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Want patients to follow a treatment 
plan? Engage them
Building relationships is key to success 

As payers and providers alike begin to recognize the value of care coor-
dination, case managers are being given more and more responsibility. 
But often, case managers have so many tasks to complete in a day that 

they don’t have time to build the kind of relationships that help them engage 
their patients in following their discharge plan or treatment regimen.

It’s not enough to make a quick phone call to patients or pop in and out of 
their hospital room. To be effective, case managers need to take the time to 
get to know their patients and build a relationship with them. 

“We all went into case management to make a difference, and we have 
to spend more time with patients rather than spending time in the chart or 
compiling statistics. Building a relationship doesn’t happen quickly, especially 
when people don’t feel well and are worried about their health,” says Joanna 
Malcolm, RN, CCM, BSN, consulting manager, clinical advisory services for 
Pershing, Yoakley & Associates in Atlanta.

Organizations need to give their case managers time to get to know their 
patients instead of loading them down with tasks that could be done by other 
people, she says. “I hear over and over that case managers are too busy to 
spend time with their patients. Organizations need to look at whether case 

EXECUTIVE SUMMARY

A quick phone call or a short visit isn’t enough for case managers to build 
the kind of relationships they need in order to engage their patients in fol-
lowing their treatment plan.
• Take time to know your patients, their living situations, and their cultural 
practices.
• Explain your role and let them know that you have the expertise to help 
them optimize their medical and rehabilitation potential.
• Meeting patients face-to-face whenever possible helps you builds rapport 
and pick up subtle signs that they don’t understand or don’t agree with 
what you are telling them.
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managers are the most appropriate people to do cleri-
cal or administrative tasks,” she adds. 

In order to provide the best possible care coordina-
tion for their patients, case managers need to establish 
a level of trust and build rapport with their patients, 
and they can’t do that by just reading a chart, or call-
ing patients on the phone or stopping by their hospital 
room and going over a checklist, adds B.K. Kizziar, 
RNC, CCM, CLCP, a case management consultant 
based in Southlake, TX.

The trust factor is important in building relation-
ships, and to develop trust, case managers need to 
take time to get to know their patients. “Patients are 

in the hospital such a short period of time and have 
so many different people coming in and out of their 
room. Often the only consistent person is the case 
manager,” she says.

Case managers need to take the time to get to know 
their patients, their culture, their level of understand-
ing about their condition, their financial situation, 
and their emotional status, all of which impact their 
abilities to be compliant with ongoing care plans, 
Kizziar says. It’s essential to know the patient’s liv-
ing situation and support system in order to develop 
a workable treatment plan, Kizziar points out. For 
instance, the patient may be the family breadwinner 
who is more concerned about getting back to work 
than in keeping diabetes or another chronic condition 
in control. “You can’t find this out by just reading 
the chart or doing a short assessment, and it’s crucial 
information that case managers need to determine the 
best way to engage a patient in following the treat-
ment plan,” she says.

Whether you introduce yourself in person or on the 
telephone, take time to really listen to your patients. 
Set aside time just for them and don’t let your beeper 
or someone trying to get your attention distract them, 
Kizziar says.

When you introduce yourself to patients, whether 
it’s in person or on the telephone, make sure they have 
a clear understanding of the role of case management 
and that you have the expertise to coordinate their 
care, says LuRae Ahrendt, RN, CRRN, CCM, nurse 
consultant at Ahrendt Rehabilitation in Norcross, 
GA. Tell patients what you know of their medical 
history and their treatment team. Without bragging, 
let patients know that you have the expertise to help 
them optimize their medical and rehabilitation poten-
tial. 

“I find it’s hard for people to say no to the mes-
sage of a competent, expert, and caring professional 
as a partner who will help them get as good as they 
can get,” Ahrendt says. “Giving them a message of 
expertise and hope and letting them know that they’re 
not in it alone provides an early foundation for a good 
relationship, even in the midst of tragic circumstances.

“It’s really important early on to help people under-
stand that two big roles of the case manager are to 
empower the client or family to direct their own care 
and understand their own care as well as to provide 
the education that allows them to do it,” she says.

The wrong approach is to try to exert power and 
force people to do things. Saying “I represent the 
insurance company and this is what they want you to 
do,” is often met with resistance, she says.

Sometimes, case managers mistakenly perceive 
that their patients/clients have had adequate educa-
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tion about what happened and why they need to do 
certain things, Ahrendt says. “They may have had 
extensive education, but if it was shortly after their 
diagnosis, because of their own shock about their con-
dition, it may not have registered,” she says. It helps 
you move forward if you take time to learn what they 
understand happened to them and fill in the gaps or 
correct mistakes, she says. 

Keep in mind that progress may not occur as fast 
as you’d like, particularly in the beginning. Take time 
to let the relationship evolve and don’t try to change 
everything immediately. “As trust builds, things start 
moving faster,” Ahrendt says.

After the initial assessment and treatment plan are 
in place, recognize that there are patients who can be 
monitored with follow-up phone calls but there are 
others who need extra assistance, Kizziar adds. “You 
can’t lump all patients into one category and interact 
with them in the same way. There are patients who 
will do well if they just get a phone call once a month 
to check on them and remind them of what they’re 
supposed to be doing, but there are others who may 
need help face-to-face at least for a while until compli-
ance improves,” she says.

Recognize that the success of follow-up phone calls 
depends on the questions and the way they are asked. 
Don’t ask questions that can be answered with a yes 
or no, Kizziar advises. For instance, if you ask patients 
if they are weighing themselves every day, they may 
say yes because they don’t want you to push them to 
do so. Or, they may not be weighing themselves but 
assume their weight is under control because their 
jeans don’t feel tight. n

Face to face beats the 
phone every time
Build rapport by meeting in person

When you meet with patients in person, you can 
find out information, determine their level of 

understanding, and develop rapport much better 
than just talking to them on the telephone, says B.K. 
Kizziar, RNC, CCM, CLCP, a case management con-
sultant based on Southlake, TX.

“The only way to develop a relationship and learn 
the information you need to create a treatment plan 
that will work is to do it on a face-to-face basis,” she 
adds.

Face-to-face encounters are much more valuable 
than telephone conversations, adds Joanna Malcolm, 
RN, CCM, BSN, consulting manager, clinical advi-

sory services for Pershing, Yoakley & Associates in 
Atlanta. “Meeting a patient in person allows case 
managers to pick up subtle signs such as that they 
don’t understand. It’s hard to hide facial expressions. 
If somebody is confused or has a puzzled look, case 
managers need to repeat the information or explain it 
to them a different way,” she says.

Face-to-face meetings are particularly important 
with the elderly who may have hearing problems 
that make it difficult to communicate by telephone. 
“When patients have cognitive defects, they may 
say they understand when they don’t. A face-to-face 
meeting allows the case manager the ability to see the 
patient’s expression, which gives the case manager 
clues to act upon,” Malcolm says.

Case managers who work in a medical home can 
make a huge impact on patient care when they have 
the opportunity to see patients in person and accom-
pany them as they see providers, Kizziar says. “If case 
managers hear the same information as the patient 
from the doctor, the therapist, or pharmacist, they can 
help interpret the information in a way patients can 
utilize it when they leave the clinic,” she says.

At the very least, case managers in a medical home 
should assess their patients face to face and see them 
in person as often as possible, Kizziar adds. If patients 
just don’t seem able to understand and follow their 
recommended treatment plan, a home visit may be in 
order.

Kizziar recommends that hospital case managers 
make rounds every morning to say hello, and if they 
think patients or family members need to have face 
time, make an appointment based on the patient’s 
schedule for the day. Then show up at the time you 
suggested, sit down, and pay attention to what the 
patient is saying. Don’t look at your watch or make 
notes on your computer, and if your beeper goes 
off, ignore it. “Part of relationship-building is to give 
patients and family member uninterrupted time and 
to really listen,” she says.  n

Medical home model 
cuts admissions, ED visits
Clinic takes a proactive approach to care 

As a result of a patient-centered medical home 
pilot program based around preventive and 

coordinated care, Bend (OR) Memorial Clinic’s 
hospital admissions and emergency department 
visits dropped for Medicare Advantage members 
of PacificSource Health Plans.
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EXECUTIVE SUMMARY

In the first year of a patient-centered medical home 
pilot project for PacificSource Health Plans’ Medicare 
Advantage members, Bend (OR) Memorial Clinic 
reduced its emergency departments by 9% and hos-
pital readmissions by 14%.
• High-risk patients receive interventions by a nurse 
case manager.
• Staff follow up with patients who have been dis-
charged from the hospital or visited the emergency 
department or urgent care center.
• Staff identify preventive care gaps and contact 
patients by telephone and when they come into the 
office.

In 2010, the first year of the program, patients 
in the pilot program had 9% fewer emergency 
department visits than the previous year and 
30-day hospital readmissions decreased by 14%. 
The clinic’s hospital admissions per 1,000 benefi-
ciaries for participants in the pilot project totaled 
231.5 compared with the national average of 351 
and the Oregon average of 257. Participants in 
the pilot made 242 emergency department visits 
compared with a national average of 530 and an 
Oregon average of 490 per 1,000 beneficiaries.

The program uses a team of physicians, nurses 
and other staff who collaborate on preventive care 
and management of chronic conditions with a goal 
of preventing hospital admissions and emergency 
department visits. The medical home pilot proj-
ect focused on 4,000 PacificSource Health Plans 
members. Medical home-related procedures have 
been extended to all patients in the clinic’s primary 
care practice. The exception is a care management 
program for 85 Medicare Advantage patients who 
are at high risk for hospitalization and emergency 
home visits. (For details on the care management 
component, see related article on page 77.)

“We took the concepts of the medical home 
and coordinated them into the fabric of our orga-
nization. Our goal is to provide patient-centered 
care for all patients from the moment of check-
in throughout the entire patient encounter. We 
emphasize that everybody in the clinic, starting 
with reception, is responsible for ensuring a posi-
tive patient experience,” says Josie Lucas, LPN, 
department manager and medical home project 
manager.

A proactive approach to care and enhanced 
communication with patients and other levels of 
care are major factors in the success of the pro-
gram, she says. 

The clinic’s own hospitalist sees patients in the 
hospital and notifies the primary care staff when 
they are discharged so the clinic staff can make 
follow-up calls. Often the calls are made by a 
receptionist who transfers the call to a clinician if 
the patient has questions or is experiencing any 
medical issues. The practice facilitates same-day 
appointments for patients who need to be seen. 
The PacificSource Medicare nurse care manager 
who is embedded in the clinic reviews the daily 
hospital census list to identify patients who have 
been admitted, discharged, or seen in the emer-
gency department to facilitate timely follow up.

When clinic patients are treated at a Bend 
Memorial Urgent Care Clinic, the clinic gets a 
notification and someone on the staff calls the 
patient within 48 hours to answer any questions 
and set up an appointment with the patient’s pri-
mary care physician if it is indicated.

Licensed clinicians, either RNs, LPNs, or certi-
fied medical assistants, review the files of patients 
before the visit and look for preventive care gaps. 
A clinician meets with the patient before each visit, 
discusses the needed services, takes vital signs, 
and reviews and updates the patient’s medication 
list. Doctors still approve and order the tests and 
immunizations but the rest of the team does the 
legwork.

“Every time we see a patient, this is an oppor-
tunity to fill those gaps in care and ensure the 
patients receive all the preventative services they 
need. This saves time for the providers, giving 
them an opportunity to spend more time on the 
problem that brought the patient to the clinic,” 
Lucas says.

The clinic has created a chronic disease registry 
and mines its data every six months to identify 
patients who have not had recommended tests or 
procedures. A clinician calls patients with gaps in 
care and reminds them to come in for the recom-
mended preventive care.

“We call and have them come in and get pre-
ventative care,” she says. The clinic facilitates a 
consultation with an endocrinologist for diabetics 
with a hemoglobin A1c of over 8. Patients who 
have an LDL cholesterol level of greater than 100 
are seen every six months.

The clinic offers free educational programs for 
patients with coronary artery disease combined 
with an elevated blood pressure. When patients 
are newly diagnosed with hypertension, a LPN 
educates them face to face and gives them a blood 
pressure monitor to take home and use for three 
days to monitor their blood pressure.
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“The key is having the multidisciplinary team 
including the physician, the nurse and medical 
assistants collaborate on the care and to make sure 
patients get the preventive services they need to 
stay out of the hospital and the emergency depart-
ment,” Lucas says.  n

Case manager helps seniors 
manage their conditions
Face-to-face meetings help build rapport

Georgene Siemsen, MS, RN, GNP-BC, visited 
the home of a 74-year-old patient at Bend (OR) 

Memorial Clinic because of concerns that she was 
not refilling her medication consistently. Inside, 
Siemsen found a disorganized collection of old bot-
tles, expired prescriptions, and multiple refills of the 
same medications.

Siemsen — a nurse case manager for PacificSource 
Health Plan — is embedded in the clinic and works 
with at-risk Medicare Advantage members. She col-
laborated with the patient’s pharmacist to develop an 
individualized medication chart that includes pictures 
of the actual pills she was taking and provided educa-
tion and reinforcement on monitoring blood sugar 
and blood pressure checks. 

Over time, with the assistance of the patient’s 
primary care physician, her neurologist, and a friend 
who was helping with shopping, bill paying, and 
other tasks, Siemsen persuaded the patient to hire a 
caregiver to come to the home twice daily to super-
vise medications, assist with meals, and encourage 
socialization. “Her friend reports that the patient 
takes her medication consistently, has improved 
nutrition, and has consistently controlled blood 
pressure and blood sugar levels. By being intensely 
involved with patients in this manner, I can take 
whatever steps are necessary to help them adhere to 
their treatment plan,” Siemsen says.

Siemsen joined the practice when the health plan 
began collaborating on a patient-centered medical 
home pilot project in 2010. She manages the care 
for 85 members who have multiple hospital visits, 
emergency department visits, and urgent care visits, 
as well as those who are at risk for interventions. She 
spends the time needed with her patients and gets to 
know them. “I work with the patients to establish 
trust so I can assist them in making decisions. Then 
we work together to develop a plan of care and do 
whatever is needed to help them follow it,” she says. 
Since her patients know her well, they often call 

Siemsen directly when they have questions or con-
cerns.

She may meet with patients after their primary 
care visits or ask them to come in for a special 
appointment. The meetings are held in a special clinic 
room that doesn’t look like a medical office and has 
been furnished with comfortable chairs and artwork 
to make patients and family members feel welcome.

Some patients need only an occasional follow-up 
phone call, but others need more intensive follow 
up. Siemsen visits patients in their homes if there is a 
question about their support system or if she notices 
cognitive changes that may impact patients’ abilities 
to care for themselves. She makes an assessment of 
the home situation and determines what gaps can be 
filled with referrals to community resources. “It is 
also extremely helpful when I can see firsthand the 
kind of system patients use to manage their medica-
tion,” she says.

She often finds a collection of old medications in 
the medicine cabinet and, when appropriate, negoti-
ates with patients to properly dispose of old medica-
tions. “Sometimes two medications look alike and 
the patients get confused,” she says. She also assesses 
the home for fall risks and helps the patient eliminate 
them. For instance, she observed one elderly patient 
with a history of falls climbing over a pet gate to get 
to her medications. 

In some cases, she accompanies patients to visits 
with their specialist to ensure continuity in care. For 
example, one patient with end-stage chronic obstruc-
tive pulmonary disease has a learning disability and a 
complex medication regimen. Siemsen goes with him 
to see his pulmonologist to help ensure continuity in 
care and helps him set up his medication box. Now, 
instead of waiting until his condition exacerbates so 
he has to go to the emergency department, he calls 
the pulmonologist when his respiratory symptoms 
worsen.

She often works with other members of the treat-
ment team to come up with ways to help patients 
adhere to their treatment plan. For instance, she 
frequently collaborates with the pharmacist to cre-
ate individualized medication charts that show what 
medications the patients need to take at what time. 
For one patient, Siemsen asked the patient how he 
would describe each pill and wrote the description 
on the chart.

Patients are identified through an open referral 
system and may be of advanced age, frail, have mul-
tiple chronic conditions or behavioral health issues, 
or have problems identified by the staff, she adds. 
There’s no such thing as an inappropriate referral,” 
Siemsen says.  n
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The term ‘medical home’ 
can have many meanings
Patients don’t want to be ‘managed’

When the Bend Memorial Clinic reception-
ist offered a 90-year-old patient a brochure 

describing the clinic’s medical home model and a let-
ter introducing the nurse care management program, 
the patient angrily threw the materials back. 

To her and a number of other seniors identified for 
the program, the term “medical home” referred to 
some kind of an institution. They also were upset that 
somebody thought they needed a “manager.” 

“Our patients are an independent group, and they 
didn’t like the idea of being managed by anybody. We 
found that we had to revise our approach in order to 
engage our population,” says Georgene Siemsen, MS, 
RN, GNP-BC, a nurse case manager for PacificSource 
who is embedded in the clinic.

Siemsen persuaded one patient to agree to a home 
visit to check her blood sugar, blood pressure, and 
other vital signs. During the visit, the patient shared 
her concerns about the way she was recruited into the 
program.

“She said that she would have preferred for her 
primary care provider to discuss it with her first. She 
had a lot of recommendations and agreed to be a 
consultant and help us change the way we handled 
referrals,” Siemsen says.

As a result, the primary care physician staff called 
patients to introduce the program because patients 
connect them with their primary care providers. As 
time went by, Siemsen made the calls, introducing 
herself as a nurse for their physician.

“I tell them I’m available to help them manage 
their chronic health condition through a benefit 
offered by their insurance company at no addi-
tional charge to them. Once we changed the way we 
described the program, the patients have been very 
receptive. Knowing that their primary care provider is 
supportive and kept informed is reassuring to patients 
and gives me credibility,” she says.  n

Health Care’s home health services, the Mooretown, 
NJ, home health company calls them monthly for the 
next year to find out how they are feeling and whether 
they need assistance or additional services that will 
help them avoid another hospital admission.

“We are starting to partner with hospitals and 
physician practices in accountable care organizations 
as reimbursement models start moving in that direc-
tion,” says Eric Thul, MBA, division director with 
Bayada’s home health practice. “Making sure patients 
remain safe at home and out of the hospital is an 
important part of community-based care. We aren’t 
being compensated for this program but we feel it’s 
the right thing to do.” 

Before beginning the Bayada Touch pilot project, 
the organization partnered with Lehigh University to 
study readmissions and developed a model that pre-
dicts the patients most likely to be rehospitalized. The 
pilot — begun in mid-2011 — was so successful that 
the organization is setting up a centralized office that 
will provide service to all 61 branch offices across the 
country. The centralized office is expected to be open 
this summer.

The home health organization has trained non-
clinical staff to call patients and follow a script that 
asks them a set of questions based on their condition. 
“We trained them on how to approach the patients 
and what steps to take based on the answers they 
get,” Thul says.

The program is overseen by a registered nurse who 
is available in case the patient is experiencing an exac-
erbation in their condition. If patients report having 
problems, the staff call their primary care physicians, 
who contact the local Bayada office and coordinate 
care with the local nurses. Depending on the patient’s 
condition, the physician may decide to send out a 
home health nurse, to have the patient come in for an 
office visit, or to adjust the medication.  

The callers build a relationship with patients over 
time and learn the best way to approach them. “Many 
patients say they look forward to the call every month 
because it gives them an opportunity to share their 

EXECUTIVE SUMMARY 

Bayada Home Health Care follows up with patients 
who have a high risk of readmission for 12 months 
after they are discharged from home health services.
• Non-clinic staff call patients monthly and ask them 
a series of questions.
• The program is overseen by a registered nurse who 
is available in case patients are having problems.
• If the patient reports having problems, the patient’s 
physician is contacted and coordinates interventions 
with the local Bayada office. 

Phone calls aim to keep 
patients out of hospital
Agency works to reduce readmissions

When patients who have a high risk of rehospi-
talization are discharged from Bayada Home 
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concerns and ask questions,” he says.
The program has resulted in enhanced patient sat-

isfaction and has provided information to the orga-
nization about how patients feel about their episode 
of care, Thul says. “We also can provide feedback to 
our employees, which has increased employee satis-
faction,” he adds.

The home health organization also is piloting a 
virtual care management program in which care 
monitors call patients who are at high risk for hospi-
talization in between the home visits from the Bayada 
home care nurse. The care managers conduct an 
assessment over the phone and document it in the 
electronic medical record, which is available to other 
staff caring for the patient.

“This program has shown good results in reducing 
hospitalization rates, but it’s an expensive interven-
tion since it adds another clinician to the episode of 
care. We’re analyzing the results to determine if this 
is the best use of resources to drive down hospitaliza-
tion,” he says.  n

things around efficiency, flow, and process.”
Given a blank slate to work with, staff were 

empowered to tweak, tune, and manipulate the no-
wait model. And a group of nurses, in particular, 
were highly motivated to come up with solutions, says 
Anne Neethling, RN, who managed the initial free-
standing ED, but is now the nurse manager of the ED 
on the Issaquah hospital campus. “They were really 
fed up with the way regular or normal EDs worked, 
especially the long wait process,” says Neethling. 
“They were given the opportunity to try out some 
new ways of doing this.”

Opt for a rapid intake approach

The result of all this experimentation is a process 
that begins with a burst of activity as soon as a patient 
presents for care. “Any patients who come to the 
front registration desk provide three pieces of infor-
mation: their name, their birth date, and another iden-
tifier. Then they get placed in a room right away, so 
nobody has to wait outside,” says Neethling. “Then 
the process of triage, diagnostics, and treatment is 
started immediately, which has been a great satisfier 
for patients who are not used to this system.”

Milne likens this phase of the process to the way 
pit crews service cars in the midst of a NASCAR 
race. “We refer to it as swarming,” he says. “When a 
patient comes to a room, you’ve got the primary nurse 
who is taking care of him, but then a tech comes into 
the room, the charge nurse is there as another set of 
hands, and the physician is trying to get into the room 
as quickly as possible as well.”

During the first five to 10 minutes, there may be 
as many as six people in the room tending to the 
patient during the initial intake event. “This ultimately 
frees up additional resources to move on to that next 
patient so that when a surge does happen, where you 
have one patient after another … you are moving 
faster, so on the back end it saves time in the sense 
that there is more capacity,” says Milne. “The patient 
is out of the department sooner, so we have another 
room available.”

There can be as many as three or four patient 
intakes going on at the same time, and by taking care 
of the diagnostics early on, patients move through the 
system swiftly, says Milne, contrasting the process 
with a traditional triage approach. “The concept of 
triage is essentially a misnomer. You basically have 
created a bottleneck choke point — a triage nurse or 
a triage entry point — which, from my perspective, 
adds limited value,” he observes. “The highest-risk 
person is the one who is waiting in the waiting room, 
and we all hear stories of facilities where patients die 

Rapid intake energizes 
no-wait ED model
Staff-driven solutions result in satisfied 
patients

Getting an entire staff of physicians, nurses, and 
techs to do things differently is never easy, 

but you can clear away hurdles by giving them the 
ability to formulate some of their own solutions. 
That, at least, has been the experience of Swedish 
Medical Center in Issaquah, WA, in its quest to 
implement a more efficient, no-wait ED concept. The 
approach appears to be sitting well with patients, 
too. Administrators say that the ED has been able to 
deliver on its no-wait promise in nearly every case, 
and patient satisfaction is greater than 95%, accord-
ing to Press Ganey surveys.

Getting to this point involved a process of trial and 
experimentation that began with the opening of a 
free-standing ED back in 2005, explains John Milne, 
MD, MBA, the vice president of medical affairs at 
Swedish Medical Center, who oversees three of the 
organization’s EDs, including the one at Issaquah. 
“That was the first step in a bridge strategy as we 
were building a new hospital in the community,” 
says Milne, noting that he was one of the physicians 
who started the group that was staffing that ED, 
which has since closed. “The department we created 
there was in many ways a laboratory for a variety of 
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of a heart attack in the waiting room after they have 
been sitting there for four or five hours after they 
have been triaged. Triage is not a perfect system, 
so the better choice, from our perspective, is to get 
patients back and evaluated, and have a rapid intake 
process.”

Lose the ‘hierarchical’ structure

While most ED personnel are accustomed to work-
ing as part of a team, the approach developed at 
Swedish takes the concept to another level, essentially 
putting doctors, nurses, techs, and other personnel all 
at the same level, says Neethling. “There is no hierar-
chical structure,” she explains. “Most of the time, this 
is done respectfully. Every now and then it doesn’t go 
so well, but people talk to one another and they are 
able to depend on one another. That part of the cul-
ture is really the basis for this.”

Neethling acknowledges that achieving this type 
of culture in a traditional hospital-based ED has been 
a much steeper climb than for a freestanding facility 
because it requires the involvement of many addi-
tional departments. “It has been quite a challenge 
for us, but we are getting there, trying to develop the 
same sort of teamwork with the inpatient hospital 
staff,” she says.

One early step in the process was a one-day retreat 
for management staff, including leaders from radi-
ology, the lab, and even primary care, in addition 
to the ED managers. This took place a few months 
before the ED at Issaquah opened, and it involved 
discussions about goals and expectations for the new 
facility. “Then about one month before the new ED 
opened, we had a three-day retreat that was targeted 
at the new staff who were coming in,” says Milne. 
“Leaders from the first free-standing ED [to imple-
ment the no-wait process] participated, and there 
were panel discussions about what it means to be in 
startup mode, which is a little bit of a unique experi-
ence for health care personnel.”

The retreat included several workshop sessions 
focused on customer service, and there were team-
building exercises to get the staff accustomed to 
working with each other in ways that would foster 
the type of culture administrators were trying to 
infuse in the new ED. “By the time people began 
to move into the new facility, there was already a 
level of camaraderie that had developed out of these 
experiences,” says Milne. However, he acknowledges 
that building a new culture requires a lot more than 
a three-day retreat. “It is a continuing, ongoing pro-
cess,” he says.

Listen to staff

In fact, Milne suggests that administrators are 
now grappling with the biggest challenge involved 
with implementing the new model: finding ways to 
sustain the initial vision, and to continue to empower 
staff to own their portion of the workflow. The bur-
den of this task largely rests with managers, adds 
Milne, noting that it is not enough to hold a monthly 
staff meeting.

“Anne [Neethling] comes in early every morning 
and huddles with staff. She spends time trying to 
understand their issues while reinforcing the vision, 
and nipping in the bud any seeds of discontent,” says 
Milne. “At the same time, the staff know she is an 
advocate for them with senior administration, even 
while she is continually challenging them to do bet-
ter.”

It’s a balancing act, acknowledges Neethling, but 
staff members are responsive when they have a seat 
at the table. “This is not a top-down thing that has 
been mandated. There are obviously budget con-
straints that have to be followed, but the biggest suc-
cess from this whole thing came from the fact that 
the front-line people who were actually doing the 
job were listened to and taken seriously,” she says. 
“They felt they had some ownership, so that is a 
big part of what we are still trying to work on every 
day.”

Things don’t always go smoothly, to be sure, 
stresses Neethling. There may be a staffing issue on 
the floor, or a patient may not get moved along as 
quickly as he or she should. These issues come up on 
a daily basis and you have to keep working at them, 
she says. “However, when you establish ownership, 
it makes a huge difference. You don’t feel like you 
have to keep pushing people. You can actually work 
with them and walk with them in the right direction, 
and encourage others to follow in the same way.”

Empower nurses

The charge nurse plays a key role in any ED, 
but in this model, she or he is the ringmaster for 
the department, says Milne. “It is incumbent on 
the charge nurse to be working hand-in-glove with 
the physicians to be clear on what workups are 
being done, where they are at, and making sure that 
patients who are in the department are only there for 
as long as they need to be, and then they are disposed 
efficiently,” he says. “The goal of the charge nurse is 
always to know where the next [free] room is going 
to be, and to keep the room ready effectively for the 
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next patient who walks in the door.”
If every room is full, the charge nurse needs to 

know which patient can be moved to a discharge 
holding area or out into the hall so a workup can be 
initiated on the next patient, explains Milne. “There 
is some learned skill in this process. It is not natively 
intuitive because most of the time nurses who are 
coming from other facilities tend to have the default 
feeling that if the patient has been triaged and is 
out in the waiting room, that’s fine. They will deal 
with the patient when a bed opens up,” says Milne. 
Conversely, in this no-wait model, the pressure is 
always on to make sure that a bed is always available 
to do an intake, he adds.

The model also takes advantage of protocols and 
order sets to enable nurses to get things done early 
on in the ED visit. “We’ve got a fairly standardized 
set of orders that we use for abdominal pain, chest 
pain, and with regard to plain film X-rays,” explains 
Milne. “We give a lot of latitude to the nursing staff 
to be able to get orders placed as they need to before 
the physicians have completed their full assessment. 
That is a key to this.”

This aspect of the model requires a change in 
thinking for many physicians as well as nurses who 
have worked in more traditional settings. “It’s get-
ting the nursing staff empowered to make decisions 
about what a patient needs, and to start thinking 
about using their training to move things forward, so 
there are a number of components to it,” says Milne.

Get used to parallel processing

One of the challenges administrators at the 
Issaquah ED ran into when they began to implement 
the no-wait concept was the mentality among many 
of the ED nurses that it was a sign of weakness to 
have someone come in and help them with a patient, 
says Milne. “They were used to doing everything 
themselves, but they were using serial processing,” 
explains Milne. As a result, it would take 20 to 30 
minutes to complete the intake process on a patient.

Conversely, with the “swarming” intake process, 
there are typically three or four people carrying 
out several tasks simultaneously, so getting over 
this mental hurdle took some time, explains Milne. 
“Once the nurses were able to embrace the concept, 
the department started humming and moving a lot 
more efficiently,” he says.

There has to be ownership and understanding 
and teamwork for the model to work well, explains 
Neethling. “There cannot be anyone, including the 
physicians, who is a solo flyer because then it doesn’t 

work,” she says. “Staff need to learn to respect and 
rely on other people, including people from other 
departments that service the ED.”
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More patients visit EDs 
with dental problems
Experts say it’s a complex problem requiring 
multiple solutions

With surging demand from patients with both 
medical and mental health needs, and continu-

ing pressure to reduce costs, ED managers have a 
full plate of concerns to contend with. But on top of 
all these issues, new reports suggest that an increas-
ing number of patients are visiting the ED with 
dental problems. In a new report, A Costly Dental 
Destination: Hospital Care Means States Pay Dearly, 
The Pew Center on the States in Washington, DC, 
reports that ED visits for dental problems increased by 
16% between 2006 and 2009, and analysts say this 
trend is continuing.

In fact, most ED managers who work in large, 
urban settings are well aware of the issue because 
they contend with it every day. Hany Attallah, MD, 
the assistant medical director in the ED at Grady 
Memorial Hospital in Atlanta, estimates that out of 
the 300-350 patients who present for care every day, 
20-25 of them have dental issues that should really be 
dealt with by a dentist.

“There is really not a lot that we can do for them 
if they just have bad dental disease,” says Attallah. 
However, he adds that such patients can’t help but 
take some attention away from the sicker patients 
who really need acute care services. The problem is so 
severe at Grady that the hospital now pays an outside 
dentist who has an office within walking distance of 
the hospital to see many of these patients.

“Very often, if these patients don’t have any prob-
lems that require an acute intervention, such as an 
abscess or another severe infection, we have patient 
navigators who help us to make dental appointments 
for them,” says Attallah. “They do typically have to 
wait a couple of days for their appointment, but a lot 
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of times that is OK. Often, all that they require is just 
to follow up with a dentist in a short period of time 
to get their teeth cleaned and to begin regular dental 
maintenance.”

While this approach works in some cases, there are 
still plenty of patients who keep returning to the ED 
for the care of dental complaints. “It does tend to be a 
bit of a revolving door,” Attallah says. “We are really 
trying to get these patients in to see the right people, 
which are dentists, but sometimes that can be very dif-
ficult.”

EDs and patients face dilemma

Unfortunately, Grady’s problems are hardly 
unique. As the Pew report and several other recent 
analyses suggest, patients with dental problems are 
increasingly turning to the ED for care all across the 
country. Several contributing factors are involved, 
but experts suggest the biggest issue has to do with 
a shortage of dentists and, in particular, dentists 
willing to accept low Medicaid reimbursements for 
dental care. But some wonder why dentists, as a 
profession, don’t develop a 24/365 access system for 
patients, regardless of their ability to pay.

“Only 10% of the dentists in Florida partici-
pate in the Medicaid program,” explains Frank 
Catalanotto, DMD, professor and chair, Department 
of Community Dentistry and Behavioral Science, 
University of Florida, Gainesville. “I don’t blame the 
dentists. The fees here are among the worst in the 
country. But the patients are stuck. That is why you 
see so many repeat visits to the ED.”

Such a dilemma leaves the EDs stuck as well 
because often the only thing they can do for patients 
with dental problems is provide pain medication, 
antibiotics, and a suggestion that they seek care from 
a dentist. “These patients can’t find a dentist, for 
the most part, and they’re typically back in the ED 
a couple of weeks or a couple of months later,” says 
Catalanotto.

State-level statistics paint a pretty grim picture 
of the problem. For example, in Florida there were 
115,000 visits to the ED for dental-related con-
cerns in 2010, resulting in more than $88 million 
in charges, explains Catalanotto, noting that the 
Medicaid group alone has grown by 40% in the last 
three years. “Something is going wrong in Medicaid. 
Access is getting more difficult,” he adds.

It’s an expensive problem because ED care is 
many times more expensive than preventive care 
in a dentist’s chair. Further, when people have had 
little to no preventive dental care, serious medical 
problems can ensue, further running up the tab. 

“There can be very serious consequences,” stresses 
Catalanotto. “Children and adults have died from 
untreated dental infections.”

This reality was made tragically clear five years 
ago when 12-year-old Deamonte Driver died follow-
ing complications associated with a tooth abscess. In 
that case, which occurred in Prince George’s County, 
MD, Driver’s mother had searched for a dentist who 
would accept Medicaid, but she was unsuccessful.

States consider mid-level dental providers
What can EDs do to address the problem? 

Attallah says Grady has had some success with the 
use of a dental resource sheet — a listing of dentists 
in the area who may be just getting their practices 
started, and are amenable to setting up payment 
plans for patients. When patients present to the ED 
for care of a dental problem, the dental resource 
sheet provides them with some alternative resources 
to consider for their dental health needs.

Teaching hospitals that are associated with den-
tal schools have some advantages in that they can 
perhaps more easily set up ambulatory care clinics 
that include both medical and dental care. That’s 
what Shands Hospital at the University of Florida 
has done, explains Catalanotto, although the clinic 
is still only open between the hours of 8 a.m. and 5 
p.m.

“If a child comes in [to the ED] with an emer-
gency [dental problem] on the weekend, no treat-
ment is going to get done. The child will receive 
antibiotics and pain medication until he or she can 
get to the dentist on Monday or later in the week,” 
says Catalanotto. Another limitation is that the clinic 
can only accommodate a total of 24 dental patients 
per day, so it is helpful, but by no means is it a com-
plete solution to the problem, he says. Nonetheless, 
Catalanotto advises that county health departments 
and federally qualified community health centers are 
other entities that can help to facilitate this type of 
care — at least during regular working hours.

Another solution that a number of states are con-
sidering is legislation to permit mid-level dental pro-
viders, sometimes called dental therapists, to provide 
routine dental care such as filling cavities, replac-
ing crowns, and performing extractions. In some 
models, these providers work under the supervision 
of dentists, explains Catalanotto. “They have any-
where from two to four years of education after high 
school … and they have been used in 50 countries 
around the world for more than well over 50 years 
and have a track record of safety and efficacy.”

In the United States, only Alaska and Minnesota 
have thus far passed legislation enabling these mid-
level providers to deliver dental care. While this 



July 2012 / case management advisor ™  83

COMING IN FUTURE MONTHS

n Helping the elderly 
stay independent at 
home.

n Tips for preventing 
readmissions. 

n Providers, health plan 
collaborate on patient 
care.

n Exploring alternatives 
to hospitalization.

approach has the support of the Pew Center on the 
States and multiple state coalitions that have gained 
strength since the Deamonte Driver case, state dental 
associations are fiercely opposed to the licensing of 
mid-level dental providers. But to date, none of the 
state associations have proposed programs for access 
to urgent dental care.

Multiple solutions are required
Minnesota passed its law enabling mid-level den-

tal providers to practice in the state in 2009, but 
establishing training programs for dental therapists 
has taken time. “The first cohorts graduated last 
year,” explains Colleen Brickle, RDH, RF, EdD, the 
dean of Health Sciences at Normandale Community 
College in Bloomington, MN. “The most anyone 
has worked as a dental therapist is about three to 
four months … so it is difficult at this point to mea-
sure any impact [on EDs].”

In the meantime, Hennepin County Medical 
Center (HCMC) in Minneapolis continues to see 
a large volume of dental-related visits to its ED, 
acknowledges Mary Seieroe, DDS, director of the 
dentistry clinic at HCMC. “Dental access is a com-
plex issue, with the core dilemma being that oral 
health is considered optional and is not part of 
general health care. Dental services, reimbursement 
levels, delivery systems, and the workforce have 
developed in ways that reflect this,” says Seieroe. 
“The inappropriate use of EDs for dental prob-
lems will not be solved by a single approach. It will 
require changes at all levels of the delivery and reim-
bursement systems, and education of the public.”

While some experts have suggested that perhaps 
EDs should have mid-level dental providers on staff, 
Seieroe suggests that is not a particularly work-
able solution. “The scope of services that dental 
therapists, or even advanced dental therapists, can 
provide greatly limits the ability to effectively utilize 
these providers in an ED setting. They may be able 
to play a role in triaging dental patients in hospitals 
that have onsite dental services, but current reim-
bursement models make this financially unsustain-
able,” she explains.

The dental department and the ED at HCHC are 
collaborating to develop strategies to address the 
growing number of patients who are presenting to 
the ED with dental pain and infections, says Seieroe, 
but she suggests that dental therapists are likely to 
have the greatest impact by providing increased 
access to basic oral health care in primary care set-
tings. “To address the ED issue, more needs to be 
done, particularly in investigating new economic 
models for health care that incorporate oral health 
as an essential component of general health.”
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After reading this issue, continuing education participants will 
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and social issues relevant to case management.
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financial, and social issues relevant to case management 
affect case managers and clients.
3. Describe practical ways to solve problems that case man-
agers encounter in their daily case management activities.  
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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. 
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1. According to B. K. Kizziar, RNC, CCM, CLCP, what do 
case managers need to know about their patients 
that may aff ect their adherence to their treatment 
plan?
A. Their fi nancial situations.
B. Their emotional status.
C. Their level of understanding about their condi-
tion.
D. All of the above. 

2. According to LuRae Ahrendt, RN, CRRN, CCM, nurse 
consultant at Ahrendt Rehabilitation in Norcross, 
GA, when talking to patients about their treatment 
plan, case managers should say: “I represent the 
insurance company and this is what they want you 
to do.” 
A.True
B. False 

3. At Bend Memorial Clinic, what HDL cholesterol 
level indicates that patients should come in for a 
check-up twice a year?
A. 100 
B. 120
C. 80
D. 110

4. Bayada Home Health Care’s follows up after 
discharge with patients who are at high risk for hos-
pital readmissions after they are discharged from 
home health services. How often and for how long 
do they follow the patients?
A. Weekly for 30 days.
B. Monthly for six months.
C. Weekly for six months
D. Monthly for 12 months. 
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