentive money to support 
physician organizations in creating the infrastruc-
ture and information systems they need for new 
processes of care,” he says.

Many of the features of the patient-centered 
medical home involve care coordination and care 
management, Share says. 

Nurses in Blue Health Connections, the health 
plan’s case management program, already coordi-
nate care and follow up with patients at risk for 
chronic illness, those who have chronic illness, or 
those who have complex health care needs, Share 
points out.

The new initiative aims to move care manage-
ment closer to the point of patient care with a goal 
of improving communication among patients and 
providers.

“We recognize that when the health plan pro-
vides care coordination, it’s at a distance from 
the doctor-patient relationship. According to the 
patient-centered medical home model, care coor-
dination that happens within the context of the 
patient-doctor relationship in a medical home is 
more likely to be effective because the patients and 
doctors are more motivated,” he says.

The health plan has created specific transition 
codes (T-codes) that offer fee-for-service payment 
for specific procedures that involve care coordina-
tion, care management, or self-management train-
ing and support. One T-code for care management 
and self-management support is for telephone con-
tact; the other is for in-person support.

The procedures may be provided by a variety of 
disciplines, including nurse case managers, social 
workers, nutritionists, diabetes educators, and 
respiratory therapists.

“If these professionals engage with patients 
about patient-specific chronic illness education, 
either in person or by telephone, the health plan 
will pay for it separately. This provides the medical 
offices with the resources they need to provide the 
services and expand their ability to provide care 
management,” he says.

In the early phases of the initiative, the health 
plan provided funds to practices to help them get 
started. Ultimately, the majority of the extra ser-
vices provided by the medical home will be paid 
for by reimbursement using the T-codes. 

“Our plan is to support physician practices as 
they take responsibility for care coordination and 

self-management, which leads to better outcomes. 
To get from where we are to a truly patient-cen-
tered medical home model requires the physicians 
to do a lot of work that involves building new sys-
tems and hiring new people. It’s part of the health 
plan’s responsibility to support that creation of 
infrastructure. Once it’s created and we start to 
pay for results and care coordination, we won’t be 
paying as much for medical services,” he says. 

When patients have access to a primary care 
physician practice, which provides better care 
coordination and support for self-management, 
they can be expected to have a lower cost of care, 
fewer admissions, and fewer emergency depart-
ment visits because they are getting timely, compe-
tent care, Share says. 

“In the patient-centered medical home model, 
the case managers reach out and help the patients 
set goals based on their doctors’ treatment plans. 
When patients forget to schedule regular visits, the 
case manager calls and reminds them. It all leads 
to better control and fewer complications,” he 
says.

The health plan is beginning a new pilot project 
to develop a provider-delivered care management 
program, which shifts all care management ser-
vices from the health plan to the physician office.

“This is taking the concept to the next level. If 
physicians have a comprehensive care management 
program embedded in their offices, they can effec-
tively engage with at-risk patients to comprehen-
sively manage their conditions,” he says.

In the provider-delivered care management pro-
gram, physician practices and the health plan will 
share data.

“We know from claims data which patients are 
at higher risk than average and can provide the 
practices with a list of people they can reach out to 
for care management. The doctor’s office can send 
data back to the health plan and let us know who 
engaged and how. We will be able to reach out to 
our customers, the employer groups, and let them 
know if their employees are taking advantage of 
the case management services they contracted for,” 
he says.

Having the physician office engage in care man-
agement will make the patients feel that physicians 
care about their conditions, he points out.

“When someone from a physician office calls a 
patient to follow up, it becomes a different conver-
sation in terms of the human dimension than when 
someone from the health plan makes the call,” he 
says.
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“We know that being a patient makes you feel 
vulnerable. It matters if someone who is treating 
you cares about your health and doesn’t just look 
at you as a number,” he adds.

Five physician offices of various sizes and with 
different practice models are testing the provider-
delivered care management program. 

“We want to be able to examine the processes, 
how information is exchanged, and how the ser-
vice varies and which staff are providing the ser-
vices in different settings,” he says.  ■

Primary care clinic 
takes a team approach 
Goal is to improve communication

When Carol Cordy, MD, has a concern about 
a patient, she often asks a nurse to follow up 

with a phone call to make sure the patient is doing 
well and to answer any questions or concerns.

“We have a team approach to caring for 
patients, and our nurses spend time in the care 
management role. Whenever I feel a patient needs 
a little extra care, I alert the nurse to make sure 
the patient understands his or her treatment plans, 
has gotten his prescriptions filled, and has what he 
or she needs to stay healthy,” says Cordy, medical 
director at Swedish Community Health Medical 
Home in Swedish/Ballard.

With headquarters in Seattle, Swedish is a com-
prehensive, nonprofit health provider with three 
hospitals and more than 40 primary care and spe-
cialty clinics. The Swedish/Ballard primary care 
clinic is the first Swedish pilot using the patient-
centered medical home model of care.

The clinic focuses on expanded access to care, 
close communication between the patient and the 
health care team, and providing continuous, com-
prehensive, and evidence-based care, Cordy says.

Physicians spend an hour with patients during 
the first visit and half an hour on subsequent vis-
its. Patients always talk to staff when they call the 
clinic during business hours and, in most cases, 
can get an appointment within 24 hours.

The clinic opened in the spring of 2009 with 
no patients and now is providing care for 1,300 
patients. 

“We want to cap the patient panel at 2,500 

so each provider cares for a smaller number of 
patients than the typical primary care physician. 
Our bottom line is the health of the patient. The 
goal is to keep patients in our panel healthy by 
proactively managing their care. If patients get the 
care they need when they need it, it will cost less in 
the long run,” Cordy says.

The practice is located in a hospital wing that 
was remodeled to accommodate a primary care 
practice. 

The clinic opened with four part-time family 
medicine residents, a front-desk person, a nurse, a 
part-time faculty physician, and Cordy. Now there 
are two front-desk staff, six residents, two nurses, 
a nurse practitioner, two half-time faculty physi-
cians, and a part-time clinic manager.

The nurses and nurse practitioners serve as care 
managers for the patients. The front-desk staff 
call patients to remind them of appointments and 
notify the physician if patients fail to make their 
appointments.

“One of the goals of a medical home is to uti-
lize a team approach to taking care of patients. 
Patients shouldn’t identify only with their doctor 
or nurse practitioner; they should know all the 
people on their health care team, starting with the 
front-desk staff,” she says.

When the practice gets a notice that a patient 
is in the hospital, a nurse or sometimes a resident 
or physician calls the day after discharge and goes 
over medication and makes sure the patient has a 
follow-up appointment.

The nurses follow up with pregnant patients 
and mothers of newborns to make sure they aren’t 
experiencing any difficulties.

They make regular follow-up calls with patients 
on antidepressants to encourage adherence to the 
medication regimen. 

“In the case of patients with depression, stud-
ies have shown that if the nurse calls them a week 
after they begin treatment and checks back in a 
few weeks, the patients are more compliant,” she 
says.

The practice is just beginning to identify high-
utilizing patients and formulate care plans for 
them, looking to the community to help meet their 
health care needs.

“We need to go beyond the medical home to the 
medical neighborhood. It’s not just what we do in 
the clinic but what is going on outside the clinic 
that helps patients lead healthy lives,” she says.

For example, the staff have researched local 
community services so patients can get into low-
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cost exercise or diet programs. They work with 
nearby pharmacies to make sure that patients can 
get their medications at a low cost.

Technology makes it easier to manage patients 
and ensure that they are getting the tests and pro-
cedures they need, Cordy points out.

Already, the clinic has set up a secure e-mail sys-
tem so patients can e-mail their health care provid-
ers with questions or concerns. It is also using its 
electronic medical record to identify patients who 
need extra care management and to communicate 
with providers at other levels of care. 

“With electronic records, if we send patients to 
a specialist or they go to the emergency depart-
ment or are hospitalized within our system, it’s all 
automatically on the electronic record. If a patient 
is seen in the emergency department or is in a 
hospital in our health system, I’ll be automatically 
notified,” she says.

Goals for this year include managing care for 
high-risk patients with chronic diseases and ensuring 
that all patients receive evidence-based recommended 
screening tests and immunizations, she says.

“If we can identify patients with polypharmacy 
issues, chronic pain, diabetes, and other chronic 
diseases, we can focus on how to better help them 
manage their care and keep them healthier and out 
of the emergency room,” she says.

The clinic has set up a model in which many 
patients pay a monthly fee, rather than fee-for-
service. The goal is to have 100% of patients on 
the monthly payment plan. 

The monthly fees include a long list of proce-
dures, tests, immunizations, and annual exams, 
including disease management for patients with 
chronic diseases such as diabetes and hypertension.

“We can manage 95% of what patients need in 
the clinic,” she adds.

Patients at the community health medical home 
have a variety of payment plans. 

“We want to be able to take all comers. Many 
of our patients have no insurance but don’t qualify 
for Medicaid. They can’t afford $400 or more a 
month for an insurance premium, but they can pay 
the monthly fee,” she says.

At present, about 26% of the patients are self-pay 
and pay $45 for the first family member, $40 for the 
second family member, and $35 for children. 

“The number of self-employed and self-pay 
patients who have signed up indicates that there is 
a big need for this kind of practice and that there 
is a great need for low-cost basic primary care,” 
Cordy says.

Some patients are employed by small companies 
that can’t afford high-cost, comprehensive insur-
ance for their employees but can afford to pay $45 
a month for their employees. 

A managed Medicaid program has contracted 
with the practice and is paying the clinic on a 
monthly basis for its patients. The practice also is 
working with a private insurance company that 
has contracted to pay the clinic on a per-member 
per-month basis.  ■

Pilot focuses on improving 
care for diabetic members
Program engages physician practices

Horizon Blue Cross Blue Shield of New Jersey 
and the New Jersey Academy of Family 

Physicians are collaborating on a pilot project 
aimed at improving the quality of care members 
receive through a pilot program testing the con-
cepts of the patient-centered medical home.

Initially, the program will focus on patients with 
diabetes, with the goal of improving the clinical 
quality of care and reducing health care costs.

The patient-centered medical home pilot proj-
ect was the outgrowth of a much broader series 
of discussions between Horizon Blue Cross Blue 
Shield of New Jersey and the New Jersey Academy 
of Family Physicians, according to Nicholas 
Bonvicino, MD, medical director at Horizon Blue 
Cross Blue Shield of New Jersey. 

“We reached out to the academy in an effort to 
improve relationships with physicians in the net-
work. After a long series of meetings, we began to 
talk about the bigger picture,” he says.

New Jersey is heavily specialty-driven, with few 
physician residents going into primary care, he 
adds. Since many of the primary care physicians in 
the state are older practitioners, Bonvicino antici-
pates a shortage when they retire.

“The future of primary care as a specialty is 
a major concern for both the academy and the 
health plan. We believe that in order to have an 
effective and efficient delivery system where our 
members receive the care they need, we need a 
strong primary care foundation,” Bonvicino says.

The current system of fee-for-service means that 
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physician practices have to optimize the number of 
patient encounters that present billing opportuni-
ties in order to maintain sufficient revenues to run 
the practice, he points out. 

“We, as a health plan, can’t afford to raise our 
costs by paying primary care physicians more for 
the same services they are currently providing. 
The question we pondered is how to get more of 
the care reimbursement dollars into the hands of 
the primary care physicians in a way that rewards 
improved value,” he says.

In the patient-centered medical home model, 
physician practices are transformed from being 
merely providers of services to being entities that 
not only provide service but take responsibility 
for coordinating all the care the patient receives 
throughout the health care system, Bonvicino says. 

The health plan’s pilot project focuses improv-
ing care for a population of members with 
diabetes.

“We chose diabetes because it is a disease entity 
that runs the gamut across many kinds of illnesses 
and specialties and can drive a lot of medical costs. 
It’s a low-risk, high-reward place to focus,” he says.

The health plan has a diabetes disease manage-
ment program that is based on telephone interven-
tions and mailings. However, Bonvicino believes 
that disease management based in a physician 
office may produce better results.

“Disease management should be more effective 
when the patient is engaged with the clinical physi-
cian. Our focus is not to create a competitive envi-
ronment but to provide the best care possible to 
help the patients learn to manage their conditions. 
In the long term, we believe that as medical homes 
become more common, the focus of health plan-
based disease management may change,” he says. 

The pilot is not just an ordinary chronic disease 
management program, Bonvicino points out.

Instead, the health plan is engaging physician 
practices in population management, rather than 
utilizing third parties to do disease management 
without involving the treating physician, he adds.

“We are supporting primary care physicians in 
providing more holistic care and becoming more 
engaged in promoting wellness and prevention 
and managing populations with chronic diseases. 
We know that care coordination for patients with 
chronic diseases offers the big opportunities for 
improving care and cutting costs, and we believe 
that interventions at the clinical level should pro-
duce better outcomes than telephone disease man-
agement,” he adds.

Physicians participating in Horizon Blue Cross 
Blue Shield of New Jersey’s medical home model 
have the opportunity to access reimbursement that 
isn’t accessible in standard fee-for-service con-
tracts, Bonvicino points out.

“In most cases, services rendered on behalf of 
the member by someone other than the physician 
or not in the face-to-face office setting are not rec-
ognized for reimbursement. The patient-centered 
medical home model is a win-win situation. The 
payer benefits because costs are lower. The quality 
of care and compliance improves for the member, 
and the primary care practice benefits because of 
improved finances,” he says.

The health plan has agreed to pay a care coor-
dination fee on a quarterly basis for every eligible 
member in the pilot to the primary care physician 
who is accountable for the care of the member. It’s 
up to the individual physician practices how they 
set up the care coordination processes.

“We know that one model doesn’t fit all. We 
are paying them to do care coordination in the 
manner they see best, whether it’s e-mail consulta-
tions, hiring a diabetic educator, organizing instruc-
tive classes, or having a nurse case manager on staff. 
Each can decide what works best for them,” he says. 

The health plan will determine the overall cost 
of providing care for the diabetics in the pilot proj-
ect and compare that to the cost of a control group 
of similar members who do not receive care in a 
medical home. 

Other clinical quality outcomes measures, 
including HEDIS measures, determine if patients 
receive the best practices in care for diabetes.

“We are looking to see if, in the short term, we 
can develop cost-savings that can support the care 
management activities. We hope that at the end of 
the pilot period, we will be able to show improved 
outcomes in terms of clinical measures and total 
cost of care,” he says.

When plans for the pilot project were rolled out in 
January 2009, only one practice in the state of New 
Jersey was recognized by The National Committee 
for Quality Assurance (NCQA) as a patient-centered 
medical home. The health plan and the New Jersey 
Academy of Family Physicians developed a 16-week 
program to help practices prepare for recognition as 
a patient-centered medical home.

Of the 34 practices that applied for the rec-
ognition, 32 were successful and seven practices 
reached Level 3, the highest level.

The pilot program went live in October 2009, 
with 5,500 members and 33 practices participating.
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The health plan is collaborating with three 
major hospital systems in New Jersey to expand 
the medical home model in the future.

 “We are aligning forces for care coordination 
and exploring what infrastructure it will take to 
move beyond just managing chronic conditions. 
For instance, we want to develop a way to provide 
referral support for patients who need specialty 
care, to transfer the process into the hospital emer-
gency room, and work on the inpatient side to 
better coordinate discharge planning so the whole 
health system is integrated,” he says.

The medical home pilot goes beyond traditional 
disease management, Bonvicino points out.

“We are optimistic that the transformation of a 
physician office to provide a lot of additional value 
will allow reimbursement commensurate with 
that value and, at the same time, preserve primary 
care,” he says.  ■

Create questionnaires to 
assess communications
Take every opportunity to raise awareness

Questionnaires for staff and patients are one 
way to assess an organization’s health com-

munications, according to Sandra Cornett, RN, 
PhD, director AHEC Clear Health Communication 
Program Office of Outreach & Engagement, The 
Ohio State University College of Medicine in 
Columbus.

A questionnaire Cornett created for staff cov-
ered the institution’s promotion and publicity; tele-
phone communication; printed materials; verbal 
communication; and awareness of literacy issues.

Staff were presented with statements and 
allowed to assess the organization’s status on each 
by choosing one of four responses: We are not 
doing this; we are doing this, but could improve; 
we are doing this well; does not apply to our hos-
pital. 

In the promotion and publicity category, state-
ments included: 

• When we give directions for finding the hospi-
tal, we refer to familiar landmarks.

• Clear signs and symbols direct people from the 
front door of the building to the department they need. 

• We promote the hospital in ways that adults 
with low literacy skills can learn about our pro-

grams/services.
Statements pertaining to telephone communica-

tion included:
• If there is an automated phone system, it 

offers the option of repeating parts of the message.
• Callers can receive information in a language 

other than English, if needed.
To assess print materials, statements included: 
• Our print materials are written in simple and 

clear language.
• Technical jargon or scientific terms are avoided 

in materials we write for the general public. 
• We consult with people who are outside of the 

hospital for feedback on written materials we prepare.
In the verbal communication category, 

statements included: 
• We have audio or videotapes to help patients 

review and remember information we give them.
• We talk to patients in ways that are adapted 

to their needs.
• We continually check that our patients have 

understood information we give to them.
To assess awareness of literacy issues, 

statements included: 
• We ask all patients whether they want help 

filling out forms.
• We make it easy for our patients who want to 

bring a friend or family member. 
Once an assessment is done, the information 

should be used to raise awareness and enlist man-
agement support. 

There are other ways to raise awareness on 
health literacy issues. Patient education managers 
might educate decision makers about the impact of 
low health literacy on health outcomes. They also 
can evaluate the reading level of materials used 
within an organization and compare it to the pop-
ulations served. Obtaining data on patient satisfac-
tion with health communications also can show a 
need for improvement within an organization and 
raise awareness.  ■

Make CPR training part of 
family safety measures
Learned skills can be refreshed in case of emergency

Training in cardiopulmonary resuscitation 
is the ultimate “homeland security,” says 
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Vinay Nadkarni, MD, a spokesperson for the 
American Heart Association (AHA) and medical 
director of the Center for Simulation, Advanced 
Education and Innovation at Children’s Hospital 
of Philadelphia. 

People tend to think of homeland security in 
terms of terrorist attacks, yet the most likely catas-
trophe is sudden cardiac arrest. “People can be 
prepared for this with the ultimate homeland secu-
rity — and that is CPR training,” says Nadkarni. 

While knowledge of the steps for CPR is impor-
tant for all people to learn, the skill is especially 
important for parents, because breathing cessa-
tion, difficulty breathing, or blocked breathing is 
the primary cause of cardiac arrest in young chil-
dren and infants, adds Nadkarni.

There are two important elements of preparing 
for an emergency that would require CPR, accord-
ing to Nadkarni. The first is the initial training, 
and the second is practice. Families often do fire 
drills once or twice a year to plan an escape route 
and make sure fire extinguishers and smoke detec-
tors are working. Steps for responding to a medi-
cal emergency could be incorporated in their fire 
safety drills, says Nadkarni. This would cover 
what to do if one of their children choked or col-
lapsed and wasn’t breathing.

It is especially important for parents with chil-
dren who are at a higher risk for emergencies 
requiring CPR to be prepared, says Nadkarni. 

That’s why classes are offered on the neona-
tal intensive care unit at the Fairview Riverside 
Campus in Minneapolis at 10 a.m. on Tuesdays 
and Thursdays and at 9 a.m. on Saturdays. 
Additional classes are added if needed, including 
special classes for non-English-speaking families 
who need an interpreter. The instruction is given 
by nurses from the patient learning center, all of 
whom have advanced CPR training. The instruc-
tors follow the American Heart Association guide-
lines and use manikins to practice the skills.

Along with CPR, nurses cover what to do for 
choking and give practical examples of what to do 
for various emergency scenarios.

“The purpose of our class is to promote a safe 
discharge at a time of tremendous stress for these 
families. Finding the time to seek out a commu-
nity class after discharge may be too overwhelm-
ing. That is why we offer this class before they go 
home. We want to be sure they know what to do 
in an emergency and that they have spent some 
time thinking through various scenarios,” explains 
Nancy Goldstein, MPH, FAHCEP, patient educa-

tion program manager, University of Minnesota 
Medical Center, Fairview and University of 
Minnesota Children’s Hospital, Fairview, 
Minneapolis.

Family CPR instruction also is part of a pedi-
atric cardiology discharge class. Instruction is 
given at the patient learning center on the univer-
sity campus, which is near the patient care units. 
Classes are held on Tuesdays and Thursdays at 1 
p.m., but individual instruction can be scheduled 
if needed. The discharge care coordinators are 
instrumental in getting families and caregivers to 
the class, says Goldstein. 

Families with infants in the NICU at Providence 
Sacred Heart Children’s Hospital must complete 
a CPR class before their infant is discharged. It is 
offered every Friday at 2:30 p.m. and 4 p.m. through 
Community Health Education and Resources 
(CHER), a service of Inland Northwest Health 
Services, a nonprofit corporation in Spokane, WA, 
that works with its member hospitals. 

Flexibility good for numbers

“We try to give parents plenty of opportunity 
to take a class before their baby goes home and to 
provide a set schedule for the nursing staff and the 
case managers in the NICU,” says Emily Fleury, 
the health education manager at CHER. 

She adds that CHER is very flexible and provides 
additional classes to accommodate a family who can-
not attend the regularly scheduled classes. Also, inter-
preters join a class if parents do not speak English. 

“The parents that are not in the NICU are also 
encouraged to attend a class by both the nurse in 
the hospital and the CHER educator who teaches 
them prepared childbirth,” says Fleury. Also, liter-
ature about CPR classes is distributed at physician 
offices and at the hospital. 

The inpatient classes on Fridays are mainly for 
parents with babies in the NICU. While other 
parents can attend, if it is inconvenient, they can 
enroll in a community class offered by CHER at a 
central location once a month. Monthly instruc-
tion includes “Friends and Family” pediatric CPR, 
“Heartsaver First Aid,” and health care provider 
and renewal CPR classes. 

In 2009, CHER taught 1,560 people in the 
Spokane area the skill of CPR. According to 
Fleury, courses approved by the American Heart 
Association are best for several reasons. The AHA 
has done studies to determine the most effective 
type of CPR and performs most of the research 



46 CASE MANAGEMENT ADVISOR ™ / April 2010

in this area. Also, she says, the organization sets 
rules for their instructors, such as the amount of 
practice time required in class, and has a system to 
monitor class quality, including how many people 
can be in a class. In addition, instructors are certi-
fied every two years, so they are up to date on the 
latest guidelines, says Fleury. 

While CPR training is important, people should 
know that research shows skills drop in three to 
six months following training, says Nadkarni. 
“But their skills are rapidly refreshed by talking to 
a 911 emergency operator who walks them through 
it, or spending a few seconds seeing someone do 
CPR on an iPhone app, or looking at a poster. If 
they have never taken a course or been exposed to 
CPR, they don’t feel confident,” he adds. 

People remember very little of the specifics 
of CPR, but the skill can be brought back very 
quickly once they have learned it, says Nadkarni. 

What is important is for people to recognize a 
life-threatening emergency, know how to activate 
the emergency response system, and start CPR, 
he adds. A 911 operator should be able to call up 
the steps for CPR on a computer screen and talk 
people through it. 

While posters, pamphlets, and smart phone 
applications are all good training tools, they tend 
to be difficult to follow in an emergency. It is dif-
ficult for people to read a poster and follow the 
directions when someone is dying in front of them, 
says Nadkarni. That is why it is good to prepare 
for an emergency in advance and use such tools as 
a way to refresh ones’ memory, he adds. 

In Seattle, a great push for CPR training has 
been made in recent years, according to Nadkarni. 
Therefore, if someone were to collapse in Seattle, 
there is a 60% chance that someone trained in 
CPR would be nearby. 

“We don’t want people to think everyone will sur-
vive with CPR, because that is not the case; but they 
can double and quadruple the chances for survival 
for their child if they know CPR,” says Nadkarni.  ■

in Washington state were to have equipment to 
reduce injuries by Jan. 31. 

The state’s Department of Health will enforce 
the rule through its licensing process. The law 
has triggered action. Though a disparity remains 
between hospitals that eagerly adopted interven-
tions even before the law was passed and those still 
lagging, there is widespread awareness of the haz-
ards of patient handling, says Barbara Silverstein, 
MSN, PhD, MPH, CPE, research director with the 
Safety and Health Assessment and Research for 
Prevention (SHARP) program of the Washington 
State Department of Labor & Industries in Olympia. 
(National legislation patterned after the Washington 
law — the Nurse and Health Care Worker 
Protection Act — continues to work its way through 
Congress, with a growing number of sponsors.) 

As the first part of an evaluation of the law’s 
impact, Silverstein compared hospitals in 
Washington and Idaho, where there is no law 
or regulation related to safe patient handling. 
In surveys and focus groups of direct care staff, 
Silverstein asked, “What does safe patient han-
dling mean to you?” In Idaho, the health care 
workers mentioned protecting patients from falls 
or avoiding pressure ulcers. “In Washington, at 
least there is awareness in terms of staff knowing 
what safe patient handling means,” she says.

It’s too soon to know how much equipment 
was purchased by Washington hospitals or how 
the law affected workers’ compensation claims or 
injuries. But based on the variable use of tax cred-
its by November, it’s clear not every hospital had 
adopted full-fledged programs. “The legislature 
set aside $10 million for hospitals to be able to 
purchase equipment using that tax credit. That tax 
credit ends at the end of January 2010. To date, 
close to $6.8 million has been utilized of these tax 
credits,” Silverstein says. “There are some hos-
pitals that have not used the tax credit at all and 
others have maxed out on the tax credit.”

‘Really hard to change attitudes’

Ultimately, what hospitals need is a culture 
change, says Silverstein. A law can create man-
dates, and it can jump-start a program, but 
fundamental change comes from a new mindset 
for hospital leadership as well as frontline work-
ers, Silverstein says. Nursing schools finally have 
dropped the old body mechanics in favor of safe 
lifting, and some hospitals have peer leaders who 
encourage their colleagues to use equipment, she 

WA state law requires 
safe patient handling
Tax credits offset equipment cost

The nation’s most comprehensive safe patient 
handling law is now in full effect: Hospitals 
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notes. 
“I think it’s still really hard to change atti-

tudes,” Silverstein says, noting that health care 
workers may say, “I’ve done this for the last 20 
years and I’m still standing.”

Disciplinary actions

At Providence St. Peter Hospital in Olympia, 
that attitude will lead to disciplinary action. One of 
the first hospitals in the state to adopt safe patient 
handling technology, Providence St. Peter has tracks 
for ceiling lifts in almost all inpatient rooms. 

“At one point, I think we had more ceiling lifts 
in place than all the other hospitals in Washington 
state put together,” says Dan Donahue, MEd, direc-
tor of employee health and wellness. Having lifts 
readily available makes a difference in their accep-
tance, he says. “We have 21 critical care rooms, and 
initially we only tracked four of them. No one inte-
grated it into their practice,” Donahue recalls.

The hospital then tracked all the rooms, pro-
vided training to staff, and established peer leaders 
who would help their coworkers with the equip-
ment. Four of the rooms have fixed lifts, with 
a maximum capacity of 600 pounds. The other 
rooms use portable lifts, one for every five rooms, 
with a capacity of 475 pounds. “All of a sudden, 
everyone is starting to [use] it,” he says. Hospital 
leadership supported safe patient handling from 
the beginning because of its potential to decrease 
workers’ compensation costs and improve produc-
tivity and retention of nurses, Donahue says. 

In 2004, the hospital installed ceiling lifts in the 
medical-renal floor, the unit with the highest num-
ber of patient-days with patients weighing more 
than 400 pounds. For two years, there was not a 
single patient handling injury on the floor.

A subsequent reduction in workers’ compensa-
tion premiums also helped boost the hospital’s 
bottom line, he says. 

A strong safe patient handling program also 
is a valuable tool to recruit and retain nurses, 
Donahue says. “We had to reduce the physical-
ity of the work so [nurses] won’t get injured and 
they’ll stay,” he says.

Finding the money for lift equipment — even 
with tax credits — can pose a challenge for small, 
rural hospitals. Yet just as with larger hospitals, 
the savings on workers’ compensation premiums 
can be quite valuable. 

“When you think about putting that much 
money into one piece of equipment, it seems like 

it doesn’t make sense, like it’s not a good pay-
out,” says Julie Wehr, human resources director 
at Odessa (WA) Memorial Healthcare Center and 
chair of the hospital’s safety committee. “Once 
you get the good equipment and you start using it, 
you realize [employees] need it. You realize it isn’t 
something extravagant. It’s what’s needed to do 
the job correctly.”

Grants or tax credits, which are available 
in some states, obviously help with the initial 
investment.

But small hospitals do have some advantages 
when it comes to implementing a safe patient han-
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CNE OBJECTIVES

After reading this issue, continuing education par-
ticipants will be able to:

1. Identify clinical, legal, legislative, regulatory, 
financial, and social issues relevant to case manage-
ment.
2. Explain how the clinical, legal, legislative, regu-
latory, financial, and social issues relevant to case 
management affect case managers and clients.
3. Describe practical ways to solve problems that 
case managers encounter in their daily case man-
agement activities.  

13.  When Blue Cross Blue Shield of Michigan measured 
the rate of hospital admissions for patients with 
diabetes, chronic heart conditions, and asthma, it 
found that hospitalizations for patients being cared 
for in a patient-centered medical home were 23% 
lower than patients being treated in other practices.

 A. True
 B. False

14. As part of its medical home program, Blue Cross 
Blue Shield of Michigan created how many transac-
tion codes?

 A. one
 B. two
 C. three
 D. four

15.  People remember very little of the specifics of CPR, 
but the skill can be brought back very quickly once 
they have learned it, says Vinay Nadkarni, MD, a 
spokesperson for the American Heart Association 
(AHA) and medical director of the Center for 
Simulation, Advanced Education and Innovation at 
Children’s Hospital of Philadelphia. 

 A. True
 B. False

16.  When did Washington’s law on safe patient 
handling go into effect?

 A. January 2009
 B. April 2009
 C. January 2010
 D. February 2010

 Answers: 13. A; 14. B; 15. A; 16. C. 
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CNE INSTRUCTIONS 

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

references for further research, and studying the ques-
tions 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 knowl-
edge. To clarify confusion surrounding any questions 
answered incorrectly, please consult the source mate-
rial. After completing this semester’s activity with the 
June issue, you must complete the evaluation form 
provided in that issue and return it in the reply enve-
lope provided to receive a credit letter.  

dling program. At Odessa, which includes a 24-bed 
hospital, a long-term care facility, and an assisted 
living center and clinic, all employees can gather 
for workshops or training sessions. Leadership is 
deeply involved in the program and there aren’t as 
many frontline nurses to convince.

The goal: Creating “a mindset that safe patient 
handling isn’t just a good idea, it’s the way it’s 
done,” says Wehr. Once employees become com-
fortable with the equipment, they’ll use it regularly 
— even in an urgent situation, she says.  ■


