
CMS proposal to reward hospitals 
for providing high-quality care
Value-based purchasing starts with discharges in fiscal year 2013

Beginning with discharges on Oct. 1, 2012, your hospital’s reim-
bursement could be affected by its performance on quality mea-
sures as the Centers for Medicare & Medicaid Services (CMS) 

implements the value-based purchasing program mandated by the Patient 
Protection and Affordable Care Act.

According to the proposed rule, issued by CMS Jan. 7, 2011, reimburse-
ment in fiscal year 2013 will be based on hospitals’ scores on 17 clinical 
processes of care measures and eight dimensions of the patient care experi-
ence. (For a list of the measures that are proposed as part of the first year 
of the value-based purchasing program, see the chart on page 35.)

CMS has proposed a performance period from July 1, 2011, through 
March 31, 2012, for the fiscal year 2013 hospital value-based purchasing 
payment determination. 

Value-based purchasing make it more important than ever before for 
documentation in the patient record to be complete and accurate, says 
Deborah Hale, CCS, president of Administrative Consultant Services 
LLC, a health care consulting firm based in Shawnee, OK.

“This rule clearly moves us away from pay for reporting quality 
data to pay for performance. The hospital’s attention to performance 
improvement with accuracy and timeliness of quality data submitted to 
CMS is essential to the hospital’s success in the future,” she adds.

Under the proposed rule, hospitals that perform well on quality mea-
sures or improve their performance on the measures would receive value-
based incentive payments. 

“Value-based purchasing repositions Medicare from being an observer 
of nationwide hospital quality to a formidable force in shaping quality 
going forward,” according to a statement by CMS Administrator Donald 
Berwick, MD. 

To fund the value-based payments, CMS proposes to reduce base oper-
ating DRG payments by 1% for each discharge in fiscal year 2013. The 
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percentage would rise to 2% by fiscal year 2017. 
For fiscal year 2013, CMS proposes to use 

17 clinical processes of care measures and 
eight dimensions from the Hospital Consumer 
Assessment of Healthcare Providers and Systems 
(HCAHPS). The agency proposes to add three 
mortality outcomes measures, eight hospital-

acquired conditions, and nine Agency for 
Healthcare Research and Quality (AHRQ) mea-
sures for the fiscal year 2014 program.

CMS will accept comments on the proposed 
rule until March 8 and will release the final rule 
later this year. 

Many of the details in value-based purchasing are 
specified in the Patient Protection Affordable Care Act 
and are not likely to change in the final rule, says Beth 
Feldpush, DrPH, senior associate director of policy 
for the American Hospital Association (AHA).

“We share the concerns of hospital represen-
tatives about some of the issues in the proposed 
rule. CMS is going to get a lot of comments on 
these issues, but we do not know if they will make 
changes in the final rule,” she says.

The AHA is concerned that hospitals may face 
double or triple reimbursement cuts for the same 
issues if CMS adds hospital-acquired conditions 
to value-based purchasing quality measures, as it 
proposes doing in fiscal year 2014, Feldpush says. 

“Current policy specifies that if a patient experi-
ences certain hospital-acquired conditions, the hospi-
tal won’t get a higher payment for the complication. 
An explicit provision in the Accountable Care Act 
mandates that in 2015, hospitals in the highest quar-
tile for hospital-acquired conditions receive a 1% 
reduction in total Medicare reimbursement. We are 
opposed to CMS using the same measures multiple 
times to penalize hospitals,” she says.

The organization’s other big concern is the 
proposal to base 30% of the hospital’s score on 
HCAHPS measures.

“Hospital representatives have made it clear 
that they think that HCAHPS measures should be 
given less weight,” she says.

“The ‘cuts’ can be rewards if hospitals and their 
staff, including case managers, focus on providing 
evidence-based care every time for every patient. 
In particular, coordination between hospitals, 
physicians, nurses, case managers, and others is 
the key to ensuring that the right care is provided 
to each and every patient and that patients are 
highly satisfied with their care,” says Danielle 
Lloyd, MPH, senior director, reimbursement pol-
icy for the Premier health care alliance.

By starting now, and benchmarking against peers 
to gauge areas of opportunity, hospitals can avoid a 
negative impact while, at the same time, improving 
the care they provide to patients, she says.

The value-based purchasing program was devel-
oped with the intention of motivating all hospitals 
to provide the quality of care they provide and 
was structured in a way that makes it possible for 
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all hospitals paid under the Inpatient Prospective 
Payment System to receive the value-based incen-
tive payments, CMS wrote in the proposed rule. 

“Today’s proposal is a huge leap forward in 
improving the quality and safety of America’s 
hospitals for both Medicare beneficiaries and all 
Americans. The hospital value-based purchas-
ing program will reward hospitals for improving 
patients’ experiences of care while making care 
safer by reducing medical mistakes,” Berwick said. 

The value-based purchasing program expands 
CMS’ long-standing program that rewards hospi-
tals for reporting quality data.

Hospitals have been required to report on the 
measures for several years in order to receive the 
full market basket update in reimbursement. 

The initial measures that CMS will use to deter-
mine the incentive payments already are part of 
the Medicare Hospital Inpatient Quality Reporting 
Program and are being reported on CMS’ Hospital 
Compare website. 

Under the proposed rule, a hospital would 
receive value-based incentive payments based on 
either how well the hospital performs on selected 
quality measures or how much the hospital’s per-
formance improves from its performance during 
a baseline period, which began July 1, 2009, and 
ended March 10, 2010.

CMS says it will announce the performance 
targets determined by the baseline period 60 days 
before the performance period starts.

The higher a hospital’s performance or improve-
ment during the performance period for a fiscal 
year, the higher the hospital’s value-based incentive 
payment would be for that fiscal year.

“It is imperative that hospitals are tracking their 
progress, not only against the targets CMS will 
announce, but also their performance relative to 
other hospitals, as those targets will move as the 
field’s performance improves over time,” Lloyd says.

The proposed rule includes proposed measures 
and performance methodology as well as a proposal 
for scoring the performance and details on how the 
scores translate into value-based incentives.

The new program will be a fluid one, subject to 
change as knowledge, measures, and tools evolve, 
CMS says.

Under the proposed rule, hospitals would earn 
0 to 10 points for performance on each measure 
depending on where their performance falls within 
an achievement range. They would earn 0 to 9 points 
based on how much their performance on each mea-
sure during the performance period improved from 
performance on the measure during the baseline 

Proposed Quality Measures Hospital Value-Based 
Purchasing Program Fiscal Year 2013

Acute Myocardial Infarction
• Aspirin prescribed at discharge
• Fibrinolytic therapy received within 30 minutes of 
hospital arrival
• Primary percutaneous coronary intervention 
within 90 minutes of hospital arrival

Heart Failure
• Discharge instructions
• Evaluation of left ventrical systolic function
• ACE inhibitor or angiotensen receptor blocker for 
left ventrical systolic dysfunction

Pneumonia 
• Pneumoccal vaccination
• Blood cultures performed in ED prior to initial 
antibiotic received in hospital
• Initial antibiotic selection for community-acquired 
pneumonia in immunocompetent patient
• Influenza vaccine

Healthcare Associated Infections
• Prophylactic antibiotic received within one hour 
prior to surgical incision
• Prophylactic antibiotic selection for surgical patients
• Prophylactic antibiotics discontinued within 24 
hours after surgery end time
• Cardiac surgery patients with controlled 6 a.m. 
postoperative serum glucose 

Surgical Care Improvement 
• Surgery patients on a beta-blocker prior to arrival 
that received a beta-blocker during the perioperative 
period
• Surgery patients with recommended venous 
thromboembolism prophylaxis ordered
• Surgery patients who received appropriate venous 
thromboembolism prophylaxis within 24 hours 
prior to surgery to 24 hours after surgery.

Patient Experience of Care Measures
• Communication with nurses
• Communication with doctors
• Responsiveness of hospital staff
• Pain management
• Communication about medicines
• Cleanliness and quietness of hospital environment
• Discharge information
• Overall rating of hospital
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period. CMS would calculate a total performance 
score for each hospital by taking the higher of the 
performance or improvement scores and combining 
them across all of the measures, Lloyd says.

For the HCAHPS measures, there is a second 
step to the calculation, Lloyd says. CMS has pro-
posed a consistency score intended to encourage 
hospitals to improve their performance across the 
dimensions rather than on the individual dimen-
sion. Consistency is worth 20 of the total 100 
points available for patient experience and is 
added to the achievement or improvement scores.

According to the proposal, 70% of the score would 
be based on clinical processes of care, with the remain-
ing 30% based on patient experience data.

CMS adds that in future fiscal years, it may 
base payments on a full year of performance on 
the quality measures. CMS proposes to use an 
18-month performance period for the three mor-
tality measures that will be used to determine pay-
ments in 2014 and will propose a performance 
period for the eight hospital-acquired conditions, 
and nine AHRQ measures in the future.

The value-based purchasing program is one of 
multiple programs that change how Medicare pays 
hospitals, CMS said in a prepared statement. Others 
that tie payments to how effectively hospitals deliver 
quality care include incentives for implementing 
electronic health records and payment adjustment 
based on hospital rates of hospital-acquired condi-
tions and rates of readmission, the agency said.

CMS proposes to notify each hospital of the 
estimated amount of its value-based incentive pay-
ment for fiscal year 2013 through its Quality Net 
account at least 60 days prior to Oct. 1, 2012. 
Under the proposal, each hospital would be noti-
fied of the exact amount of its incentive payment 
on or about Nov. 1, 2012.

“We view as urgent the necessity to improve the 
quality of care furnished by these hospitals and we 
believe hospitalized patients in the United States 
currently face patient safety risks on a daily basis,” 
CMS wrote in the proposed rule.

Conditions chosen are those with the highest 
mortality, conditions that are high volume and high 
cost, and conditions for which wide treatment vari-
ations have been reported despite established clini-
cal guidelines. The measures address the six quality 
aims of effective, safe, timely, efficient, patient-cen-
tered, and equitable health care, CMS says.

CMS excluded the measures on which the vast 
majority of hospitals have achieved high perfor-
mance. It listed seven measures as “topped out”: 
for AMI patients, aspirin at arrival, beta-blocker at 

MD to document meeting 
regarding home care 
Another task to the discharge process

A new regulation from the Centers for Medicare 
& Medicaid Services (CMS) will have a far-

reaching impact on Medicare patients and their 
providers, including hospital-based case managers, 
says Jackie Birmingham, RN, BSN, MS, vice presi-
dent of regulatory monitoring and clinical leader-
ship at Curaspan Health Group.

The new regulation, part of the Patient Protection 
and Affordable Act, specifies that a physician or a 
qualified non-physician practitioner must certify 
that he or she has had a face-to-face encounter with 
Medicare patients when home care is ordered.

Home care agencies must receive the certifica-
tion in order to be reimbursed for the home care 
visits, according to CMS-1510-F, which took effect 
Jan. 1, 2011, and will be fully implemented by the 
second quarter of 2011.

The new requirement means that case managers 
must start considering changes to their workflow 
to assure that the documentation is complete, 
Birmingham says.

“For starters, they will have to determine, who, 
as part of the discharge process, will perform the 
face-to-face encounter and what documentation 
certifying that encounter will be transmitted to 
home health agencies,” she points out. 

The new requirement increases the burden on 
case managers who have to make sure that the doc-

discharge and ACE inhibitor at discharge; smoking 
cessation counseling for patients with AMI, heart 
failure, and pneumonia; and surgery patients with 
appropriate hair removal.

“Our priorities are to transform how Medicare 
pays for care and to encourage hospitals to con-
tinually improve the quality of care they furnish. 
Our analysis of the impact of adding these topped-
out measures would mask true performance differ-
ences among hospitals and, as a result, would fail 
to advance these priorities,” CMS says.

[For more information, contact Deborah Hale, 
president of Administrative Consultant Services 
LLC, e-mail: dhale@acsteam.net; Danielle Lloyd, 
senior director, reimbursement policy for Premier 
health care alliance, e-mail: Danielle_Lloyd@
PremierInc.com.]  n
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umentation is complete, along with other discharge 
requirements such as giving patients the Important 
Notice from Medicare and making sure they have a 
choice of post-acute providers, Birmingham says.

The regulation requires that the face-to-face 
encounter be conducted by a physician, a qualified 
nurse midwife, physician assistant, nurse practi-
tioner, or clinical nurse specialist who works with 
physician support. It must occur within 90 days 
before the start of care or 30 days afterwards.

CMS says that home health agency personnel, 
including liaisons, cannot perform the certification 
because of potential financial conflicts of interest. 

The documentation of the face-to-face patient 
encounter should be either a separate and distinct 
area on the certification or a separate and distinct 
and clearly titled addendum to the certification. 

The certification must document that the physi-
cian saw the patient at a certain date and time, 
the clinical findings of the encounter, and how the 
findings support medical necessity for home health 
services. It must state that the physician or appro-
priate non-physician talked with the patient and 
explained exactly what home health means. 

Home care providers still will be responsible for 
ensuring that there is a physician-signed plan of 
care, physician-signed order, and physician-signed 
certification in addition to the certification for the 
face-to-face encounter, Birmingham says.

This means that physicians or the appropriate 
non-physicians have to have a conversation that 
goes beyond the typical conversation about home 
care, she adds. 

“Many already are having this kind of detailed 
conversation about home health with their patients, 
but documenting what they discussed with the 
patient and including the date and time is some-
thing new,” she says.

During the CMS Open Door Forums on the 
subject, hospital representatives reported that it is 
likely to be a struggle to educate physicians to com-
plete the kind of documentation they need to make, 
Birmingham says.

The intention of the requirement is to increase 
physician involvement in patient care and improve 
outcomes, according to CMS.

But the unintended consequences could be lon-
ger lengths of stay, more referrals to skilled nursing 
facilities, or an increase in readmissions, particularly 
early this year as the requirements for the face-to-
face encounters take place, Birmingham says.

“What seems to be a small change is going to 
interfere with case management workflow that is so 
tight already,” Birmingham says.

The home care agencies will be looking for 
the documentation before they accept patients, 
Birmingham says.

“Otherwise, they may not take patients. Patients 
may linger in the hospital causing throughput 
problems, or patients may be sent to less appropri-
ate alternatives such as a skilled nursing facility, 
or sent home without services, only to be readmit-
ted,” she says.

Discharges may also be impacted when patients 
learn that home health means intermittent visits, and 
does not mean that the nurse or therapist will be in 
the home all day, or every day, Birmingham says.

“Patients may say they aren’t ready to be home 
with periodic visits from a home care nurse. They 
may want to either stay in the hospital or go to a 
skilled nursing facility,” she says.

This makes tracking your readmissions and the 
reasons for them more important than ever, she adds.

“Look at readmissions and drill down to deter-
mine if they were readmitted from a skilled nursing 
facility, from home care, or from home without 
services,” she says 

Analyze the pattern of referrals to the skilled 
nursing facilities to determine if there’s an uptick 
when patients refuse to go home when they find 
out what home health really means, or when home 
care agencies refuse to accept patients without the 
documentation, she says.

Monitor your length of stay. Typically, for some 
diagnoses, the length of stay for patients going home 
with home health may be shorter than the average 
length of stay for other patients because they will be 
receiving more services from another provider. 

If there is an increase in length of stay, it may be 
because the patient had to stay another day until the 
physician completed the documentation, she says.

[For more information, contact: Jackie 
Birmingham, RN, MS, CMAC, vice president of 
professional services for Curaspan Health Group, 
e-mail: jbirmingham@curaspan.com.]  n

Case managers, SWs 
cover the ED 24-7
Gatekeepers ensure level of care are correct

Faced with an influx of patients following 
Hurricane Katrina, North Oaks Health System 

in Hammond, LA, placed case managers in the 
emergency department, an initiative that ulti-
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mately led to 24-7 coverage by emergency depart-
ment case managers.

The hospital has had social workers in the emer-
gency department for 15 years. For the first 10 years, 
they staffed the emergency department from 11 a.m. 
to 11 p.m., the hospital’s peak hours, says Sherri 
Lynn Hayes, RN, CCM, assistant vice president, case 
management at the 352-bed community hospital.

“When we had an influx of patients following 
Hurricane Katrina, we determined that we had to 
have somebody in the emergency department with 
the expertise to get patients into an appropriate 
level of care,” she says. 

At that point, the hospital placed social workers 
in the emergency department 24 hours a day, seven 
days a week.

The emergency department has 20 beds and an 
additional seven urgent care beds and sees more 
than 70,000 patients a year.

Until Hurricane Katrina, case managers covered 
the emergency department for 12 hours and were 
on call to screen admissions at other times. The 
emergency department charge nurse would contact 
the on-call case manager to make sure the patient 
was in the appropriate level of care. After Katrina, 
the case management hours were extended to 24-7. 

“We knew that it was important for us to get 
patients in the right level of care at the time of 
admission. If not, we would lose ground. You start 
out behind if the patient is not at the right level of 
care. The emergency department case managers 
take a load off the nursing staff by working with 
bed control, processing admission orders, and mak-
ing sure that the orders are complete,” she says.

Today, one RN case manager and one social 
worker cover the emergency department and work 
12-hour shifts, seven days a week, alternating 
weekends and holidays. The hospital has four full-
time case managers and four-full time social work-
ers who cover the emergency department and uses 
PRN staff for the extra shifts each week.

“Emergency department case managers are 
the gatekeepers for the hospital. The gatekeeper 
function has to be in place for the entire case 
management program to work. The emergency 
department case managers are the first domino in 
the treatment process, and depending on how they 
do their job, the next domino will either be missed 
or will fall right,” she says.

At North Oaks Health System, all inpatient 
admissions and observation stays flow through the 
emergency department case managers, with the 
exception of pre-operative surgical admissions. 

The hospital set up telephone lines for all physi-

cian offices and referring hospitals to call.
“They know if they call that number, they get a 

human, and that person will make arrangements 
to get the patient in,” she says.

The case managers work in a central location in 
the emergency department in between the nurses’ 
station and the physician area. They use an online 
system to enter all admissions into the hospital’s 
electronic system and ensure that the initial review 
is completed and that the patient meets admissions 
criteria.

An electronic bed board shows the occupied 
beds in the emergency department, allowing the 
case managers to see every patient who comes into 
the emergency department and follow the proce-
dures and treatment they receive in real time.

For instance, if a patient comes in with chest 
pain, the emergency department bed board shows 
when the labs are drawn, when the lab results are 
available, when the EKG is performed, and when 
the doctor sees the patient.

“Everything going on with a patient shows up 
on the bed board, allowing the case managers to 
track the patients as they come through,” she says.

Once a physician makes the decision to admit 
a patient, the case manager reviews the record to 
ensure that the patient meets admission criteria. If 
a patient doesn’t meet admission criteria, the case 
manager prints a copy of the criteria and talks 
with the physician.

“We try to educate the physicians at that point 
in time, whether it’s the emergency department 
physician or the attending physician,” Hayes says.

If the case manager is unable to come to an 
agreement with the physician on severity of ill-
ness and the services the patient needs, the case is 
referred to the medical director for review and a 
conversation with the physician.

The case managers look at the orders to make 
sure they’re complete and contact bed control to get 
a bed assignment. They send the orders to pharmacy 
so the medication orders will be on the unit when the 
patient arrives and check the patient record to make 
sure the core measures standing orders have been 
issued. If not, they remind the physician.

If a physician in the community does not fol-
low the protocol for direct admissions and sends a 
patient to the emergency department without call-
ing the admissions line, the case manager calls the 
physician for clinical information.

“When patients come in with no clinical infor-
mation, the case manager talks to them and tells 

(Continued on page 43)
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Interventions that strengthen your DP efforts

By: Toni Cesta, PhD, RN, FAAN

Since case management’s entry into the acute 
care setting in the mid-1980s, most of the sig-
nificant changes in health care delivery have 

been associated with changes in health care’s reim-
bursement structure. It was true for length of stay, 
cost per case, quality indicators including core 
measures, and so on. The same is now true for 
readmissions. While hospitals have always consid-
ered readmissions a negative quality indicator, the 
real emphasis on reducing their numbers has come 
as a result of the pending reimbursement reduc-
tions announced by the Centers for Medicare & 
Medicaid Services (CMS). Once again, as many 
times before, this change in the reimbursement 
scheme has provided an opportunity for case 
management. 

As case managers, we must ask ourselves what 
role we can play in reducing the number of times 
our patients return to our hospitals within 30 
days or less. The reasons for readmissions are 

multi-factorial, but each department of case man-
agement needs to understand its own causes and 
how to address them. Some of these causes are 
within our control, while others may be attributed 
to issues in the community. In either case, case 
managers can reach beyond the hospital walls 
and work directly with their community partners 
including home care, clinics, physicians, nursing 
homes, and others. 

As CMS moves toward bundled payments and 
bundled payment reductions, these partnerships 
have never been more important. So ask yourself 
the following questions:

1. Which diagnoses contribute to the greatest 
number of readmissions?

2. What setting did these patients return from?
3. In what time frame do the majority of read-

missions occur? 

Create a data management structure

You may need to develop a data management 
structure if you do not currently have a case man-
agement software program to help collect this 
information. The data can become part of your 

Reducing readmissions: Case management’s critical role

New supplement to Hospital Case Management

Beginning with this issue, you will get firsthand tricks of the trade and expert opinion 
on the myriad issues that you face as case managers from Toni G. Cesta, PhD, RN, 

FAAN, senior vice president for operational efficiency and capacity management at Lutheran 
Medical Center in Brooklyn. Cesta has more than 20 years experience in the case manage-
ment field. She is an author, frequent speaker, and a consultant. If you’d like to see a par-
ticular topic covered or a specific question answered, please contact Executive Editor Joy 
Dickinson at joy.dickinson@ahcmedia.com. Your feedback is important to us!

CASE MANAGEMENT 
INSIDER

Case manager to case manager
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monthly case management report card. The read-
mission rates should be reported as percentages. 
For example, what percentage of all your readmis-
sions were due heart failure, pneumonia, or acute 
MI?

The literature reports that the top reasons for 
readmissions include the following:

• The patient did not see his or her physician 
within 7-10 days of discharge.

• The patient did not accurately follow his or 
her medication regimen once discharged to home.

• The patient was confused about how to man-
age his or her disease process in the home setting.

• No home care was arranged for the patient 
after discharge.

The causes of any one of these issues probably 
involves hospital processes as well as the process 
of transitioning the patient to the home or other 
setting. Because of this, case managers are in a 
unique position to ensure that the patient moves 
smoothly and safely to the next level of care. One 
of the most effective ways to accomplish this is to 
be sure that every patient is assessed for discharge 
planning purposes. Singling out only specific types 
of patients for a case management assessment will 
undoubtedly result in home care-eligible patients 
being missed, thereby increasing their statistical 
chances for readmission. 

Many states are planning, or have implemented, 
readmission payment reductions for their Medicaid 
programs. While planning to reduce your readmis-
sion rates for Medicare, you should also be sure 
you understand your state’s specific metrics as they 
pertain to changes in reimbursement for readmis-
sions under the Medicaid program. For Medicare, 
you can currently obtain your hospital-specific 
readmission rates for heart failure, pneumonia, 
and acute MI by visiting the CMS website www.
hospitalcompare.gov. This site provides your spe-
cific hospital’s rates and tells you whether you 
are within the normal range or have room for 
improvement. For Medicaid, you can probably 
get your ranking from your state’s department of 
health.

As you track and trend your readmission rates, 
it is helpful to break them out by payer. Since 
reimbursement will be affected by these rates, you 
will need to know your patterns by payer. You 
may also want to track your overall rate of read-
mission as a case management department, and 
use this as a quality indicator.

In addition to partnering with home care, many 
hospitals experience high readmission rates from 
nursing homes. Many times, these patients can be 

managed and released from the emergency depart-
ment, or can be placed in observation, thereby pre-
venting a readmission. Observation should always 
be considered a strategy to avoid an unnecessary 
readmission. The emergency department case man-
ager can play a key role in helping to identify these 
patients.

Intervention #1 — Assess every admission

Assess every patient on admission and through-
out his or her stay. Standardize your discharge 
planning process by developing a case management 
assessment form, which includes all relevant data 
sets needed to make a comprehensive determina-
tion as to what services the patient will need once 
discharged from the hospital. Then be sure that the 
patient is reassessed daily or as frequently as pos-
sible. This can be accomplished on daily walking 
rounds, where the case manager can discuss the 
current clinical issues as well as transitional care 
needs without adding any additional time to the 
process. It is during these assessment points that 
the case manager can ensure that the best plan is 
being developed for the patient’s next level of care. 

Do not underestimate the importance of this 
assessment process. It is the foundation from 
which all case management interventions for the 
hospital stay stem. Not only does it provide the 
information needed for the discharge plan, it also 
provides the information for planning the hos-
pital stay and identifying throughput delays that 
may need to be facilitated. The data collected are 
also integral to the clinical review provided to the 
third-party payer. Data collected once for multiple 
purposes is efficient and has been proved to pro-
vide the best time-management technique for the 
case manager. 

Intervention #2 — Review your discharge 
paperwork

Take some time to review the documents that 
you give to your patients at discharge. If you 
work in an automated environment then you 
are more likely to be providing a higher quality 
of discharge instructions. If you are working in 
a non-automated environment, then collect and 
review all the discharge forms that are given to 
patients. You may be surprised by the legibility 
of the forms as well as the content. If patients 
are given a carbon copy of the original, it may 
be difficult or impossible to read. It may con-
tain medical jargon impossible for the patient 
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to understand. It may be too complicated or 
non-user-friendly. Consider reviewing the forms 
with representatives of the medical staff so that 
they can provide input and participate in com-
pleting the forms in a manner that will be more 
understandable to the patients and their fami-
lies. The more accurate and legible information 
we provide to them, the greater the likelihood 
that they will be adherent to their home care 
plan. 

It can be quite beneficial for patients if you are 
able to give them the most critical pieces of infor-
mation they need for a safe discharge, knowing 
that there will be follow-up by community pro-
viders. Overwhelming the patient with too much 
information can actually be counterproductive, as 
they may wind up remembering nothing at all. Try 
to determine the top, most critical action items the 
patient must understand such as:

• prescriptions to be filled;
• equipment being delivered to the home;
• next doctor’s appointment;
• any outpatient testing to be done;
• first home care visit date.
Be sure the patient and care partner can fully 

repeat all these items back to the discharge plan-
ner so that it can be confirmed that they under-
stand each issue. This will enhance the likelihood 
of compliance. Also let them know that someone 
from the hospital will be calling them to be sure 
that their needs have been met and to answer any 
questions they may have. Leaving the hospital can 
be a very scary transition for patients, and their 
anxiety may reduce their retention and ability to 
understand what you are teaching them. You can 
never repeat yourself too much!

Intervention #3 — Partner with home care 

Returning the patient to his or her home envi-
ronment is always the discharge plan of choice. 
However, many patients require home care to 
provide a bridge from hospital to home. This 
may mean as little as medication administration 
education, or as much as IV infusions or dressing 
changes. Patients with high-risk diagnoses, such as 
congestive heart failure, should always be consid-
ered eligible for a home care visit to review medi-
cations in the home. This simple intervention can 
facilitate a reduction in medication errors in the 
home and improve the likelihood that the patient 
will be adherent with the medication regimen, a 
major cause of readmissions. 

One of the case management department’s 

measures of success should include a goal of 
increasing the number of discharges referred to 
home care. Keep track of your numbers each 
month and track the types of patients being 
referred. The higher the percentages, the higher 
the likelihood that you will see a drop in your 
readmission rates over time.

Review the process of home care referrals with 
your top home care providers. Ensure that referrals 
can be made on weekends and off-hours and that 
the first nurse visit occurs the day after discharge. 
Those first few days are the most vulnerable period 
for the patient. It is during this time that patients 
may be confused as to what they are expected 
to do, what follow-up appointments they need 
to keep, what diet they should be on, what their 
activity level should be, and so on.

Do not underestimate how difficult it is to tran-
sition from hospital to home. Patients are moving 
from a controlled, managed environment to one 
in which others are taking responsibility for their 
care, to one in which they or their family member 
must manage their care. This can be confusing or 
overwhelming for the patient and the caregiver. 
Consider this when you do your discharge educa-
tion with the patient and family. Provide clear but 
simple instructions.

Intervention #4 — Patient education

Avoid “drive by” discharge planning. Do not 
try to teach patients as they are being wheeled out 
of the hospital. Begin the educational process as 
soon as the patient is physically and emotionally 
ready to receive the information. This will provide 
you with the opportunity to replicate the educa-
tion as many times as necessary. Patients will be 
at different levels of readiness depending on their 
level of pain, sedation, health literacy, anxiety or 
depression. 

Consider these factors when you begin the 
educational process. Lay out a plan that is 
appropriate to the patient and family caregiver. 
Provide the key information that they need to 
transition safely to home. If possible, give the 
home care provider an update as to what you 
covered while the patient was in the hospital. 
It is likely that most of that will need to be 
repeated in the home, but the home care pro-
vider will have a basis to know what informa-
tion the patient has already been provided and 
what information needs to be reinforced. Some 
patients may grasp certain information more 
readily than others or may need to have the 
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information repeated more than once.

Intervention #5 — Family caregiver 
assessment

The role of the family caregiver has become 
increasingly critical as patients leave the acute care 
setting to continue their recovery at home. Do not 
assume that the patient’s family caregiver is fully 
available. He or she may not have the required 
time or energy that the patient may require. 
Whenever there is a family caregiver involved, 
it is a good idea to assess his or her readiness in 
addition to the patient’s and factor that into the 
discharge plan. Also be sure to include the fam-
ily caregiver in the educational process. What the 
patient may not understand or remember may be 
understood and retained by the family caregiver.

It can be helpful to have a standard assess-
ment form that can be used to assess the family 
caregiver. By doing this, you can ensure that the 
assessment is complete and consistently covers all 
needed information. 

Intervention #6 — Contacting  
patients after discharge

Working with your home care agencies, find out 
what percentage of patients referred to home care 
refuses the service. If your percentage rate is high 
enough, consider calling patients discharged with home 
care services to ensure that they accept the service 
into their home. Because the home care service is such 
an important intervention in reducing readmissions, 
making a telephone follow-up call may improve your 
patient’s compliance with home care. Work directly 
with the agency to monitor which patients ultimately 
do not receive planned for home care services and see if 
you can reduce that percentage over time. 

Intervention #7 — Physician  
post-hospital appointments

As part of the discharge planning assessment, 
the identification of the patient’s “medical home” 
should be done as early in the stay as possible. 
This may be a literal medical home, a primary care 
provider, or a clinic. If the patient does not have a 
care provider in the community, early identifica-
tion of this need will help get the ball rolling as 
early after admission as possible. 

Once the medical home has been established, 
another key intervention that case managers can 
perform is the development of a process to ensure 

that patients have an appointment with their phy-
sician or clinic after discharge. This can be tricky 
if the patient has multiple providers. The case 
manager should work directly with the physician 
of record in the hospital to determine who the 
post-acute provider will be. Once that has been 
determined, the case manager should ensure that 
a timely appointment has been made with that 
provider. Optimally, the appointment should be 
within the first week after discharge.

In addition to the appointment, the case manager 
should ensure that the patient has a means of trans-
portation to the appointment as well. This can be a 
cause of a no-show and should be carefully planned 
in concert with the patient and the family caregiver. 
Be sure that the scheduled appointment is at a time 
that syncs with the transportation and makes sense 
for the patient and his or her caregiver.

Intervention #8 — Start today!

While CMS is currently monitoring heart failure, 
acute MI, and pneumonia readmissions, additional 
diagnoses will be added over the next several years. 
Because your hospital’s percentile ranking will be 
based on prior years’ performance, it is imperative 
that you begin addressing your readmission issues 
now. Convene a team to begin to look at the data 
and the processes. See if you can determine the 
root causes of your readmissions and catalog them 
by diagnosis. Then correlate them to their route 
of entry to the hospital. See if they are entering 
through the ED, directly from a physician’s office, 
or some other source. Until you understand the 
causes, you cannot put a corrective action plan in 
place. 

Your team members should include strong 
representation from the medical staff and the 
emergency department. These key groups will be 
important allies as you begin to implement your 
changes. Nursing department leadership should 
also be included. Staff nurses play an important 
role in patient education. Before beginning this or 
any other program, be sure to conduct a series of 
educational programs. Information shared should 
include why the hospital is making these changes, 
the data to support the needed changes, the 
expected outcomes, and the process changes that 
team members should expect to see.

Create a roll-out plan and share that with all 
relevant players. Report data monthly, including 
where the team did well and where there needs to 
be ongoing improvement. Planning for change is 
always the most likely recipe for success!  n
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them the hospital is waiting for information from 
the doctor. If they are in distress, we put them in 
an emergency department bed. If not, we ask them 
to wait while we get the information,” she says.

When a direct-admit patient does not meet 
admission criteria, the case manager contacts the 
admitting physician. 

“We make our best attempt to work it out. 
Sometimes the family is pressing the community 
physician because they can’t take care of the patient 
at home. In those cases, we look for other options. 
If the physician insists on admitting the patient, we 
involve the medical director,” Hayes says.

When a patient is slated for admission, the social 
worker performs an assessment in the emergency 
department and conducts an initial discharge plan-
ning screening using a discharge information work 
sheet developed by the hospital.

“A lot of time patients have family members 
with them in the emergency department but they 
might not come to the hospital during the patient’s 
stay, or they might not come at a time when the 
unit case manager can talk with them,” Hayes says. 

By conducting an initial discharge planning 
screen in the emergency department, the social 
worker can get telephone numbers, pharmacy 
information, and information about what equip-
ment the patient has at home, she adds. 

“The validity of information is greatly improved. 
In the past, we’ve called the person listed on the 
face sheet and found out he or she was deceased,” 
she says.

During the initial discharge screen, emergency 
department social workers also learn about social 
issues, abuse, or neglect and can conduct psycho-
logical evaluations when appropriate. 

The hospital does not have an inpatient psychi-
atric unit and transfers psych patients to other hos-
pitals. The emergency department social worker is 
responsible for the psych transfers, which typically 
involves an average of 16 phone calls to find an 
empty bed, Hayes says.

When the hospital instituted 24-7 emergency 
department case management, there initially was 
some resistance from the case management staff, 
Hayes says. Some case managers volunteered for 
the job, but others were assigned.

“As time went one, we were able to post addi-
tional positions and hire people specifically for this 
job,” she says.

Today’s emergency department case managers 
are specialists, Hayes says. Three were emergency 

department nurses before they became case man-
agers. The fourth was a nurse in the intensive care 
unit, then a case manager.

“We look at emergency department case man-
agement as a specialized area. The nurses have 
experience with emergency and trauma cases and 
went through extensive training on InterQual,” 
she says.

The case management department tracks admis-
sion avoidances, such as when the social work-
ers or case managers work with families to get 
patients to a more appropriate level of care.

Last year, the hospital averaged nine admission 
avoidances a month.

“When you multiply the cost per day of an 
admission by the average length of stay, it’s a sig-
nificant number. These are people who might have 
been social admissions but are better served in a 
skilled nursing facility, those who just needed IV 
antibiotics set up with home health, or could be 
directly admitted to a long-term acute care hospi-
tal,” Hayes says. 

In addition, there are other outcomes that can’t 
be measured, she adds. 

For instance, she frequently gets letters compli-
menting the emergency department social workers 
for helping families through difficult times. 

In one example, a social worker took care of 
two siblings while an injured child was being 
treated. 

“The continuum of care is confusing for those 
of us in the health care field. You can imagine how 
confusing it is to patients and families who are 
encountering it for the first time. Our social work-
ers are experts in human relations and guide the 
patients through the process. You can’t measure 
that,” she says. 

 [For more information contact: Sherri Hayes, 
RN, CCM, assistant vice president of case manage-
ment, North Oaks Health System, e-mail: hayess@
northoaks.org.]  n

CM redesign positions 
hospital as an ACO
Initiative includes single point of entry 

As part of its transition to becoming an 
accountable care organization, Cheyenne 

(WY) Regional Medical Center has redesigned 
its case management model and implemented 

(Continued from page 38)
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a transfer center, a single point of entry for 
all patients — whether they are transfers from 
smaller hospitals, direct admits from provider 
offices, or patients admitted by emergency depart-
ment physicians.

“Our mission is to bring patients into the 
hospital when they need to be here, have them 
in the appropriate level of care, and ensure 
that they stay for the right duration and go 
to the next level of care in a timely manner,” 
says Victoria Choate, RN, BSN, CCM, RN-BC, 
CCP, PAHM, CPHQ, vice president of perfor-
mance excellence and chief quality officer for 
the hospital.

Cheyenne is a small city (60,000) in a sparsely 
populated state of about half a million residents. 
Cheyenne Regional Medical Center is the only 
hospital in the city and covers a wide geographic 
area as well. The hospital is at 80% capacity 
most of the time, with 130 to 160 beds occupied 
each day.

The hospital is part of Cheyenne Accountable 
Care Organization LLC, a partnership between 
the hospital, Southeast Wyoming IPA, and WIN 
Health Partners, a health plan owned jointly by 
the hospital and the provider group. 

Accountable care organizations are patient-
centered partnerships between payers and provid-
ers and have an emphasis on prevention and care 
management across the continuum. 

“When we made the decision as an organization 
to become an accountable care organization, we 
started to think of our patients not as patients but 
as a population that needed service across the care 
continuum. We wanted to remain current with 
expectations by regulators and payers, to prevent 
unnecessary readmissions, [and] minimize our 
risk from audits by the recovery audit contractors 
[RACs],” she says.

Before the redesign, the hospital had an inte-
grated model for case management. 

The social workers and RN case managers had 
separate functions with some cross-over duties.

“Their data collection was focused on trans-
actions, such as how many patients have been 
reviewed for this and that payer. With the older 
model, the department missed a real opportunity 
to document the value of the role of case man-
agement in the hospital environment in terms of 
improving clinical quality and cost savings by 
managing throughput and patient satisfaction,” 
she says.

In the new model, the nurse case managers 
are unit-based and are responsible for clinical 

case management and utilization review. On the 
medical units, they have a case load of about 24 
beds.

“Having case managers unit-based helps them 
build valuable relationships. We’ve had case man-
agers who wanted to move to another unit and the 
staff have expressed their reluctance to lose that 
case manager,” Choate says.

Hours for case managers vary by floors. 
“They come in when they know the doctors are 

most apt to round. The surgical case managers 
typically work from 6 a.m. to 3 p.m. Case manag-
ers on other units may work 8 to 5. Some units are 
covered until 6 p.m. to provide availability when 
the physicians are rounding,” she says.

The nursing staff facilitate simple discharges. 
The social work case managers handle complex 
discharge planning in the unit until 6 p.m. and by 
telephone until 9 p.m. 

“This way, if the physician discharges a patient 
after 6 p.m., the social workers are able to facili-
tate the discharge and not keep the patient over-
night,” she says.

The social workers work with the case manag-
ers to meet the psychosocial needs of complex 
patients, Choate says. They are responsible for 
roughly twice the number of patients as the nurse 
case managers.

Both disciplines cover the hospital on weekends. 
The first priority of case managers is to review 

patients who are in observation, starting with 
those who are nearing the 23rd hour of the stay. 
They review Medicare patients first every day, 
then other patients whose payers require daily 
reviews.

“We determined that Medicare patients should 
be reviewed first because they are the most vulner-
able population, with high rates of chronic disease 
and readmissions,” Choate says.

The hospital is moving toward an integrated 
model of case management that will interface with 
all aspects of the accountable care organization, 
including case management at the health plan and 
the physician office. 

“We now are in the collaborative phase, bring-
ing evidence-based decision-making to the case 
management process, building relationships with 
key stakeholders, and defining the metrics needed 
to ensure value, clinical improvement, financial 
stewardship, and patient and provider satisfac-
tion,” she says. 

As part of the redesign, the hospital moved 
from using InterQual admission criteria to using 
Milliman Care Guidelines, implementing the 
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CNE questions
9  CMS has announced the measures it proposes to 

use for value-based purchasing incentives  How 
many processes of care measures are included?

A  27
B  45
C  17
D  8

10  When will reimbursement under value-based pur-
chasing begin, according the proposed rule?

A  Discharges on or after Oct  1, 2012
B  Discharges on or after Oct  1, 2013
C  Discharges on or after Jan  1, 2013
D  Discharges on or after July 1, 2011

11  A new Medicare regulation requires physicians or 
qualified non-physicians to document that they 
had a face-to-face encounter with patients being 
discharged with home health  

A  True 
B  False

12  At North Oaks Health System, what is the aver-
age number of telephone calls social workers 
must make to find an empty bed for a psychiatric 
transfer?

A  10
B  12
C  14
D  16

Answer key: 9  C; 10  A; 11  A; 12  D 

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 surrounding 
any questions answered incorrectly, please consult the 
source material  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 envelope 
provided to receive a credit letter   n

guidelines Nov. 1, 2010.
The hospital’s transfer center, staffed by case 

managers and RNs, is the single point of entry 
for the hospital and functions as the bed control 
department.

The RNs cover the center 24-7. The case manag-
ers currently work from 7 a.m. to 3:30 p.m., but 
the hospital is expanding their hours to 9 p.m. 
That time frame will cover the bulk of admissions, 
Choate says.

The case managers in the transfer center assess 
every patient that comes in the door, regardless of 
his or origin, and use Milliman guidelines to make 
a level-of-care recommendation to the admitting 
provider.

“We are cross-training the transfer center 
nurses to be comfortable assessing patients 
using Milliman. We are looking at using other 
resources, such as an emergency department 
nurse, to help support the level of care assign-
ment at the time of admission. We want every-
one in the hospital to think about what the 
evidence says the patient needs and to guide 
throughput,” she says.

The nurses in the transfer center arrange trans-
fers after the social work case manager defines the 
needs with the attending provider. 

The role of the case managers in the transfer 
center is to screen against Milliman guidelines to 
determine if the admission is appropriate and the 
level of care to which the patient should be admit-
ted.

If the patient doesn’t meet criteria, the case man-
ager works with the physician and discusses alter-
natives, such as a skilled nursing facility admission 
or home with home care.

If the admitting physician insists on an admis-
sion, the case manager refers the case to the case 
management medical director for a second-level 
review.

“Because we’re the only hospital for miles 
around, as a matter of patient safety, we some-
times have to admit patients who do not meet 
criteria. They are a priority the next day for the 
unit case manager who gives Medicare patients 
a Hospital Issued Notice of Non-coverage 
[HINN], she says. 

As part of the transition to an accountable care 
organization, the hospital is continuing to look at 
the most efficient and effective way for the depart-
ment to function, Choate says. 

“The role of the case manager continues to 
evolve every day. We are reviewing the literature 
and case management models to determine the best 
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job descriptions for our case managers,” she says.
At present, coding and documentation integ-

rity is the responsible of patient financial services, 
which has dedicated nurse case managers who 
review the medical records every day to assure that 
the documentation is complete. 

“We are completely revisiting how to manage 
the core measures to get the compliance where we 
want it. We have a new core measures team that 
includes physicians, nurses, and pharmacists who, 
through process improvement, are working to 
define how the core measure compliance needs to 
be handled,” she says.

The hospital is considering creating the role of 
case management assistant, allowing licensed pro-
fessionals to do what they do best, she says.

The case management team is documenting vari-
ances to a timely discharge to determine what steps 
the hospital needs to take to overcome roadblocks 
to safely discharging patients, Choate says.

For instance, the team has determined 
patients may have a longer length of stay 
because there are not enough skilled nursing 
beds in the community.

“As we continue to build an accountable care 
organization, this will help us decide if we need to 
build a skilled nursing facility or pay for beds so 
they are available. We don’t want our patients in 
the hospital longer than they need to be,” she says.

[For more information, contact Victoria Choate, 
RN, BSN, CCM, RN-BC, CCP, PAHM, CPHQ, 
vice president of performance excellence and chief 
quality officer for Cheyenne Regional Medical 
Center, e-mail: vikki.choate@crmcwy.org.]  n

ED leaders reverse
poor flow trends

 
Satisfaction ranking: From ‘worst to first’

How’s this for a turnaround? A few years ago, 
patient satisfaction levels in the three EDs of 

the Cambridge (MA) Health Alliance were in the 

lowest decile in Massachusetts, and now they are 
consistently in the top quartile. In fact, adds Assad 
Sayah, MD, FACEP, chief of emergency medicine 
for the system, “In the last couple of months, we’ve 
been in the first or second percentile in the state.”

This turnaround in patient satisfaction is the 
result of a broad-based undertaking to improve 
patient flow and the patient experience in the 
EDs, which has achieved several other impressive 
results. For example:  

• Door-to-doc time has been reduced from 90 
minutes to 12 minutes.

• The rate of patients who have left without 
being seen (LWBS) has fallen from 4.8% to less 
than .5%.

• The average length of stay has decreased by 
13% to 2.5 hours.

• The EDs, which used to be on diversion 8% 
of the time, have not gone on diversion in four 
years. During those four years, the total volume 
for the three EDs has risen from about 80,000 
patients a year to 100,000 patients a year.

Shortly after he arrived, Sayah recalls, the ED 
leadership was put in charge of a multi-disci-
plined group whose task was to improve flow in 
and out of the ED. “When I got here, things had 
been done the same way for a very long time,” 
says Sayah. 

Sayah says he had a lot of support from the 
administration. The group he headed represented 
the ED, administration, radiology, the lab, and 
admissions. It included nurses and physicians, 
including hospitalists. Recommendations for 
improvement came from many different areas. 
“One person cannot affect change. You have to 
own flow as an institutional problem, not just the 
ED’s problem,” he says. 

Still, it was the ED that had to lead the way, 
says Luis Lobon, MD, MS, FACEP, the site chief 
of emergency medicine at the Cambridge Hospital 
campus, who came on board shortly after Sayah 
did. “What was very clear from the beginning was 
that we needed to clean our own house,” he says. 
“We were not expecting miracles from the other 
departments.”

So, the ED “pioneered” the change by eliminat-
ing diversions two years before such a practice 
was mandated statewide. Lobon says, “By doing 
things of that nature, it sent a clear message that 
we were dedicated to changing the experience of 
the patient.”

Still, says Sayah, the “biggest piece” of the 
process centered around the other departments. 
“You can do all you want to upfront, but if 
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CNE OBJECTIVES

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

lowing:
• identify the particular clinical, administrative or 

regulatory issues related to the profession of case 
management

• describe how the clinical, administrative or regula-
tory issues particular to the profession of case man-
agement affect patients, case managers, hospitals or 
the health care industry at large 

• discuss solutions to the problems facing case man-
agers based on independent recommendations 
from clinicians at individual institutions or other 
authorities   

n Recruiting and 
training case managers

n The business aspects 
of case management

n Case management 
beyond the hospital 
walls

n Why technology is 
essential for today’s case 
manager 

COMING IN FUTURE MONTHS

you can’t decompress the ED from boarded 
and admitted patients, you are fighting a los-
ing battle,” he says. “Three of the five teams 
addressed these issues: doctor-to-doctor hand-
offs, nurse-to-nurse handoffs, and early patient 
discharges.”

In terms of new process changes “up front,” 
one of the most notable was the creation of the 
position of “patient partner.” This is a non-
clinical individual who Sayah likens to the host 
or hostess who first greets you when you enter a 
restaurant. 

“They are helpful PR people who can answer 
your questions in more than one language,” notes 
Sayah. On two of the campuses, that position is 
staffed 12 hours a day, and on the third that posi-
tion is staffed 18 hours a day, he says.

“When the patient comes to the door, the first 
person that meets them is the patient partner,” says 
Sayah. “He speaks to them in their language. If they 
cannot, we have a translation phone that answers 
immediately.” 

The patient partner asks the patient three ques-
tions — name, date of birth (or social security 
number), and chief complaint. “They do a ‘mini-
reg’ which takes 30 seconds, after which that 
information is accessible by computer to all of us, 
so we can order tests and produce a chart,” Sayah 
explains. “The patient partner creates the initial 
chart, puts the bracelet on the patient, and brings 
them to the ED immediately so there is no sitting 
involved.” 

There is no waiting room. In fact, Sayah adds, 
the reception areas ultimately might be converted 
to clinical use. Lobon says, “The most important 
principal involved here is that the patient comes 
to the ED to see a physician. They do not come to 
watch TV, or see a triage nurse, or talk to registra-
tion about insurance. They want a physician, and 
that’s what we give them.” 

Most of the patients (those requiring sub-acute 
care) are taken to the rapid assessment area. 
“Historically this area was occupied by express 
care, [ED] administration, and triage,” says 
Sayah. “We merged the space together and the 
staff together.”

For example, notes Sayah, the department previ-
ously had one triage nurse and two express care 
nurses. Now it has three rapid assessment nurses. 
“There is no bottleneck,” he says. “Two EDs have 
five rapid assessment rooms, and one campus has 
nine, all of which have nurses and PAs; the doctors 
have been moved to the acute side.” 

Sayah says that 40% of patients never move 

Culture change starts 
with leaders

The dramatic improvements achieved in patient 
flow at Cambridge (MA) Health Alliance 

could not have been possible without culture 
change, says Assad Sayah, MD, FACEP, chief of 
emergency medicine for the system.

“Culture change starts from the leadership 
setting the expectations for everyone else and 
being available and willing to support the ED,” 
Sayah says. “It’s easy to dictate to people what 
to do, but you really have to lead by example 
and work harder than anyone else, and be 

out of the rapid assessment area. Registration 
personnel will perform a bedside registration 
using a wireless mobile registration station. 
“The patient is discharged right from the same 
room,” says Sayah.  n
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available 24/7 and help the staff whenever they 
need it.” 

Such change also requires teamwork, Sayah 
says. “We work hand in hand with nursing leader-
ship and the ED administrator; we look at leader-
ship of the department as a tripod,” he notes. “All 
three of us work hand in hand to be on the same 
page, making it possible for everyone across disci-
plines to sing the same song before implementation 
of new processes begins.”  n


