
‘Culture Clues’ help staff understand
their diverse patients and families
Materials are ‘an appetizer’ toward cultural competency

Before clinical staff at the University of Washington Medical Center
in Seattle provide care to a patient from another culture, they con-
sult the hospital’s “Culture Clues,” one-page laminated sheets

with key points about a particular culture and how its members gener-
ally perceive health care.

The Culture Clues were suggested by a multidisciplinary team that
brainstormed ways the hospital could help staff feel more comfortable in
dealing with other cultures, says Cezanne Garcia, MPH, CHES, associ-
ate director of patient- and family-centered care and education for the
hospital. “We have a hospital with 5,000 employees, and it is a challenge
to get even an hour of training for everyone. The team [members] asked
for a referral tool that would give them targeted information before they
go in for a care encounter with patients of other cultures,” she says.

The team researched the practices and beliefs of people in the cultures
the hospital serves and asked clinicians to help prioritize what informa-
tion the Culture Clues should contain. They suggested information on
who in the family or the community should be consulted on health care
issues and who makes the decision; issues related to touching, eye con-
tact, modesty, and body language; and how patients’ religious or cultural
beliefs could affect their participation in the health care plan.

Among the cultures represented on the 14 Culture Clues, which Garcia
and her team developed, are Russian, Somalian, Vietnamese, and Spanish.
Patients at the hospital speak up to 80 different languages. In a typical
month, the hospital sees patients speaking 40 different languages, she says.

“We have a really diverse community with people from Russia, Latino
countries, and different regions of Asia and Africa. They speak a variety
of different languages and have a variety of different cultural beliefs and
practices,” says Brian Giddens, LICSW, ACSW, associate director of
social work. 

APRIL 2005
VOL. 13, NO. 4  •  (pages 49-64)

IN THIS ISSUE

■ Cultural competency:
‘Culture Clues’ help staff
understand their diverse
patients . . . . . . . . . . . . . cover

■ Discharge planning: End-of-
life issues are biggest challenge
for discharge planners . . . . 52

■ A team approach:
Interpreters help CMs gather
information for care plan . . 53

■ Falls prevention: Two
hospitals use creative
approaches to dramatically
reduce fall rates . . . . . . . . . 54

■ Critical Path Network. . . 55

■ Discharge Planning Advisor:
Scoring system streamlines
patient throughput . . . . . . . 59

■ Also in this issue:
— Patient Safety Alert
— 2005 HCM reader survey

NOW AVAILABLE ON-LINE! Go to www.ahcpub.com/online.html.
Call (800) 688-2421 for details.



Before issuing the cards, the team had practi-
tioners or staff from each culture group look over
them as sort of a litmus test. “It’s one thing to
find out information in the literature, but a per-
son living in contemporary times in this country
may look at things differently,” Garcia says.

The Culture Clues are not intended to provide

all the information a clinician needs to know about
the patient’s culture, she adds. “It gives the care-
givers immediate information and ways to frame
questions to find out what is important and who
the family’s decision maker is. It gives them places
they can go for additional information with the
hope that they will be encouraged to continue
with their learning.

For instance, it may say that people from a par-
ticular culture are uncomfortable with direct eye
contact, that they aren’t comfortable being touched,
or that they prefer a female provider.

The team also has developed tip sheets to help
with end-of-life issues for their Latino and Russian
populations. “This is an important stage of the care
experience and one where we need to be cognizant
of the family’s beliefs related to death and burial
and how they want to say goodbye,” Garcia says.

A third tool is language cards, which was devel-
oped by its interpreter services. The 3 x 5 cards con-
tain basic phrases such as “May I help you?” in the
key languages spoken by the majority of patients.

In addition to the various printed tools, the
master’s-level social workers use their assess-
ment skills when they screen people from differ-
ent cultures and who speak different languages,
Giddens says. “Social workers already have
finely honed assessment skills, which helps them
see all patients as individuals. We have to be care-
ful when we use the Culture Clues and other
materials. While they give us general informa-
tion, we have to be careful not to assume that
every person in that culture is exactly the same.
The first key to providing culturally sensitive care
is to never make any assumptions,” he says.

“I tell my staff to realize that everybody is going
to have a different perspective, whether it seems
obvious to us or not. This includes Caucasians as
well. Not everybody from the same background 
or even the same family looks at things the same
way,” Giddens adds.

At the University of Washington Medical
Center, the social workers ask patients up front
for suggestions on how they want to be involved
in their care and to get a better picture of their
beliefs and practices. They ask how their particu-
lar culture deals with illness, who the family
spokesperson is, and who should be present dur-
ing treatment.

“We tell them frankly that there are things that
we don’t know about their culture and their beliefs
and that we need to find out. We want to work
with them to come up with a treatment plan, rather
than just handing them a plan,” Giddens says.
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For instance, the social workers at University
of Washington Medical Center spent a lot of time
with the family of a South Pacific island native
who needed end-of-life care.

“They didn’t understand our medical system,
and it took a lot of time to explain about hospice
care and continuing life support. We involved
more family members than we would with many
of our Caucasian families, and we needed the
whole team to be there to help explain to the fam-
ily what their options were and why the treat-
ment was going in that direction,” he says.

The sooner you can start the discussion and
ask patients about their cultural beliefs, the easier
it will be to provide them with the care they need,
Giddens advises. “I tell my staff never to use a
cookie-cutter approach. It takes more time in the
beginning when you spend time finding out the
specific beliefs and practices of each patient, but
it saves stress and frustration later,” he says.

The hospital has created Patient and Family
Advisory Councils made up of patients and fam-
ily members from various cultures who meet
with staff advisors in the neonatal intensive care
unit, the inpatient cancer area, and the rehabilita-
tion services area. They advise staff on how to
improve the care and make decisions based on
the understanding of all stakeholders. “They help
us interpret the patient satisfaction surveys and
advise on what we can do to improve the patient
care experience,” Garcia says.

Members of the councils can help staff see
things from another point of view, she points out.

For instance, a resident was discussing the case
of a premature infant who was given a 1% chance
to live and wondered why the mother wanted to
continue treatment. “A woman spoke up and said
that any mother would hold onto hope even with
a small chance because at least there was a chance.
It’s too easy to see things from our own lens and
the resident, never having been a parent, didn’t
understand,” Garcia says.

The hospital maintains a pharmacy line where
nurses and physicians can call to get more infor-
mation about naturopathic herbs or other alterna-
tive medicines the patient may be taking.

“If it’s not medically unsafe, we encourage
patients to participate in their cultural practices
because of the mind-body aspects of healing. 
If something makes them feel comfortable and
doesn’t interfere with care, it could help them
get better,” she says. Garcia advises all hospital
staff to be respectful of their patients’ other cul-
tural beliefs and practices as long as they don’t

negatively interfere with the care plan.
“In reality, it takes a family and a community to

help patients get better, whether it’s someone to
help with wound dressing after discharge or just
someone who makes them feel like they are cared
for.” Garcia reminds staff that the training module
and the Culture Clues are just tools and should
never be used to stereotype patients. “We caution
them not to let their own cultural assumptions
cloud their ability to truly understand what the
preferences are for the patient and the family.”

The hospital has moved from a largely con-
tracted interpreter service to one in which nearly
80% of the interpreters are in-house employees.
“It makes a significant difference. It’s much less
expensive in the long run to hire employees than
to use hourly interpreters. We have made the
interpreters part of the team. They know the sys-
tem, they have worked with our physicians and
staff, and they can provide more information
about cultural issues,” Giddens says.

The hospitals forms, including advanced direc-
tives, have been translated into the most requested
languages. All new employees take a cultural com-
petency quiz as part of the new employee evalua-
tion. In addition, the social work department has
included a cultural competency evaluation as part
of its annual evaluation for several years, and all
employees in the hospital participate in a cultural
competency skills review on an annual basis.

Cultural competency tools and programs are
part of employee orientation. The hospital devel-
oped a self-directed educational tutorial, “Respect
Through Understanding,” that staff can use to
learn more about the types of patients and families
they are likely to encounter. “This helps create
awareness, not only of key cultures, but what
resources are available to support all staff,” Garcia
says. Patients and families bring their cultural
beliefs and practices with them, and these influ-
ence not only how they engage with providers but
also how comfortable and safe they feel with the
care plan, she explains.

“One of the most important pieces of our work
with patients and family members is to join them
in creating a sense of hope. When we are tuned
into someone’s religious and cultural practices, it
allows us to be a better partner in building and
sustaining hope,” Garcia adds.
[For more information, contact:
• Brian Giddens, LICSW, ACSW, Associate

Director, Social Work, University of Washington
Medical Center, Seattle. Phone: (206) 598-7910. 
E-mail: bgiddens@u.washington.edu.
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• Cezanne Garcia, MPH, CHES, Associate
Director, Patient and Family Centered Care and
Education, University of Washington Medical
Center, Seattle. Phone: (206) 598-8424. E-mail:
ccgarcia@u.washington.edu.]  ■

End-of-life issues may be
most difficult for DP staff
Religious, cultural beliefs may affect plan

At Medical City Dallas Hospital, case man-
agers and social workers tailor their dis-

charge planning and education around the
patient and family’s cultural beliefs, particularly
when end-of-life issues are involved.

The hospital treats a significant number of
Hispanic patients along with increasing numbers
of Asian and Russian patients, says Pat Wilson,
RN, BSN, manager of case management.

“The strongest and hardest obstacle we have to
overcome with our patients from diverse cultures
is death and dying,” she explains.

For instance, many Hispanic families reject
hospice care for terminally ill patients because
they feel as though it is giving up, Wilson says.

“In these cases, we work more toward teaching
the family how to care for those going home with
an end-of-life disease. The physicians and other
staff are very careful with their wording so the
hospital can provide the palliative care the
patient needs without creating the impression
that it’s hospice care,” she says.

Most Hispanic patients have very strong fam-
ily ties and have caregivers at home who are 
willing and able to do whatever is necessary to
provide care for the patient, rather than hiring
someone else to provide care or considering a
skilled nursing facility, Wilson adds.

When this is the case, the CMs spend a lot of
time educating the family members about how to
care for the patient at home, the medications they
need, and when they should receive it.

They work closely with home care agencies
that have Hispanic caregivers so the patient and
family will feel comfortable with at-home care.

The case managers and social workers have
learned to pick up cues from family members
about the direction they should take in caring for
the family members.

When they are assigned a patient from another
culture, the case management staff identify a

family member who is the spokesperson and,
with the help of an interpreter, gives him or her
the discharge instructions.

The case managers typically use both a medi-
cal translator and a family member to make sure
what they are saying is being translated correctly.
They ask the family member translator to repeat
what they understood.

“The staff do an excellent job of identifying a
person in the family who can be the spokesper-
son and can help us understand the cultural
beliefs and how to address them,” Wilson says.

For instance, many elderly patients have
grandchildren who have become Americanized
and are a great resource for helping the case man-
agers understand what medical care is like in the
family’s country of origin as well as its cultural
practices and beliefs surrounding health care.

Staff enlist the aid of the grandchild to com-
pare what would be happening if the patient
were in their native country with what is going
on in the hospital.

“We discuss what our traditional treatment
plan is here and ask them to help us determine
what will work best for the grandparent. We
want to incorporate the family’s cultural beliefs
whenever possible, as long as it isn’t anything
that will interfere with healing,” she notes.

When staff members have trouble accepting
that their patients’ cultural beliefs don’t allow
certain medical procedures that are routine in
western medicine, Wilson and other department
heads refer them to the hospital’s ethics commit-
tee to help them work through the issues.

“They may think the treatment that has been
proposed will be beneficial to the patient. If the
family says they don’t want the treatment and the
staff truly believes it is beneficial, that’s an ethical
conflict between the health care worker and the
family,” she says. The ethics committee does not
make any decisions in these cases but can help
the health care workers resolve the issues for
themselves, Wilson points out.

Case managers at Medical City Dallas attend
annual diversity seminars designed to help them
understand the cultural beliefs and practices of
the hospital’s diverse patient population.

The hospital’s diversity program gives staff
basic information about patients from other cul-
tures, tips on contacting appropriate health lines
and community organizations, and instruction on
how to use the translator line.

“We give our staff a good overall view of the
cultures we see in our hospital, their values,
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beliefs, and practices, and how we can respect
them and provide the best treatment for our
patients,” Wilson says.

The hospital has translated its discharge
instructions and other pertinent documents into
Spanish. The hospital maintains a list of bilingual
staff members who can be called on to help the
rest of the staff build bridges with the patients.

For instance, one case manager is from Iran and
speaks Farsi. There are several Spanish-speaking
social workers. They are called by their co-work-
ers and other people in the hospital to translate.

“When we’re talking about the Asian commu-
nity, it’s harder to find staff who can communi-
cate with them. We do have some physicians who
speak Chinese or Vietnamese or Korean, but we
also tend to use the translator line,” she says.

The hospital has established a mentoring pro-
gram that pairs new hires with nurses from their
same country who act as mentors.

“It not only gives them a bond with someone
who shares their background, but it gives them a
mentor to help them learn about the hospital. It’s
one of the best things we’ve done to acknowledge
and respect different cultures and to recognize
that there is a difference and that we need them,”
she says.

[For more information, contact:
• Pat Wilson, RN, BSN, Manager, Case Manage-

ment, Medical City Dallas Hospital. Phone: (972)
566-4090. E-mail: pat.Wilson@lonestarhealth.
com.]  ■

CMs and interpreters 
start DP at admission
Social issues are identified early 

By using the hospital’s on-site interpreters
when they make assessments of patients who

don’t speak English, case managers at Boston
Medical Center are able to start the discharge
plan early in the stay and identify resources in
the community that provide services for people
of different religions and ethnic backgrounds.

About 30% of the medical center’s patients do
not speak English and need an interpreter. The
hospital’s Interpreter Services Department pro-
vides on-site translation in 17 languages and is
available 24 hours a day.

“If someone comes in from Cape Verde, the

first thing we do is to get an interpreter so we can
identify who they live with in the United States,
what is their functional status, if they are on med-
ications, how they are paying for their medica-
tions, and other information that will help us
plan for their discharge needs,” says Monica
Ferraro, RN, MS, clinical supervisor of the care
management department.

The interpreters are scheduled over a custom-
ized web-scheduling system that helps reduce
wait times. In addition, the interpreters routinely
perform rounds on the patient floor and cover the
emergency department as needed.

Even so, staff recognize that patients who have
to wait for an interpreter or a family member
who can interpret to find out what is happening
are more likely to be apprehensive and mistrust-
ful than someone who can engage in a free-flow-
ing dialogue with his or her caregivers.

“As much as we accommodate for cultural dif-
ferences, it’s still difficult for these patients because
their language is not the primary language spoken
in this hospital, and that creates some anxiety
about the care,” Ferraro says.

The care managers try to identify social issues
early and work through the interpreters to deter-
mine the patients’ and families’ expectations for
care while they are in the hospital and what their
feelings are about post-discharge care.

For instance, one Hispanic patient was suffer-
ing from dementia to the point of needing almost
total care. His wife told the case manager, through
interpreters, that she felt strongly about having
him discharged to home. “We had to respect that,
even though we knew it would be hard for her 
to have him at home. In this case, her daughter
intervened; but if she hadn’t, we would have
worked with her to make sure she could care for
him at home,” she adds.

The case managers go through the same steps
with all patients, regardless or race or ethnic
background, when they create a discharge plan;
but with patients from other cultures, they may
have to make accommodations.

“We honor the family’s wishes as long as it’s
reasonable and they are competent and under-
stand the risk and potential complications or
adverse outcomes of their decision,” Ferraro says.

Accommodating a patient’s cultural beliefs 
and practices sometimes requires a balancing act
between the patient’s beliefs and the hospital’s
standard procedures, she points out. “We follow
the direction of the patient and family to meet
their needs, and at the same time, provide the
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care and plan the discharge according to hospital,
state, and federal regulations,” Ferraro adds.

At admission, all patients are asked their reli-
gious preferences and if they want to see a reli-
gious leader from their particular religion.

If necessary, the care management staff, in 
collaboration with the patient’s medical team,
involve religious leaders who understand the
beliefs and cultural practices of the patient and
who can help interpret for the patient and family.

In one case, the staff brought in a physician
from another hospital who was of the same reli-
gion of the patient to help create an end-of-life
plan for the patient.

“In end-of-life decisions, we are involved in
working as a team with a family. This is where
religion plays a huge role, and we have to take
their beliefs into account,” she says.

Many of the patients who don’t speak English
are not aware of social programs and resources
that can help them, Ferraro points out.

“It’s up to us to be familiar with resources and
to recommend them to all our patients,” she
adds.

For instance, one patient was paying for his
medicines out of pocket. Ferraro asked a social
worker to investigate the possibility of accessing
a drug manufacturer’s indigent care fund on
www.needymeds.com. The web site provides
information and links to programs that help
patients get assistance obtaining medications, 
she adds.

The case management department maintains
files on ethnicity-specific community resources in
case a patient needs them. In addition, the case
managers and social workers often do research
on-line or through Boston Medical Center’s web
site to find patient resources.

The hospital’s human resources department
and interpreter services have developed a four-
hour class on language barriers and customer ser-
vices for all staff with direct patient contact. 

All management staff go through eight hours
of training each year, two hours of which are
focused on cultural-diversity training. A cross-
functional team develops and delivers work-
shops for managers and staff addressing the
diverse needs of patients and families.

[For more information, contact:
• Monica Ferraro, Clinical Supervisor, Care

Management Department, Boston Medical Center.
Phone: (617) 638-7271. E-mail: Monica.Ferraro@
bmc.org.]  ■

Is your falls prevention
program getting results?
JCAHO will look for evidence of reduced risks

To comply with the Joint Commission on
Accreditation of Healthcare Organizations’

new National Patient Safety Goal to reduce the
risk of patient harm resulting from falls, you must
assess and periodically reassess each patient’s risk
of falling — including the potential risk associated
with the patient’s medication regimen — and take
action to address any identified risks. 

However, even if your organization has a falls
prevention program in place, it doesn’t mean
you’re getting significant results. At St. Marys
Hospital Medical Center in Madison, WI, a pro-
gram had been in place for years to prevent falls,
but the organization wasn’t seeing a reduction in
the fall rate. 

“Our population was getting older, sicker, and
more acute,” says Christine Baker, RN, PhD,
APRN, BC, CEN, clinical nurse specialist and
director of clinical outcomes management and
decision support. “So it was difficult to know if
we were actually making gains, when our popu-
lation was more prone to falls.” 

The organization’s nursing research council
began by researching existing fall prevention pro-
grams and grading scales. “We decided to borrow
from the best of them and then incorporate our
own twist,” she explains. 

All of the existing grading scales ask questions
such as whether patients are on a certain medica-
tion or if they have fallen in the past year, Baker
notes. 

“That really takes away that aspect of nursing
judgment. You could have healthy people on
Lasix who aren’t at increased risk of falling; or a
patient may have fallen twice on the ice, but that
doesn’t mean that they are at risk for falling in
the hospital,” she says.

An algorithm was developed that identified all
patients as being at universal risk of falling because
of factors such as being sick, sleep-deprived, and in
an unfamiliar environment. 

“We borrowed that element from universal
precautions — something that exists for all
patients just because they are in the hospital,”
Baker says. 

A second category of patient is put at higher risk

54 HOSPITAL CASE MANAGEMENT ™ / April 2005

(Continued on page 63)



April 2005 / HOSPITAL CASE MANAGEMENT ™ 55

In an effort to spur documentation, standardize
teaching, and ensure patients will be ready for

a safe discharge, many institutions utilize check-
lists, guidelines, and teaching plans. 

However, the implementation of these tools
doesn’t necessarily guarantee the desired result
will be achieved. 

It is important to implement such tools with
care and be willing to replace or eliminate them
completely if they are not working. 

The Children’s Hospital of Philadelphia had
individualized teaching plans in place for almost
every diagnosis and procedure with matching
handouts for parents. 

The purpose of the plans was to prompt both
teaching and documentation. These were tools 
to be used throughout the patients’ stay to help
nurses plan their day and communicate which
teaching had been completed. Instead of using
the tool day by day, they usually drew an arrow
from the top of the page to the bottom of the page
on the final day and signed the sheet.

“It was looked at as another piece of something
to do,” notes Linda S. Kocent, RN, MSN, coordi-
nator of patient-family education at Children’s
Hospital. 

The hospital now is phasing out the teaching
plans as they come up for their three-year review
if there is another tool such as the nursing stan-
dard, nursing procedure, or a teaching sheet that
has the same information staff need to teach the
family.

Also, it is crucial to show the assessment, the
education plan, and work being done in one
place. 

Therefore, rather than have separate forms that

never really show the plan, a teaching record
called the Interdisciplinary Patient-Family
Education Flowsheet was implemented for 
documentation. 

The form has sections for documenting the
assessment, the learners, their learning style, 
the method of teaching, and the outcome of the
teaching session. Also, it is not for nurses only.

“The teaching plans could have been useful,
but they weren’t used correctly and the informa-
tion was redundant — so why give nurses one
more piece of paper to fill out?” asks Kocent. 

Patient education managers need to make sure
they are not duplicating documentation for staff,
agrees Mary Szczepanik, MS, BSN, RN, manager
of cancer education, support, and outreach at
OhioHealth Cancer Services in Columbus. Also,
when creating a tool its purpose needs to be very
clear.

Documenting education

Teaching plans can be very valuable to your
medical team, depending on your practice, says
Cezanne Garcia, MPH, CHES, manager of
patient and family education services at the
University of Washington Medical Center in
Seattle. 

“In our case, we tend to have an extreme cross-
mix of types of patient groups — especially in
our inpatient care areas where the patients from
three to four services converge on one floor. The
staff there not only need to know a wide range of
clinical care practices and related expertise, but
also what the teaching [needs are] for patients
and family to successfully go home,” she says. 

Create a paper trail to improve teaching, communication
Methods should be tailored to needs of institution and patient population
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The patient education department helps the
teams creating the teaching plans hone in on the
essential need-to-know information for a safe dis-
charge. The plans include a short list of teaching
tools that can be used to reinforce one-on-one
teaching such as videos. 

Documentation of education is part of the plan
so the medical team easily can see what has been
covered and what needs to be reinforced. 

According to Garcia, patients who sit on the
medical center’s advisory councils tell them they
prefer to hear complex information three or four
times. 

Plans never nullify good teaching

Some patient education managers are con-
cerned that teaching plans give staff permission
to skip the initial assessment and go right to the
need-to-know information. However, Garcia says
patients’ concerns always must be addressed in
the education process. 

Patients do not always understand the com-
plexities of a safe discharge; therefore, it is impor-
tant to partner with patients and family members
to help them understand the importance of using
a piece of technical equipment correctly or how
to care for a wound. 

Without the assessment — teaching plan or not
— barriers to learning will not be addressed, says
Nancy Goldstein, MPH, patient education pro-
gram manager at Fairview-University Medical
Center in Minneapolis. 

At the medical center’s patient learning center,
about 50 guidelines have been created for educa-
tors to use to help patients achieve success in
learning a technique for safe discharge, such as
administering IV antibiotics. 

These guidelines have accompanying flow-
sheets for documentation that are sent back to
patient units so bedside nurses will know which
patients have been taught at the learning center
and what information needs to be reinforced. 

If the patient is not ready to learn, the teaching
session is rescheduled for a later date. For exam-
ple, if the patient is anxious, the educator will
address the problem and postpone the education. 

“If a patient can’t get beyond a certain point,
we make an assessment [Is it a bad day? Do we
need to teach a family member? Do they need
home care?], and then implement the plan,” says
Goldstein. 

One of the reasons the guidelines were imple-
mented was consistency. A patient coming to the

learning center on Monday should find no differ-
ence in the content or steps in education if he or
she returns on Tuesday and is taught by another
educator. 

The guidelines are given to the patient care
areas so staff know how the learning center is
teaching and can reinforce it, she points out. 

To be useful, teaching tools must focus on the
outcome of the education, Szczepanik notes.
Often, checklists are created as a tool for docu-
mentation of patient education, and while they
may seem like a series of topics that need to be
checked off, good teaching principles still are
required. 

That includes completing a patient learning
assessment before the topics on the checklist are
tackled, she adds. 

The initial assessment includes readiness to
learn, preferred learning style, and a determina-
tion of what the patient knows and would like to
know. The teaching is followed by an assessment
to determine what the patient learned or the out-
come of the education, she explains. 

There are many benefits to using a checklist,
says Szczepanik. They decrease the amount of
time the nurse and others spend writing, and
provide a way for staff to communicate what the
patient has learned and what still needs to be
taught. 

Checklists can provide a paper trail for docu-
mentation, and because it is a quick read, it is
more likely to be reviewed by staff. Reading nar-
rative notes about what the patient was taught is
not practical, Szczepanik explains. 

“I teach staff nurses that you must document
what you taught and you must be able to recreate
by looking through the documentation in a medi-
cal record not only what was taught but how well
you think the patient learned it,” she continues.

“The last step I am going to look for [and prob-
ably any attorney would look for], if you didn’t
have time to teach everything or you don’t think
the patient learned it well enough to be indepen-
dent at home, is an indication that some kind of
home health referral was done to finish the teach-
ing,” Szczepanik adds. 

A teaching checklist is just a tool in the process
of patient education. 

While a checklist is a good reminder of the top-
ics that patients need to learn, it shouldn’t be the
purpose of the form. 

Checklists are not meant to prompt the teach-
ing; they are meant to prompt the documenta-
tion, she explains.  ■
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Attracting diverse patients
is part of a strategic plan
Program includes translators, diversity training 

When the Greenville (SC) Hospital System
realized it was serving a growing popula-

tion that didn’t speak English, the four-hospital
system launched a diversity initiative that not
only helps staff understand the multicultural
patients it treats but has the goal of making the
hospitals the health care providers of choice
among the city’s immigrant population.

“Including the non-English-speaking patients
is within the scope of the hospital mission, and
socially, it’s the right thing to do. But from a busi-
ness imperative, it’s also the right thing to do
because as the immigrant population becomes 
an increasingly larger part of this community, we
want to make sure they are our customers,” says
Fred Hobby, the hospital system’s diversity 
officer.

Until the 1990s, Greenville’s population was
largely white and African-American and over-
whelmingly Baptist.

Since then, more than 300 international compa-
nies have located to Greenville and its surround-
ing area, including a Hitachi consumer electronics
factor, a Michelin manufacturing facility, and
BMW plant.

At the same time, the Latino population in
Greenville grew, increasing by 362% in the city
and 411% in the region between 1990 and 2000.

As diverse populations moved in, the hospital
began to see a significant number of patients who
were Catholic, Buddhist, and Muslim. 

The hospital system began a twofold effort to
provide care for its changing population: hiring
interpreters to help with communication and
training the staff to understand the diverse popu-
lations it was serving. 

“As hospitals are impacted by non-English-
speaking patients, their dual focus should be on
finding interpreters as well as putting the infras-
tructure in place in terms of diversity training,”
Hobby says.

The diversity department conducted training
sessions on all three shifts at all four facilities in
an attempt to educate 5,600 employees that the
community they serve is changing and the hospi-
tal was making plans to serve the diverse popula-
tion. This was followed by “Cultural Barriers to

Effective Practice of Medicine,” a workshop for
clinical staff.

“Our first educational effort was to get every-
one from housekeeping and food service to the
clinical staff in an accepting or inclusive frame of
mind. The second initiative is to equip the direct
caregiver with cultural knowledge of some of the
patients they are beginning to see in large num-
bers,” he says.

The module focuses on the unique characteris-
tics of some populations.

“Different cultural beliefs mean different prac-
tices regarding grooming, grieving, and birthing.
Although women give birth the same way regard-
less of their culture, the role of the husband and
family varies widely from culture to culture, and
we had to prepare the work force with this infor-
mation,” he says.

For instance, older Asians tend to be extremely
modest, so the typical hospital gowns probably
would not be acceptable to them.

Hot tea is the most popular drink with meals,
even in the summer, with some populations.

“Just bringing in hot tea without having to be
asked shows a bit of awareness and helps break
down the barriers,” he says.

Latino men are taught not to show pain, adds
Hobby. “This means that if there is an injured
Mexican male in the emergency department and
he’s not bent over or moaning, this isn’t an indi-
cation that his treatment can wait,” he notes.

Staff are aware that some women do not wash
their hair during the menstrual cycle or after giv-
ing birth so they won’t suggest a shampoo to
these women.

Members of some Arabic cultures do not want
nonfamily members to touch the body after death
and want to bring in a family member to prepare
the body for burial in a ritual manner.

“We don’t expect all employees to remember
every cultural nuance of every culture we serve.
We want to create an awareness that the patient
may have different beliefs and encourage the staff
to do research on the patient’s culture or call the
cultural office before they get too far into the
regime,” he explains.

A few years ago, a young girl was hospitalized
with a string tied around her wrist and a nut
attached to the string, a talisman to ward off evil.
The nurse cut the string, upsetting the parents
who felt it would make her condition worse.

“Today, we would have an interpreter inquire
about the string and point out that the child is at
risk of putting the nut in her mouth and choking.
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We expect our staff to recognize that this patient
may have beliefs or practices that are different
from their own and that they need to do some
research,” he says.

The hospital’s discharge planning staff have
been supplied with pocket-sized books that con-
tain information about food practices, symptom
management, grooming, pain expression, depres-
sion, and other beliefs and practices for about 15
nationalities.

They have been trained to recognize cultural
nuances and to ask questions when they aren’t
sure about the patient’s beliefs.

“There are gradations of cultural practices
among people who have moved here directly
from another country with no time to become
assimilated and immigrants who came here 20
years ago,” Hobby says.

Discharge planners should find out, through
interpreters, how long patients have been in the
area and whether they moved from another state
or directly from their native country, he points
out.

The length of time someone has been in this
country can make a big difference on how well he
or she understands the health care system, Hobby
adds.

“Through interpreters, the case managers talk
with the patients about discharge instructions
and then ask the patient to verify that they under-
stand what they have been told,” he says.

Many English-speaking patients who are being
discharged with multiple medications are con-
fused about the regimen, Hobby continues.

“Imagine what it is like when an English-speak-
ing case manager explains the discharge instruc-
tions to a non-English speaking patient. In these
cases, it’s very important to verify that patients
understand the instructions. The interpreter should
ask the patient to repeat the instructions so we
know that they have a verbal understanding,” he
adds.

Bear in mind that people from Asian and
Latino cultures may act as though they under-
stand out of courtesy when they don’t under-
stand at all, Hobby advises.

“Unfortunately, there is still a fairly significant
level of mistrust among the immigrant popula-
tion. The experience the patient would have with
doctors in their home country is quite different
from what we have learned to accept here,” he
says.

The hospital has identified bilingual employ-
ees and created a roster of people who could be

called on to interpret. Bilingual staff, now called
dual-role interpreters, receive a pay incentive 
if they agree to be trained and certified as hospi-
tal interpreters. 

The hospital also has hired full-time and part-
time certified interpreters.

Before embarking on its diversity program, the
hospital system studied its Latino population and
found that it included patients from 17 different
countries. 

The study showed that the average educational
level was around the sixth grade, although there
were a significant number of patients with degrees
from Latin American colleges. The majority were
ages 24 to 42 — the working and childbearing
ages.

A similar study of Asian and European popula-
tions determined that Vietnamese made up the
largest percentage of Asian patients, followed by
Japanese and Korean. German was the biggest
group among Europeans, followed by French and
Russian.

There was some concern that pursuing the
immigrant population might result in more bad
debt for the hospital, a concern that has not been
the case, Hobby says.

“We found early on that the immigrant popula-
tion’s value system involving debt is quite differ-
ent from that of some indigenous residents,” he
adds.

People who are uninsured or underinsured still
make an effort to pay their bill, even though they
may be paying just $50 a month on a $1,500 bill.

However, faced with a significant number of
low birth-weight babies and millions of dollars in
costs for neonatal intensive care (NICU), the hos-
pital launched a prenatal training class in Spanish
to educate women from Latin American countries
about good health habits during pregnancy, such
as breast-feeding, infant care, and not smoking or
drinking. A registered nurse and an interpreter
teach the classes.

The classes, targeted to non-English-speaking
women who go to the hospitals’ OB/GYN clin-
ics, started out small, with about eight women,
and have grown to 26 women or more in each
class.

“It’s made a difference in the lives of women.
It’s demonstrated that the hospital cares and that
we welcome them as patients. The upside for the
hospital is that the more babies are healthy and
go full term, the less the expense that will have to
be borne by this hospital if they have to go into
the NICU,” he says.  ■
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New system streamlines
patient throughput
Process was developed in response to 9/11

A“patient readiness” scoring system that arose
out of the tragedy of 9/11 has served as an

effective way to address throughput, as well as
an emergency preparedness tool, says Dee Page,
RN, director of case management for Virtua
Memorial Hospital of Burlington County in
Mount Holly, NJ.

Virtua Memorial was one of the facilities that
got a call on Sept. 11, 2001, asking staff to find
room for a possible deluge of patients seriously
injured in the attack on the World Trade Center,
Page explains. “We were one of those hospitals in
the Northeast that were in close enough proxim-
ity that we thought we would have an influx of
patients.”

“On Sept. 11, we got a call about 10 a.m. and
were told to be ready,” she adds. “At that time, it
was thought that we would have a lot of sick and
injured patients.”

By 11:30 a.m., Page says, the hospital had
emptied 62 beds in preparation for the expected
patients, but as it happened, the beds weren’t
needed after all.

That experience, however, led to the develop-
ment of a “quick-and-dirty” way to determine
which patients could be moved on a daily basis,
she says, not only in the event of an emergency
but to address patient throughput.

The case management department established
a scale of 1 to 4, with 4 being the lowest acuity
rating, “the patient closest to the door,” for whom
there is a discharge plan in place, and 1 indicating
an intense level of acute care, Page says. Next are
the “2s,” who require a significant level of care —
patients in a step-down unit or maybe telemetry.

The level 3 patients require acute care but are
progressing, she adds. “These may be postopera-
tive patients, or those who are being treated
aggressively and showing improvement but who
are not primed enough to go to a skilled nursing
facility.”

“There could be a fifth tier,” Page notes, “a
shaded area that would more or less indicate a
patient who is being observed. If you wanted to
push the envelope, you could add this level.”

A departmental flowchart shows each patient,
and the rating code for the person’s status. The
patient’s readiness level is determined at admis-
sion and reassessed daily, she says. 

The readiness rating also is entered into a web-
based system that includes utilization review 
and discharge planning information, Page adds.
“Pieces of that documentation are printed and
placed in the chart, and the rest lives in the sys-
tem as a lifetime record.”

That system is helpful at the time of discharge,
she says, because it documents where patients are
sent or referred.

Although many organizations have method-
ologies for tracking acuity, most use them for
determining nursing staffing ratios, notes Pat
Orchard, CCM, CHE, director of health services
for Horizon Blue Cross Blue Shield of New Jersey,
based in Mount Laurel.

The same concept can be extremely valuable
when used — like the process at Virtua Memorial
— to determine a patient’s readiness to be trans-
ferred to the next level of care, adds Orchard,
who has worked as a case manager in a variety of
settings.

Hospitals that categorize patients in some for-
mat indicating “readiness to transition,” she says,
can move quickly and efficiently in the event 
of disaster or even emergency department (ED)
overcrowding.

“When you’re talking about capacity, what
comes in must go out,” she notes. “The balance
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has to be there. If not, there’s a tremendous
amount of delay.”

Typically, organizations focus on input — get-
ting ED patients into treatment rooms and then to
the nursing floor, for example, Orchard says. “But
if you don’t address output, managing patients to
move them out efficiently and effectively, you
don’t solve the throughput problem.”

Without a system for categorizing patients, she
explains, hospital staffs faced with “high capacity
moments” may spend hours trying to free up beds.

“Say, for example, you had to move 40 people
out of the hospital because there was a disaster
in the community,” Orchard adds. “Nurses are
[examining] every patient in the hospital to
determine readiness [to move]. Everyone is run-
ning in circles trying to find beds.”

If a scoring system is in place, however, the
patients who are most ready for discharge will
already have been identified and — after physi-
cian orders are obtained — can be moved quickly
and easily, she says.

The first step in implementing such a system is
to establish criteria for acuity levels and to cate-
gorize patients based on those criteria, Orchard
advises. “You can use numbers or letters or any
kind of scoring you want, but you are scoring the
patient based on readiness.”

Whether the scoring grid is based on 1 to 4, 1
to 3, or something else, the information can be
put into the computer system and pulled out in a
report when needed, she says. “If you’re using a
score of 1 to 4, those patients who are leaving in
the morning, waiting for nursing home place-
ment, or finishing one more course of treatment
may be 4s.”

“This is a basic acuity system, but it’s based
not on clinical findings, but on the transition
capability of the patient,” Orchard explains.
“How quickly can they transition to the next
level of care?”

These are patients about whom physicians say,
“Maybe they can go tomorrow, or maybe they
should stay one more day,” she adds. “Some
physicians don’t move patients as fast as they
could.”

From a managed care perspective, Orchard
says, some might question why such patients 
still are in the hospital if they can safely be dis-
charged. But the fact is that they are there, she
adds. “Maybe the physician hasn’t been in yet, or
the physician was in that morning and test results
weren’t back then. Multiple inefficiencies are out
there.”

Once a scoring system is in place, she adds, “at
least you know where to focus your attention.

“Have a set of parameters,” Orchard suggests,
“so that when you do get in a crunch, you’re able
to turn quickly to the high-level patients who can
be moved out immediately. Make sure physicians
have agreed to the process and to the scoring sys-
tem the hospital has developed.”

Whether the physician must be called when
the process is put in motion, either as the result of
a crowded ED or a natural disaster, depends on
the policies of the organization, she says. “Most
would call to get the discharge order.”

Assessing and scoring of patients should be
done daily or even twice daily, depending on the
hospital census, Orchard recommends.

“If done in conjunction with nursing or case
management rounds,” she explains, “the time
required should be minimal.”

Nursing not on board

One of the shortcomings of the system in place
at Virtua Memorial, notes Page, is that nursing
staff do not participate. At one time, she explains,
the nursing department had a readiness project of
its own — a color-coded system that was tied to
staffing ratios as well as patient acuity.

“What that meant to them was that if census
and acuity go below certain levels, the staffing is
adjusted,” Page says. “As soon as they see the
coding, they know they need extra staffing or
that there are empty beds.

“The [nursing project] never got off the ground,
but we continue to use our system,” she adds.
“We know at any time how many beds are occu-
pied by a particular type of patient.”

In addition to its value during times of over-
crowding or crisis, she points out, the patient
readiness score helps caregivers prioritize the
workload if a case manager is not there and take
a more proactive role in assisting physicians with
discharge decisions.

“In our documentation system, we have an 
RC [review case] due date,” Page explains. “For
instance, if you have a managed care patient and
have just done a review with the payer, and the
payer authorizes a three-day stay, technically, 
you wouldn’t have to look at [that case] for three
days.”

While that system helps in managing caseload,
she points out, “the readiness rating goes beyond
the obligation to see the patient again.” There
might be six patients on the case manager’s list
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who require acute care and are progressing, Page
adds, but the readiness check could reveal that
one of those patients is now a “4.”

The case manager then can suggest to the physi-
cian that the patient might be ready for an earlier
discharge, she says. “So it helps them further pri-
oritize — it’s very valuable in that respect.

“It used to be that if you knew you were being
paid for three days, you left it alone, but we really
don’t feel that way anymore,” Page points out.
“It’s better to have your beds filled with people
who are really sick. It’s better for the patient if
you can move beds sooner.”

With abdominal surgeries, insurance compa-
nies often authorize lengthy stays, and patients
may be ready for rehab or discharge sooner, she
adds. “The theory of ‘fill your beds, fill your
beds’ doesn’t work anymore.”

In terms of the readiness scoring system, the
focus of the case manager’s day is with the “2s”
and “3s,” Page says. “With ‘2s,’ you want to make
sure you can move them through the system to a
more appropriate bed, or ask, ‘Have they finished
that course of treatment? Do they need to be
transferred to another facility?’”

With “3s,” she adds, the idea is to make sure
they are not the next patients to be designated as
“4s.” With “4s,” the discharge plan is complete
and just needs to be activated, Page notes. “If
someone was told yesterday that [he or she]
could move to rehab today, that patient would
have been a ‘4’ yesterday.”

When the time comes to empty some beds
quickly, case management — the only depart-
ment using the patient readiness system — gets
the first call from one of Virtua Memorial’s bed-
flow coordinators, she says.

“We often go on divert here — beds are full,
and we have to send patients elsewhere — and
[the coordinator] comes to us right away, asking,
‘What can we do to open some beds?’”

When that call comes, Page says, “We go right
to the ‘4s’ and make some calls to physicians to
let them know there is a crunch. Sometimes, they
say they’re in the hospital and will be up to dis-
charge the patient. They almost always want to
see the patient.”

With elderly patients who will be transferred
to nursing homes, she notes, the case managers
often will have gotten a “heads up” that, for
example, the patient still is receiving treatment,
but this will be the last day. In those cases, Page
adds, the discharge might be “all sealed up” for 
a particular date.

Although the readiness system is an internal
mechanism for the case management department
at present, she says, she’d like to see it fully
implemented at all the Virtua Health campuses.

“It’s not labor-intensive at all,” Page notes. “It’s
putting a sticker on the chart. On those days when
we’re short staffed, or even when we’re full and
somebody wants to organize the day, it helps to
have [the rating]. Instead of relying on a whole lot
of other people for information, the case managers
can look at the scale and see what they have, and
know which patient to address first.”

[For more information, contact:
• Dee Page, RN, Director, Case Management,

Virtua Memorial Hospital of Burlington County,
Mount Holly, NJ. Phone: (609) 267-0700.

• Pat Orchard, CCM, CHE, Director, Health
Services, Horizon Blue Cross Blue Shield of New
Jersey, Mount Laurel. Web site: patpj@att.net.]  ■

Is it redundant to have
DPs in addition to CMs?
Professionals talk semantics

Are the terms “discharge planning” and “case
management” interchangeable, or are they

distinct, and is there a place for both in today’s
health care environment?

That’s the question raised by Sandra Lowery,
RN, BSN, CRRN, CCM, president of the Frances-
town, NH-based case management consulting firm
CCMI Associates, who adds, “I think it’s duplica-
tion to say there’s a discharge planner and a case
manager within the same organization.”

Working as a national consultant, Lowery says,
she has observed that “in almost every hospital, 
if they haven’t implemented a case management
department and dispensed with the discharge
planning title, they’re planning to. Increasingly,
the role of discharge planner is folded into case
management.”

Because the term “case management” or “care
management” is used far more often, and almost
always includes a discharge planning function,
Lowery continues, this leads to potential confu-
sion on the part of those who are practicing the
positions, as well as those who are receiving the
services.

Jackie Birmingham, RN, BSN, MS, CMAC, a



62 HOSPITAL CASE MANAGEMENT ™ / April 2005

longtime case manager who now is vice president
for regulatory compliance for Newton, MA-based
Curaspan Inc., agrees that it can be confusing
when people with different titles are performing
the same or similar duties — a confusion that
could be alleviated if there were more consistency
across all hospitals.

She emphasizes, however, that the function of
discharge planning is not confusing.

Discharge planning is a subset of case manage-
ment, Birmingham adds, but specifically is “the
work being done with the patient and family for
the single purpose of setting up a safe discharge,
so that the patient can transition to the next level
of care without an adverse outcome.”

The original definition of discharge planning,
Lowery points out, “really sounds like case man-
agement from the point of admissions and dis-
charge, with one or maybe two exceptions.”

One of those exceptions, she says, is that while
there is no requirement within the definition of dis-
charge planning to consider the use of resources,
such a directive is contained within the case man-
agement standard.

The other possible exception, Lowery says, is
that the case management standard requires an
evaluation of the outcome of the patient’s care
plan. “I think there is some controversy over
whether that last step is included in discharge
planning. Some say yes, some say no.”

Alison White, RN, CCM, CPHQ, director 
of regional case management for Dartmouth
Hitchcock Alliance in Lebanon, NH, says that
while she would prefer to see discharge planning
become a subset of case management throughout
the health care industry, she doesn’t believe it is a
realistic goal.

“There are so many small, rural hospitals that
don’t have an integrated model of case manage-
ment,” she adds. “Regardless of what we do,
there will always be those with a distinct unit for
discharge planning.”

If people think in terms of how change is
adopted into an organization, there are types
ranging from the “early adopters” down to those
who refuse to change at all, White notes. “For
those organizations, discharge planning as a dis-
tinct unit may work.

“It depends on the patients they serve, or
whether they have leadership that doesn’t want
to change or is unaware of the benefits of case
management,” she adds. 

“Maybe the physicians don’t understand the
concept, or it is a threat to them. If [the hospitals]

don’t have a driver, they lose the opportunities to
change,” White explains.

In her experience working with institutions
ranging in size from 12-16 beds up to 500 beds,
White sees a number of hospitals that are not
moving to the case management model, she says.
“Or they think they’re in that model, but they’re
not measuring outcomes or covering the contin-
uum of care.”

Term tied to Medicare

Because the term “discharge planning” is spec-
ified in the Medicare Conditions of Participation,
which are part of the Social Security Act [Section
1861 (ee)], she notes, “we will never be able to do
away with the term.”

In fact, Birmingham points out, the federal
rules regarding discharge planning were revised
and published in the Federal Register Aug. 11,
2004, and went into effect in October 2004.

Some health care organizations are concerned
about possible repercussions if they make changes
in policies or definitions having to do with dis-
charge planning, White says. “It’s an unfounded
fear, but they’re worried that if they’re not clearly
defining roles, they’ll lose payment.”

Because some institutions, such as critical
access hospitals, are paid on a daily basis for the
care they provide, she says, “it may not be in
their best interest to move more quickly along the
continuum of care. There are a lot of drivers at
the table.

“I would love to see discharge planning become
an integrated part of case management,” White
points out, “but in reality I don’t feel it will [ever]
be 100% across the United States.”

That said, she adds, “I would challenge those
who still have utilization review and discharge
planning [functions] separately to reevaluate
your model.”

[For more information, contact: 
• Jackie Birmingham, RN, BSN, MS, CMAC, Vice

President, Regulatory Compliance, Curaspan Inc.,
Newton, MA. Web site: jbirmingham@curaspan.
com. 

• Sandra Lowery, RN, BSN, CRRN, CCM,
President, CCMI Associates, Francestown, NH.
Web site: ccmi@lowery.mv.com. 

• Alison White, RN, CCM, CPHQ, Director,
Regional Case Management, Dartmouth Hitchcock
Alliance, Lebanon, NH. Web site: Alison.B.White
@Hitchcock.org.]  ■



for falls because of specific risk factors such as 
disorientation. 

“The last question on the algorithm asks the
nurse to put all of that together and make a nurs-
ing assessment, as to whether this patient is at high
risk for falls,” she says. 

Even after the algorithm was implemented, the
fall rate didn’t drop significantly, so the organiza-
tion trialed two interventions. The first was a 
protocol that reduced the use of sleeping pills,
particularly those that had long half-lives and
would make patients drowsy the following day.
Instead, patients were offered comfort measures
such as a backrub, warm milk, or herbal teas. 

“Although physicians did adopt the protocols
and use of sleeping pills dropped markedly, we
still didn’t see significant reductions,” Baker says. 

“Where we saw our payoff was in our ‘Safe
Room’ setup — we cut our fall rate by half.” This
intervention involved making the patient’s room
safer, by placing IV poles on the same side where
patients would exit the bed and removing physi-
cal barriers so they were less likely to trip on the
way to the bathroom. As a result, the number of
injuries due to falls fell sharply, she continues. 

“By having the beds in a low position, the
patient didn’t have far to fall,” Baker adds.
“We’d like to prevent the fall, but if it happens,
to have no injury result is the best outcome.” 

Posters placed in every room reminded family
and visitors to call a staff member to assist the
patient with getting to the bathroom, as opposed
to trying to help the patient themselves. “So we
involved another pair of hands and eyes in watch-
ing the patients,” Baker explains. 

“We also teach patients who are cognitively
intact about how to prevent falls, such as using
their call light and not trying to exit when there’s
a side rail up,” she says. 

As a result, the severity of injuries has dropped
significantly, Baker says. “It’s been a long time
since we had more than a minor bump or bruise
from a fall,” she reports. “The nurses are pleased
as well. It was frustrating to put a patient on fall
precautions when they knew the patient wasn’t
really at risk. Also, this gives them license to use

the protocol when the nurse has a gut feeling that
a patient is at risk, even if they don’t screen in.” 

The organization uses comparative data from
the Maryland Hospital Association database and
the National Database of Nursing Quality Indica-
tors to set fall rate goals for the year, which are
incorporated into the annual nursing QI plan. 

“Each unit reports fall rates at a monthly QI
council. If they exceed the fall-rate goals, the unit
has to have a plan in place to bring the fall rates
down,” Baker adds. 

The organization’s fall prevention program
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COMING IN FUTURE MONTHS

(Continued from page 54)
CE questions

13. How many Culture Clues did the University of
Washington Medical Center develop to help its
staff understand its diverse patient population?
A. 12
B. 20
C. 8
D. 14

14. What is the biggest challenge the case man-
agement staff at Medical City Dallas Hospital
face with their patients from other cultures?
A. death and dying
B. nutrition 
C. herbal medicine
D. alternative medicine practitioners

15. What percentage of patients at Boston
Memorial Hospital don’t speak English?
A. 50%
B. 30%
C. 25%
D. 10%

16. Which of the following dramatically reduced
patient falls at St. Marys Hospital Medical
Center in Madison, WI? 
A. making patients’ rooms safer by removing

physical barriers 
B. using standardized grading scales to assess

fall risk 
C. reassessing patients only if specific medica-

tions are administered 
D. increasing use of sleeping pills 

Answer key: 13. D; 14. A; 15. B; 16. A



recently was revised by its falls workgroup to
reflect the most current research. “What we
needed to do was clarify things that should trig-
ger a reassessment, such as the patient coming
back from surgery and a new medication added,”
she says. 

“Typically, patients are reassessed after a shift,
but something could happen midshift to increase
a patient’s risk of falling,” Baker adds. “Every
time you have patient contact, the caregiver
should be thinking, ‘Has anything been done to
put this patient at risk for falling?’”  ■
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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. ■

CE instructions 

Nurses participate in this continuing education
program by reading the issue, using the pro-

vided references for further research, and studying
the questions at the end of the issue. Participants
should select what they believe to be the correct
answers, then refer to the list of correct answers to
test their knowledge. To clarify confusion surround-
ing any questions answered incorrectly, please
consult the source material. After completing this
semester's activity with the June issue, you must
complete the evaluation form provided in that issue
and return it in the reply envelope provided to
receive a certificate of completion.  ■

Join our free weekly 
e-mail alert today

Subscribers of Hospital Case Management can
join our new Hospital Case Management

Weekly e-mail list now. This new alert is designed
to update you weekly on current infection control
issues that you deal with on a daily basis. Many of
the articles in this alert will be followed up in detail
in upcoming issues of HCM.

To sign up for the free weekly case mangement
update, go to www.hospitalcasemanagement.com
and click on “Announcements and Events” for infor-
mation and a sample. Then click on “Join,” send the
e-mail that appears, and your e-mail address will be
added to the list. If you have any questions, please
contact our customer service department at (800)
688-2421.  ■

W E E K L Y  A L E R T

BINDERS AVAILABLE

HOSPITAL CASE MANAGEMENT has sturdy plastic
binders available if you would like to store back issues of
the newsletters. To request a binder,
please e-mail ahc.binders@thomson.
com. Please be sure to include the name
of the newsletter, the subscriber number,
and your full address. 

If you need copies of past issues or prefer on-line,
searchable access to past issues, you may get that at
www.ahcpub.com/online.html.

If you have questions or a problem, please call a cus-
tomer service representative at (800) 688-2421.
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By participating in a statewide patient safety
program sponsored by the Michigan Health &

Hospital Association (MHA), William Beaumont
Hospital in Royal Oak, MI, has seen significant
improvement in a number of key areas of inten-
sive care unit (ICU) care, including reduced
bloodstream infections and ventilator-associated
pneumonia (VAP). 

The Keystone Center for Patient Safety &
Quality in Lansing, MI, established in early
2003, currently has 70 hospitals and 130 ICUs
participating in its ICU patient safety project,
explains Chris Goeschel, RN, MHA, the center’s
executive director.

The project, she notes, is completely voluntary,
although statewide participation is more than
90%. “It grew out of an acknowledgement in
Michigan that ICU care was important and costly,
and that there were things being learned at Johns
Hopkins [in Baltimore] and implemented at the
VHA that were transforming ICU care,” Goeschel
recalls. 

“I approached Peter Pronovost [MD, PhD, an
anesthesiologist, critical care physician, and asso-
ciate professor who is spearheading the patient
safety efforts at Johns Hopkins and leading nation-
wide safety projects] when he had a federal grant
opportunity to improve patient safety to talk about
working together and implementing what was
being done at Hopkins throughout the entire state
of Michigan,” she adds.

What resulted, she says, was something entirely
unique. “Using the state hospital association as the
node for the dissemination of evidence-based care
had not been done before,” Goeschel asserts.

Beaumont got involved with the Keystone
project in the winter of 2004 and kicked off its

surgical ICU initiative in June, says Robert
Welsh, MD, surgical intensivist and chief of
thoracic surgery. 

As outlined by Keystone, the first step for each
site is to assemble a team committed to accom-
plishing the objectives in each intervention. The
team should include a senior executive (vice-
president or above), an ICU director, ICU nurse
manager, ICU physician, ICU nurse, pharmacist,
and a department administrator. 

The ICU physician and nurse (either the
manager or the staff person), each must commit
20% effort to this project. In addition, each team
must commit to collecting the data required and
to attending two meetings and two conference
calls per year. As with all participating hospitals,
Beaumont was tasked with implementing five
interventions:
• Implement and evaluate the impact of the

comprehensive unit-based safety program
(CUSP), which can include the ICU safety
reporting system (ICUSRS).

• Implement and evaluate the effect of an inter-
vention to improve communication and staffing
in ICUs.

• Implement and evaluate in a cohort of Michigan
ICUs the effect of an intervention to reduce or
eliminate catheter-related blood stream infec-
tions in ICUs.

• Implement and evaluate in a cohort of Michigan
ICUs the effect of an intervention to improve the
care of ventilated patients in ICUs.

• Implement and evaluate an intervention to
reduce ICU mortality. 
“This is a general guideline; each institution

then tries to implement that outline according to
its resources,” Welsh explains. Beaumont’s efforts
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Keystone project yields results in six months
Hospital achieves significant improvements in ICU care

A quarterly supplement on best practices in safe patient care



started with a questionnaire regarding the safety
attitudes of nurses, respiratory therapists, and the
pharmacy.

“Beyond that, we developed the format of
setting daily goals for each individual patient and
also reviewed the interventions we started with
initially, and how to implement them,” Welsh
adds. 

The Beaumont team included Welsh, Kathy
Schumacher, MSA, Beaumont’s data outcomes
manager, two nurse managers on the surgical
ICU unit, the pharmacist, and the respiratory
therapist.

Staff buy-in was critical. “Essentially, you’re
changing the culture of how you approach patients
with regard to safety,” Welsh says. “You make it a
priority, and by doing that, you are implementing
better medicine.”

Expectations had to be realistic as well. “We 
all came in with the idea that this would be an
evolving process,” Schumacher adds. “We did not
expect to get it right the first time out of the gate.”

Encouraging results 

Nevertheless, they must have gotten something
right, because in six short months, they have seen
some important changes. 

“In the five-month period of June to October,
compared to the same period in 2003, we started
to see some numbers drop post-implementation,”
Schumacher reports. These numbers, she says,
include bloodstream infections, VAP numbers,
and unit throughput. “We are starting to build a
business case for doing Keystone,” she asserts.

And while the team has not yet directly
addressed reducing mortality, “it has already
happened as a result of the other interventions.
We know that what we did in those early two
interventions certainly decreased mortality,”
Welsh asserts.

What have been the keys to the early success 
at Beaumont? “First was the commitment from
intensivists that we present ourselves consis-
tently to unit rounds — always at the same time,”
says Welsh. “Now the nursing staff know when
we will be there, and we are now drawn into
rounds. They’ve asked to interact with us, to
express concerns about patient conditions not
evident to anyone else, and they speak up.”

Having now implemented four of the five
interventions, Schumacher says the setting of
daily goals has had the greatest impact. 

“We’ve started to see a reduction in LOS, and

we have tied other results to daily goals — such
as removing unnecessary lines to lower infections,
and decreased ventilator use, which has lowered
the pneumonia rate,” she notes.

The CCU joined the initiative in January, Welsh
reports, and the Medical ICU may join shortly.
“We are very pleased at this point in time,” he
says. “In our eyes, this is the new way to practice
and to emphasize safety in the ICU, and we have
every expectation this will permeate throughout
the hospital.”

Other states want in

Not only is the project spreading within
hospitals, but it is reaching other states as well,
notes Goeschel. “These include New Jersey,
Maryland, and Rhode Island — and there are
many others in the queue,” she says. “We have
multistate conference calls to share what’s being
learned and to discuss implementation practices.
We have a workshop in Michigan coming up, and
we have invited other state project directors to
join us.”

The state of Michigan has much to share.
“Since we began, we’ve already seen dramatic
reductions in catheter-related bloodstream
infections, and we will have been collecting
data for just one year in March,” Goeschel
reports. “We have 26 ICUs that have been going
for more than six months, with no infection
reported since implementing the project; that’s
breathtaking.”

The entire state has reported similar results,
and the same with reduced VAP, she adds.

What makes Keystone so good? 
“My sense is it is a combination of things,”

says Goeschel. “For one thing, having a hospital
association as a node eliminates any agenda or
competitiveness — every hospital is of equal
concern. Plus, we are partnering with the national
experts [on patient safety], in the belief we can
improve care in the whole state. 

“Also, I think we have developed a strong
model of communication with members,
including monthly conference calls, a dedi-
cated participant web site, and e-mail back 
and forth regularly,” she notes.

All of this has drawn together clinicians “to the
heart of why we did this in the first place — to
help the patient,” Goeschel says. “As we do this,
we are drawn to our passion, and the results are
absolutely motivating. We can change the world
for health care.”  ■
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