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Pressures escalate to keep patients  
out of hospital, and ED
CMs play major role in empowering patients to stay healthy

The financial demands on the current healthcare system puts more 
pressure on case managers to prepare patients for hospital dis-
charge, ensure that they receive care in an appropriate venue, and/

or support the patients in managing their chronic illnesses, says Teri 
Treiger, RN-C, MA, CCM, CCP, a case management consultant based in 
Holbrook, MA, and past president of the Case Management Society of 
America (CMSA), with headquarters in Little Rock, AR. 

B.K. Kizziar, RN-BC, CCM, CLP, owner of B.K. & Associates, a 
Southlake, TX, case management consulting firm, adds: “Case managers 
are going to have to be more involved early on in the treatment process. 
We’ve preached this for years, but the impact is even greater today. Case 
managers need to develop a good transition plan, rather than being pres-
sured to move patients through the system.”

Treiger adds that case managers should teach people what they need to 
do to manage their own care and navigate the healthcare system, rather 
than having them become dependent on case managers to do it for them. 
“Case managers should empower their patients to become educated and 
active consumers of healthcare rather than being passive recipients of 
healthcare,” she says.

Kizziar points out that while a few people are purposely non-compliant 
with their treatment plan, most patients who don’t follow the plan don’t 
understand it or don’t understand why it’s important. For example, some 
people think they don’t need to take medication for chronic conditions if 

EXECUTIVE SUMMARY:

As healthcare costs skyrocket and reimbursement tightens, case managers in 
all practice settings need to be involved in preparing patients for discharge 
and managing their chronic illnesses.
• Get involved early in the treatment process.
• Empower patients to manage their own care.
• Make sure they understand their disease and treatment plan.
• Work hand-in-hand with CMs across the continuum.
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they don’t feel sick.
Patients who have repeated admissions or vis-

its to the emergency department often need help 
understanding their healthcare conditions and 
treatment options, as well as what they should do 
to avoid complications and prevent their condi-
tions from getting worse, Treiger says. “People 
need to understand why they are taking their 
medication and why it is important for them to 
continue taking it. It’s important for them to 
understand their treatment regimen, to receive 
recommended preventative care, and to have a pri-
mary care provider they can see for follow-up and 

general health care,” she says.
When patients are hospitalized, case manag-

ers need to assess each patient’s appropriate level 
of care, their self-care ability, and what kind of 
services need to be put into place after discharge, 
and they need to educate patients on their health 
condition, medication regimen, and treatment 
plan. “If the case manager misses the beat on any 
of these, there’s a good chance that the patient will 
not have a successful discharge and will end up 
back in the hospital or in the emergency depart-
ment,” Treiger says. 

Continuity in care should be a main focus of 
any treatment plan, she says. Patients need to 
understand how critical it is for them to have a fol-
low-up appointment after being discharged from 
the hospital to avoid an emergency department 
visit or a repeat admission. Case managers should 
make sure patients have a primary care physician, 
that they have follow-up care at regular intervals, 
and that they have a way to get there, she says.

Jodi Cohn, DrPH, research director of geriat-
ric practice innovations for SCAN Health Plan, a 
Long Beach, CA-based health plan that provides 
coverage for Medicare and Medicaid beneficiaries, 
adds that when patients are hospitalized, they are 
often overwhelmed by their discharge instructions 
and medication management. It’s particularly 
overwhelming for older people and their caregivers 
to reconcile their medications and manage compli-
cated medication regimens. “Being in the hospital 
is not a pleasant experience for anyone, and it is 
so demoralizing to be rehospitalized. We need to 
make sure patients have a good transition and are 
able to avoid a hospital readmission,” she says. 
(For a look at SCAN’s Care Transitions program, 
see p. 111).

Kizziar points out that many patients who leave 
the hospital don’t completely understand their 
diagnosis and how to care for themselves so they 
can avoid being readmitted. “In the past, hospital 
case managers closed the case when patients were 
discharged. Now they are going to have to reach 
outside and make sure patients understand their 
treatment plan and have follow-up care,” she says.

It’s not enough for the hospital case manager 
to merely provide the patient and family with a 
list of resources, Kizziar says. “We have to work 
with them to help them access the resources 
and empower them to take control of their own 
health,” she says. For example, case managers can 
walk patients through a telephone call to their 
provider and teach them what they need to say to 
get their message across, she says.
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When they develop a treatment plan, case man-
agers should understand the environment that 
patient is going back to and include that environ-
ment in the plan. “Sometimes a patient’s living 
situation may not be conducive to compliance,” 
Kizziar says. If transportation is an issue, the case 
managers need to help patients find a way to get 
to their physician office. If the patients are seek-
ing care in the emergency department because they 
are unfunded or under-funded, the emergency 
department case managers  should help them find 
primary care clinics that provide care for free or at 
a reduced cost.

Treiger says: “As the healthcare system moves 
to patient-centered primary care, case managers 
at all practice settings will need to work hand-in-
hand across the spectrum to help patients manage 
their care. We need a network of efficient and 
knowledgeable case managers in different settings 
who reach out to each other to coordinate transi-
tions of care.”

It will benefit the patients if all healthcare pro-
viders and payers work together to ensure that 
transitions are appropriate and that they have edu-
cational and follow-up components, Kizziar says. 

“The important thing is for case managers 
throughout the continuum, including payer case 
managers, to collaborate on care so patients don’t 
get mixed signals about what they are supposed to 
do after discharge or how to manage their chronic 
diseases,” she says. “If patients get a different mes-
sage from case managers and other clinicians at 
each level of care, they either don’t do anything 
about managing their conditions, or they do too 
much. That’s why we have to talk to each other 
and stop functioning in silos.”  n

Coaches help seniors
avoid readmissions
SWs and coaches follow patients for 30 days 

Seniors who are at risk for readmission to the 
hospital are getting support that helps them stay 

healthy at home by Care Transitions coaches at 
SCAN Health Plan, a Long Beach, CA based health 
plan that provides coverage for Medicare and 
Medicaid beneficiaries.

The health plan is in the midst of an in-depth 
analysis of outcomes from the project, but prelimi-
nary information indicates that readmissions have 

dropped among members in the program, says Jodi 
Cohn, DrPH, research director of geriatric prac-
tice innovations. “We’ve gotten a lot of positive 
contacts from patients and family members who 
appreciate that someone is advocating for them and 
helping them learn to advocate for themselves,” she 
adds. In a survey of caregivers who had been con-
tracted by Care Transitions coaches, 96% agreed 
or strongly agreed that they were satisfied with the 
Care Transitions program, and 94% indicated they 
knew who to call for help if their condition wors-
ens, Cohn says.

SCAN bases its readmission reduction program 
on the Coleman Care Transitions intervention 
model, developed by a team of researchers at the 
University of Colorado, led by Eric A. Coleman, 
MD, MPH, a geriatrician who is director of the 
Care Transitions Program and a professor of 
Medicine at the University of Colorado School of 
Medicine, Denver. Coleman also serves on SCAN’s 
Geriatric Advisory Board. SCAN was an early 
adopter of the Care Transitions model in 2005 and 
modified it to meet the needs of their members at 
high risk for rehospitalization. (For more informa-
tion on the Care Transitions Program, see http://
www.caretransitions.org.)

Patients are referred to the program from the 
SCAN Inpatient Case Management department 
when the health plan is notified that a member is 
in the hospital. The Care Transitions team also 
receives referrals from SCAN case managers who 
are working with patients and family members on 
an ongoing basis and think they can benefit from 
an intervention from the Care Transitions team. In 
addition, patients who are having a planned hospi-
tal visit can refer themselves.

Cohn says, “The coaches are all social workers 
(SWs) or Licensed Vocational Nurses (LVNs) and 

EXECUTIVE SUMMARY:

Care Transitions coaches at SCAN, located in Long 
Beach, CA, support at-risk seniors for 30 days after 
hospitalization by helping them make a successful 
transition home.
• They contact patients or caregivers while the 
patient is still in the hospital and weekly after dis-
charge.
• Coaches help patients prepare for follow-up physi-
cian visits and contact them afterward to answer any 
questions.
• Coaches go over medication, educate the patients 
on their treatment plans, and encourage them to use 
a Personal Health Record.
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are very skilled at working through the follow-up 
that successful transitions require, such as making 
sure that individuals know what medication to take, 
how to follow up with their doctor, and the warn-
ing signs that indicate worsening conditions.”

Hang Le, MSW, care transitions coach, says that 
coaches follow up with the patients for an aver-
age of 30 days after admission. “Contact is made 
weekly during the inpatient stay and for three to 
four weeks after they get home,” she says.

When the care transition coach receives a referral 
for the program, she first calls the patient’s home 
to talk with a family member or caregiver who is 
the authorized representative and will be the main 
contact person for the patient if the patient cannot 
speak for himself. “I try to identify one person as 
my contact person to avoid misunderstandings and 
make sure the information I receive is consistent. 
I like to talk to the caregiver or the patient and 
explain the program early in the hospital stay,” Le 
says.

Le talks with the caregiver about what the 
patient’s options might be, such as whether they are 
expected to go to a nursing home or rehab facility 
after discharge, as well as what services they will 
need if they go home. “I let them know that I am 
here to answer any questions they have, to work 
with them to ensure a safe discharge, and to be an 
active participant in their care,” she says.

If a patient agrees to participate in the program, 
a package of information is sent to their home. The 
materials include brochures with information about 
medication, medication logs, refrigerator magnets 
with phone numbers for SCAN and its 24-hour 
nurse line, and a Personal Health Record where 
members can record personal health information 
such as diagnoses, upcoming doctor visits, and ques-
tions for their doctors. 

When the patients go home, the Care Transitions 
coaches telephone them and go over their discharge 
summary and treatment plan. They help the patients 
set personal health goals for the next 30 days, help 
them determine what they need to do to meet the 
goals, and guide them as they work on the goals. 
They help them learn to use the Personal Health 
Record and educate them on what symptoms indi-
cate that they should call their doctor or seek emer-
gent care. Cohn says, “Medication management is a 
huge issue for these patients. Many are on eight or 
more medications and don’t understand what they 
are supposed to stop taking and what to start tak-
ing.” 

The coaches determine what medications the 
patients were prescribed in the hospital and what 

they were previously taking and encourage the 
patients to call their doctor if it appears to be 
duplicates. They also encourage the patient and 
caregiver to bring all medications to their physician 
appointments so the physician can review them. 
When needed, the coaches call in the SCAN phar-
macy staff to consult with the patients on how to 
take their medication or to discuss the possibility of 
modifying the medication regimen with their physi-
cians.

The coaches make sure patients have follow-up 
visits with their primary care physician within a 
week of discharge. Le says, “Often patients ask why 
they need to see a doctor when they were just in the 
hospital and don’t feel like going. I explain why it’s 
important and help them make an appointment if 
needed,” Le says. 

The coaches help members prepare for their 
primary care visits, guide them through using the 
Personal Health Record, and encourage them to 
write down questions for their doctor. They fol-
low up after the visit to see if the patients have any 
questions. “We suggest that they take someone with 
them to the visit to help them interpret the doctor’s 
instructions,” Le says.

Many of the patients in the program after hos-
pitalization are debilitated with a lot of care needs. 
The coaches help them access community resources 
such as help with caregiving and transportation. “If 
we feel like they may need additional assistance, we 
direct them to the appropriate resources,” Le says.

The coaches educate patients on the importance 
of advance directives and offer them information 
and forms they can use to indicate their wishes. 
The program provides coaches for only 30 days 
after discharge, but if the coaches think people need 
more help, they can refer them to one of SCAN’s 
disease management or case management programs.

“I tell the patients that it’s the last time I’m going 
to call them, but urge them to call me back if they 
have any questions or concerns in the future,” Le 
says.  n

Care guides help patients 
avoid hospital/ED
Non-clinical staff provide support

A pilot study in which non-clinical care guides 
provided support to patients during and after 

their primary care visits has resulted in reduced 
emergency department visits and hospitalizations, 
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and it saved money for Minneapolis-based Allina 
Hospitals & Clinics. 

In the year before the pilot project, the 334 
patients who participated had 310 emergency 
department visits and 188 hospitalizations. In the 
first year of the care guide program, the numbers 
decreased to 259 emergency department visits and 
166 hospitalizations. The researchers calculated 
savings of $137,000 the first year by multiply-
ing the average cost of a hospital admission or 
an emergency department visit by the number of 
patients who experienced them. The cost for the 
care guide program was $110,000.

“We clearly saved money by giving our patients 
extra support,” says Richard Adair, MD, a pri-
mary care physician and principal investigator 
for the research project. “In addition, having care 
guides to help patients learn to navigate the health-
care system and manage their chronic conditions 
allows the doctors and nurses to do the jobs they 
were educated to do and work at the top of their 
licenses. We see this as one tool for our patient-
centered medical homes.” 

Using a grant from the Robina Foundation, a 
Minneapolis charitable organization, research-
ers conducted the pilot study at the Abbott 
Northwestern Medicine Clinic, a primary care 
clinic staffed by internal medicine residents from 
Abbott Northwestern Hospital, students at the 
University of Minnesota medical school, and their 
professors. The pilot started in April 2009 and was 
so successful that the program has been expanded 
to six clinics across the Allina system.

Care guides are recent college graduates with 
good communication skills who work in cubicles 
in the primary care clinic waiting areas. They 
undergo extensive training and are paid an aver-
age of $16 an hour. “Care managers are great at 

helping improve care for patients with chronic dis-
eases and reducing readmission rates, but with tight 
budgets, we looked for less expensive alternatives 
to using RNs to support our patients,” Adair says. 
“The idea of this project was to see if we could 
take young people recently out of college, pay them 
fairly at $16 an hour, and teach them to do the 
things that doctors and nurses want to do but often 
don’t have time for.”

The initial job description for care guides 
required at least a two-year degree and good com-
munication skills. Because of the economy, the 
hospital was able to hire care guides with four-year 
degrees in a variety of subjects including public 
health, pre-nursing, and biology.

The care guides undergo two weeks of training 
from physicians, nurses, and dieticians in the Allina 
system, including basic information on heart fail-
ure, hypertension, and diabetes, the basics of what 
medications are common with each disease, nutri-
tion basics, and tobacco cessation resources. A psy-
chologist discusses what life is like for patients who 
have chronic diseases and how to detect if patients 
are at risk for depression. Care guides have a one-
page educational sheet for each condition with 
information they can use when they talk to patients. 
They learn how to find community resources, such 
as transportation and prescription assistance pro-
grams. They attend monthly in-service training 
on topics that include motivational interviewing, 
communication barriers, and underlying issues that 
might interfere with the patient’s healthcare.

“We designed this program to be affordable 
and use non-clinical staff who don’t command the 
higher salaries of clinicians,” Adair says. “The peo-
ple we want to reach are more comfortable talking 
with non-clinical staff.”

Kim Radel, MHA, research program manager, 
reports that an important component of the pro-
gram is having the patient and care guide meet face-
to-face and get to know each other, “Telephonic 
relationships aren’t as strong as when people meet 
face-to-face,” Radel says. “The patient gets to 
know the care guide and develops trust.”

Jessica Taghon, a care guide at Allina Medical 
Clinic in Faribault, MN, reports that patients often 
tell her things they won’t necessarily tell their phy-
sicians. “I have the time to talk to them and get 
to know them. They feel comfortable talking with 
me,” Taghon says. (For more details on how the 
care guide program works, see related article on p. 
114.)

For the research study, the investigators chose 
patients with hypertension, heart failure, and dia-

EXECUTIVE SUMMARY:

Using non-clinical care guides saved $137,000 in 
reduced hospitalizations and ED visits for patients in 
a pilot study conducted by Allina Hospitals & Clinics 
in Minneapolis. 
• ED visits decreased from 310 to 259 in the first year, 
and hospitalizations dropped from 188 to 166 the 
first year among patients in the pilot study.
• Patients are referred to the care guide program by 
their primary care physician.
• Care guides have cubicles in the clinic waiting 
rooms and see patients before or after their doctor’s 
visit.
• Care guides manage about 120 patients at a time.
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betes because they have measurable clinical param-
eters, Adair says. During the pilot, the participants 
reduced their gaps in preventative care and other 
healthcare goals by 28%. 

The clinic in the pilot study is located in the 
inner city and serves a large population of low 
income patients and recent immigrants who have 
limited English proficiency. Some of the care guides 
speak Somali or Spanish, the two most prevalent 
languages among the patients. Radel says, “Many 
of our patients have a lot going on in their lives, 
and their healthcare is disorganized. The care 
guides help them think about what questions they 
have for their doctor and organize them ahead of 
time.” 

The care guides coach patients about what is 
important for them to do to manage their diseases. 
Adair says, “Like all doctors, I have little time to 
sit down with patients with chronic diseases and 
coach them on what they should do to manage 
their condition. The care guides play an important 
role in educating and supporting the patients.”  n

Care guides help 
patients follow plans
They build rapport with their patients

Care guides who work with patients at 
Minneapolis-based Allina Hospitals & Clinics 

primary care clinics wear business casual clothes 
and sit in cubicles in the clinic waiting areas, 
which makes them accessible to the patients who 
come to see their doctor.

“Patients find the care guides less threatening 
and more approachable than staff in white coats. 
Patients know the care guides aren’t going to give 
them a shot or ask them to take off their clothes,” 
says Richard Adair, MD, a primary care physi-
cian and principal investigator for the Allina care 
guide pilot project, which originated at Abbott 
Northwestern Medicine Clinic in Minneapolis.

Patients are referred to the care guide program 
by their primary care physician, says Jessica 
Taghon, a care guide at Allina Medical Clinic in 
Faribault, MN. “Most of the time, the doctor or 
nurse walks the patient over after the visit and 
introduces them,” she says.

Care guides work with an average of about 
120 patients, Taghon says. They see the patients 

every time they come to the doctor, and they 
contact patients by telephone between appoint-
ments to make sure things are going well and to 
answer any questions. They remind them to get 
their medication refilled and to schedule follow-
up appointments. “I’m not a clinical person, so if 
they have clinical questions, I pass the informa-
tion on to their doctor,” she says.

Financial limitations are the biggest obstacles 
patients face when it comes to managing their 
own care, Taghon reports. She works with the 
patients’ insurance companies and local pharma-
cies to help patients obtain their medication at 
the lowest possible cost and helps eligible patients 
apply for medication assistance programs. “Many 
times patients aren’t taking their medication 
because they can’t afford it, or they won’t pick 
up their refill for two weeks until they get paid. 
When possible, I help them get free samples to 
tide them over,” she says.

When patients have problems getting to the 
clinic to see their doctor, Taghon helps them find 
discounted transportation assistance. “Many of 
these patients don’t know what community ben-
efits are available to them. I help them access the 
resources that can help them overcome barriers to 
following their treatment plan,” she says.

After patients have seen their doctors, they usu-
ally stop by to meet with Taghon, who goes over 
what the doctor told them and emphasizes their 
treatment plan. “Lack of motivation to follow 
their treatment plan is a huge barrier for people 
with chronic illnesses. I provide encouragement 
and try to figure out the best way to motivate 
each patient,” she says.

Taghon typically spends about 20 minutes 
with each patient. “I leave it up to the patient. 
Most of the time, once they start talking, they 
stay a while,” she says. The frequency with which 
Taghon calls the patients between visits depends 
on patient preferences and their needs. She calls 
most patients monthly. 

The care guides use the health system’s elec-
tronic medical records to access the patients’ 
records. When patients are hospitalized, the care 
guides follow up with them two or three days 
later, review the hospital discharge summary, talk 
to them about their treatment plan, and encour-
age them to make follow up visits with their pri-
mary care physician.

“Patients really appreciate it when I call them 
after they’ve been discharged from the hospital,” 
Taghon says. “Often they are overwhelmed by all 
the information they receive at discharge and just 
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Improved wait times
comes from staff
Volunteers weed out inefficiencies

When it’s typical for patients to wait four 
hours or more to see an emergency physi-

cian, and your leave-without-being-seen (LWBS) 
rate is pushing 10%, you know it’s time to rethink 
the whole process. And these were the grim reali-
ties facing the emergency department at Baylor 
Medical Center in Garland, TX, as recently as two 
years ago, explains Steve Arze, MD, the medical 
director of the emergency department.

“We had hit the point where our waiting times 
had just become too long to be safe,” Arze says. 
“While there are certainly places in the nation 
where the wait times are longer, we were not 
in a place that we felt was appropriate for our 
patients.”

Taking a closer look at the problem, adminis-
trators quickly realized the issue was hardly inad-
equate staffing levels. “As patients would pile up 
in our waiting room, there were doctors who were 
not seeing patients and nurses who were not seeing 
patients,” says Arze. Instead, what was gumming 
up the process was a triage plan that was packed 
with too many unnecessary steps. “There is no 
reason to wait to see a triage nurse, for instance, 
if there are plenty of beds open in the area where 
patients need to go,” adds Arze.

Take a team approach

The ED managers could have re-engineered the 
process themselves but, instead, they handed the 
problem to a cross-section of ED staff who vol-
unteered to put the patient-flow process under a 
microscope and identify inefficiencies, explains 
Brennan Bryant, RN, MSN, MSHCAD, the hospi-
tal’s director of emergency services. “They devel-
oped solutions to the bottlenecks,” says Bryant, and 
the results have been stunning. The average length-
of-stay (LOS) for patients discharged from the ED 
has decreased by 36 minutes, and the average LOS 
for admitted patients has decreased by 91 minutes. 

“In essence, we have added 11 beds without 
really changing anything other than the process 

want to get home. They find it helpful for me to 
go over the discharge instructions with them to 
help them understand.”  n

flow through the ED,” adds Bryant. “It’s phenom-
enal.”

To get the volunteer team started, management 
collected detailed time metrics on every portion of 
the patient-flow process from arrival to triage to the 
total LOS, explains Bryant. 

“We mined that data and presented it to them 
so they could basically brainstorm around what 
[changes] they felt would deliver the most bang for 
their buck,” he says.

The team pored over the data and came up 
with 33 processes and efficiencies that could be 
improved. The challenge was to whittle down that 
list to a workable group of changes based on fre-
quency of occurrence and the impact on overall 
LOS, adds Bryant. For example, the group stream-
lined the triage process so that patients are now 
asked a minimal number of questions. The number 
of questions is just enough to ensure that they pro-
ceed to the most appropriate area for care, which is 
a location designated for lower acuity complaints or 
the main ED, explains Arze. 

“A full triage, including extensive histories about 
what happened to the patient, why they are there, 
what type of medicines they are on, and who their 
physicians are, all of that can be done later and 
does not need to be obtained before the patients are 
connected with a physician,” he says. “The triage 
really becomes a quick screen to determine what 
area the patient needs to go to, and then a primary 
nurse gets the remainder of the information about 
that patient at a later point.”

Another change to the process is that physicians 
no longer have to wait until a chart is generated by 
a nurse before they see the patient, says Arze. “We 
have a team approach in that either of them can go 
on independently to see the patient.”

If the physician sees the patient first, he or she 
will go ahead and take the history and issue orders 
without waiting for the nurse. This enables the team 
to see several people at a time rather than waiting 
for each patient to come through the process in a 
sequential manner, explains Arze.

Let low-acuity patients travel solo

Looking beyond triage, the volunteer team real-
ized that efficiencies could be gained by enabling 
lower-acuity patients to travel from one point of 
care to the next on their own rather than being 
escorted by staff. To facilitate this “standard con-
veyance” model, the staff developed signage on 
the walls and floors so that patients could be easily 
directed to the right place, explains Bryant.
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Study finds high rate 
of resistant UTIs 

For infants and young children with urinary 
tract infection (UTI) seen in the emergency 

department, a simple ultrasound examination 
might avoid the need for more complex X-ray 
tests, reports a study in a recent issue of The 
Pediatric Infectious Disease Journal.

The study also finds that many children 
diagnosed with their first UTI are infected with 
antibiotic-resistant bacteria. The lead author 
was Khalid Ismaili, MD, PhD, of Hôpital 
Universitaire des Enfants — Reine Fabiola, 
Brussels.

The researchers analyzed data on 209 chil-
dren seen at their hospital’s emergency depart-
ment with fever and a UTI. Sixty-three percent 
of the patients were girls; three-fourths were 
less than 2 years old when a UTI was diag-
nosed.

In more than 90% of children, the infec-
tion was caused by the intestinal bacteria 
Escherichia coli (E. coli). Many of these chil-
dren were infected with antibiotic-resistant 
strains of E. coli bacteria. This included a 58% 
rate of bacteria resistant to ampicillin.

The study also found that ultrasound 
can play an important role in detecting 
Vesicoureteral Reflux (VUR), or “backward” 

“For patients headed to radiology, for example, 
we have these little bones on the floors. The patients 
are taken to where the bones start, and then they 
are told to follow the bones down the hall, turn to 
the right, and have a seat in the chairs where some-
one from radiology will pick them up,” says Bryant.

A computerized tracking system lets ED staff 
know where patients are throughout their ED stay, 
adds Bryant. There are more than 40 computer 
monitors in the ED so that a monitor is available 
about every 10 feet to let staff see where a patient 
is on his or her journey, he explains. “They can 
see whether labs have been ordered, drawn, or 
returned, and the same thing for radiology and 
other procedures,” adds Bryant.

Some job responsibilities have been realigned 
as well. For example, in the past, the charge nurse 
would typically take care of some of the sickest 
patients and assist staff when they became over-
loaded, says Bryant. “The team found that we had 
lost that high-level vision of what is going on in the 
whole ED … so they rewrote the job description of 
the charge nurse to pull [this person] out of direct 
patient care and put him or her back where the 
position needs to be, which is as kind of the traffic 
cop of the ED,” says Bryant. “That has worked very 
well.”

The volunteer team also observed that roughly 
46% of the ED’s volume was being handled in 
seven rooms that make up the rapid medical evalu-
ation area, but these rooms were under-staffed, so 
they adjusted the staffing matrix to better support 
this area, says Bryant. However, as they addressed 
staffing for the lower-acuity patients, they found 
that this change also lessened LOS times for the 
more acute patients. “For patients admitted to the 
hospital, LOS in the ED was decreased by 91 min-
utes,” adds Bryant.

Much of this improvement can be explained by 
the snowball effect that having success can cre-
ate, suggests Bryant. “Once the team started to see 
results from the process changes that they had envi-
sioned, it became kind of a self-fulfilling process,” 
he says. “Success breeds success, and when the turn-
around times began to rapidly go down, everybody 
realized that working together as a cohesive unit 
and actually bringing the patient into the care team 
really helps to effect change.”

Look for boost in productivity

Any type of change is likely to prompt questions 
or even skepticism when people are used to doing 
things a particular way, but Arze emphasizes that 

in this case, there wasn’t much grumbling. 
“On the physician side, we were able to increase 

the number of shifts that we had because our pro-
ductivity increased so much,” he says. The revenue 
to pay for these shifts came from capturing paying 
patients who previously left without being seen 
(LWBS). The LWBS rate has dropped from 10% 
to 2% since the improvement process began, adds 
Arze.

The improvements are also evident in the brand 
new ED that the hospital constructed about six 
months after the improvement process began. “We 
now use less space than we used to in our old ED 
to see the same number of patients,” says Arze. 
“It’s just purely because of the improvements in 
efficiency that we have achieved. Patients don’t lin-
ger in our beds for a long time because we are able 
to move them through quickly. That has enabled 
us to essentially reduce the number of beds that we 
have to have operational at any one time.”  n
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Hospitalized patients 
have new benefit 

Declining rates of hospitalization have discour-
aged primary care doctors from seeing their 

patients in the hospital and encouraged the grow-
ing use of hospitalists. Further developments in 
the field mean that frequently hospitalized patients 
also might need a specialist focused on their care, 

flow of urine from the bladder upward toward 
the kidney. It’s important to detect and treat 
VUR, a common cause of UTI that can put 
children at risk of long-term kidney damage. In 
the study, all patients first underwent a simple 
ultrasound examination, followed by an X-ray 
test named voiding cystourethrography (VCUG) 
in which dye is injected into the bladder.

The results showed VUR (generally mild) 
in 25% of the children. All but a few of these 
cases were also detected on ultrasound. Thus 
the much-simpler ultrasound test provided use-
ful information on the likelihood of VUR and 
related abnormalities, including possible birth 
defects of the urinary tract. “The presence or 
absence of abnormal ultrasound represents the 
key for deciding about VCUG studies,” Ismaili 
and co-authors write.

Eleven percent of the children in the study 
had recurrent infections at up to 2½ years later. 
All of the children with recurrent infections had 
normal ultrasound and VCUG results.

Urinary tract infection is one of the most 
common types of infection in children; 8% 
of girls and 2% of boys have at least one UTI 
before age 7. The new study provides healthcare 
providers with important new information on 
the “characteristics and clinical evolution” of 
infants and young children with their first UTI.

The results show that most children expe-
riencing their first UTI are girls under two 
years old. Many of these infections are caused 
by antibiotic-resistant bacteria, which might 
require adjustments to treatment.

The findings also suggest that about one-
fourth of young children with UTIs have VUR, 
which can be reliably detected by a simple 
ultrasound examination. Ismaili and colleagues 
conclude, “Ultrasound is an excellent screening 
tool that allows avoidance of unjustified VCUG 
studies.”  n

according to an expert on hospital care at the 
University of Chicago.

The model defining the role of hospitalists was 
first identified in a 1996 article in The New England 
Journal of Medicine, said David O. Meltzer, an 
associate professor of medicine and director of the 
University of Chicago’s Center for Health and the 
Social Sciences.

“Since that time, hospitalists have become the 
fastest-growing medical specialty in the United 
States, providing more than one-third of all gen-
eral medical care in the United States,” Meltzer 
wrote in the paper, “Coordination, Switching Costs 
and the Division of Labor in General Medicine: 
An Economic Explanation for the Emergence of 
Hospitalists in the United States,” published by the 
National Bureau of Economic Research.

Meltzer discussed the growth of the field as well 
as the potential need for a new specialty: the com-
prehensive care physician, who would specialize in 
care of the seriously ill, at a conference organized 
by the Milton Friedman Institute at the University 
of Chicago. The conference, “Individuals and 
Institutions in the Health Care Sector,” also looked 
at issues such as technology and insurance. 

The hospitalist specialty developed in response to 
the growing needs of severely ill patients, combined 
with reduced hospitalization of patients by general 
care or ambulatory physicians, Meltzer argues. 
As their number of hospitalized patients declined, 
general care physicians saw their travel costs loom 
large compared to the small number of hospitalized 
patients, Meltzer points out.

The use of hospitalists also has grown as hospi-
tals have changed how they are reimbursed for their 
services, Meltzer contends. “Though the evidence 
that hospitalists produce savings is not consistent, it 
is clear that the growth of hospitalists accelerated as 
evidence to support cost-savings began to appear in 
the mid-1990s,” he said.

The use of hospitalists has the potential of creat-
ing communication problems, however, as these 
specialists do not always know the full medical 
histories of their patients as well as those patients’ 
general care physicians. The establishment of a 
specialty called the comprehensive care physician, 
or comprehensivist, could overcome that problem, 
Meltzer contends. The comprehensivist would work 
in a hospital and an attached clinic and attend to 
those at greatest risk of hospitalization.

“Congestive heart failure, end-stage renal dis-
ease or liver disease, sickle cell disease or chronic-
obstructive pulmonary disease might all be 
reasonable models for such care, especially if cases 
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Make written materials
easily accessible
Intranet not always best for distribution

Making written handouts readily available 
to clinicians interacting with patients is an 

important element of patient education. 
At Miami Valley Hospital in Dayton, OH, a 

patient education listing on the intranet gives staff 
the ability to print most items from a computer in 
their department, explains Janet L. Petty, MLIS, 
AHIP, associate librarian at Craig Memorial 
Library. The rest, such as commercial pamphlets, 
are ordered online, or via e-mail, fax, or a phone 

Spanish pain brochure
explains symptoms
Good communication leads to proper diagnosis

In response to an increasing demand for 
Spanish-language resources to educate Hispanic 

Americans about all aspects of chronic pain, the 
Baltimore, MD-based American Pain Foundation 
has produced a free brochure available in Spanish 
and English titled “Explain Your Pain.” 

The brochure helps patients engage in pro-
ductive dialogue with their healthcare provider. 
“Explain Your Pain” is a resource to address 
the cultural and language barriers that prevent 
Hispanic Americans from seeking help with pain 
management. Many Hispanics are taught that 
complaining about pain is a sign of weakness, 
says Ricardo Vallejo, MD, director of research at 
Millennium Pain Center in Bloomington, IL, and a 
spokesperson for the American Pain Foundation. 
They often wait to report pain, and when pain 
becomes chronic, it impacts the life of the patient, 
adds Vallejo. 

The American Pain Foundation describes 
chronic pain as ongoing or recurrent pain that 
lasts beyond the usual course of an acute illness 
or injury, or more than 3-6 months, and nega-
tively affects a person’s well-being. If untreated 
or undertreated, pain can negatively impact a 
person’s quality of life and make daily activities 
difficult.

Tools to improve communication

In addition to educating Hispanics on the 
importance of reporting pain early to manage 
it effectively, tools for communication between 
patients and providers are needed. 

“Explain Your Pain” gives an outline of a body 
on which the patient can shade areas where pain 
occurs; a 0-5 happy/sad face pain chart; a pain 
checklist with descriptive words; and a pain ques-
tionnaire. 

could be collected into centers of excellence with 
sufficient volume to support such degrees of special-
ization,” Meltzer said.

Although the comprehensivist model has yet to 
be introduced in the United States, it is similar to 
other approaches in Canada, the United Kingdom, 
Australia, and New Zealand, he said.  n

Vallejo says the list of terms in the checklist 
such as “shooting,” “tingling, “numb,” “deep,” 
or “sharp,” translated into Spanish, puts the 
symptoms into words that help physicians dis-
cover the nature of the pain, which leads to a 
proper diagnosis and treatment. “You can deter-
mine if it is neuropathic pain coming from nerve 
entrapment or some other condition,” explains 
Vallejo. 

The patient/healthcare provider communication 
is important because a magnetic resonance image 
(MRI) or X-ray does not explain how a patient 
feels pain, he says. Up to 67% of patients experi-
encing pain can have a normal MRI, says Vallejo. 
If a person’s car does not start, the mechanic 
doesn’t ask for a photo of the engine to make the 
appropriate repair, he adds. In healthcare, imag-
ing is not the best way to determine the source 
of the pain either, Vallejo maintains. Instead, a 
thorough patient history, physical examination, 
and sometimes the help of images are needed. 
However, most important is the patient’s descrip-
tion of the pain, says Vallejo. 

“Understanding the nature of the pain can help 
the physician make the proper diagnosis,” he says. 
“With the proper diagnosis, a treatment plan can 
be established that is specific for the individual.”

RESOURCE
To download the free brochure “Explain Your Pain” or obtain 
more information contact:

• American Pain Foundation, 201 N. Charles St., Suite 710, 
Baltimore, MD 21201-4111. Telephone: (888) 615-7246. The 
brochure can be downloaded at www.painfoundation.org/
explainyourpain (English) or www.painfoundation.org/
describasudolor (Spanish).  n



october 2011 / case management advisor ™  119

COMING IN FUTURE MONTHS

To reproduce any part of this newsletter for  promotional 
purposes, please  
contact: 
Stephen Vance
Phone:  (800) 688-2421, ext. 5511
Fax:  (800) 284-3291
Email:  stephen.vance@ahcmedia.com

To obtain information and pricing on group  discounts, 
multiple copies, site-licenses, or electronic distribution 
please contact: 
Tria Kreutzer
Phone:  (800) 688-2421, ext. 5482 
Fax:  (800) 284-3291
Email:  tria.kreutzer@ahcmedia.com
Address: AHC Media
3525 Piedmont Road, Bldg. 6, Ste. 400
 Atlanta, GA 30305 USA

To reproduce any part of AHC newsletters for educational 
purposes, please contact:
The Copyright Clearance Center for permission
Email:  info@copyright.com
Website:  www.copyright.com
Phone:  (978) 750-8400
Fax:  (978) 646-8600
Address: Copyright Clearance Center
 222 Rosewood Drive
 Danvers, MA 01923 USA

HQA updates data 
for Hospital Compare 

According to the American Hospital 
Association, The Hospital Quality Alliance 

(HQA) has updated the Hospital Compare web 
site with the latest hospital inpatient and outpa-
tient quality data, including the yearly update of 
30-day readmission and mortality rates for heart 
attack, heart failure, and pneumonia inpatients. 
Also included in the web site is the readmission 
and mortality data for Department of Veterans 
Affairs’ medical centers. 

The Centers for Medicare & Medicaid Services 
(CMS) reports that the national mortality and 
readmission rates for heart attack were lower this 
year, while the rates for heart failure and pneumo-
nia were higher. CMS also noted that most inpa-

call to the patient education department that is 
operated by the medical library under the guid-
ance of the medical staff-driven multidisciplinary 
Patient and Family Education Committee. When 
materials are ordered, the department is notified 
when items are ready. Staff members come to the 
library to pick up their order. 

All materials are distributed free of charge, and 
there is one budget for written educational items. 
When departments are asked to pay for their mate-
rials, it is usually because they are specific to their 
discipline and not used elsewhere in the hospital, 
says Petty. 

Within the patient education department at 
Mount Carmel East in Columbus, OH, a coordi-
nator tracks supply levels with the help of two vol-
unteers. Vendor items are ordered by an electronic 
purchasing system. When in-house materials need 
to be printed, a requisition is sent to the Creative 
Services Department, according to Karen Guthrie, 
RN, MS, manager of community and patient edu-
cation. “While some of our staff advocate for only 
electronic access and printing, it can be an incon-
venience for staff to print handouts that are given 
out frequently,” says Guthrie. 

She encourages departments to use the pre-
printed in-house materials only for topics that 
they frequently cover during patient education, she 
says. The versions that come from the print shop 
are more attractive with a color header, and they 
are sturdier with a slightly heavier paper, Guthrie 
says. 

The commercial and print materials are picked 
up by staff in the receiving departments or deliv-
ered by the education department. A courier deliv-
ers items to off-campus sites. 

Most patient education materials at The Ohio 
State University Medical Center in Columbus are 
created in-house and distributed on the Intranet. 
This system not only makes materials accessible 
across the health system, but it also allows for 
consistent information to be distributed, says 
Diane Moyer, BSN, MS, RN, associate director of 
patient education at the center.

The purchased materials that are used are coor-
dinated and distributed by other departments. For 
example, the cancer hospital purchases some bro-
chures and materials and distributes them to units. 
Also, the librarian at the consumer library coordi-
nates ordering commercial materials distributed to 
the public at that location. To obtain copies of the 
pamphlets, people visit the library in person, or 
the material is distributed by mail to people who 
call asking for information, explains Moyer.  n

n New opportunities for 
case managers under 
healthcare reform

n Case management 
beyond hospital walls

n Engaging Medicaid 
members in disease 
management

n The case manager’s 
role in accountable care
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CNE OBJECTIVES

After reading this issue, continuing education 
participants will be able to:

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

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 mail-
ing 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

1. According to B.K. Kizziar, RN-BC, CCM, CLP, 
why do patients fail to comply with their 
treatment plan?
A. They don’t understand it.
B. They don’t understand why it’s important.
C. They don’t want to take medicine if they 
don’t feel sick.
D. All of the above

2. True or False? According to Teri Treiger, RN-C, 
MA, CCM, CCP, case managers should em-
power patients to become active consumers 
of healthcare rather than passive recipients 
of healthcare. 
A. True
B. False

3. How long do the Care Transitions coaches 
at SCAN Health Plan follow patients after 
discharge from the hospital?
A. 30 days
B. 60 days
C. two weeks
D. six weeks

4. According to Jessica Taghon, a care guide at 
Allina Medical Clinic in Faribault, MN, what is 
the biggest obstacle her patients face in fol-
lowing their treatment plan?
A. Financial limitations
B. Poor healthcare literacy
C. Lack of support at home
D. Not speaking English

tient experience of care measures have improved 
since hospitals began reporting on them two years 
ago. 

HQA is a national public-private collabora-
tion of hospital groups, consumer representatives, 
physician and nursing organizations, employers 
and payers, oversight organizations, and govern-
ment agencies dedicated to encouraging hospitals 
to voluntarily collect and make public quality 
of care information. CMS also added a Quality 
Care Finder tool to Medicare.gov, which links to 
Hospital Compare and other Medicare quality 
reporting web sites.  n


