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For senior citizens, there’s no place 
like home
Their health is better in a familiar place

Senior citizens are just like everyone else: They prefer living in 
their own homes where they feel secure and can do as they 
please, when they please, instead of being in an institution where 

they are at the mercy of the facility’s routine.
When seniors continue to live at home, they can maintain their 

freedom. They don’t have to part with their prized possessions or 
their pets, and they can have visitors whenever they want. 

Older people are connected to their home and the memories it 
contains. They are comfortable with their routine and like being 
independent, says David Wilner, MD, a geriatrician and palliative 
care specialist who is vice president and medical director at Summit 
ElderCare, a program sponsored by Worcester, MA-based Fallon 
Community Health Plan that supports seniors at home.

“In an institutional setting, they have the potential for losing their 
dignity. They have to get up at a certain time, eat at a certain time, 
and follow a routine that may not be comfortable. They are unhappy 
being away from their memories and their community,” he says.

Seniors tend to stay healthier longer if they are receiving the ser-
vices they need at home, where they feel at ease, adds Jeri Peters, 
RN, BSN, chief nursing officer for Minneapolis-based UCare. “Many 

EXECUTIVE SUMMARY

When seniors citizens, even those who meet the requirements for nursing 
home care, are able to live at home, they often stay healthier than if they are 
in an institutional setting.
• They feel comfortable and secure in a familiar environment.
• Care coordination is necessary to ensure that they get the services they 
need and help them navigate the healthcare system.
• Some insurers have found that coordinating care in the seniors’ homes is a 
cost-effective option to paying for care in a nursing home. 
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seniors can continue to live independently if they 
have support from care coordinators who can 
help them navigate the healthcare system, answer 
questions, and arrange the services they need,” 
she adds.

Some people have the false belief that admit-
ting elderly people to a nursing facility with 
long-term support gives them more attention 
than they can get in their own home, Wilner 
says. “But nursing homes allot about 60 to 90 
minutes of care a day to each person, instead of 
giving them constant attention. They often can 

get more care if they live at home with home 
care services,” he says.

Providers are finding that providing services 
that allow seniors to live safely at home often is 
less expensive than providing care in a nursing 
facility.

UCare’s program for seniors through the 
Minnesota Department of Human Services’ 
Minnesota Senior Health Options (MSHO) is 
a cost-effective way of providing the care that 
dual-eligible seniors need at home even when 
they qualify for a skilled nursing level of care, 
Peters says. (For details on the program, see 
related article on page 100.)

Fallon’s Summit ElderCare provides care and 
support from an interdisciplinary team based 
at five Program of All-Inclusive Care for the 
Elderly (PACE) senior centers.

Care coordinators visit members who sign up 
for the program and complete a detailed assess-
ment to determine their functional abilities and 
what kind of care and how much care they will 
need, then work with members and their family 
members to develop a plan that will work for 
them. (For details, see related article below.)  n

Seniors stay safely at home 
with support services
Interventions provided at home, senior center

Although all of them qualify for a skilled 
nursing level of care, 86% of participants 

in Summit ElderCare are able to live in the 
community.

Summit ElderCare  — sponsored by 
Worcester, MA-based Fallon Community Health 
Plan — is a medical, insurance, and social sup-
port program for people age 55 and older that 
helps participants remain in the community as 
an alternative to moving to a nursing home. 
The program is based on the Program of All-
Inclusive Care for the Elderly (PACE) model 
centered around the belief that it is better for 
the well-being of seniors with chronic care 
needs if their care is provided in the community. 
Summit ElderCare is a participating provider in 
Medicare’s Program of All-Inclusive Care for the 
Elderly (PACE).

Components include a team of profession-
als specializing in geriatric care who coordinate 
medical care, social services, and support, and 
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five PACE health centers where seniors can 
receive medical care and participate in social 
activities.

“Our mission is to keep participants living in 
their own homes as long as possible,” says David 
Wilner, MD, a geriatrician and hospice care spe-
cialist who is vice president and medical director 
at Summit ElderCare.

The program is conducted out of five 
PACE centers, located in central and western 
Massachusetts. The teams at each PACE center 
include physicians, social workers, physical ther-
apists, occupational therapists, transportation 
coordinators, home care nurses, clinical nurses, 
nutritionists, health aides, nurse practitioners, 
activity coordinators, and the director of the 
center. People who apply to join the program 
undergo an extensive assessment by each mem-
ber of the PACE team to determine if they meet 
criteria for the program. “We have people who 
want to join who are not frail enough or are 
not functionally impaired,” says Karen Longo, 
MHA, vice president and executive director of 
Summit ElderCare. 

The first step in the process is a home visit 
by the enrollment nurse who assesses the appli-
cant’s living situation, ability to perform activi-
ties of daily living at home, and need for skilled 
services. Then the applicant spends a day at the 
PACE center, getting to know the staff and being 
assessed individually by each discipline. Then the 
interdisciplinary team works with the enrollee 
and family to develop an initial service plan. The 
team reviews the medical records, talks to pro-
viders, and spends time gaining an understand-
ing of the person’s medical, psychosocial and 

EXECUTIVE SUMMARY

Summit ElderCare, sponsored by Fallon Community 
Health Plan, provides support so seniors who qual-
ify for a skilled nursing level of care can remain at 
home in the community.
• A team of professionals specializing in geriatric care 
evaluates applicants and works with them and their 
families to develop a plan of support.
• Seniors receive interventions at home and at the 
health plan’s Program of All-Inclusive Care for the 
Elderly (PACE) centers, which provide medical care 
and adult day programs.
• The interdisciplinary team coordinates the care 
in the home and works with providers at hospitals 
and skilled nursing facilities to ensure seamless 
transitions.

functional history. 
“At the point of enrollment, the individual 

already has had extensive interaction with the 
interdisciplinary team, and the team has a good 
working knowledge of the participant, the fam-
ily and the goals they have. They go beyond the 
interactions of a multidisciplinary team where 
each person is focused on their own goals and 
collaborate closely to prioritize each partici-
pant’s multiple issues and multiple potential 
interventions to determine on where to focus 
first, taking into account their goals and their 
needs,” she says.

Once an individual is enrolled, there are no 
out-of-pocket expenses beyond the monthly 
program cost. “Full coverage is provided for all 
approved services, including hospitalizations, 
in-home services, medical supplies, medications, 
and more. There are no financial barriers to pro-
viding what is needed to maximize functioning 
and help the participant continue living in the 
community,” Longo says.

Once the plan is in place, the team meets with 
the participant and family to make sure they are 
on board with the plan. “We understand that 
the participants are at that stage in life when 
they are struggling with multiple issues and chal-
lenges. The services we provide are different for 
each person and are tailored to the individual’s 
needs and wishes. It is essential to make sure 
to match the care provided with their goals,” 
Wilner says. 

All of the disciplines intervene as needed while 
collaborating with the rest of the team to take 
a seamless approach. One team member is the 
primary contact. For instance, if a patient has 
multiple medical issues and is in and out of the 
hospital, the primary contact may be to keep 
the chronic conditions stable and maximize the 
person’s functional level. In that case, the nurse 
practitioner may become the primary contact. 
At the same time, the nurse and social worker 
may be working on eliminating barriers to get-
ting medication and adhering to the treatment 
plan. If someone has a wound that hasn’t healed, 
the rehab staff may visit the home to determine 
any physical or environmental factors that may 
be contributing to the problem. For instance, 
the person may be sleeping in a chair or is out 
of medication and can’t get to the pharmacy to 
obtain more.

The team meets regularly to review the par-
ticipants’ progress and to brainstorm other inter-
ventions that could help them remain in their 
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homes.
Members of the PACE team and the nursing 

staff are available 24 hours a day. The program 
keeps extensive records on each participant that 
include medical information, interventions and 
the team member making them, services and 
equipment that are in place, social and family 
support including the role of each family mem-
ber, advance directives, and the education the 
participant has received. “When someone calls in 
after hours, the clinician who answers can pull 
up the participant’s records and provide appro-
priate support regardless of the time of day. 
They know what coordination has been done 
and don’t have to start at square one,” Wilner 
says.

Clinicians go to the home and provide medical 
care when participants are sick and provide care 
at nursing homes and long-term care facilities. 

Summit ElderCare also has transition of care 
nurses who work with the interdisciplinary team, 
participants, and family members and act as a 
liaison between hospitals and post-acute facili-
ties to ensure a smooth transition. The transi-
tion of care nurses are not necessarily part of the 
interdisciplinary team but work with the team, 
hospitals, skilled nursing facilities, home health 
agencies, and transportation providers. “They 
take a checklist approach to make sure all the 
dots are connected when people move from one 
level of care to another,” she says.

The program has a contract with a hospital-
ist group to provide day-to-day management of 
participants in the hospital but the team con-
tinues to have oversight. The transition of care 
coordinator works with the hospital team to 
provide information that can help with the dis-
charge plan. “We are able to go to the hospital 
and consult on care issues as needed, as well as 
coordinating with the hospital, the patient, and 
family,” Longo says. 

“One of the significant benefits of the PACE 
program is that one team coordinates care 
throughout the hospital stay, a skilled nursing 
admission, and back to the community. One 
team knows what is going on and has a check-
list of services that need to be in place,” Wilner 
adds.

Participants, on average, spend time at the 
PACE centers a little more than two days a 
week. Some come only once a month for a medi-
cal visit. Others are there five days a week for 
adult day activities, rehabilitation, and other 
medical services.

The centers have transportation coordinators 
that work with participants and family mem-
bers to ensure that they can get to the centers 
when they are scheduled. Some participants are 
brought to the center by their family members. 
Others take the center’s van.

The team takes a proactive approach to keep-
ing members safe. For instance, when an ice 
storm was predicted for the area and the centers 
were expected to be closed, the team made sure 
there were safe plans for every member and that 
they had the medications they needed.

Family support is a key to the success of the 
program, Longo says. If there are no family 
members nearby, the program can provide the 
physical assistance that will allow the senior to 
remain in the home. The team works to engage 
family members and holds regular family meet-
ings. If the family is out of town, the confer-
ences are by telephone.

“When an individual first enrolls, the team 
spends a lot of time trying to identify potential 
support beyond just identifying a spokesperson. 
We look at whether there are grandchildren, 
neighbors, or friends that may have something 
to offer,” she says.

The team checks on participants by telephone 
as needed and is piloting an Internet-based mon-
itoring system that alerts them when the daily 
routine changes. The alerts can be customized to 
meet the needs of the participant. For instance, 
the sensors may be installed on the refrigerator 
and kitchen cabinets and alert the family or the 
team when the person fails to open them in the 
morning.

For more information on the PACE pro-
gram, visit: www.summiteldercare.org, and 
http://www.npaonline.org/website/article.
asp?id=12&title=Who,_What_and_Where_is_
PACE?. n

Program keeps seniors 
at home, cuts admissions
RNs, social workers coordinate the care 

UCare’s program aimed at helping low-
income seniors to live safely on their own 

at home has reduced nursing home readmissions 
and lengths of stay in nursing homes.

When the program started in 2005, about 
a third of participants were in some type of 
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EXECUTIVE SUMMARY

UCare’s program for seniors provided through 
the Minnesota Department of Human Services’ 
Minnesota Senior Health Options (MSHO) program 
provides home and community-based services that 
allow dual eligible seniors to live at home.
• Care coordinators conduct home visits to evaluate 
the seniors and determine the services they need.
• They follow up periodically by telephone or in per-
son at intervals determined by participants’ needs 
and gradually reduce contact to once every six 
months.
• Interpreters often accompany care managers when 
they work with Hmong or Somali participants to help 
with language barriers and cultural barriers.

nursing facility. Now the figure has dropped 
to 20%, according to Jeri Peters, RN, BSN, 
UCare’s chief nursing officer.

The Minneapolis-based health insurance plan 
assigns care coordinators to dual eligible seniors 
they serve through the Minnesota Department 
of Human Services’ Minnesota Senior Health 
Options (MSHO) program. They must be 65 
or older, receive Medicare Parts A and B, be 
eligible for Medicaid benefits, and live in the 
57-county geographical area served by UCare. 

Members in the program who qualify for a 
skilled nursing level of care often are able to 
receive home and community-based services that 
allow them to stay at home under a waiver pro-
gram administered by the state, Peters says.

“Seniors tend to do better psychologically 
if they continue to be in familiar surroundings 
where they feel safe, and are more comfortable. 
This program is a cost-effective way to provide 
the services seniors need to maintain their inde-
pendence and live safely at home,” Peters says.

The care coordinators are nurses and social 
workers who work closely with seniors in the 
program to set goals for remaining independent, 
Peters says. Seniors in the program typically 
have chronic health conditions, such as diabetes 
and heart failure, mobility problems and safety 
issues as well as psycho-social challenges, she 
adds.

When seniors enroll in the program, the 
UCare customer services department sends them 
a packet of information and calls to welcome 
them to the program and schedule an in-home 
visit by a care coordinator. During the initial 
home visits, the care coordinators complete a 
comprehensive assessment with the member, 

and family members whenever possible. They 
work with the member and family to develop 
a care plan based on the member’s health and 
social needs. 

“We arrange a whole array of services to help 
support independent living. These range from 
setting up home health care, personal care atten-
dants and durable medical equipment, to getting 
their lawns mowed and meals delivered,” Peters 
says.

After the initial meeting, the care coordina-
tors check in regularly with members by tele-
phone or in person, depending on the members’ 
needs. Initially, they may visit as often as once 
a month, then gradually reduce contact to once 
every six months when members become more 
stable and are able to manage their day-to-day 
needs with the assistance of their families and 
services that are in place. “We want them to be 
independent and able to self-manage,” she says.

When needed, the care coordinators can 
arrange for transportation to medical appoint-
ments and services as part of the members’ 
UCare benefits. If members are withdrawn or 
without social contacts, the care coordinators 
can arrange adult day care or other community 
services. In most cases, bearing in mind that 
people are sensitive about receiving multiple 
phone calls for the same thing, the care coordi-
nators leave appointment reminder calls to phy-
sician offices. 

The care coordinators forward the care plan 
to the members’ primary care providers and 
seek their input and feedback. Sometimes they 
accompany members to physician appointments 
if they have difficulty understanding or want 
someone there to support them.

The care coordinators participate in interdis-
ciplinary meetings that are attended by physi-
cians, RNs, social workers, and the behavioral 
health staff to present complex cases and receive 
guidance. They have access to the health plan’s 
medical directors and pharmacists when needed.

Care coordinators receive a daily report on 
members who have been admitted to the hospi-
tal or a skilled nursing facility. They contact the 
hospital discharge planner or nursing home staff 
and provide information on the member, then 
assist in the discharge plan. They talk to the 
member on the telephone during the stay when-
ever possible and follow up within 48 hours of 
discharge. During the post-discharge calls, the 
care coordinators go over the treatment plan, 
the medication regimen, and make sure they 
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have filled their prescriptions and have follow-
up physician appointments. They follow mem-
bers who have had a hospital or nursing facility 
stay closely for the first 30 days after discharge. 

Some participants who are Hmong or Somali 
also need interpreters to help them understand 
western medicine. “We make a concerted effort 
to recruit qualified Hmong and Somali individu-
als to work in the care coordination department. 
They go with the care coordinators to help with 
language barriers and cultural barriers and to 
help the care coordinators understand traditions 
and rituals that are important to that specific 
ethnic population,” she says. 

When needed, care coordinators can use an 
interpreter for their telephone calls. 

The care coordinators are experienced 
nurses and social workers and go through 
an 8-to-12-week orientation program that 
includes classroom instruction and job shad-
owing. A supervisor accompanies new care 
coordinators on several initial visits to assess 
their competency.

In geographic areas where UCare does not 
have care coordinators available, the health plan 
contracts with local healthcare systems, clinics, 
county public health and social service depart-
ments, and community agencies to provide care 
coordination. “Our philosophy is that care coor-
dination is best done in the local community 
where case managers are familiar with the pro-
viders and services in that area,” Peters says. n

Nurse calls reduce risk 
from gestational diabetes
Educations is key to good outcomes

Women with gestational diabetes who 
received telephone-based management 

from a nurse had a lower risk of high birth 
weight for newborns in a study conducted by the 
Kaiser Permanente Northern California Division 
of Research.

The women who received the telephone coach-
ing also were more likely to have postpartum 
glucose testing, which leads to earlier identifica-
tion and management of risks for diabetes, says 
Assiamira Ferrara, MD, PhD, a research scientist 
and lead investigator for the study. 

“The patients with the best outcomes were fol-
lowed by their physician but had additional tele-

EXECUTIVE SUMMARY

Telephonic coaching for women with gestational 
diabetes reduced the risk of high birth weight for 
newborn babies and increased postpartum glucose 
testing to identify diabetes, according to a study by 
the Kaiser Permanente Northern California Division 
of Research.
• Pregnant women without pre-existing diabetes 
were screened for risk of gestational diabetes.
• Nurses at the Regional Perinatal Service Center 
called the women and educated them on the con-
dition and the importance of following a recom-
mended diet and checking their blood glucose 
levels.
• Participants could call a toll-free number with ques-
tions and concerns.

phone consultation from nurses who educated 
them and coached them to check their glucose 
levels and follow their diet,” she adds.

The investigators in the study analyzed the 
association between referral to telephone-based 
nurse consultations and adverse infant out-
comes. They used data from Kaiser Permanente 
Northern California’s gestational diabetes reg-
istry to identify women who had pregnancies 
complicated by gestational diabetes. 

During the study period, 96% of preg-
nant women without pre-existing diabetes 
were screened for gestational diabetes. Of the 
11,435 women identified, 44.5% were referred 
to the Kaiser Permanente Regional Perinatal 
Service Center, where nurses provide supple-
mental care through telephone counseling to 
women with high-risk pregnancies, including 
those with gestational diabetes. The program’s 
call center is staffed by 32 registered nurses 
and two registered dieticians and offers phone 
counseling seven days a week to address blood 
glucose monitoring and control, diet and physi-
cal activity.

Kaiser conducts the glucose tolerance test on 
pregnant women without pre-existing diabetes 
in the third trimester of pregnancy and refers 
women who have a positive result to their doc-
tor for an additional visit as well as the nurse 
management program for telephone counseling. 
“Women are usually shocked when they get the 
diagnosis of gestational diabetes. The majority 
of the women are young, have normal weight, 
and have no idea they are at risk,” Ferrara says.

The nurses at the center contact the women 
in the program two or three times a week, 
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educating them about gestational diabetes 
and the importance of checking their glu-
cose level every day after meals, Ferrara says. 
Participants in the program can call a toll-free 
number between 6 a.m. and 11 p.m. if they 
have questions or concerns. 

Kaiser provides the women with a home glu-
cose monitoring device. In addition, the center 
sends a laboratory slip for postpartum glucose 
testing and makes reminder calls to women who 
don’t get the screening test.

“The first line of therapy is diet, and the 
nurses counsel the women on how to modify 
their diets to reduce their risk of elevated blood 
sugar,” Ferrara says. If the glucose level doesn’t 
reach normal levels after two weeks of following 
the diet suggested by the nurse, the nurse can 
initiate therapy with medication, she adds.

“Gestational diabetes can increase the risk 
of a premature delivery, babies with high birth 
weight, or low-weight babies. Keeping the blood 
glucose at normal levels results in healthier 
babies and lower healthcare costs,” she says. n

New tool aims to  
standardize ED handoffs
Tool boosts safety and communication practices

Shift changes are a point of risk in hospi-
tal settings because as outgoing clinicians 

hand off patients to incoming staff, it is easy 
for important information to be missed or mis-
understood. And this risk is heightened in the 
emergency setting, where providers are working 
under a constant state of urgency.

“It is a fast and furious process in most EDs. 
No one really wants to admit that, but it is the 
truth,” says Drew Fuller, MD, MPH, FACEP, 
the director of safety innovation at Emergency 
Medicine Associates (EMA), a Germantown, 
MD-based provider of medical services in the 
Mid-Atlantic region. “Most of what is done is 
what is called a hopeful handoff. You say what 
you have to say to the other clinician, and you 
hope that he or she got it all.”

While there has been considerable discus-
sion about how to better focus the conversa-
tion during handoffs, Fuller explains that there 
is no generally accepted process or standard 
for handoffs in the ED. “Very few EDs actu-

ally have an agreed-upon, clear process in place 
for physician sign out,” he says. “Emergency 
departments are probably the highest-risk areas 
of the health care system and, because of that, 
sign out can be a process that is fraught with 
risk and vulnerability.”

Intent on coming up with a way to put some 
common-sense structure into the handoff pro-
cess, Fuller and colleagues at EMA developed a 
new protocol specifically designed with emer-
gency physicians in mind. The process, called 
Safer Sign Out, includes a template that prompts 
physicians to jointly cover the key issues of con-
cern when one clinician is passing a patient off 
to another clinician.

Thus far, the approach has been implemented 
in 12 hospitals served by EMA in Maryland, 
Virginia, West Virginia, and Washington, DC. 
And now the group has teamed up with the 
non-profit Emergency Medicine Patient Safety 
Foundation (EMPSF) to make the process avail-
able to other EDs around the country.

Rely on evidence

Work completed by the American College 
of Emergency Physicians (ACEP) Section on 
Quality Improvement and Safety (QIPS) formed 
the basis for the Safer Sign Out template, 
explains Fuller. A paper published by the group 
in 2010 made several recommendations on how 
to improve handoffs and decrease the risk asso-
ciated with the process, he says.1

Picking up on these recommendations, Safer 
Sign Out seeks to shore up areas of vulnerabil-
ity during the handoff process. Among these is 
the risk there will be a communication failure. 
“Studies have shown that if you use a template 
conversation piece, or a template tool with 
details already populated, and then it is dis-
cussed jointly with both physicians focused on 
that tool, you are less likely to have information 
and data loss,” explains Fuller.

Consequently, the Safer Sign Out process uti-
lizes a paper-based form that prompts discussion 
regarding the key issues pertaining to patients 
that are transitioning from one provider to 
another. “If I am taking a sign out from another 
physician, and he or she wants to sit down with 
me and tell me what the issues are while I still 
have to continue working on my other patients, 
it is so much more practical and easy for me to 
pull out that piece of paper and look at it as I 
am roaming through the department and check-
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ing on things,” explains Fuller.
While utilizing a paper-based tool may seem 

a bit old fashioned or even primitive in the age 
of digital communications, it is the most reli-
able way to do it, says Fuller. “Electronic medi-
cal records (EMRs) have not lived up to their 
promise yet,” he says. “Some EMR [companies] 
are trying to build these types of tools, but we 
aren’t aware of any that have successfully done 
it. They may claim they have done it, but we 
aren’t aware of any clinicians out there saying 
that they are finding these tools usable, so we 
have stuck with the tried and true.”

Jointly round on patients

A second area of risk that Safer Sign Out 
attempts to address is the potential that a 
patient’s clinical status may change in the midst 
of a transition and the new provider may not 
know about it. To reduce the risk of this hap-
pening, the new process calls for both physi-
cians to go to the patient’s bedside and round 
on the patient together. This happens after they 
have had a conversation about the patient and 
understand what the issues are.

“You go to the bedside, you see the patient, 
and you see the monitor, and you quickly get 
a good idea of what is happening with the 
patient,” says Fuller. “It also gives the patient 
the feeling that their care is being transitioned in 
an appropriate way.”

Informing the patient that a new provider 
is taking over his or her care may seem like a 
standard task, but Fuller suggests that it is not 
unusual for patients to be left out of the loop. 
“We have had complaints about that,” he says. 
“We find that Safer Sign Out is a good way of 
showing patients that they are now part of the 
process.”

While Safer Sign Out is a physician tool, it 
also recognizes that nurses are a part of the care 
team.

Next to each patient’s information on 
the template, there is a box that the physi-
cian checks indicating that the nurse has been 
brought up to speed. “One of the physicians 
has to connect with the nurse and make sure 
that the nurse understands that a transition 
has taken place, and what the key issues are,” 
explains Fuller. “This also gives the nurse the 
opportunity to communicate information that 
the physicians may not be aware of.”

Consider patient impact

Michael Kerr, MD, the chair and medical 
director of the ED at MedStar Montgomery 
Medical Center in Olney, MD, acknowledges 
that his first reaction to the Safer Sign Out 
process was annoyance that ED providers were 
being asked to fill out yet another piece of 
paper, but his view changed when he personally 
experienced the kind of mental lapse that can 
take place without more structure in the handoff 
process.

“I literally did the typical ED drive-by sign out 
to one of my partners. I told him about an active 
patient or two that I had in the department, and 
then I headed out to go home,” explains Kerr. 
“On the way home, I was listening to a public 
service announcement on the radio about depres-
sion, and I suddenly recalled a psych patient that 
I had in the back that I totally forgot about who 
had been there for ages.”

At that point, Kerr realized he was as guilty as 
the next person, and he decided to mandate that 
all the emergency physicians in the department 
adopt the Safer Sign Out process. “Everybody 
kind of groaned, but then they did it. Then lit-
erally within a matter of weeks I saw several 
changes,” he says.

Not only had the process become routine, but 
the physicians also didn’t seem to mind doing 
it anymore. To the contrary, many physicians 
indicated that completing the process made them 
feel better about the care they were providing to 
patients when they leave the department at the 
end of a shift, notes Kerr.

“Our rule is that every single patient that is on 
[a physician’s] board gets written down on [the 
Safer Sign Out] form and gets discussed, includ-
ing those patients who are admitted that have 
not yet left the ED, patients in our long-term 
drug/alcohol side of the department, and active 
patients,” explains Kerr. “For all active medical 
patients who have a test or an issue outstand-
ing, the physician actually goes to the bedside 
and has a verbal discussion with the patient and 
family as to what is going on and who the new 
physician is who is coming on and taking over 
the case.”

Kerr explains that implementation of the Safer 
Sign Out process has put an end to what used to 
be recurrent complaints from patients that their 
physicians had disappeared and that nobody told 
them what was going on. “The patient knows 
they are being passed off from one physician to 
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another,” he says. “Now there is a bedside sign 
out and there is a good transition.”

Jennifer Abele, MD, FACEP, chair and medi-
cal director of the ED at Johns Hopkins Sibley 
Memorial Hospital in Washington, DC, agrees 
that the Safer Sign Out process is a clear plus as 
far as patient satisfaction is concerned. “Many 
patients have expressed gratitude for the bedside 
sign out,” she says. “They want to know who 
their doctor is, and are relieved to know that 
the oncoming person has all of the information 
needed to make good decisions.”

Further, while it took time to get emergency 
providers to consistently use the Safer Sign Out 
forms, Abele stresses that she did not have to 
make a strong case for the new process. “The 
providers knew that handoff risks could be 
reduced, so it really didn’t take any convincing 
to show them that this was the right thing to do 
for the patient,” she says. “Sign out is a risky 
time for the patient. There is a lot of informa-
tion that needs to be passed between providers, 
so standardizing the process helps reduce errors 
and gives the process structure.”

Operationalize the process

Do the tasks outlined in Safer Sign Out con-
flict with efforts to move patients through the 
ED quickly and efficiently? Developers are still 
waiting on data from the 12 sites that have 
implemented the tool, but Fuller hypothesizes 
that at worst, the process probably has no 
impact on wait times.

“When people hear about this, there is a 
perception that it is going to take too long, but 
once you operationalize it and it becomes part 
of your system, we are finding that it doesn’t 
take very long at all, and people don’t mind 
doing it,” says Fuller.

Kerr agrees, noting that most emergency phy-
sicians try to complete the care required for all 
of their patients before the end of a shift, so they 
don’t usually have very many active patients 
that they need to pass off to another physician. 
This minimizes the amount of time it takes to 
complete the Safer Sign Out process, he says. “It 
is actually a very good transition; it enhances 
patient care and patient safety,” adds Kerr. 
“Things don’t get missed anymore.”

Fuller estimates that completing the Safer Sign 
Out process at the end of one of his eight- or 
nine-hour shifts typically takes about five min-
utes. But Fuller also stresses that speed should 

not be prioritized over safety. “Not every initia-
tive or undertaking that comes under the head-
ing of quality or throughput helps safety. In fact, 
if we are not careful, quality measures could 
jeopardize safety,” he says. “If we are trying 
to rush patients through the system to decrease 
length of stay or decrease waiting times, we 
could be doing it for good intentions, but it 
could have bad outcomes.” 
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ED uses telemedicine to 
ease crowding, wait times 
Patients, providers give remote visits high 
marks

Telemedicine has been used to connect 
patients in rural areas with providers, and 

to obtain quick access to a neurologist when 
patients present with symptoms of stroke. 
However, a group of emergency providers at 
the University of California San Diego Health 
System (UCSD) are testing whether telemedicine 
may also provide a cost-effective solution to 
crowding in the ED.

“What we realized is that in the current envi-
ronment, we are seeing a trend of increased vis-
its to the ED. This is not just true in academic 
medical centers. Community hospitals all across 
the country are operating at capacity, and deal-
ing with overcrowding” explains Vaishal Tolia, 
MD, MPH, FACEP, an emergency medicine 
physician at UCSD, and a co-investigator on the 
project. 

With more demand than capacity, hospitals 
have come up with a number of different strat-
egies to alleviate long wait times, but Tolia 
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observes that many of these are far from ideal. 
“One solution is just putting a physician in tri-
age so if someone comes in, they get seen by 
a physician quickly,” he says. “This helps to 
reduce the number of patients who leave with-
out being seen [LWBS], but the problem with 
just having a fixed time for the physician to be 
there to deal with a potential surge is that emer-
gency medicine is very unpredictable. You never 
know when you are going to have that surge, so 
it is a potentially costly resource.”

By applying telemedicine to the problem, 
Tolia and colleagues theorize that EDs can eas-
ily activate an on-call physician precisely when 
they need the extra help, and they can just as 
quickly deactivate the physician when he or 
she is no longer needed. There are technical 
and administrative hurdles, but armed with a 
$50,000 University of California Health Quality 
Improvement grant, the UCSD team is in the 
process of implementing the approach, and 
investigators say that early results are promis-
ing. 

Patients feel more involved

As part of the study, dubbed Emergency 
Department Telemedicine Initiative to 
Rapidly Accommodate in Times of Emergency 
(EDTITRATE), telemedicine is first being 
deployed at UCSD’s Hillcrest Medical Center, 
a level I trauma facility that sees about 60,000 
patients a year in the ED. “The logistics of it 
right now are that we have one full telemedicine 
module in a patient care room…and we have a 
cadre of physicians within our group that have 
gone through the training, and have agreed to 
participate in this study,” explains Tolia. “Since 
this is still a pilot project, we are making the 
telemedicine available Monday through Friday, 
from about noon until 8pm.”

The on-site telemedicine module is equipped 
with a video screen, a camera that can be 
controlled by the remote physician, and tools 
that enable the physician to evaluate a patient 
much as he or she would during an in-person 
encounter. A dedicated, on-site nurse handles 
the peripherals and facilitates the telemedicine 
encounter. “The nurse’s hands are what we 
are using remotely to assist us in examining 
patients,” says Tolia. “We ask them to press 
in different parts of the abdomen, and we have 
shown them where to put the stethoscope so we 
can listen to heart and lung sounds.”

The remote physician requires a laptop or 
desktop computer that is equipped with a cam-
era as well as the software that enables a secure 
connection with the telemedicine module. Most 
physicians already have the basic hardware 
required to manage a telemedicine encounter, 
says Tolia. Further, while the equipment has 
not been used in this manner before, it has been 
used in other medical settings, he says. 

The technology has not presented any prob-
lems, says Tolia. To the contrary, patients who 
have been treated via the telemedicine unit 
thus far have provided positive feedback on the 
approach. “They really feel more involved in 
the care process themselves because when we 
are evaluating them and looking at their throat 
because they have pharyngitis or strep throat, 
for example, they can actually see what we are 
looking at,” explains Tolia. “That is usually not 
the case in a typical provider-patient encounter, 
whether it is in a clinic or the ED.”

At the conclusion of each telemedicine 
encounter, an on-site physician will reassess the 
patient to confirm the findings of the remote 
provider. 

Managing workflow is challenging

While there have been no issues with the 
technology, there have been administrative 
hurdles to work through. For instance, as the 
telemedicine unit requires a dedicated nurse and 
physician, the UCSD team has had to figure out 
how to manage these requirements with existing 
staff. Currently, the ED has assigned the nurse 
charged with making follow-up phone calls to 
patients to also manage the telemedicine visits, 
and the physician on-call is handling the remote 
encounters, explains Benjamin Guss, RN, the 
nurse champion on the telemedicine project. 

Since the telemedicine unit is only set up in 
one room, another challenge is trying to keep 
up with the need to constantly clean the room 
for the next telemedicine patient. “This takes 
up a lot of the nurse’s time, and you end up 
not seeing as many patients,” says Guss. “One 
[potential solution] is to use a room that is big 
enough to accommodate four patients, so the 
module can be moved from patient to patient.”

In that case, there would be curtains between 
each patient to provide some privacy. “That 
is something we might do in the future,” says 
Guss. “Right now, since this is a research proj-
ect, we have to consent each patient, so that 
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takes us extra time as well.”
Managing the workflow is still a struggle, 

acknowledges Guss, but he observes that the 
team is working out the kinks. “We are improv-
ing the process each and every time we do a 
telemedicine encounter,” he says. 

Approach offers intriguing advantages

Since the ED first began the telemedicine vis-
its in November of 2012, most of the patients 
examined in this manner have been on the lower 
acuity side. “We are not remotely evaluating the 
most critically ill patients,” says Tolia. “That is 
not the purpose of this. The purpose is to initi-
ate care on patients who would otherwise be sit-
ting in the waiting room.”

However, Tolia notes that some patients 
evaluated via the remote visits have required 
hospital admission. “There is no particular cri-
teria for telemedicine other than that the person 
would otherwise be deemed safe after being tri-
aged to be waiting in the waiting room when 
the ED was full,” he says. “Then that person, in 
general, would qualify for a telemedicine con-
sultation.”

For this early phase of the study, investiga-
tors are primarily gathering data and analyzing 
parameters regarding safety, outcomes, and sat-
isfaction. Early trends are positive, according to 
Tolia. “We survey each patient, nurse, on-site 
physician, and remote physician for each of our 
cases just to judge how they felt the encounter 
was,” he says. “Patients have rated us extremely 
high, close to 5 [the highest possible ranking] 
almost unanimously. And we have had almost 
no pushback from the physicians.”

Tolia acknowledges that there has been some 
constructive criticism, but he says both the 
nurses on site and the remote physicians have 
all provided ratings that are well above 4.5. “In 
terms of provider and patient satisfaction, we 
are very pleased,” he says. 

Later this year, investigators plan to move 
to the next phase of the study, where they will 
hone in on whether using this approach makes 
a difference in alleviating crowding when the 
ED is busy. If the telemedicine visits work as 
intended in a cost-effective way, they could then 
be implemented at another UCSD ED in La 
Jolla, CA as well as other hospitals in the UC 
system.

“One way this could be deployed is that a 
single physician could potentially remotely see 
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patients at different sites simultaneously,” offers 
Tolia. “It is not something we have tried yet, 
but it is definitely something that is done in non-
emergency applications of telemedicine.” 
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1.  According to David Wilner, MD, vice president 
and medical director at Summit ElderCare, 
Worcester, MA, how much care per day do 
skilled nursing facilities typically provide for 
residents?
A. 60 to 90 minutes
B. Three hours
C. As much as needed
D. One to two hours

2.  On average, how often do participants in Sum-
mit ElderCare’s program visit the PACE senior 
centers?
A. Five days a week
B. Three days a week
C. Two days a week
D. Once a week

3.  After members are stable, how often do care 
coordinators at UCare’s Minnesota Senior 
Health Options (MSHO) program follow up 
with participants?
A. At least every two weeks
B. At least every month
C. At least every quarter
D. At least every six months

4.  How often do nurses at Kaiser Permanente 
Regional Perinatal Service Center contact 
patients with gestational diabetes to educate 
them about their condition and the impor-
tance of checking their glucose level every day 
after meals?
A. Two or three times a week
B. Two or three times a month
C. Once a week
D. Once a month


