
Clinical practice guidelines improve
patient care at Connecticut hospital
Five tools guide treatment from admission through discharge

Through an integrated five-pronged approach, Danbury (CT)
Hospital has been able to improve patient care for patients with
any of 13 diagnoses.

The Clinical Practice Guidelines (CPGs) include five tools: clinical
pathway, standardized physician orders, patient education materials,
specific discharge instructions, and critical indicators for success. Each
tool is linked to the others.

Since the implementation of the congestive heart failure clinical prac-
tice guidelines, patient compliance with discharge instructions has
increased from 25% in 2002 to 70.8% by January 2004. Hospital readmis-
sion rates for congestive heart failure patients have dropped from 5.8%
in fiscal 2001 to 3.8% in fiscal 2003. 

Danbury Hospital has one of the lowest lengths of stay in the state of
Connecticut, says Doris Imperati, RN, BSN, MHSA, CCM, director of
clinical resource management.

Before the new system was implemented, the hospital used a tradi-
tional clinical pathway, initiated by nursing, to trigger interventions on a
daily basis. The practitioners practiced in silos, with variable clinical out-
comes. All quality review and variance analysis was conducted on a ret-
rospective basis. 

“The pathway wasn’t being effectively used and did not address qual-
ity measures or needs of the patient throughout the continuum and did
not include external benchmarking,” Imperati says. 

The hospital has completed CPGs for 13 diagnoses, including pneu-
monia, chronic obstructive pulmonary disease, congestive heart failure,
stroke, caesarean, and other surgical procedures. The CPGs consist 
of five tools that interrelate with each other and help coordinate the
patient’s care from admission through discharge. Here are the compo-
nents of the system and how they work:
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• Standardized physician orders.
If a patient comes into the emergency depart-

ment (ED) with congestive heart failure and is to
be admitted to a medical unit, the resident on
duty will use the appropriate order set to admit
the patient.

“The order set includes all the best practices
and expertise of how a patient with congestive
heart failure should be treated — laboratory tests,
medical procedures, and the most up-to-date
medications,” says Elizabeth Adler, BSN, MHA,
clinical quality manager.
• Clinical pathway.

When the patient is admitted to the unit, the
nurses and clinicians on the floor use the clinical
pathway to determine the expectations and clini-
cal practices on a daily basis. For instance, on Day
1, they know to weigh the patient, check the labo-
ratory report for the BUN level, and determine if
the patient needs an ACE inhibitor or diuretic.
The case manager monitors the process to ensure
the tools are being used and the patient is getting
the best possible care. If the order set wasn’t used
or something is missing, he or she intervenes.
• Patient education booklet.

Early in the stay, staff give the patient a full-
color booklet about congestive heart failure and
how to manage it on a day-to-day basis. The
practice guidelines team collaborated with nurs-
ing and case management to develop the booklet.

“We told the people writing the booklets to
pretend they were the patient and include what
they would want to know. They are written so
patients can understand what to expect during
their hospital stay, their role in their care and dis-
charge management, and what they can expect
from their treatment team,” Adler says.
• Discharge instructions.

The standardized discharge instructions
prompt the physician through everything that is
considered a best practice and includes specific
information for the patient. For instance, it tells
congestive heart failure patients to weigh them-
selves every day and what they should do if they
gain weight.
• Critical indicators for success. 

Each CPT has critical indicators that are devel-
oped by the CPT team.

The case managers concurrently review all the
diagnoses and their critical indicators. The infor-
mation goes to Adler, who enters it into a spread-
sheet program and runs reports. The reports are
given to each physician and nurse champion to
take to their peers for feedback.

“When we analyze the data, if we have not met
the goal, we get together with the treatment team
to review the problem and come up with solu-
tions,” she notes.

“We are very conscientious about being on the
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Physician-aligned CM 
model promotes teamwork
Patients like having the same CM each time

Aphysician-aligned model of case management
has paid off at Danbury (CT) Hospital.

Assigning case managers to physicians rather than
units has eliminated the adversarial relationship that
sometimes occurs between the two disciplines and
increased satisfaction among the staff and patients,
says Doris Imperati, RN, BSN, MHSA, CCM, director
of clinical resource management.

The arrangement provides the physician and the
patient with a single resource for everything, she
explains.

“The physician-aligned model works out really
well. There is a tremendous amount of satisfaction
for the physicians and patients as well as the staff. It
has reduced the issues that sometimes arise when
physicians and case managers work together,” adds
Imperati. 

A case manager may be assigned to five physi-
cians if they have a large practice or 15 or 20 if the
practices are small. The hospital also has eight
case managers who work with the hospital’s large
hospitalist service.

The assignments are set up so the case man-
ager also is responsible for any physician who
would cover for the physicians when they are
away. 

“The physicians are the people who drive the cost.
When each physician has his or her own case man-
ager, they develop rapport and they aren’t offended
when the case manager asks them something,”
Imperati says.

Giving physicians faster access

The case managers all have portable phones
with caller identification. If the physician needs the
case manager while she’s with a patient, she can
see who is calling and step out of the room to take
the call. If it’s a number she doesn’t recognize, she
can let the call go into voice mail.

“It saves the doctors from having to wait by a
telephone for the case manager to answer a page,”
she notes. 

On the rare occasion that a physician complains
about a case manager or a case manager com-
plains about a physician, Imperati encourages them
to work it out. “Those who don’t are few and far
between,” she adds. 

The system is popular with patients, who often
build a relationship with the case managers who

coordinate their care every time they are in the
hospital.

The arrangement improves patient care since the
case manager already is aware of the patient’s con-
dition when he or she is admitted.

For instance, the case manager may know that
every time a particular patient comes in, he has
issues with his diabetes getting out of control.

“One of the big drivers for success is the leader-
ship of the hospital. They set specific expectations
that are goal-directed. They give financial and other
recognition to physicians who are cooperative,”
Imperati says. 

The 361-bed hospital has separate psychiatric
and rehabilitation units, a health center clinic, and
outpatient rehabilitation services, all staffed by case
managers and social workers.

Staff include 10 social workers, three of whom
work as case managers on the psychiatric unit
along with one nurse case manager. The seven
other social workers perform clinical social work
rather than the typical discharge planning function.

“The hospital has integrated social work into
case management, coming up with clearly defined
roles for both disciplines and no turf issues,” says
Imperati.

The department has five clerical support staff.
Two are on the unit, helping coordinate the day-to-
day details that keep the patient moving through the
system, such as arranging transportation and filling
in applications for skilled nursing facilities.

The others work in the office, handling data entry,
receptionist, and secretarial functions.

The 27 case managers all are registered nurses.
Two are in management. One supervises the case
manager directly. The other is the clinical quality
manager and works with the Clinical Practice
Guidelines (CPGs).

A social work consultant comes to the hospital
two days a week and provides clinical supervision
for the social workers to comply with licensing
requirements that supervision be provided by a clin-
ical social worker. The goal of the department is to
assess 100% of the admissions.

The case managers handle all functions for the
patient, including utilization review for payers; dis-
charge planning; nursing home placement; arrang-
ing transportation; and quality management in real
time, using the CPGs and the core measures from
the Joint Commission on Accreditation of Healthcare
Organizations.

“Danbury Hospital has put a lot of resources into
the case management department to make sure the
case managers are easily accessible and right there
to help the doctor get through what needs to be done
for the patient,” Imperati says.  ■



cutting edge for the best practices in medical, surgi-
cal, and obstetrical interventions. When we started,
our tools were not as complete or thorough as 
we would have liked. They did not assist with con-
current review or any reviews that we anticipate
coming from JCAHO [the Joint Commission on
Accreditation of Healthcare Organizations] in the
future,” Adler points out. 

Many of the hospital’s patients have several
primary and many secondary diagnoses and may
have multiple providers of care. The clinical prac-
tice guideline is the tool that keeps everyone on
the same page, she adds.

A committee with representatives from all
departments in the hospital did research to come
up with what other facilities were doing and
came up with a plan for developing the clinical
practice guidelines.

“We didn’t develop these guidelines in a silo.
Everybody has a role in creating a CPG,” Adler
says. 

The committee did an internal study of the
hospital’s patients to come up with the diagnoses
for which CPGs were in order.

Volume was one indicator

“Like many other community hospitals, we
have an aging population, and our choices for
some of the CPGs were influenced by volume.
These include congestive heart failure, chronic
obstructive pulmonary disease, and pneumonia,”
she says.

The committee examined the hospital’s surgi-
cal procedures to see what procedures could be
improved to benefit the patient and avoid exces-
sive costs if the resources aren’t controlled. For
instance, the hospital does a lot of gastric bypass
surgery for patients with morbid obesity, a proce-
dure that is very expensive.

“We wanted to make sure all practitioners are
treating the patients the same way, according to
best practices,” Adler notes.

The state’s professional review organization
has been looking at quality issues and standards
of care.

“Whatever they’re looking at, we want to look
at,” she says. “We want to use the best practices
and keep our treatment patient-focused, but we
also recognize that we are affected by external
regulatory agencies.”

The CPG for each diagnosis was developed by a
multidisciplinary team with at least one physician
member. For instance, because of the complexity of

treatment for aspiration pneumonia, the CPG
development team included a pulmonologist, a
hospitalist, and an infectious disease specialist
who worked together.

Each team has a physician champion who is 
an expert in that field, a nurse champion, a case
manager representing the clinical resource man-
agement department, a medical director, and a
pharmacist.

Other hospital personnel join the team if their
input is needed for that particular diagnosis. For
instance, the team creating the CPG for total hip
replacement included an occupational therapist
and a physical therapist. 

As the manager of the team, Adler coordinates
the activities, making sure the team stays on track
and on schedule. There is an ad hoc member who
checks over the order sets and laboratory tests to
make sure they use the most current abbreviations. 

“In the past, we referred to cardiac enzymes
[as] ‘CPK.’ Now they’re called ‘CK.’ We want to
be current by calling the tests by the right abbre-
viation even though the laboratory may under-
stand what we mean if we use the old terms.” A
single clinical practice guideline takes about two
months to develop from the first committee meet-
ing through implementation, Adler says.

“At the initial meeting, I think it’s important to
stress that each team member has specific respon-
sibilities with the team,” she adds.

As portions of the guidelines are developed,
the physician champion shares them with his or
her peers and gets input.

“Those are the people who will be using it, and
if they have conflicts with the guidelines, we want
to address it,” she says.

The nurse champion educates the nursing staff
about the CPGs and what role nursing plays to
make the project a success. She makes sure that
all the supplies needed for compliance with the
CPGs are available on the unit so the physician
can have access.

The clinical resource management champion
works with the nurse champion to share informa-
tion and data with the staff and educates the case
managers about the guidelines.

“We want to make sure that everybody who is
involved in using these guidelines gets the big
picture. Communicating to the nursing staff and
the physicians is very important. Outcomes are
shared to show areas of improvement and where
we need to improve,” she says. 

For instance, the hospital standard calls for any
patient with a diagnosis of pneumonia to be on
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antibiotics within 240 minutes of arrival to the
hospital. 

Analysis of the initial data from the CPG for
pneumonia showed that some patients were not
getting antibiotics within 240 minutes of arrival.
Most pneumonia patients come through the ED,
where they may stay more than four hours.

The committee met with the ED chief and
arranged for the antibiotics to be administered
in the ED. Now the average for administering
antibiotics is within 170 minutes of admission.

Adler compiles graphs and spreadsheets for
the leadership of the hospital, showing how each
CPG is working. 

The team continually reviews the CPGs, mak-
ing changes as necessary. For instance, when
there are changes in the hospital’s formulary, the
order sets are changed to include the latest rec-
ommended medications.

“We owe the success of this program to having
the attitude that no one operates in a silo. Everyone
affects outcomes, results, and potential improve-
ments in the system, and everyone is held account-
able,” Adler says. 

The hospital uses a paper system and is mov-
ing to a computerized system. Each piece of
paper in each clinical practice guideline is num-
bered and entered into the computer system so
if a unit runs low, the nurse can easily order
replacements.

Adler is working with the hospital’s program-
mers to create a computerized physician order-
entry system. The computerized order-entry
system was begun last July in the intensive care
unit, then introduced to the medical and surgical
floors and is scheduled to be implemented in car-
diology next. “Because we have to keep a paper
backup, I work with the programmers to make
sure that what goes on the computer is identical
to what is on paper,” she says.  ■

Hospital CM tackles cost
of benefits program
Program to cut costs, out-of-network referrals

When health care costs for its employees
soared by 60% and out-of-network claims

increased by 20% in just a few years, Davis
Memorial Hospital in Elkins, WV, took action.

The 90-bed community hospital called on the

expertise of Tod Thorpe, RN, CPC-H, its former
case management director, to manage the health
care of its 650 full-time equivalent employees.

“We were in the same boat as any other
employer, continually struggling with health
care costs,” he notes. 

The hospital, which is self-insured, considered
cutting planned services and shifting more of the
cost to the employees as an alternative.

“With this program, we’re hoping to continue
to provide a broad range of services for employ-
ees without tacking on additional costs for them.
If our health care dollars had kept going the way
they were, we would have had to make an adjust-
ment to the plan,” Thorpe explains.

The program focuses on ensuring that out-of-
network services are limited to those the hospital
doesn’t provide, getting employees back to work
as quickly as possible, and developing employee
wellness programs to target conditions that affect
a large number of employees.

The initiative, begun in November 2003,
already has gotten positive results. In the first
quarter of 2004, after the hospital expanded case
management to employees, the hospital’s out-of-
network usage dropped 10% compared to the
first quarter of 2003.

Case managing your employee benefits is well
worth the money it costs, Thorpe adds.

“The way health care is heading with the infla-
tion factor and cost of coverage, the cost of the
investment can easily be offset. As my CEO
pointed out, any other multimillion-dollar bud-
get would have a manager specific just for it, not
just someone who is managing multiple other
accounts,” he says.

Before Thorpe — the only hospital employee
dedicated to the program — began, he researched
what other facilities were doing and found that
few self-insured hospitals case manage their own
employees.

“Some places do more aggressive benefits
management, and others have workers compen-
sation case management. I haven’t found any
other hospitals similar to our facility that have a
structured program up and running,” he adds.

Thorpe examined the hospital’s plan of cov-
erage and where the health care dollars were
being spent. As a result, the hospital continued
its contract with its third-party administrator
(Benefit Assistance Corp.), which took care of
claims, and switched to a different utilization
company to handle its preauthorization.

“We didn’t feel that the utilization company
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was aggressive enough. In the years we had a
contract with them, they had never denied any
inpatient days,” he says.

Thorpe uncovered a startling shift in health
care expenditures. Five years ago, 75% of the
employees’ care was provided by the hospital
and its providers. In 2003, the figure had dropped
to 55%.

“It’s money out the door. One of our big focuses
was to be able to case manage these employees
who were going out of network and get them back
into our network,” he said.

Because Davis Memorial doesn’t provide some
specialty services, such as neurosurgery and gas-
tric specialty surgery, employees have to go out
of network for those services. But in many cases,
the employees were going out of network for ser-
vices that the hospital does provide.

One goal was to ensure employees get all the
services that the hospital provides, rather than
getting them at another facility.

For instance, if an employee is going to another
facility for neurosurgery, he or she still can have
an MRI and other preoperative testing and work-
up procedures at Davis Memorial and take the
records to the other facility.

“This kind of testing runs into thousands of
dollars. Since we have the same equipment as the
other facility, we want to make sure we provide
these services,” Thorpe says. 

If an employee has a debilitating illness and
needs follow-up treatment, the hospital’s rehabil-
itation services, home health services, or long-
term care unit could provide the care after the
critical portion of care is complete.

“We want them to come back to us and to keep
our health care dollars here,” he says. Before the
new initiative in November, the human resources
department approved the out-of-network services.

“The referrals to other providers were being
managed by nonclinical personnel. We wanted to
get a better control of why our people were going
out of network,” Thorpe notes.

Now the referrals for out-of-network care come
to Thorpe, who examines them for medical neces-
sity and takes them to a multidisciplinary bene-
fits committee. If a decision can’t be made at the
benefits committee, the employee can request an
outside review service.

The hospital continues to work with the third-
party administrator on the medical necessity por-
tion, but everything is reviewed internally by
Thorpe or the benefits committee, which includes
several physicians, nursing staff, and employees

from human resources. The committee calls in
specialist physicians as needed.

“We know more about our system and what
we can and can’t do here than an insurance com-
pany does, and that plays a big role. Our plan
documents outline that services will not be cov-
ered if they can be provided without our net-
work. We haven’t changed that. We’re just
following it to the letter,” he says.

Faster return to work

The program has another advantage — getting
employees back to work sooner, Thorpe points
out. “If we truly get involved in our employees’
health care and managing their care, we know
what is going on with them and we can get them
through the system quicker.” For instance, if
employees need to go to rehab, Thorpe can get
them into the Davis Memorial rehab program
and get them back to work quicker.

“These employees are not only utilizing our
health care dollars, they’re off from work, and
that also costs the hospital money,” he says.

He works with the employees to get them back
to work on light or modified duty whenever pos-
sible. Unlike workers’ compensation case man-
agers, Thorpe manages the care of employees
injured both on and off the job.

“When an employee is off work, it costs the
hospital money. Somebody has to work overtime
to take up the slack in addition to costing health
care dollars,” he notes.

In the short time the program has been rolled
out, Thorpe’s interventions have resulted in a
number of employees going back to work more
quickly than originally anticipated.

For example, Thorpe says he worked with one
employee to bring her back 54 days earlier than
her physician had estimated just by clarifying her
off-work slip. The move saved the hospital thou-
sands of dollars. 

“We no longer accept physician slips that just
say the employee must be off work. We want the
physician to specify what an employee can and
cannot do,” he adds. 

Thorpe is working on ways to tie the employ-
ees’ clinical data into the financially oriented
reports that the third-party administrator typi-
cally produces. He wants to find out exactly
what health care services the employees are
receiving and come up with programs to
improve the employees’ health and minimize
their health care costs.  ■
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Pre-existing tool adapted to strategic goals

All Saints Healthcare, a multifacility system in
Racine, WI, has adapted a pre-existing tem-

plate for meeting structure to more closely mesh
with its strategic goals, creating a more organized
meeting process, while at the same time, reinforc-
ing key mission and vision messages with staff
personnel.

The new template builds upon a seven-step
meeting process originally developed by All
Saints’ parent organization — The Wheaton (IL)
Franciscan System. 

“Some of our leaders were using it, but some
were not,” recalls Terry Doherty, director of cus-
tomer service and leadership development for
All Saints, which includes two hospitals and a
number of smaller medical sites.

“When we started on our service excellence
journey [about three years ago] and put together
our infrastructure, we asked people to use the
seven-step meeting process,” she says. 

“As we evolved and encouraged leaders to
become more actively involved, we adapted it 
to our pillar goals — our strategic goals for the
organization,” Doherty explains.

About two years ago, she says, All Saints
began working with The Studer Group, which
advised it to use the template more often. 

“It helps employees to understand how the
issues they’re meeting about relate to the big pic-
ture; we now connect every meeting to [at least]
one of our pillar goals,” Doherty says.

Part of All Saints’ infrastructure for service
excellence consists of 13 teams focused on some
elements of service. 

These multidisciplinary teams cover four dif-
ferent areas of patient satisfaction (emergency

department, inpatient, medical group, outpa-
tient), as well as support services such as commu-
nication, measurement, reward and recognition,
and service recovery. 

The leader of each team, in turn, is a member
of the system’s steering team.

“We started working with them and tried to
give them tools and information they could uti-
lize to help their work go more smoothly, and this
was one of them,” Doherty explains.

The seven steps of the meeting process are:
1. Review roles.
2. Review objectives.
3. Review agenda.
4. Work through agenda.
5. Review meeting and record assignments.
6. Identify next steps; plan next meeting.
7. Evaluate meeting.

The six pillars are as follows:
• Mission Integration. Actions, processes, and

decisions are rooted in, and consistent with,
The Wheaton Franciscan and All Saints
Healthcare’s Mission, Values, and Vision.

• Financial Viability. All Saints Healthcare
achieves operating margins and other financial
ratios established in the system strategic finan-
cial planning process to generate the capital nec-
essary to fund strategic and operational needs.

• Clinical Excellence. Clinical quality and clin-
ical outcomes in key service lines will exceed
regionally and/or nationally established
standards.

• Patient Service. Patients within the communi-
ties we serve will experience superior and
compassionate service.

• Health Care Employer of Choice. All Saints
Healthcare values its employees and provides
a superior work environment that supports

New tool adds structure, productivity to meetings
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recruitment and retention.
• Preferred Partner of Physicians. All Saints

Healthcare and physicians choose to work
with each other over other market alternatives.
The Studer Group, Doherty notes, advocates

five pillars; the other, “Mission Integration,” is
unique to All Saints. (The chart, below, illus-
trates a staff meeting template.)

The number of pillars addressed depends on
the focus of the meeting, she explains. “You
might have only one pillar — or all of them —
depending on the issue. 

“For example, I head up a project team that
helps conduct and serve as a resource around
our employee survey, so at every team meeting

we have an agenda that incorporates not only
the seven steps but is also connected to all the
pillars,” Doherty points out.

She concedes that it is difficult to accurately
assess the impact of this tool. “It’s hard to say;
there’s no way to measure it,” Doherty says.
“However, we reintroduced it to all of our leaders
with the pillars, in June 2002, and encouraged
them all to use that. In all the meetings I go to, I
see it used.”

She sees a number of benefits that flow from
this tool. “I think that the biggest is that employ-
ees have a better understanding of how their
daily work connects to our values and goals,”
Doherty explains. 

Staff Meeting Template

Source: All Saints Healthcare, Racine, WI.
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“Another benefit is that when our leaders
start to think more in this way, they will be able
to make better connections for employees. At
staff meetings, information is more balanced 
if they think about what the meeting is saying
in terms of our goals; it’s a more balanced
approach to decision making, problem solving,
and the giving and receiving of information,”
she adds.

[For more information, contact:
• Terry Doherty, Director, Customer Service and

Leadership Development, All Saints Healthcare,
2405 Northwestern Ave., Racine, WI 53404-2503.
Phone: (262) 687-4322. E-mail: tdoherty@allsaints
healthcare.org.] ■

National model begun 
at regional level
IHI’s model improves care of diabetes patients

The Breakthrough Series Collaborative model
effectively employed by the Institute for

Healthcare Improvement (IHI) on a national level
has been translated successfully to the regional
level in the state of Washington, achieving signifi-
cant improvement in the self-care efforts of dia-
betes patients and clinical improvements in areas
such as blood sugar and cholesterol.

The initiative, whose accomplishments were
reported in two articles in the February 2004 
Joint Commission Journal on Quality and Safety, 
was cosponsored by Qualis Health of Seattle, the
Wash-ington State Department of Health, and the
MacColl Institute for Healthcare Innovation at
Group Health Cooperative of Puget Sound. One
article reported on statewide diabetes collabora-
tives, while the other focused on two participat-
ing clinic teams.

In the statewide collaborative report, there was 
a 50% improvement in the number of diabetes
patients who received foot exams; a 49% improve-
ment in the number of patients who received
blood pressure readings; and a 35% improvement
in the number of patients who received blood
cholesterol tests. Outcome measures showed
improvement of 12% among patients whose blood
sugar dropped; 13% in the number who lowered
their LDL; and a 7% improvement in the number
who lowered their blood pressure readings.

“Most collaboratives have been done nationally
by IHI, and only by people with heavy financial
resources,” notes Connie Davis, ARNP, MN, asso-
ciate director for clinical improvement/improving
chronic illness care at the Center for Health Studies,
part of the Puget Sound Cooperative. The Center
also directs the MacColl Institute.

The group worked with state health plans and
developed a statewide support system for the
chronic disease self-management program. It also
brought rural clinics into the effort.

Just what was this IHI-inspired model the state
groups implemented? “It’s a learning model that
uses what is known about how adults learn best,”
Davis explains. 

“You bring people together four times over the
course of a year with experts who teach you how
to make changes, and between meetings you have
calls, monthly reporting, ways of sharing informa-
tion, and a web site with downloadable tools.”

This approach, she says, keeps everyone in the
cohort engaged. “It’s very complicated to try to
do this, but clearly there were improvements, and
we’re very definitely pleased with the results.”

There were several keys to success, Davis says. 
“You teach the teams they can’t just add on 

to the system; they have to redesign it, and we
teach them how to do it,” she explains. They are
taught, she says, to be efficient, plan ahead, and
reach out and not wait for disaster to happen.
“This is a whole different way of thinking.”

The teams were provided with a structure; each
of the clinic settings had teams comprised of rep-
resentatives from administration, physicians, and
nurses. Implementation was based on a chronic
care model with evidence-based principals. “The
team members did not have to grope around; we
gave them something that would work for them,”
Davis notes. The approach is based on incremen-
tal improvement, she explains. “You try it with
one patient; if it works, you go, and so on. All the
while, you are measuring.”

A learning collaborative, Davis emphasizes, “is
a very powerful implementation tool.” Peer pres-
sure and peer support are key. “You know you will
see them again in three months, and they’ll ask
you how you did,” she observes. This “all teach,
all learn” approach uses a number of creative tech-
niques, such as story boards, to share information.

The final ingredient for success, she says, was
“great clinical expertise.” The top endocrinologists
passed on their knowledge to family physicians,
and in this manner, Davis says, “raised all the
boats.”
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The two participating teams highlighted in 
the second article — Olympic Physicians, a rural
clinic in Shelton, WA, and The Polyclinic, a large
urban specialty clinic in Seattle, also achieved
impressive results, but perhaps just as important
was the recognition that “You don’t treat every
clinic like they’re all the same,” says Donna M.
Daniel, PhD, epidemiologist and project director
for the process improvement support center at
Qualis Health, and lead author of the article. 

“You must recognize that each has a local envi-
ronment that is so powerful, and a basic tool kit
will not meet all needs,” she adds.

At Olympic, the keys to success included under-
standing the importance of the chronic care model
provided by Davis’ group. 

“It’s an incredible framework for directing
and guiding health care professionals who want
to create the best care for their patients,” Daniel
says. “It’s very easy to grasp and to use to guide
their work, and the small-scale test of change
can work for any improvement you create in an
organization.”

The team also attributed its success to the abil-
ity to provide routine feedback. “By integrating
the clinical information systems of the various
organizations [through the Diabetes Electronic
Management System, or DEMS], we were now
able to give reports to the caring team — we
could identify those patients whose hemoglobin
A1c [rates] are unacceptable, who has had heart
failure, and so on,” Daniel says.

In addition, Olympic was able to hook up with
a local hospital that had a diabetes wellness cen-
ter and shared resources. “Community linkages
and resources are part of the chronic care model,”
Daniel notes.

The other collaborative had an entirely differ-
ent set of success keys. One, for example, was “an
extremely vocal medical director.” 

“One of the things that does not get written
down enough is personalities. If you have a
strong — but not necessarily aggressive — indi-
vidual who commands incredible respect and
passion, and who demands that care be the best it
can be, they can be an incredibly powerful key to
an intervention like this moving forward,” Daniel
explains.

The promotion of collaborative methods also
was considered critical. “This started with one
or two docs and their patients; then we rolled 
it out to the other docs who had not been so
enthusiastic,” she points out. “This spread of
practitioners can be very motivating.”

The partnership with a health plan provided
significant financial and staff support. “DEMS is
one of the resources that needs to be provided,”
Daniel adds. “But for it to be a viable option, you
need to have someone enter the data in for the
patient — from paper to electronic — and this can
be time-consuming. Many clinics got creative;
they used reception staff when times were slow
to enter chart information. They used folks from
local colleges; nurses would come in on week-
ends, as well as physicians. In this situation, the
health plan partnering with the clinics ponied up
the necessary funds.” 

Later, she explains, the clinics figured out ways
to get grants from pharmaceutical companies to
fund data extraction.

Strong on model

Daniel also is a strong supporter of the collabo-
rative model. “The face-to-face meetings provide
opportunities for people to develop trusting rela-
tionships,” she says. “During these meetings,
teleconferences, and e-mails on a daily basis, and
creating story boards — all these modalities for
sharing create a situation where the most change
and improvement can occur.”

Is this model replicable anywhere else? “That’s
the overall message,” she says. “It’s hard to par-
ticipate in national collaboratives, but we did it
on our level with minimal registration fees, much
less travel, and we tried to minimize time out of
the office by having meetings on Mondays and
Tuesdays. We were able to realize results similar
to those of the national collaborative, and we
believe it can be replicated.”

In fact, she says, the Washington group went to
the Centers for Medicare & Medicaid Services and
told it they thought the model could be replicated
in a quality improvement organization (QIO) pro-
gram. “Currently, over 100 IHI-like collaboratives
are being reported from the QIO community on
statewide and regional levels,” Daniel reports.

[For more information, contact:
• Donna M. Daniel, PhD, Qualis Health, P.O. Box

33400, Seattle, WA 98133. Phone: (206) 364-9700
#2376. E-mail: donnad@qualishealth.org.

• Connie Davis, ARNP, MN, Associate Director,
Clinical Improvement/Improving Chronic Illness
Care, Center for Health Studies, 1730 Minor Ave.,
Suite 1600, Seattle, WA 98101. Phone: (206) 287-
2900. E-mail: davis.cl@ghc.org. Web site: www.
improvingchroniccare.org.] ■



Care program incorporates
office-based CM approach
Initiative expands as physicians learn its purpose

Physicians aligned with Sutter Health in
Sacramento, CA, are giving glowing reviews

to a care coordination program they once failed
to recognize, pleased that it is meeting myriad
patients’ needs and saving office time in the
bargain.

What began as a trial medical office case man-
agement program — featured two years ago in
Discharge Planning Advisor — has evolved and
expanded and been absorbed back into the Sutter
Care Coordination Program, explains Jan Van
der Mei, RN, care management director.

“Physicians are delighted with the program
and find that it is very valuable to them,” she
says, noting that in addition to addressing
patients’ psychosocial needs, the program assists
patients with obtaining transportation and apply-
ing for discounted or free prescription medica-
tions through various drug company programs.

Physicians surveyed about the program report
“extreme satisfaction,” Van der Mei adds.

What is ironic about the situation, she points
out, is that earlier physician response to the care
coordination program was less than enthusiastic,
even though it offered the same benefits now
being provided. 

When that program — a centralized nurse/
social work model — expanded in 1997, “we found
our own patients,” Van der Mei says, drawing from
emergency department (ED) patients and those
who were admitted to the hospital more than two
times in six weeks and through health risk screen-
ings of new members of the Sutter managed care
organization.

“We connected with the physicians, told them
what we were doing, but got very few referrals,”

she says. “[Physicians] thought we were gate-
keepers and were suspicious of us. Now they
truly understand what case management is.”

In 2001, the medical director of the Sutter
Physician Alliance (SPA) approached Van der Mei
with the idea of putting nurse case managers in
the physician office setting, she notes. “He was
looking for opportunities to provide a value-
added service for SPA physicians and felt this
was one way to accomplish that goal.”

After meeting with physicians, who gave
examples of the kind of assistance and support
they were looking for, Van der Mei began to put
the program together. “I felt this was a natural
progression of Sutter Care Coordination.” 

Three registered nurse full-time equivalents
(FTEs) were added to her budget, which already
supported four RNs in the centrally located care
coordination program.

Nurse case managers were based in “care cen-
ters,” each of which house a group of between
eight and 10 physicians in the Sutter Medical
Group, Van der Mei adds, with each RN assigned
between 12 and 15 physicians. “Although space
is always an issue, we were able to find space.”

Independent practice association (IPA) physi-
cians who were exclusively linked with Sutter
also were included in the program, she notes, but
not those who have contracts and allegiances
with other systems and payers. 

Sutter didn’t want to get involved in treating
patients who were members of other managed
care plans, Van der Mei adds.

“With the original care coordination program,”
she explains, “the impetus of it was us taking on
full risk, so the bulk of the patients in that pro-
gram were managed care. When we move into
the physician offices, we have to take all their
patients, not just managed care patients.”

“If we’re working with physicians who are
exclusively with Sutter, we even work with their
MediCal and other patients,” Van der Mei says.

Now the program is about 60% managed care,
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she adds, “but we still meet our return on invest-
ment.” Sutter physicians and hospitals have more
than enough patients to keep them busy, Van der
Mei notes, “and don’t really want patients who
are more appropriately treated elsewhere to be in
the hospital.” 

Saving time, meeting needs

Two RN case managers were dedicated to the
IPA, she continues. “They each have a few physi-
cians in the medical group, as well as the IPA
physicians, and work from their office at the care
center. They do go to the IPA physicians’ offices
to see patients — generally during a scheduled
appointment — and make rounds if a patient is 
in the hospital.

“We tried having staff stay at the IPA offices,
but they were in the way — these are indepen-
dent offices, and there was no [extra] space what-
soever,” Van der Mei adds. 

Nurse case managers working in the central
areas of the care centers, however, found they
could do some effective intervening when they
overheard medical office assistants telling patients
who called in with problems that they should go
to the ED, she notes.

“The case manager was able to say, ‘Do you
want me to talk to the patient?’ and could divert
a lot of them,” Van der Mei adds. “The physi-
cians didn’t want patients turned away, sent to
the ED, but the medical assistant wanted to tell
[the patient] something and didn’t have room on
the schedule.”

Having case managers handle patients — in
many cases without having them go to the ED or
come to the office — has made physicians happy,
she points out. “Patients who were calling the
physician every week are now calling the case
manager.”

Two of the original nurses with the office case
management program found it “wasn’t a good fit
for them,” Van der Mei says, in part because they
tired of having to convince physicians of the pro-
gram’s value. After they quit and she was hiring
two new RNs, she adds, “I realized I really
needed to hire them into the care coordination
program and incorporate all of the office case
management into that.”

“[The office case managers] needed the sup-
port of the social workers and the health care
coordinators who do the ongoing monitoring,”
Van der Mei says. 

“So while we started out saying that office

nurse case management was a separate program,
it really became part of care coordination,” she
explains.

Now each social worker and health care coor-
dinator is designated to work with two nurses,
she adds, and, in turn, with the physicians to
whom those nurses are assigned.

“So there are really teams,” Van der Mei says.
“The physicians not only have nurses but social
workers. When a nurse is out there and gets a
psychosocial case, it goes directly to the social
worker, and the physician is aware of that. The
social worker then discusses things with the
physician.”

While it took physicians a little while to under-
stand that the nurses were part of a larger team
that included staff located elsewhere, the care
coordination program now gets between 175 and
190 physician referrals a month, she notes. “We
used to get maybe 10 a month.”

After the first-year physician satisfaction sur-
vey brought positive results, the decision was
made to expand the program from Sacramento to
the Roseville, CA, area, Van der Mei says. It now
serves about 2,000 patients, compared to some
1,200 when the nurses first moved into office case
management, she adds, while the original care
coordination program served about 900 patients.

Patient satisfaction surveys also have been very
positive, she adds, although there was some initial
confusion because patients didn’t connect the
nurse who was helping them with the care coordi-
nation program. “They really think the case man-
ager in the office works for the physician,” she
adds. “So we’ve started putting the nurse’s name
on the survey.”

SCCP staff now have the ability to create a
daily report identifying all patients in the pro-
gram who have been admitted to the hospital,
Van der Mei notes. “We also identify patients
who are in one of the Sutter managed care plans
but not in our program who might be appropri-
ate for follow-up.”

This capability also allows her staff to follow
up with their patients who are admitted to make
sure their discharge plan is adequate and that
they have any new medications that might have
been prescribed, she says.

While the care coordination program originally
had an independent database, in March 2003, it
was added to the electronic medical record model
used by Sutter’s medical group, Van der Mei
explains. As a result, physicians now have access
to “a summary of everything we’re doing.”
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“That’s been great,” she says. “It linked us very
closely to them. The IPA is not on the electronic
medical record [EMR], though, so we always
need to have a paper process for communication
as well as the EMR.”

A current focus for the care coordination pro-
gram is end-of-life, advance care planning for
patients, Van der Mei notes, and her staff recently
went through four days of training and planning
on how to assist physicians in this area. 

Advance care planning, she points out, is one
of the outcomes measured for certification of
Sutter’s disease-specific programs by the Joint
Commission on Accreditation of Healthcare
Organizations.

“Our goal is that patients will have at least the
beginning of this discussion within 90 days of
entering the program,” Van der Mei says. “[Lack
of such information] is one of the problems on
the care plan for each patient. It’s important for
everyone to do this so our loved ones know what
we want.”

[For more information, contact:
• Jan Van der Mei, RN, Care Management

Director, Sutter Health, Sacramento, CA.
Phone: (916) 854-6896. E-mail: vanderj@sutter
health.org.]  ■

Research to separate DP
outcome, process goals
PhD candidate fine-tuning new screen

After working 15 years as a discharge planner
and earning masters’ degrees in nursing and

clinical research, there’s an incongruity that
Diane Holland, RN, MS, MBS, who is now pur-
suing a PhD through the doctoral program at the
University of Minnesota School of Nursing in
Minneapolis, would like to resolve.

“One of the [discharge planning issues] I’ve
always been impressed with,” says Holland, “is
the confusion that I’ve had related to outcome
goals being the same as process goals.

“Discharge planning is accepted to be a pro-
cess, but if you consider the goals of the tradi-
tional discharge planning screen, they’re all
measured against the goals of the outcome of
the entire screening process,” she points out.

With that perceived disconnect in mind, Holland

is making a distinction between process goals and
outcome goals in her doctoral research.

“Where the [position espoused in] discharge
planning literature is to have the outcome of
screening as disposition at discharge, length of
stay, readmission, etc.,” she explains, “I’m instead
looking at each step of the process.”

Holland says she is working to develop a
screen that identifies, early in their stay, adult
patients who will use specialized hospital dis-
charge planning services “based on the goal of
screening to assist in the next step of assessment.”

“It is mandated by Medicare that hospitals
identify early in their stay people who would suf-
fer adverse health effects without additional dis-
charge health evaluation,” Holland points out.
But she notes that in working on the screen, she
has been “really unable to distinguish the goal of
the screening or the outcomes associated with the
screening from the goals of the entire discharge
process.

“In terms of rethinking the discharge process,”
she goes on, “it’s very difficult in the first place to
really link discharge planning uniquely to patient
outcomes of hospitalization. It’s even tougher to
be able to tease out any of the individual steps in
the process in terms of their unique contribution
to process or outcomes.”

With her screen, Holland says, the idea is 
to screen patients to determine in a timely man-
ner whether they will use additional hospital
resources. Looking at readmission and length 
of stay to judge the effectiveness of the process
“really misses the mark,” she adds.

So far, she has identified four variables —
advanced age, prior living status, disability
score, and self-reported walking limitation —
that determine with “reasonable sensitivity 
and specificity” those who will use additional
resources, Holland says. “All [the variables] 
are easy for a nurse or health care provider to
assess.”

Patients who had low scores on the screen yet
still used additional discharge planning services,
she hypothesizes, are “externally motivated in
terms of health needs.” With that in mind, she is
adding another variable — “health motivation”
— to see if it improves the screen’s effectiveness.

Those who scored low on the screen — meaning
they didn’t match the four original variables —
but still needed extra help at discharge “appeared
to be people who didn’t seem able to engage in the
discharge planning process,” Holland says. “They
didn’t feel it was their responsibility to meet their
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continuing care needs, so they didn’t even want to
participate in their own discharge planning.”

As an example, she mentions a young woman
who flew to Rochester to receive care at the Mayo
Clinic and, instead of flying home, wanted to
drive. The young woman needed help finding a
van, Holland says. “It’s the day of discharge, and
there is the first note from the discharge planning
service that says ‘called to see patient with ques-
tions regarding transportation home.’

“It’s the day of discharge that finally this situa-
tion gets illuminated, when the health care team
has assumed there’s no issue with this person’s
ability [to arrange for the van],” she points out.

“I would have called a car rental place,” Holland
notes, adding that the patient’s failure to take the
initiative well illustrates a concept known as “moti-
vation in health behavior.”

“Those who are intrinsically motivated tend to
take it on themselves, define their health by their
own standards, and look on the health care team
as helpers and facilitators,” she explains. “Those
who are extrinsically motivated look to others.”

By adding that variable, Holland expects to pick
up those who will need extra help at discharge, 
but not for the usual reasons. “Because they’re not
functionally disabled or elderly, they’re the type of
patient that often slips through the cracks.”

Traditionally, the outcomes being considered
always are length of stay and rate of readmis-
sion, whether one is evaluating any piece of the
discharge planning process or the process as a
whole, she continues. “You can’t gain an under-
standing of the unique contribution of any one
step in the process by looking at outcomes that
are also assigned to every other step. When
screening, you have to stand back and look at 
the first step and hope it leads to the next step.”

It is more meaningful, Holland contends, to
look at “whether or not the actual demands of the
patient once [he or she] went home were planned
for and met by the discharge plan,” she adds. “If
a family member was requested to meet some
sort of continuing care need, did the family meet
it, or did someone else have to pick that up? If the
plan was for the son to help his father with inter-
mittent catheterization, was that what happened,
or did the plan have to be changed?”

To date, Holland notes, she has worked on her
screen in only one health system with one model
of discharge planning but hopes to continue this
line of research in other health care settings and
using other models. At present, she is preparing
two manuscripts — one mostly about the screen

she has developed and another that revisits the
outcomes associated with both the discharge plan
and the process, she adds.

“I’m working on the screen, refining the
screen, and will move down the line in terms of
other steps,” she says, “like, say, the assessment
process — how to assess meeting the person’s
continuing care needs. Are there tools that will
help in light of appropriate outcomes or goals as
a step in the process?”

[For more information, contact: 
• Diane Holland, Doctoral Candidate, University of

Minnesota School of Nursing, Minneapolis. Phone:
(507) 284-4354. E-mail: quackenbush.diane@mayo.
edu. Holland is interested in receiving feedback
from other case managers and discharge planners,
as well as identifying other health care delivery 
systems that might be interested in this line of
research.] ■
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CE questions

1. Which of the following is not one of the five
tools included in the Clinical Practice Guidelines
at Danbury (CT) hospital?
A. standardized physician orders
B. patient education materials
C. JCAHO standards
D. critical indicators for success

2. At Danbury (CT) hospital, case managers han-
dling which of the following functions for the
patient?
A. utilization review for payers
B. discharge planning
C. quality management in real time
D. all of the above

3. When health care costs for its employees
soared, self-insured Davis Memorial Hospital in
Elkins, WV, took which of the following steps?
A. charged its former CM director with manag-

ing the health care of the employees
B. cut planned services
C. shifted more of the cost to employees
D. all of the above

4. According to Patrice Spath, RHIT, the best
approach for eliciting cooperation from other
members of your health care team is to give
them specific directives.
A. true
B. false

Answer key: 1. C; 2. D; 3. A; 4. B



Taking charge when 
you’re not in charge
When you have responsibility without authority

By Patrice Spath, RHIT
Brown-Spath & Associates
Forest Grove, OR

Case managers often find themselves charged
with the responsibility for solving problems

without the accompanying authority needed to
fix the problem. This can be very frustrating. You
can’t issue direct orders to solve the problem, so
why should anyone listen to your suggestions? 

Perhaps the head of finance has requested that
all physicians document a definitive diagnosis in
patient records within 12 hours of hospital admis-
sion. You are held responsible for making sure
this gets done, although you lack the clout neces-
sary to change physician behavior. 

If you are like most case managers, you regu-
larly find yourself in situations where you have
the responsibility but not the authority to get
things done. 

For instance, case managers often arrange for
patients’ post-hospital care needs, and yet the
power to order some services rests with the dis-
charging physician. Maybe you head up a multi-
disciplinary clinical process improvement team
whose members don’t report to you. Or maybe
you do have nominal authority but find that your
charges don’t respond to your directives. How do
you approach situations like this? When you’re
not the boss, how can you gain the cooperation of
other members of the health care team? 

You won’t get support from others by issuing
directives. Even those in senior management
positions shy away from directives, choosing
instead to manage by persuasion. 

Management by persuasion involves listening
seriously to other peoples’ ideas, valuing their
suggestions, and turning to others for advice.
Unless you really are in charge, you’re not likely
to elicit cooperation from other members of the
health care team by telling them what to do. In
fact, colleagues may resist your instructions pre-
cisely because they don’t like being told what to
do by someone who isn’t their boss. 

Use the word “teamwork” cautiously. Team-
work does not mean people should do exactly as
they are told. Instead of issuing directives, ask
questions to solicit input from others, offering
your ideas as part of a solution. And then do
something that models or demonstrates what
you’d like to see happen. If you’re advocating a
cost-savings initiative, for example, spend some
time researching one particular patient care prac-
tice and then propose some ways to reduce costs.

Real leadership, of course, has never been a
matter of mere formal authority. You’ve seen it —
a meeting is meandering, the outcome uncertain,
and then one participant introduces significant
new facts or insights. Suddenly, the tenor of the
meeting changes, and information carries the day.

Occasionally, the information provider is
smarter or more experienced than other partici-
pants. More often, the participant has done
his/her homework and so knows things that
others don’t. Having information elevates your
ability to negotiate change when you’re not the
one in charge. 

When approaching a problem situation that
can only be solved through cooperation among
several individuals, the first order of business is
to write down exactly what you want to achieve.
People typically plunge right into a discussion of
the problem and start arguing over what to do. 

To be effective leaders, case managers must
think systematically — that is, set a goal, gather
and lay out the necessary data, analyze the causes
of the situation, and propose actions based on 
the analysis. When discussing the problem situa-
tion with others, keep people focused by asking
appropriate questions, such as: “Do we have the
information we need to analyze this situation?
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Can we focus on figuring out the causes of the
problem we’re trying to solve?” 

Develop synergy, not divisiveness. By helping
caregivers achieve their goals, case managers will
be more effective. Don’t think of the world in two
views: Either, I win, or you win. This leads to
divisiveness. Case managers must work with oth-
ers to constantly do more with fewer resources.
Thus for case managers to be successful, they
must make sure that everyone wins — this pro-
duces synergy. 

To create synergy among the health care team,
start by finding out the answer to, “What’s in it
for me?” from each group of caregivers (physi-
cians, nurses, therapists, post-hospital providers,
etc.). You’ll likely discover that each group values
something a bit differently. 

By knowing what each group values, you can
create collaborative partnerships that seek to meet
everyone’s expectations. The health care team can-
not even begin to agree on how patient care should
be provided until there is a common definition of
the goal — one that reflects an understanding of
everyone’s values (including the patient) and how
the values diverge and converge.

If you’re not the boss, what kind of feedback
can you provide to others? One thing that’s
always valued is simple appreciation — “I
thought you did a great job.” Sometimes, too,
case managers will be in a position to help other
members of the health care team improve their
performance through coaching. 

Effective coaches ask a lot of questions. (“How
did you feel you did on this project?”) Effective
coaches recognize that people may try hard and
fail anyway. (“What made it hard to accomplish
this task?”) Even when you are not in charge, you
can offer people a few suggestions for improve-
ment. But be careful that you explain the observa-
tions and reasoning that lie behind them. 

Gaining buy-in for process changes can be dif-
ficult when you are not the boss of everyone
involved in the process. Engaging others and
responding candidly to their questions and con-
cerns is the best way to gain support, yet there
are likely to be some quiet dissidents. 

Don’t wait for 100% buy-in to the process
change, or new ideas will never move forward.
Early, credible supporters of the change will
bring others into the fold over time. One-on-one
personal interaction with opinion leaders to gain
their support is usually time well spent.

It is always worthwhile to step back and review
your style of personal interactions and ask how

effective it is in solving problems. 
If you are goal-oriented, authoritative, and

decisive, you may find that these traits inhibit
collaboration with other members of the health
care team. If you are primarily focused on maxi-
mizing the collective creativity and innovation of
everyone, your personal problem-solving goals
may be easier to achieve.  ■

112 HOSPITAL CASE MANAGEMENT ™ / July 2004

CE objectives

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

following:
• identify particular clinical, administrative, or reg-

ulatory issues related to the profession of case
management;

• describe how those issues affect patients, case
managers, hospitals, or the health care industry
in general;

• cite practical solutions to problems associated
with the issue, based on independent recom-
mendations from clinicians at individual institu-
tions or other authorities. ■
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