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IN THIS ISSUE
Move to accountable care puts 
case managers in the spotlight
Success hinges on managing care across settings

No matter what model of accountable care organization (ACO) 
the Centers for Medicare and Medicaid Services (CMS) settles 
on, case managers are sure to be key players as providers focus 

on managing care efficiently and effectively across the continuum.
“The strategic placement of case managers into an ACO system will 

be critical in the success of the organization,” says Denise J. Hall, RN, 
Atlanta-based partner in Pershing, Yoakley & Associates, a national 
healthcare consulting firm. “Case managers can have the same poten-
tial impact on patient outcomes in an ACO as they have had in the 
emergency department in many facilities. They have the opportunity to 
ensure that the patient receives the right services at the right level of care 
and can coordinate communication among all providers caring for the 
patient.”

Reimbursement for an ACO encompasses all the care provided by 
individuals across all levels of care, says Washington, DC-based Blair 
Childs, Washington, DC, based senior vice president for public affairs 
for the Premier healthcare alliance with headquarters in Charlotte, NC. 
“ACOs benefit financially if they provide efficient, cost-effective care, 
and that means that someone has to coordinate the care a patient receives 
throughout the continuum and not just by the individual providers,” 

ExECUTIvE SUMMARY
Medicare accountable care organizations (ACOs)  offer opportunities and 
challenges for case managers as providers focus on coordinating care 
throughout the continuum.
• Pressure for accountability and managing resources efficiently are increas-
ing.
• The Centers for Medicare and Medicaid Services (CMS) and other payers are 
beginning to base reimbursement on quality.
• ACOs change the payment system by bundling reimbursement across set-
tings of care.
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Childs says. “Whatever final rule CMS issues, case 
managers are going to be essential to the success of 
accountable care organizations.”

CMS announced proposed new rules for ACO 
on March 31 along with the proposed Medicare 
Shared Savings Program to reward ACOs that 
lower health care costs and meet quality standards. 

The final rule is expected later this year, perhaps 
as early as September.

To participate in an accountable care organiza-
tion, providers must form or join an accountable 
care organization and apply to CMS. If accepted, 
they would have to serve at least 5,000 Medicare 
patients and agree to participate in the program 
for three years. CMS proposes to share savings 
with ACOs that lower health care costs and meet 
quality standards. The rewards based on its per-
formance on 65 quality measures spanning five 
key areas: patient/caregiver care experience, care 
coordination, patient safety, preventive health, and 
at-risk population/frail elderly health.

Instead of providers in one entity being reim-
bursed for an episode of care, reimbursement for 
an ACO encompasses all the care provided for an 
individual across all settings by all the components 
of the organization, Hall points out. “From a case 
management perspective, this represents what we 
have been asking for forever. An accountable care 
organization ties patients, physicians, hospitals, 
skilled nursing facilities, home health agencies, and 
other providers together and creates an alignment 
between their services,” she says. 

Beverly Cunningham, RN, MS, vice president, 
clinical performance improvement, Medical City 
Dallas Hospital, and partner and consultant in 
Case Management Concepts, LLC, based in Dallas 
says, “Case managers are essential to any account-
able care organization or any ACO-like frame-
work. They are experts in transitions and this is 
what an ACO is supposed to do.”

Providers working together in accountable care 
organizations must change how care is delivered 
to patients to improve quality and efficiency of 
care. They must have the ability to manage the 
care of patients across different settings including 
the physician office, inpatient hospital, and post-
acute care. John T. Kelly, MD, managing director 
at Huron Healthcare, a Chicago-based healthcare 
consulting firm adds, “Increasingly, the focus on 
quality and efficiency of care puts the spotlight on 
case management activities such as reducing length 
of stay for complex patients, facilitating discharge 
plans, and following up to ensure that patients’ 
needs are met after discharge. Case management 
responsibilities will expand significantly as the 
emphasis on care coordination goes beyond the 
acute care setting.”

In an accountable care organization, case man-
agers will be needed to communicate information 
about office visits, tests and procedures, medica-
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tions, and treatments among providers in every 
level of care and to assist patients and family 
members in navigating the healthcare system. In 
addition to being involved in the daily care and 
discharge plans of the patient, acute care case 
managers in an ACO will work hand-in-hand with 
case managers in other settings. 

Accountable care organizations offer case man-
agers a huge opportunity to impact the success of 
the organization. “It pushes the case management 
function outside the acute care setting and into the 
entire continuum of care,” Hall says. 

Even if hospitals choose not to be part of 
an ACO, market pressures for accountability 
are increasing, and the emphasis on managing 
resources effectively and efficiently is accelerating, 
Kelly says. Changing public and commercial pay-
ment systems are starting to encourage more inte-
grated care across the continuum, he adds.

Cunningham adds, “Improving transitions and 
making them seamless to the patients are really 
what the concept of accountable care organiza-
tions is all about. Truly case managing the patient 
during their hospital stay, developing programs to 
reduce readmissions, community case management 
that is sponsored by a hospital, phone calls follow-
ing discharge are all components of an ACO.  The 
concept is the right thing. The challenge is provid-
ing the efficiencies in such a tight time frame.” 

The changing healthcare environment presents 
opportunities and challenges for case manag-
ers, Kelly says. Case managers will play a central 
role as hospitals and healthcare systems develop 
more effective ways to manage patients, he adds. 
“Clearly this is an environment where the roles 
and responsibilities for case managers will expand 
as the emphasis on care coordination moves 
beyond acute care to the outpatient arena,” Kelly 
adds.

Case managers should monitor the rapidly 
evolving healthcare landscape and become familiar 
with all of the rules being proposed by Medicare, 
Medicaid, and commercial payers, and educate 
the hospital administrators about the role of 
case managers in helping the hospital meet the 
new payer requirements, he says. Case managers 
must work with their managers and colleagues to 
ensure that they are staffed with individuals who 
have had appropriate training and who have been 
provided effective tools to handle their increasing 
responsibilities, Kelly adds. 

If your hospital decides to become part of an 
accountable care organization, case management 
should be involved in the planning process, to 

ensure that everyone understand the important 
role case managers will play and that case manage-
ment responsibilities are clearly spelled out. 

“Without a clearly defined role in an account-
able care model, case managers can easily be put at 
risk by becoming everything to everybody,” says 
Hall, who cautions against insufficient case man-
agement staff to cover all the tasks necessary in an 
ACO structure. “The hospital or physician office 
may not want to add more FTEs, but if they want 
to have a successful ACO, serious consideration 
of case management demands is warranted,” she 
says.  n

ACOs: Just part of
the bigger picture
Payers emphasize quality of care

The Centers for Medicare and Medicaid Services 
(CMS) move toward accountable care orga-

nization (ACO) is the most recent move in the 
agency’s efforts to change the way healthcare is 
reimbursed, points out Washington, DC, based 
Blair Childs, senior vice president, public affairs 
for the Premier healthcare alliance, with headquar-
ters in Charlotte, NC.

CMS already has announced other changes in its 
reimbursement system to focus on quality rather 
than quantity of care. Beginning with admis-
sions on Oct. 1, 2012, hospitals will be penalized 
financially if their readmissions for heart failure, 
myocardial infarction, and pneumonia exceed 
national benchmarks. In addition, the agency has 
announced a move toward value-based purchas-
ing and has proposed bundling payments for acute 
episodes of care.

Denise J. Hall, RN, Atlanta-based partner with 
Pershing, Yoakley & Associates, a national health-
care consulting firm adds, “The emphasis from 
CMS is to move from an episode of care and a 
numbers type of payment mechanism to develop-
ing a payment system that is based on providing 
good, quality services. Accountable care orga-
nizations are intended to encourage hospitals, 
physicians, and other providers to integrate care 
by holding them jointly responsible for Medicare 
quality and costs.”

CMS is using two methods to encourage health-
care providers to increase efficiency and effective-
ness, Childs says. Accountable care organizations 
are the “pull” method, offering incentives, such 
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as shared savings, for providing cost-effective 
care. The “push” method includes initiatives the 
penalize hospitals for not providing efficient care, 
including value-based purchasing and the readmis-
sion payment reduction program.

If hospitals are going to be pressured to inte-
grate care and create efficiency measures, it’s bet-
ter to be in a system that shares savings as well as 
penalizing inefficiencies, Childs says.

Commercial insurers are also putting pro-
grams into place that have concepts similar to 
those being initiated by CMS, says John T. Kelly, 
MD, managing director at Huron Healthcare, a 
Chicago-based healthcare consulting firm. For 
example, several commercial payers already have 
developed pay-for-performance programs with 
reward and risk linked to performance on qual-
ity, efficiency, and patient satisfaction metrics. 
In addition, some commercial payers are begin-
ning to focus on avoidable readmissions, he adds. 
“There are many different models for accountable 
care that go beyond the specific accountable care 
organization program being proposed by CMS. 
We’re entering an environment in which govern-
ment payers and commercial payers are focused on 
performance and linking reimbursement to perfor-
mance,” Kelly says.

Accountable care is a way of realigning the 
healthcare payment system to reward coordination 
and integration of care, Childs says. “The current 
payment system breaks providers into silos. Care 
needs to be coordinated and integrated across 
levels of care in order to make the most of our 
healthcare resources,” he says.

The primary purpose of an ACO is to deliver 
seamless high quality care for Medicare benefi-
ciaries instead of the fragmented care that often 
results from different providers receiving different, 
disconnected payments. Under the current health-
care reimbursement system, hospitals, physicians, 
home care agencies, and post-acute facilities are 
all paid in a separate way with very little incen-
tives to coordinate care as patients move through 
the continuum of care. In fact, the way the pay-
ment system works tends to impede collaboration 
and coordination of care among providers, Childs 
points out.

“Accountable care organizations are designed 
to change the payment system by bundling pay-
ments across providers. Instead of the hospital, the 
physician’s office, or another provider looking at 
a patient and one particular episode of care, the 
providers coordinate care as the patient moves 
through the continuum. An ACO breaks down 

the silos and rewards savings that are achieved 
through greater efficiencies,” he says.

Hospitals and other healthcare providers 
already face tremendous financial pressures as 
payers tighten up on reimbursement and begin to 
link compensation to performance. Kelly adds, 
“The links between reimbursement and perfor-
mance are expanding rapidly. Providers must 
focus on ways to manage patients more effectively 
and more efficiently during the acute care process 
and outside the hospital.”

Accountable care organizations and other initia-
tives from CMS and commercial payers put the 
spotlight on hospital performance, and on the care 
coordination process. “Whether or not an orga-
nization chooses to participate in an accountable 
care organization, there are many other develop-
ments that require them to look at the important 
role of case managers,” Kelly says.

Hall adds that hospitals simply can’t afford to 
ignore what CMS is proposing for accountable 
care organizations. “The proposed rule may not 
be the final answer, but at the end of the day, 
the healthcare reimbursement system is going to 
change,” she says.
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CM process redesign 
focused on level of care 
Initiative supports the physician’s choices 

At Cheyenne (WY) Regional Medical Center, 
recovery audit contractor (RAC) determined 

that a significant number of surgical one-day inpa-
tient stays should have been billed as observation. 
In response, the hospital has begun an initiative to 
redesign its case management program to signifi-
cantly address level-of-care issues and to become 
the department for care coordination and patient 
flow.

In January, the hospital’s RAC reviewed surgi-
cal one-day stay cases that were billed as inpatient 
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and determined that a large portion of the cases 
should have been billed as observation. Those 
cases could lead to a high dollar offset, accord-
ing to Victoria Choate, RN, CCM, RN-BC, CCP, 
PAHM, vice president of performance excellence 
and chief quality officer. The cases included defi-
brillator implants, pacemaker implants, and renal 
artery angioplasties. Physician documentation was 
a big issue in the RAC denials, Choate says.

“When we reviewed the level-of-care orders 
from the attending physicians, we found a lot of 
variation. We knew from the RAC review that our 
system was not working well,” she adds.

The hospital is redesigning its case management 
process to better support the physician’s identifica-
tion of the correct level of care, Choate says. “The 
initiative is not so much about what case managers 
can do to fix the level of care but rather, it’s ulti-
mately to re-engineer how care is delivered,” she 
says. In the past, the case managers reviewed the 
orders at the time the decision to admit was made 
and advised the physicians as to level of care. 
Now, they review the admission after the patient is 
admitted to confirm the physician’s decision.

“The Center for Medicare and Medicaid 
Services [CMS] is very clear about level of care 
orders. The level of care order must be written by 
the physician at the time the physician has exam-
ined the patient, and it must be based on what the 
physician knows about the patient and expects 
what his or her needs will be,” she says.

Choate worked with a team that included the 
hospital’s physician advisor for case management, 
the chief medical officer, and the chief revenue 
cycle officer to create a guide for admitting phy-
sicians to use in determining level of care. They 
wrote the content for the guide, which was pub-
lished by the hospital’s marketing department. 
“We recognize that physicians need to own the 
level-of-care decision, and we’re providing them 
some simple tools to determine what level of care 
is appropriate,” she says.

The level-of-care guide includes an inpatient 
decision tree that allows doctors to look at the 
timeframes and intensity of patient needs for 
observation and inpatient care. It includes what 
diagnoses are appropriate for observation and 
what are not, as well as the Medicare Inpatient 
Only list for surgical procedures, which is used by 
some commercial payers. The team worked with 
the hospital’s Medicare Fiscal Intermediary (FI) to 
determine what it was looking for in the way of 
documentation, and the team included that infor-
mation in the physician guide.

The hospital gave the guide to every physician 
with admitting privileges and to the emergency 
department physicians. “Often the emergency 
department physicians call the community physi-
cians for advice on the level of care because the 
community physician is aware of the patient’s 
medical history. That’s why it’s so important for 
all physicians to understand about the level-of-care 
criteria,” Choate says.

The guide includes information about expecta-
tions of major local payers. For example, a com-
mercial HMO limits observation to 24 hours and 
changes the claim to inpatient if 24 hours and one 
minute is billed. Another payer follows Medicare’s 
inpatient-only list to determine medical necessity 
after surgery.

The hospital implemented a special order form 
for level of care on Aug. 1, 2011. The team edu-
cated the physicians and the office staff, beginning 
with the highest volume admitters first. They col-
lected any older order forms and replaced them 
with the new level-of-care form. “We met with 
every department in the hospital and the medical 
staff executive committee to get buy-in,” Choate 
says.

In the past, physicians simply wrote “admit” on 
the order form without consistent consideration of 
the level of care. From their standpoint, the patient 
would get the same care no matter what level of 
care was in the medical record, Choate says. 

In today’s healthcare environment, the old 
kinds of orders are no longer good enough. 
Documenting why the care is clinically required 
is as important as documenting what care is 
required. Physicians can’t just write that a patient 
is being admitted because it’s medically necessary. 
They have to document whether the patient should 
be in observation or admitted, and why, she adds.

The team developed a single level of care form 
that all physicians are required to use to admit a 

ExECUTIvE SUMMARY
Cheyenne (WY) Regional Medical Center is rede-
signing its case management program to address 
level-of-care issues after the recovery audit contrac-
tor’s determination that a number of inpatient stays 
should have been billed as observation.
• The hospital determined a lot of variation in level-
of-care orders from attending physicians.
• A multidisciplinary team created a guide for physi-
cians to use in determining level of care.
• Physicians are required to use a level of care form in 
order to admit a patient.
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patient. Only about 20% of patients are admitted 
to the hospital by hospitalists. Physicians in the 
community who are directly admitting the patient 
to the hospital can complete the level-of-care form 
and fax it to the access center, or they can tele-
phone the order to the nurses in the center. 

The form has three level of care options for 
the physician to select from: inpatient admission, 
observation care, and outpatient in a bed. Every 
level of care has a simple definition. “We wanted 
to be very clear from the commercial payer per-
spective and Medicare’s perspective that all admis-
sions are appropriate and necessary or that they 
are what we call safety admissions: patients who 
come into the emergency department but cannot 
safely be sent home,” Choate says. 

When case managers review the patient chart 
and disagree with level-of-care orders, they call the 
attending physician. If the physician is unavailable, 
the case is referred to the case management depart-
ment’s physician advisor. If the physician advisor 
hasn’t returned the call in an hour, the case man-
ager contacts the Executive Health Resources, a 
Newton Square, PA-based physician advisor com-
pany with which the hospital contracts. 

“The purpose of engaging the outside firm is to 
expedite the ability to ensure that the patient is in 
the correct level of care if our physician advisor is 
unavailable. We want the case manager at the bed-
side, doing reviews, not making multiple telephone 
calls. Any questionable orders move up the chain 
very quickly,” she says.

SOURCES
For more information contact:
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Program for uninsured 
saves $4.56 million
Social workers target frequent ED users

A program that provides support for uninsured 
patients has saved $4.56 million over 18 

months at Memorial Hermann Healthcare System 
in Houston.

Patients in the Community Outreach for 
Personal Empowerment (COPE) program had 
a 34.7% decrease in emergency department vis-

its and a corresponding 31.6% decrease in cost 
from the implementation of the program from 
October 1, 2009 through March 31, 2011. In the 
same time period, inpatient visits for the same 
population dropped by 40.6%, for a savings of 
40.4%, and observation stays declined 18.7% 
and decreased in cost by 13.6%, according to Pat 
Metzger, BSN, MSA, FAACM, FABC, system 
executive for care management at the health sys-
tem with 11 hospitals serving the greater Houston 
area.

Located in a metropolitan area with a 34% 
rate of uninsured citizens, Memorial Hermann 
started the COPE program to help the large num-
ber of uninsured patients using the emergency 
department as a primary care provider find a 
more appropriate way to obtain healthcare, says 
Paula Lenhart, RNC, MSN, FAACM, FABC, sys-
tem director of care management. “As a result of 
patients with non-emergent needs seeking care in 
the emergency centers, we were experiencing long 
wait times and overcrowded emergency centers,” 
she says.

The program focuses on patients who are 
uninsured and who frequently use the emergency 
department for primary care. The program is 
staffed by two social workers who rotate between 
the hospitals in the system and intervene to help 
patients access more appropriate primary care. As 
soon as a patient who has been identified as eli-
gible for the COPE program visits the emergency 
department, the healthcare system’s electronic 
system triggers a notification to a social worker. 
Whenever possible, the social worker visits the 
patient in the emergency department or in the hos-
pital if he or she is admitted. If the patient presents 
to the emergency department when social work-
ers are not on duty, a social worker contacts the 
patient by telephone the next business day to fol-
low up on the reason for the visit and to provide 
whatever assistance the patient needs for follow up 
care.

“We find that it’s more effective for the social 
workers to visit the patients in person whenever 
possible because they establish a rapport. Often it 
takes several contacts with a social worker before 
the patient engages in self-care,” Lenhart says. 

When the social workers meet with the patients 
the first time, they complete a comprehensive 
psycho-social assessment that looks at their coping 
behaviors, social support systems, barriers to com-
pliance with health management, and belief sys-

continued on p. 139
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CASE MANAGEMENT 
INSIDER

Case manager to case manager

By Toni Cesta, PhD, RN, FAAN
Senior Vice President
Lutheran Medical Center
Brooklyn, NY

Not only is the emergency department (ED) not 
just for admissions, but it has become a key 
and strategic element of today’s case manage-

ment departments. A primary route of entry for many 
patients across the United States, it can make or break 
a hospital in today’s highly audited environment.

Prior to recovery audit contractors (RAC), man-
aged care admission denials, readmission payment 
reductions, observation service, patient flow, Joint 
Commission standards, and ED overcrowding, the 
emergency department was every hospital’s source of 
admissions and, therefore, business. ED physicians 
were instructed to admit, admit, admit! Empty beds 
were considered bad for business, and so every admis-
sion was a good admission. This situation is no longer 
the case.

Every admission, or potential admission, must be 
screened carefully for appropriateness and potential 
transitional planning when necessary. Administrators 
must not only count the number of discharges they 
had, but also the percent of those discharges that 

resulted in non-payment and/or auditing from a RAC 
or other regulatory body. Those discharges are sus-
pect and need to be understood.

Between 1997 and 2007, emergency department 
visits increased by 22 million, or 23% faster that the 
U.S. population.1 We can speculate as to the reason 
for this increase, but case managers have known for 
years that the emergency department was the pri-
mary route of entry for many populations of patients. 
Today, Medicare patients complain that they cannot 
get an appointment with their physician in rapid fash-
ion, so the emergency department becomes the means 
of last resort. A Medicaid patient might come to the 
ED to bypass a long wait in a clinic. Physicians send 
patients to the emergency department to avoid what 
they might perceive as cumbersome direct admit pro-
cesses. Mothers bring their febrile children to the ED 
in the middle of the night because they have no other 
choice.

Never has case management been so urgently 
needed in a clinical setting as it is in today’s ED. 
Early acute care case management models did not 
give great attention to the emergency department as a 
route of entry to the hospital. In fact, there was very 
little incentive to do so. Gatekeeping the emergency 
department was not considered good business; nor 

The new emergency department:
It’s not just for admissions anymore

When evaluating or starting an embedded case 
management program in the emergency 

department, the goals should be considered such as:
• managing and controlling the types of patients 

approved for admission;
• providing alternatives to admission when 

appropriate;
• ensuring hospital reimbursement.
The emergency department case manager will 

work primarily with the emergency admissions. 

However, if you have large numbers of planned, 
urgent or direct admissions, you also might want 
to consider staffing the patient access department. 
If at least 50% of your admissions are via the ED, 
you will need to staff the ED with RN case man-
agers as well as social workers. If the majority of 
admissions enter via the ED, then you might not 
need to staff both areas, but you might need to 
concentrate primarily on the emergency depart-
ment.  n

Goals of ED Case Management 
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Roles and functions
of ED case manager

The emergency department (ED) case manager 
has four principal roles that should be observed. 

Those role are as follows: 
• Role 1: Gatekeeper. 
— Screen all ED patients for appropriateness of 
admission.
— Determine the appropriate level of care for the 
patient.
— Offer alternative care settings when appropri-
ate.
— Initiate contact with admitting physician.
— Provide clinical and payer information to MD.
— Ensure documentation matches patient’s clini-
cal condition.
In the role of gatekeeper, the case manager pro-

vides the first line of defense against inappropriate 
admissions. Optimally, the case manager should 
have the opportunity to review potential admissions 
before they are processed. In other words, once the 
physician has completed the medical screening exam 
and wants to admit the patient, the case manager 
should be the next step in the process and compare 
the admission against criteria in order to determine 
whether or not the admission meets acute care crite-
ria. 

This process step should become standard operat-
ing procedure in the ED for all potential admissions. 
The buy-in of the medical staff will be critical when 
implementing this step. The physicians might have 
concerns that the process will increase the dwell time 
in the ED. Therefore, this step must be done quickly 
and efficiently after the patient is identified as a 
potential admission. 

• Role 2: Patient flow.
In the role of managing patient flow, the ED 

case manager performs several important functions. 
These functions assist in moving the patient through 

the emergency department continuum of care in an 
efficient fashion. This process helps to improve ED 
through-put and also helps to reduce the patient’s 
time spent in the ED, also known as dwell time. The 
case manager assists in coordinating and facilitating 
the patient’s care. Examples include: 

— facilitation of administration of medications;
— coordination and facilitation of tests, treat-
ments, procedures, and consults;
— obtaining records from non-acute providers as 
needed;
— offering alternatives to admission when appro-
priate;
— assistance in obtaining an inpatient bed.
Coordinating and facilitating care is a key role 

of any case manager, and this role is no less true in 
the emergency department. In addition, the ED case 
manager should keep the patient informed as to their 
status and progress. Continuous communication 
with the patient and family will help to reduce their 
anxiety and provide them with a more positive expe-
rience overall. When delays occur, the case manager 
can perform an important  function by speaking to 
the patient and family and keeping them informed as 
to the status of their care and/or bed assignment.

• Role 3: Case management assessment.
Once the determination has been made that 

the patient meets acute care criteria and should be 
admitted, the ED case manager should complete a 
case management admission assessment. The assess-
ment is the standard admission assessment used by 
the entire department throughout the hospital. Each 
hospital might use a different form, but within the 
hospital, the same set of questions should be asked 
regardless of location. For some clinical areas, addi-
tional questions might be added as needed.

Some of the benefits of completing the case man-
agement assessment in the ED include:

— gathering information from many sources 
including EMTs, family and friends;

— facilitating the process for the in-patient case 
manager;

— completing an insurance review if necessary;
— identifying an initial discharge plan.
It is in doing the assessment process that the ED 

case manager also might determine that an already-
admitted patient does not meet inpatient criteria. 
This situation can happen occasionally when the 
case manager is unable to see all the admissions 
before they are processed. If the patient is a Medicare 
patient, then Condition Code 44 might need to be 
applied. If not, the case manager will need to work 
within the polices and procedures of their hospital to 
cancel or invalidate the admission.

was it considered good politics. If you were one of the 
brave case managers who tried to implement ED CM 
in the mid-1990s, you know what I mean. Today, 
most acute care settings recognize the importance of 
gatekeeping the access points to the hospital, includ-
ing the emergency department. 

REFERENCE

1. American College of Emergency Physicians, 2011. http://www.
acep.org/Content.aspx?id=78646  n
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• Role 4:  Reimbursable diagnoses. 
The ED case manager can play an important role 

in ensuring that the documentation initiated in the 
ED is accurate and complete. If the hospital has 
a clinical documentation improvement program, 
then it is important that the ED case manager have 
a working knowledge of basic terminology to be 
included in the medical record to ensure accurate 
documentation, coding, and reimbursement. This 
information can help as the patient progresses 
through the hospital stay. 

It is common for emergency department physi-
cians to document the admitting diagnosis as signs 
or symptoms such as abdominal pain, constipation, 
or dizziness. By working with the physician, the ED 
case manager can help to ensure that a rule-out diag-
nosis be documented when the actual diagnosis still 
is unclear. This step can help ensure that the admit-
ting diagnosis and clinical information given to the 
third party payer does not result in denied payment. 
(For other tasks of ED case managers, see story 
below).  n

Start Discharge Planning on Admitted 
Patients

• Speak with ambulance staff
• Meet with family / friends
• Introduce idea of home care or other alter-
native services
• Interface with in-patient case managers
• Check that patient has a primary care phy-
sician

hospital areas: direct admission, ambulatory surgery, 
specialty centers, and elective outpatient procedures;

— monitoring and managing variances.
Examples of community agencies that the case 

manager might interface with would include home 
care, senior citizen centers, outpatient day programs, 
the police department, nursing and adult homes, and 
protective services. The ED case manager, by inter-
facing with the community, can help to gather other 
relevant information that will help formulate the in-
patient plan as well as the discharge plan.  n

High utilization patients 
—once every 3 months
By Toni Cesta, PhD, RN, FAAN
Senior Vice President
Lutheran Medical Center
Brooklyn, NY

Each hospital must define for itself what frequency 
of visits to the ED constitutes as high utilization. 

As a general rule of thumb, high utilization patients 
are those that visit the ED at least once every three 
months. You might choose to use a different measure 
depending on the issues you face in your ED. Once a 
patient is determined to fall into this category, create 
a plan to address ways in which to break the pattern 
of frequent visits and/or admissions. 

The plan should be developed with the ED staff 
and the primary care physician if the patient has 
one. The plan will be dictated by the issues that are 
returning the patient to the ED. The patient might 
need a detox or rehab program. They might be fail-
ing in the community and need nursing home place-
ment, or even a group or adult home. In other cases, 
the patient may be non-compliant with medication 
administration and might need help obtaining their 
medications. 

Whatever the cause of the patient’s visits to the ED, 
the case manager should work in partnership with 
the social worker to identify and correct the causes of 
recidivism.  n

Other important tasks
for ED case managers

The case manager should be assigned to the emer-
gency department (ED) as a permanent assign-

ment and not rotated out of the ED. In addition, 
whenever possible, the case manager should not be 
someone who is called to the ED when needed. Each 
of these models provides only limited exposure to 
the ED patients and relies on others to identify those 
patients requiring any of the interventions as listed 
above. 

Some of the other interventions include:
— interfacing with community agencies;
— creating plans for high utilization patients;
— referring patients to other/more appropriate 

Social work in the 
emergency department

A social work presence in the emergency depart-
ment (ED) is critical to the effectiveness of the 

case management process. Patients and families are 
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often at their most vulnerable while in the ED, and 
social work can play a vital role in assisting them dur-
ing a difficult time. Crisis counseling and intervention 
for the patient and family in the ED is one of many 
functions the ED social worker can perform.

When considering the roles and functions for your 
ED social workers, review the list below. You might 
want to add to, or delete from, this list: 

• issues of child abuse and neglect;
• issues of domestic violence, elder abuse, sexual 
assault, institutional abuse;
• counseling in response to death, trauma, acci-
dents, injuries;
• crisis intervention;
• legal concerns (guardianships).
There will be occasions in which the nurse case 
manager and social worker will need to work 
collaboratively on a case and/or specific issues. 
Examples of these might include:
• coordination / facilitation of care for discharged 
patients;
• transportation for discharges or transfers;
• assistance with obtaining medications;
• patient education e.g. reinforcement regarding 
follow-up with medical; appointments, medication 
adherence, medical regimen;
• crisis intervention needed for patient / family hav-
ing difficulty coping with illness, family dysfunc-
tion, trauma, death, accidents, injuries, substance 
abuse;
• referrals to home care, nursing home, or other 
community resources.
Like any program, your ED case management 

program should be evaluated and re-evaluated on a 
regular basis. (For an example of metrics for evaluat-
ing success, see box at right)

Other issues to consider

Implementation should include regular meetings 
with key stakeholders, particularly the physician and 
nursing leaders in the ED. Others to consider as stake-
holders would include administrators, finance, home 
care and nursing homes that you work closely with.

Staffing the ED with social worker and nurse case 
managers should mean coverage at the peak volume 
times. Many hospitals are looking at 24/7 models. 
If you are unable to afford that volume of staffing, 
then peak times may work for you. Also consider 
staggering the nurse case manager and social worker 
hours to allow for more coverage time. For example, 
the social worker might work from 8 a.m. to 4 p.m., 
while the case manager might work from noon to 8 
p.m. 

Whatever hours you can afford to cover, be sure 
that you do not neglect this vital area of the hospital. 
Remember to consider ED case management as a nec-
essary and vital component of your case management 
department!  n

Metrics to be included 
in your evaluation are: 

• Decrease in in-patient admission denials
— Review appropriateness of admission before 
patient is registered for admission
— Promote accurate documentation
— Discuss treatment and discharge plan with 
MD
— Conduct physician education including com-
munity resources and other options
• Reduce readmissions
— Review patients in the ED who have been dis-
charged within 30 days or less
— Consider alternatives to readmission with the 
physician
— Watch for patterns by admit source and MD
• Reduction in in-patient length of stay
— Initiation of the case management plan and 
discharge plan while patient still in ED
— Earlier intervention equals quicker progres-
sion of care and earlier discharge
— Optimize the time the patient spends in the 
ED by initiating treatment
— Facilitate diagnostic testing
• Patient satisfaction
— Keep the patient informed
— Expedite tests and procedures
— Information gathering by the ED case man-
ager and/or social worker will be perceived as 
“caring” by the patient and family
• Physician satisfaction
— Notify the primary care provider that their 
patient is in the ED and/or admitted
• Decrease in number of ‘high utilization’ patient 
visits to the ED
— Develop a plan to break patient pattern
— Accept what you cannot change
• Decrease in ED length of stay
— Anticipate ED discharges
— Meet patient’s family, friends or caregivers 
early in ED stay
— Identify and communicate with community 
resources in place and/or available to the patient
— Make social work referrals  n
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tems. They also determine the patients’ financial 
status and screen them for eligibility for state, fed-
eral, and county government assistance programs. 

“The majority of people use the emergency cen-
ters because they don’t know what resources are 
available to them in the community or where the 
clinics are located where they can receive care. The 
social workers have been able to improve the lives 
of our patients by helping them access primary 
care providers where they can receive ongoing care 
so that when they come to the emergency room, 
it’s truly for urgent care,” Lenhart says.

The social workers educate patients on the 
importance of regular primary care and refer them 
to community clinics that provide free or low 
cost care. They match the patients and their needs 
to the culture of the clinics and inform them of 
the fee schedule (a flat fee or sliding scale) of the 
clinics. Some patients are eligible for the Harris 
County Hospital District, the Houston area’s 
safety net healthcare system, but are having trou-
ble filling out the applications. Others are referred 
to non-profit clinics for immediate care. 

One patient in the COPE program has three 
chronic diseases that drive her into the emergency 
department almost weekly. The COPE social 
worker helped her with the Medicaid application 
and interview process, as well as the process of 
signing up for Medicare when she became eligible. 
“We are trying to help her access community ser-
vices to provide the care she needs,” Lenhart says. 

Lack of transportation is one of the biggest bar-
riers that prevent patients in the COPE program 
from receiving care at a primary care provider. 

Some even call 911 for transportation to the emer-
gency department when they are sick, Lenhart 
says. The social work team helps patients access 
community agencies that will provide transporta-
tion to physician appointments and sign up for 
programs that provide assistance with medication. 

Patients with diabetes or heart failure can 
choose to be in Memorial Healthcare’s chronic dis-
ease management program and receive telephonic 
case management to help them cope with their 
disease. The program targets Medicare, Medicaid, 
and uninsured patients.

When eligible patients with either of the two 
chronic diseases have been hospitalized or received 
care in the emergency room, a Memorial Hermann 
case manager contacts them, tells them about 
the program, and enrolls them if they agree. The 
nurse case manager completes a comprehensive 
assessment using proprietary software that drives 
the questions based on the patient’s understand-
ing of the disease, compliance, and lifestyle. The 
software stratifies patients into risk groups, which 
drives the coaching plan. The nurse case manager 
makes coaching telephone calls to help the patients 
adhere to their treatment plan. 

When patients are hospitalized, the case man-
agers screen them for barriers to compliance and 
contact them within two days of discharge to con-
firm their understanding of the discharge instruc-
tions, ensure that they have an appointment with 
a primary care physician for follow up, and then 
follow them on a regular basis.

SOURCE
For more information, contact:

Paula Lenhart, RNC, MSN, FAACM, FABC, System Director of 
Care Management, Memorial Hermann Healthcare System, 
Houston, TX. E-mail: Paula.Lenhart@memorialhermann.org.  n

ExECUTIvE SUMMARY
Memorial Hermann Healthcare System’s program 
that provides support for uninsured patients saved 
the Houston hospital $4.56 million over an 18-month 
period.
• Social workers receive notification when a patient 
flagged for the program comes to the emergency 
department.
• They educate patients about the need to see pri-
mary care providers instead of coming to the emer-
gency department and match them with clinics that 
provide free or reduced cost care.
• They work to overcome barriers to care such as pro-
viding assistance with transportation or medication.
• Chronically ill patients are eligible for coaching 
from an RN case manager.

Hospital organization, 
insurer collaborate 
Program aims to smooth care transitions

Recognizing that hospital readmissions are 
costly for providers and insurers alike, Blue 

Cross and Blue Shield of Illinois and the Illinois 
Hospital Association are collaborating on a quality 
initiative to reduce the rate of hospital readmis-
sions.

Preventing Readmissions through Effective 

continued from p. 134
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Partnerships (PREP), which kicked off Feb. 1, 
2011, leverages resources of the insurer and the 
hospital association to improve the quality of 
patient care and reduce costs at the same time.

“We know that hospital readmissions are a sig-
nificant problem and that if patients are readmit-
ted, they are as sick if not sicker than they were 
before discharge. This represents a significant 
drain on resources from a payer perspective and 
from a hospital perspective,” says Charles Schutz, 
MD, MPH, medical director with Blue Cross and 
Blue Shield of Illinois.

Data from the Centers for Medicare and 
Medicaid Services (CMS) shows that Illinois has a 
higher rate of Medicare readmissions than many 
other states, ranking 44th in the nation, Schutz 
says. The state’s rate of 30-day readmissions in 
2009 was 20.3%, compared with a 17.5% across 
all states. 

The insurer and the hospital association already 
were working separately on quality improve-
ment and patient safety initiatives, which led to 
the formation of the strategic partnership, says 
Cathy Grossi, RN, JD, vice president of the Illinois 
Hospital Association. “The synergy was really 
right for our provider-payer partnership to trans-
form healthcare in our state,” Grossi says.

Blue Cross and Blue Shield of Illinois has com-
mitted up to $1 million a year over four years to 
help hospitals acquire the resources and the staff 
to implement the readmission-reduction initiatives, 
Schutz says.  “Although we deal primarily with a 
commercial population, we’re taking a broad per-
spective on readmission,” he says. “This is a major 
public health issue, and it has to be implemented 
across the board. You can’t just reduce readmis-
sion for Medicare patients or those with commer-
cial insurance. There’s got to be systematic change 

in the way healthcare is provided, regardless of 
patient’s age and payer.”

The program involves five key initiatives: rede-
signing the hospital discharge processes, improv-
ing transitions of care, developing and improving 
palliative care programs, strengthening hospitalist 
programs, and measuring reductions in readmis-
sions using standardized metrics. Components of 
the program include a portfolio of programs that 
focus on transition of care for patients, Grossi 
says. (For details on the programs available to 
hospitals, see related article on p. 141.) “This col-
laboration capitalizes on what we already had in 
place,” she says. “We are taking a multi-disciplin-
ary approach to integrating the family in the dis-
charge process from the day of admission. We are 
working to improve the educational process and 
the understanding of patients and families about 
medications, follow-up care, and clinical compo-
nents so they can be more active partners in their 
care.”

Schutz says, “PREP’s goal is to develop a com-
prehensive patient-centered discharge process so 
patients can receive the follow up care they need in 
their own community.”

The program promotes specific case manage-
ment and discharge planning interventions such 
as a complete risk assessment of all patient needs 
after discharge, resulting in patient-centered dis-
charge planning. Case managers and discharge 
planners use the “teach back” method to ensure 
that patients and family members understand their 
medication regimen and discharge instructions and 
ensure that patients have a follow-up appointment 
with their primary care provider. 

Hospitals are encouraged to develop a standard-
ized plan to communicate information about the 
patient’s stay and discharge instructions to the 
primary care physician in the community where 
the patient lives. The readmission reduction initia-
tives also expect hospitals to call high risk patients 
within 72 hours of discharge to make sure they 
have gotten their prescriptions filled and have 
a timely appointment with their doctor, and to 
answer any questions or concerns.

“Reducing readmission involves a lot of simple 
things, such as making sure patients have an 
appointment to see their primary care physician 
for follow up and assessing all the diagnoses the 
patients have and all the medications they take,” 
Schutz adds. 

A common scenario is a patient who has 
received surgery, then in a short time is readmit-
ted for a chronic condition that was not addressed 

ExECUTIvE SUMMARY
Blue Cross and Blue Shield of Illinois and the Illinois 
Hospital Association are leveraging their resources 
and collaborating on a quality improvement initia-
tive designed to reduce the rates of hospital readmis-
sions.
• The insurer has committed up to $1 million a year 
to help hospitals acquire the resources and staff to 
implement readmission reduction programs.
• The program promotes specific case management 
and discharge planning interventions designed to 
keep patients from being rehospitalized.
• Hospitals may choose to participate in any or all of 
an array of initiatives.
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during his previous admission. In other instances, 
many patients don’t understand how to take their 
medication when they leave the hospital, or they 
just don’t get prescriptions filled, Schultz adds.  n

Hospitals beef up efforts 
to reduce readmission
Program provides education, mentoring 

The Preventing Readmissions through Effective 
Partnerships (PREP) quality initiative helps 

hospitals develop a standardized approach to 
discharge planning and to take specific actions to 
reduce readmissions. PREP is a collaboration of 
the Illinois Hospital Association and Blue Cross 
and Blue Shield of Illinois. (For more information 
about PREP, see story, p. 139)

“We emphasize that once a person is hospital-
ized, we need to begin to work on a discharge plan 
to ensure that they get the care they need once 
they leave the hospital. We want these patients to 
be able to avoid a trip to the emergency depart-
ment or a rehospitalization. We recognize that all 
of this hinges on the discharge planning that takes 
place while they are in the hospital,” says Charles 
Schutz, MD, MPH, medical director with Blue 
Cross and Blue Shield of Illinois. 

The hospital association and insurer have 
collaborated on arranging webinars, seminars, 
educational forums, and site visits to help hospi-
tals implement readmission reduction programs. 
Cathy Grossi, RN, JD, vice president of the Illinois 
Hospital Association says,“We are able to capital-
ize on how the programs are being implemented 
and tailor them to meet the specific needs of hos-
pitals and their communities across Illinois. The 
focus is not just on larger hospitals, but also on 
small and rural critical access hospitals.” Programs 
that are available to the hospitals include:

• Project BOOST (Better Outcomes for Older 
adults through Safe Transitions) was created by 
the Society of Hospital Medicine through grant 
support from the John A. Hartford Foundation. 
Project BOOST mentors work with hospitals and 
provide resources that enable the hospitals to 
identify patients at high risk for readmission and 
take steps before and after discharge to prevent the 
readmission. (For more information, visit www.
hospitalmedicine.org/BOOST)

• In Project RED (Re-Engineered Discharge), 
multi-faceted program is designed to educate 

patients about their post-discharge care plans, 
ensure that patients receive the recommended fol-
low-up care, and increase communication between 
the hospital and the patients’ primary care physi-
cians. A nurse or case manager called a Discharge 
Advocate works with patients to educate them 
during their stay, organize post-discharge services, 
and expedite the flow of information to caregivers 
after discharge. (For more information, visit http://
www.bu.edu/fammed/projectred)

• Illinois Transitional Care Consortium’s Bridge 
program utilizes social workers for the care man-
agement of patients as they transition from the 
hospital to their homes. The organization is a con-
sortium of community-based organizations, hos-
pitals, a research organization, and a healthcare 
advocacy organization. (For more information, 
visit http://www.transitionalcare.org)

• Training on Palliative Care from 
Northwestern University’s Feinberg School of 
Medicine to help clinicians learn ways to man-
age the care of patients with chronic pain in a 
way that keeps them out of the hospital. In addi-
tion to holding seminars about palliative care, the 
program provides physicians who work with the 
hospital staff on an ongoing basis to organize and 
implement a palliative care program. 

• Hospitals have the option of choosing in any 
or all of the initiatives and can choose components 
that meet their needs. For example, hospitals have 
the opportunity to participate in a webinar about 
the BOOST program and the option to work with 
a physician trained by the Society of Hospital 
Medicine on implementing the program. Schultz 
adds, “We have engaged with one of the nation’s 
top researchers in this arena, Mark Williams, MD, 
who is leading our efforts to optimize the transi-
tion of care for hospitalized patients.” Williams, 
professor and chief of the division of hospital 
medicine at Northwestern Memorial Hospital and 
Northwestern Feinberg School of Medicine is prin-
cipal investigator for Project BOOST and serves as 
a mentor to Illinois hospitals. 

The palliative care program offer seminars as 
well as physician staff to work with hospitals 
on an ongoing basis to set up their programs. 
Hospitals that want to develop or improve a 
hospitalists program have the opportunity to 
participate in a year-long training and mentoring 
program. PREP will also work with critical access 
hospitals which serve populations in rural and 
underserved areas to adapt the programs to meet 
their needs. 

Grossi says, “In Illinois, the urban, suburban, 
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and rural populations may have different needs. 
People throughout the state may come to a large 
hospital in Chicago for care but when they go 
home, are not able to receive follow up care 
locally,” Grossi says. The program will help hos-
pitals implement programs to provide appropriate 
follow-up care in their community for patients 
who have complex medical needs.  n

Slash door-to-doc time, 
boost patient approval 
Streamlined triage sets tone for improvements

Sumner Regional Medical Center in Gallatin, 
TN, offers good evidence that quick-turn-

arounds are indeed possible when you have 
motivated staff. Within just four months, Sumner 
went from the 5th percentile to the 98th percen-
tile, according to patient reviews of their experi-
ence in the ED. Mary Jo Lewis, FACHE, the chief 
executive officer (CEO) at Sumner Regional since 
September 2010, emphasizes that the dramatic 
transformation is the result of a staff-driven 
improvement effort that is ongoing to this day; 
however, it is nonetheless clear that her own visit 
to the ED late last year served as a healthy cata-
lyst for change.

It was hardly an undercover operation. Lewis 
had been cleaning her house on a Saturday morn-
ing when she began to experience chest pains. She 
wasn’t dressed in her usual CEO garb at the time, 
so when she entered the ED, no one picked up on 
the fact that she was the boss. “Whenever some-
one walks in and says they’re having mild chest 
pains, [ED personnel] don’t ask you any more 
questions. They take you straight back and start 
hooking things up,” says Lewis. “So, for the first 
20 minutes of my visit, I was a totally anony-
mous patient.”

While Lewis is quick to emphasize that the 
care she received was first rate, she noticed that 
people kept asking her the same questions over 
and over, and there were inexplicable delays. So, 
while her health turned out to be fine, the experi-

ence led to a top-to-bottom review of ED opera-
tions to see where processes could be tightened 
up.

Put every task under scrutiny

Lewis brought in an efficiency expert from the 
health system’s corporate office to help, but the 
improvement process was really driven by the 
ED personnel themselves. “We got staff nurses, 
emergency physicians, and other key players in 
the ED to spend two days looking at the process 
we use,” explains Donna Mason, RN, MS, CEN, 
SAEN, director of the emergency department. 
“You get graded on door-to-doc time, so we first 
documented every step that takes place from the 
time people enter the ED to when they see a doc-
tor.”

The process was eye-opening, says Mason, 
recalling that staff tallied as many as 44 steps 
that patients and ED personnel would go through 
before a physician even entered the picture. These 
included social questionnaires, such as domestic-
violence screening and suicide screening, find-
ing out what medications patients were taking, 
and documenting whether patients had received 
various preventive vaccinations, adds Mason. 
“These were all things that were very important 
to patients, but we looked at whether they were 
being done in the right place,” she says.

Ultimately, ED personnel drastically reduced 
the number of tasks involved with the triage 
process so that patients now only go through 
four steps before seeing a physician: they are 
immediately taken to a triage station as soon as 

ExECUTIvE SUMMARY
With patient satisfaction in the single digits and 
door-to-doc times unacceptably high, the ED at 
Sumner Regional Medical Center in Gallatin, TN, 
initiated a staff-driven improvement effort aimed at 
weeding out inefficiencies. By putting the triage pro-
cess under close scrutiny, staff members were able 
to eliminate dozens of tasks from the triage process, 
thereby slashing wait times. 
• ED patient satisfaction has gone from the 5th per-
centile to the 98th percentile in just four months.
• A 44-step triage process has been streamlined into 
four steps, and average door-to-doc times have de-
creased from 67 minutes to 18 minutes. 
• Further improvements are anticipated when ED 
administrators put staff scheduling under the same 
scrutiny.
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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.  

COMING IN FUTURE MONTHS

they enter the ED; a triage nurse collects “quick-
admit” information, including the patient’s name, 
birth date, social security number, and primary 
complaint; the patient receives an arm band with 
identification information; and the triage nurse 
takes the patient to a bed. 

Now, most of the screenings and documenta-
tion tasks that used to take place during triage 
are being carried out by the primary nurse, who 
takes care of the patient at the bedside. “This 
does add work for the bedside nurses, but they’re 
collecting information that they need to take bet-
ter care of the patient,” says Mason.

Such changes have slashed the average door-to-
doc time from 67 minutes to just 18 minutes, and 
this all occurred while volume actually increased, 
explains Lewis. “In October of 2010, we had 
2,649 ED visits, and in March of 2011, we had 
2,946 ED visits, reflecting a 10.5% increase in 
volume in a community where the population did 
not change,” she says. “Some of this increase is 
attributable to flu season, but ED personnel were 
able to accomplish these efficiencies at a time 
when ED volume was very high.”

Include hospital’s IT staff in the loop

Whenever you revamp patient flow, you need 
to make sure your information technology (IT) 
is working with the system, stresses Mason. In 
this case, IT people were part of the team, so they 
were on hand to make adjustments as needed. 
“We had to completely revamp the documenta-
tion system on the front end from quick registra-
tion to how we did triage,” she says. “Our IT 
people were making changes every day to make 
the process work with the care of the patient 
instead of making the care of the patient work 
with the process of the computer.”

However, there were plenty of low-tech 
changes as well, says Lewis. For example, when 
reviewing the patient-flow process, it came to 
light that whenever the person manning the 
switchboard went to lunch, incoming calls were 
then diverted to the ED registration clerk, over-
whelming her with unnecessary tasks when she 
really needed to be focused on incoming patients. 
“That wasn’t smart, so we fixed that, and now 
when someone comes in, she can give them her 
full attention,” adds Lewis. “It wasn’t rocket sci-
ence. It was just identifying little things like that, 
and now the registration clerks are a lot hap-
pier.”

With patient satisfaction way up, there are still 

more improvements yet to be made. For example, 
the next process to go under the microscope will 
be staffing, says Mason. She doesn’t anticipate 
any changes in terms of adding or subtracting 
personnel, but she expects there will be adjust-
ments in shift schedules. “Typical ED [volume] 
peaks are at 9 a.m., 11 a.m., and 1 p.m., but here 
we have a pretty significant peak at 8 a.m.,” says 
Mason. “We have a 9 a.m. to 9 p.m. shift for 
nurses, so we may look to move that shift to 8 
a.m. to 8 p.m.”

There may also be adjustments made to later 
shift schedules to accommodate changing volume 
patterns. “Emergency department traffic used to 
slow down by 11 p.m.,” observes Mason. “That 
doesn’t happen anymore. Now the ED census 
doesn’t drop off until about 1 a.m., so we may 
look at having our 1pm to 1am shifts moved to 
2 p.m. to 2 a.m. We are really just adjusting our 
staffing to meet the needs of patients.”

SOURCE
• Donna Mason, RN, MS, CEN, SAEN, Director, Emergency 
Department, Sumner Regional Medical Center, Gallatin, TN. 
E-mail: donna.mason@lpnt.net.  n
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CNE instructions 

Nurses participate in this continuing education program 
and earn credit for this activity by following these 

instructions.
1. Read and study the activity, using the provided refer-
ences for further research.
2. Log on to www.cmecity.com to take a post-test; tests 
can be taken after each issue or collectively at the end of 
the semester. First-time users will have to register on the site 
using the 8-digit subscriber number printed on their mailing 
label, invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you will be 
allowed to answer the questions as many times as needed 
to achieve a score of 100%. 
4. After successfully completing the last test of the semes-
ter, your browser will be automatically directed to the activ-
ity evaluation form, which you will submit online. 
5. Once the completed evaluation is received, a credit letter 
will be e-mailed to you instantly.  n

9. When will the Centers for Medicare and Medicaid 
Services (CMS) begin penalizing hospitals for excess 
readmissions for heart failure, myocardial infarction, 
and pneumonia exceed national benchmarks? 
A. Oct. 1, 2011
B. Jan. 1, 2012
C. July 1, 2012
D. Oct. 1, 2012

10. In its proposed rule for accountable care organiza-
tions, CMS plans to require hospitals to report on 
how many quality measures?
A. 36
B. 52
C. 65
D. 70

11. True or False: As part of the new level of care 
process at Cheyenne Regional Medical Center, case 
managers review the level of care after the patient is 
admitted.
A. True
B. False 

12. Memorial Hermann Healthcare System has devel-
oped a program to help uninsured patients who 
frequently use the emergency department for 
primary care, identify a more appropriate way they 
receive healthcare. What discipline(s) intervene with 
these patients?
A. Case managers
B. Social workers
C. Emergency department nurses
D. All of the above


