
Provide information to ensure patients
safely transition through the continuum
Breakdown in following plan of care can lead to rehospitalization

Everyone in the health care field has heard horror stories about
patients’ needs falling through the cracks when they transition
from one level of care to another.

It may be that a patient’s wheelchair isn’t delivered to the home or
home health doesn’t show up to provide care. In some instances, staff at
the receiving facility don’t have complete information and perform the
same scans and tests the patient had in the acute care hospital or give the
patient medication that duplicates what he or she already is taking.

When patients go home from the acute care hospital, they may be con-
fused about their medication regimen and treatment plan or fail to recog-
nize symptoms that indicate they are in trouble.

“As patients transition from one level of care to another, we have been
seeing a breakdown in the treatment plans. They are being readmitted to 
the hospital because there are gaps in care or they don’t adhere to their
treatment plan. All of this increases the cost of health care,” says Connie
Commander, RN, CCM, ABDA, CPUR, president of Commander’s Premier
Consulting Corp. in Pearland, TX, and a member of the National Transitions
of Care Coalition, an association of 29 organizations in the health care field
formed to address the gaps in care that occur when patients move between
care settings. (For details, see related article on p. 131.)

Studies have shown that when patients leave the acute care facility,
more than half don’t remember their discharge instructions because of
the stress of being hospitalized, says Nancy Skinner, RN-BC, CCM,
principal consultant for Riverside Healthcare Consulting in Whitwell,
TN, and a member of the National Transitions of Care Coalition.

“Other studies have indicated that one in five patients going home
from an acute care facility experiences an adverse event, not because of
the disease but because they didn’t know what to do, why to do it, and
when to do it,” Skinner says.
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This presents a lot of opportunities for lapses in
continuity of care and transition of care, Skinner
points out. 

“Case managers are the key members of the
transition-of-care team that focuses on bringing
together all the players and helping everyone
understand their responsibility and accountabil-
ity,” Skinner says.

Jolynne “Jo” Carter, BSN, RN, CCM, knows
first hand the problems that occur when patients
move from one setting to another.

Carter, director of network services for Paradigm
Management Services LLC of Concord, CA, which
contracts with workers’ compensation insurers to
manage the care of catastrophically injured patients,
supervises 130 nurses who provide on-site case
management. 

Her company has the expectation that a case
manager sees patients in person when patients
change physical locations — whether they’re going
from the intensive care unit to a medical/surgical
floor or the acute care hospital to home or a reha-
bilitation facility.

“We saw patients being discharged to home
whose equipment wasn’t delivered and occasions
when the home care nurse didn’t show up. One
spinal cord-injured patient developed pressure
ulcers because he lay in one position for hours in
the emergency room,” Carter recalls.

Many times, complete information about the
patient and his or her needs doesn’t reach the
receiving facility, she adds.

“Everybody who has worked inside a hospital
can tell you that there is a lot of information about
the patient that’s not in the medical record. That’s
why it’s so important for hospital case managers to
communicate verbally and in writing with the peo-
ple at the next level of care and make sure that there
is written documentation to support what is going
on with the patient,” Carter says.

It can be something as simple as making a fol-
low-up telephone call to make sure there aren’t
outstanding questions or that information hasn’t
gotten lost in transit, she adds.

“Case managers must plan for the fact that tran-
sition takes extra time and effort. They should
allow a little extra time to make sure the informa-
tion that goes along with the patient is clear and
complete. When patients are leaving the facility, it
is incumbent on case managers to make sure that
the people on the receiving end get the information
they need to take care of the patient,” Carter says.

Think about what could go wrong at the next
level of care and take steps to avoid it, she adds.

Medicare’s value-based purchasing initiative 
is moving toward making providers financially
accountable for patient outcomes, and commer-
cial insurers are following suit, Skinner says. 

“Everybody is going to have some responsibility
in giving patients the tools they need to be success-
ful in the next environment they go to, whether it’s
home or a post-acute facility. Whether patients go
from the hospital to home or hospital to a skilled
nursing facility or rehabilitation facility, the case
manager’s role will be the coordination of care
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through every transition of care,” Skinner says.
Most importantly, case managers need to look

at whether patients understand their role as they
move to the next treatment level, she says.

“We are so busy getting patients up and mov-
ing them out that we may not give them the tools
they need to be successful in the next level of
care,” Skinner says. 

As patients are moving across the continuum
more rapidly than ever before, case managers
should be looking at all the options available to
transition patients to the next level of care, adds
Jackie Birmingham, RN, BSN, MS, CMAC, vice
president of professional services at Curaspan
Health Group in Newton, PA.

Assessing the patient

Case managers should identify patients early
in the hospital stay who need coordination of
services to transition across the continuum, and
the case manager must be able to assess them to
determine their continuing care needs to identify
the most appropriate level of care of post-acute
care, Birmingham points out.

“An assessment of the patient is a foundation of
anything that case managers do in care coordinat-
ing or discharge planning. Case managers can’t
come up with an appropriate discharge plan unless
they know the patient’s status from a psychosocial,
functional, and health standpoint,” she says.

Case managers also should be cognizant of
what community resources are available for their
patients, particularly what kind of care post-acute
providers can provide, Carter adds.

“Case managers should stay aware of what the
capabilities of the post-acute resources are so they
are assured that the patients will get the care they
need,” she says.

Part of the problems that occur when patients
transition to post-acute providers is documenta-
tion is not consistent across settings of care, often
creating confusion, Carter says.

The current health care system creates an oppor-
tunity for each hospital to vary the details for each
step in the discharge planning process, leading to
inconsistencies in practices across institutions, 
says Diane E. Holland, PhD, RN, clinical nurse
researcher, department of nursing at the Mayo
Clinic and assistant professor of nursing at the
College of Medicine in Rochester, MN. 

Lack of consistency also creates a barrier to
determining best practices and evaluating the
impact that the hospital discharge planning

process has on patient outcomes, Holland adds. 
“Currently, there is not standardized informa-

tion on patient health or function status through-
out the entire episode of care. It’s difficult to
identify similar patients because of the lack of
standardization. At the end of the day, we have
difficulty understanding the end result of the
episode of care and we can’t determine what our
best practices are,” Holland says.

Holland served as a technical expert for devel-
opment of the Medicare Continuity Assessment
Record and Evaluation (CARE) tool being pilot
tested in facilities across the country. The tool is
designed to provide consistency in documenta-
tion and information provided across the contin-
uum. (For details, see related article, p. 132.) 

(For more information on transition-of-care issues,
contact:

• Jackie Birmingham, RN, BSN, MS, CMAC,
vice president of professional services, Curaspan Health
Group, e-mail: jbirmingham@curaspan.com; 

• Jolynne “Jo” Carter, BSN, RN, CCM, director
of network services, Paradigm Management Service, 
e-mail: jo.carter@paradigmcorp.com; 

• Connie Commander, RN, CCM, ABDA, CPUR,
president of Commander’s Premier Consulting Corp.,
e-mail: c.1st.consulting@ sbcglobal.net; 

• Diane E. Holland, PhD, RN, clinical nurse
researcher, department of nursing at the Mayo Clinic
and assistant professor of nursing at the College of
Medicine, Rochester, MN, e-mail: holland. diane
@mayo.edu; 

• Nancy Skinner, RN-BC, CCM, principal con-
sultant for River-side Healthcare Consulting, e-mail:
casemanager@mac.com.) ■

Empower patients 
at the next level of care
Provide information orally and in writing

Every time an airplane takes off, airline staff
empower passengers with information so

they can be active participants in saving them-
selves if there is a problem, Nancy Skinner, 
RN-BC, CCM, points out.

“We need to do the same thing to empower
patients and their families with information so 
they can be active participants in every transition of
care,” adds Skinner, a case manager for more than
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20 years, principal consultant for Whitwell, TN-
based Riverside Healthcare Consulting and a mem-
ber of the National Transitions of Care Coalition.

Right now, the only safety net to ensure that
patients are successful in the next level of care is
to educate patients to understand their treatment
plan, what’s supposed to happen at the next facil-
ity, when it’s supposed to happen, and who will
make it happen, says Connie Commander, RN,
CCM, ABDA, CPUR, president of Commander’s
Premier Consulting Corp.

“Everybody is waiting for the magic answer of
how to transition patients between levels of care.
In the meantime, we’d better start doing some-
thing,” she says. “Consumers need to be edu-
cated that they can’t be reactive in the health care
mode. They’ve got to be proactive, and they can’t
be proactive unless somebody teaches them what
they need to do.”

Hospital case managers should ensure that
patients have both written and verbal instructions,
as well as providing the same information to the
next level of care, suggests Jolynne “Jo” Carter,
BSN, RN, CCM, director of network services for
Paradigm Management Services LLC in Concord,
CA.

For instance, if a patient goes home with home
health care, give the patient the information
about who is providing the care, what time to
expect the home care visit, and who to call if no
one shows up. Provide the information verbally
and in written form. 

“Things frequently fall through the cracks as
patients move between levels of care. Patients are
stressed when they’re in the hospital and even
more stressed when they’re changing locations.
They’re not able to process information as well as
they normally would. We need to reinforce the
information we give them in a number of ways.
They need to hear it, to read it, and to have some-
body they can get in touch with when they have
questions,” Carter says.

In the acute care setting, patients get a lot of
instructions at the time of discharge, she points out.

Take a marker and highlight the most important
pieces of information in the discharge instructions
so patients and family members can see it easily,
she adds.

Assess whether the patient and family member
are in a position to advocate for themselves. If not,
take the next step to make sure the patient receives
follow-up, Carter suggests.

This may mean notifying the physician office to
check on the patient or ensuring that someone at

the physician office will help coordinate the care.
“We need to do a better job of communication,

well beyond the setting in which we practice. We
need to make sure the patients understand what
is going on so they can make sure they get the
care they need,” Commander says.  ■

CARE tool follows patients
through continuum
Assessment instrument being tested 

Apatient assessment tool being tested in a
Medicare demonstration project is intended 

to standardize the information providers share as
patients transition from one level of care to another.

The Medicare Continuity Assessment Record
and Evaluation (CARE) tool was developed by a
range of experts with backgrounds that include
case management, nursing, therapy, physiatry,
cognition, neurology, and functional medicine. 
It is being rolled out for testing this year at 175
providers in acute care hospitals, inpatient reha-
bilitation centers, long-term acute care hospitals,
skilled nursing facilities, and home health agen-
cies in 10 markets across the country.

It will be up to Congress to decide when and
how to implement the CARE tool after it receives a
report from the Centers for Medicare & Medicaid
Services (CMS) on the demonstration project in
2011.

CARE is a standardized assessment tool that
measures medical, functional status, and cogni-
tive status during treatment and as the patient
moves across settings and is intended to replace
three tools now in use at three distinct levels of
care to minimize redundant collection of data and
support comparing patient characteristics across
the continuum and tracking outcomes. 

The CARE tool has a core set of items to be
completed for any Medicare beneficiary who 
is hospitalized or admitted to a post-acute care
setting. The number of items to be completed
depends on the patient’s condition.

The tool contains a core set of items that are col-
lected on all patients and a supplemental set that
measures severity if a patient has a specific condi-
tion. Most of the items are commonly collected in
each setting but the exact language may vary by
site. The tool standardizes the language used with
all Medicare admissions.
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Each level of care has specific modules to com-
plete. The acute care hospital has the shortest ver-
sion, particularly for patients being discharged 
to home with limited need for continuing care
services. 

The content will follow the patient through the
continuum, giving providers at each level of care
access to information from other providers. 

“The tool will make it possible to follow a
patient’s progress across an entire episode of care,
something that has been lacking for some time.
Unless a hospital has affiliated home care agen-
cies or post-acute facilities, the hospital loses
track of the patient once he or she is discharged,”
says Diane E. Holland, PhD, RN, clinical nurse
researcher, department of nursing at the Mayo
Clinic and assistant professor of nursing at the
College of Medicine in Rochester, MN. Holland
served as a member of the technical expert panel
for development of the CARE tool.

The primary goal of the demonstration project
is to provide CMS with information that will help
better understand costs and outcomes across dif-
ferent post-acute care sites, says Barbara Gage,
PhD, MPA, director of post-acute research at RTI
International.

“The goal is to help identify patient characteris-
tics that can impact on care decisions and resources
needed,” she says.

Although one of CMS’ aims is payment reform
for post-acute care, the development of the CARE
tool has the potential to improve case manage-
ment workflow and reduce queries from post-
acute care providers, Gage says.

“Patients are moving across the continuum more
rapidly than ever before. The tool aims to bridge 
the gaps that often occur between levels of care. If
everybody is using the same language to measure
acuity, providers will be able to share information
as patients transition to another level of care, care
needs will be better understood, and outcomes will
be better managed,” adds Jackie Birmingham, RN,
BSN, MS, CMAC, vice president of professional ser-
vices at Curaspan Health Group in Newton, MA.

Use of the CARE tool will provide more consis-
tent and better directed discharge planning. In
addition, the assessment performed during the
most stressful time in the patient’s episode of care
will be better communicated to the next level of
care, she adds.

When the CARE tool is fully implemented, it
will be available to approved providers through a
HIPAA-compliant web site.

The majority of the information already is being

recorded on patients, especially if they are going to
a post-acute setting, says Holland.

“When hospitals start using the tool, it will be
a matter of working with the hospital informa-
tion technology department to determine how to
best access the information already recorded in
the medical record,” Holland says.

Having complete, standardized information
about patient conditions and complexity should
eventually help discharge planners identify the
most appropriate level of care for similar patients,
Holland says. 

When the information collected by the CARE
tool is aggregated, case managers will be able to
use the data to show patients that people with
similar conditions treated in a particular setting
had good outcomes, she adds.

“Information will be consistent across institu-
tions and delivery settings. Providers will have
documented access to current information across
the continuum, which will help streamline refer-
rals and handoffs,” she says.

The CARE tool may help hospitals better pre-
pare patients for their recovery and improve the
process of transitioning the patient from one level
to the next, Holland says. 

“As discharge planning clinicians, we know
that the discharge planning assessment begins on
admission, or in some cases, before the patient is
admitted. The CARE tool allows us to pause at a
very critical juncture to make sure that the plan-
ning for the patient’s continuing care fits in with
where the patient is at that time,” Holland says.

“What is really important is that we will be able
to help people make a decision about post-acute
care, based on the best outcomes,” she adds.  ■

Start to get your facility
ready to use the CARE tool
Develop relationships with post-acute providers

It will be several years before the Centers for Medi-
care & Medicaid Services (CMS) will require hos-

pitals to use the Continuity Assessment Record and
Evaluation (CARE) tool, but hospital case managers
can start now to prepare for its implementation and
to give CMS feedback on the tool and its use in vari-
ous settings. 

Check out the CARE instrument on the
Internet at www.pacdemo.rti.org and compare
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the information it tracks with what you are cur-
rently providing to post-acute facilities, suggests
Jackie Birmingham, RN, BSN, MS, CMAC, vice
president of professional services at Curaspan
Health Group in Newton, MA. (Editor’s note: You
may submit your comments by visiting the demon-
stration web site and clicking on “contact us.”)

“Now is a good time for case managers to look
at what they are doing in discharge planning and
to get ready to take advantage of the CARE tool
when it is implemented,” Birmingham says.

Take the opportunity to work even more
closely with your post-acute providers and learn
what they deal with on a day-to-basis. Find out
what they need from you and let them know
what you need from them, Birmingham suggests. 

“The CARE tool will ensure consistency across
the levels of care so that the case managers in one
setting will better understand what the case man-
agers in another setting are telling them. This rep-
resents a good opportunity to create a closer
working relationship between hospitals and
providers,” Birmingham says.

To help new and inexperienced case managers
in the hospital understand what it will be like for
patients when they are transferred to another
level of care, set a goal to have them spend a day
at another facility to learn what happens at that
level of care, Birmingham suggests. 

To ensure an easy transition, start looking at
what you are already collecting electronically and
how it corresponds with what’s on the CARE
tool, suggests Diane E. Holland, PhD, RN, clini-
cal nurse researcher, department of nursing at the
Mayo Clinic.

Holland is working with a student to map the
items on the CARE tool to find out what is already
available in her hospital’s electronic record. 

Don’t feel overwhelmed when you see the
instrument on the web site, cautions Birmingham.

The Internet version is a paper-based tool that
contains both the core and supplemental items.
When it’s available on the secure web site, it will
be as easy to use as the current web-enabled
shopping networks or travel reservation systems,
Birmingham says.

“The paper form makes it look unwieldy and
long. Imagine it in the electronic environment
when information can be pulled in electronically
and only the part pertinent to that particular
patient is pulled up,” she says.

“The content of the CARE tool is what is
important,” Birmingham adds. “The needs of 
the patient, what to assess and when to assess

specific characteristics will make the function of
discharge planning more reliable and produce
better outcomes for patients.”  ■

CMS to add outpatient
quality measures to OPPS 
Agency shifts to link reimbursement to quality

In its proposed rule for the Outpatient Prospective
Payment System, issued July 3, 2008, the Centers

for Medicare & Medicaid Services (CMS) contin-
ued its efforts to tie reimbursement to quality of
services, adding four new outpatient quality mea-
sures that hospitals must report on and asking for
public comments on an additional 18 measures
being considered for future years.

The purpose of the proposed rule is to build on
efforts to transform Medicare into a “prudent pur-
chaser of health care services, paying based on
quality of care and not just quantity of services,”
says CMS acting administrator Kerry Weems. 

“As more and more health care services shift
from the inpatient to the outpatient setting, we are
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(Continued on page 139)

NTOCC to improve quality
among health care settings

Concerned about the gaps in care that occur
between health care settings, 13 organiza-

tions in the health care field joined together in
2006 to address the problem.

Currently, 29 organizations participate in the
effort to improve communication and coordination
between health care professionals, patients, and
caregivers as patients transition through the
health care continuum.

The organization is chaired and coordinated by
the Case Management Society of America.

The coalition recently launched a web site that
includes tools and resources that health care
providers can use to help ensure a smooth transi-
tion for their patients, including a list of recom-
mended information about a patient’s medication,
a transitions of care checklist, a medication rec-
onciliation form, and a guidebook for implement-
ing and evaluating a transition-of-care plan.

For more information, visit the web site at
www.ntocc.org. ■
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Acollaborative effort between Boston’s
Massachusetts General Hospital emergency

department staff and the health system’s post-acute
facilities and home care agency moves patients out
of the ED and directly into post-acute care, freeing
up beds and improving patient throughput. 

During a 15-week pilot, 134 patients who pre-
sented in the ED and were appropriate for other
venues of care were transferred to post-acute
facilities directly from the ED, bypassing an acute
inpatient hospital admission, says Laura Huber,
RN, BSN, case management team manager.

The initiative was part of a systemwide collab-
orative effort by Partners Health Care to alleviate
overcrowded conditions in the 907-bed tertiary
care hospital’s ED. (For details on other parts of
the initiative, see related article on p. 136.)

Partners Health Care is an integrated health
care system that includes Massachusetts General
and other hospitals; Partners Continuing Care, a
group of post-acute facilities including a long-
term acute care hospital (LTACH); an inpatient
rehabilitation facility; a skilled nursing facility;
and Partners Home Care. 

A multidisciplinary team explored ways to move
patients efficiently out of the ED and into post-acute
care instead of admitting them as inpatients and
then transferring them to post-acute care. 

The team included the director of case manage-
ment, who was the committee facilitator; members
of the ED case management staff; the administra-
tive physician in the ED; the senior director of
referral relationships for the hospital’s inpatient
rehabilitation unit and long-term acute care hospi-
tal; the chief operating officer of Partners Home
Care; the chief medical officers for the LTACH; the

inpatient rehabilitation facility; and Huber.
“We collaborated to identify a population of

patients we felt would be appropriate to go directly
from the emergency department to inpatient reha-
bilitation or the LTACH. We obtained a commit-
ment from the facilities to accept them directly and
a commitment from our home care agency to have
more availability of same-day visits,” she says.

The team zeroed in on patients who were sick
enough to require hospitalization but not sick
enough for an acute care setting.

“If we could move these patients quickly out of
the emergency department, we helped with capac-
ity issues on the inpatient side by filling the beds
with appropriate patients,” Huber says.

Before the project began, senior leadership of
Partners Continuing Care toured the ED and
made recommendations as to how it could be
part of the solution. 

Working with the post-acute providers, the
team determined targeted conditions for patients
who should be assessed for a post-acute transfer
and developed the following criteria:

• Patients who require acute diagnostic work-
up such as interventional radiology, surgery, or
ICU level of care continue to be admitted to the
hospital. 

• Patients who may be appropriate for a direct
admission to an LTACH include those with
chronic obstructive pulmonary disorder, conges-
tive heart failure, pneumonia, falls with non-
operable fractures and cellulitis as well as
patients with Parkinson’s disease and multiple
sclerosis who need medication adjustments. 

• Patients who are more stable than those who
are admitted to an LTACH, who can’t be discharged

Pilot admits patients from ED directly to post-acute care
Collaborative improves capacity and throughput
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safely to home but require hospital level rehabilita-
tion including medical management and nursing
and can tolerate three hours of therapy a day are
admitted directly to the inpatient rehabilitation
facility.

• Patients who can’t safely be discharged to
home and have moderate nursing and medical
needs and may require therapy can be admitted
to the skilled nursing facility.

• Patients appropriate for discharge to home
with home care are those who are medically sta-
ble enough to be managed at home, are cogni-
tively functional, or have family or community
support. 

Case managers staff the ED from 8 a.m. to 9:30
p.m. Monday through Friday and on weekends
from 8 a.m. to 6:30 p.m. 

They round in the ED constantly, looking for
patients who meet criteria for direct admission to
continuing care facilities. They look at the admit-
ting diagnosis, conduct an assessment, and make
a decision about whether they feel the patient is
appropriate for an inpatient admission.

Screening patients

A dedicated screener from Partners Continuing
Care rounds with the case managers in the ED
twice a day and is available by pager other times.
She works with the case managers to identify
patients for potential admission diversion and
helps coordinate the referral and admission to
post-acute care.

“We developed a close working relationship
between the continuing care staff, the screening
liaison, and our physicians to help them under-
stand each other’s needs, their capabilities, and
their limitations,” she says.

Clinicians often alert case managers of patients
they’re thinking of admitting to determine if they
can go to post-acute care.

“The case managers have a high level of exper-
tise and understanding of the levels of care. They
know the capabilities of the post-acute facilities
and if they will meet the needs of the patient,”
Huber says. 

To facilitate timely transfer and expedite
throughput, the hospital’s therapy staff make
assessment of ED patients their highest priority. 

The ED case managers educated the physician
staff about how the program would work and
which patients would be appropriate for direct
admission to other facilities to get their buy-in
before the initiative started. 

“If they aren’t comfortable with admitting the
patient directly to post-acute care, the case man-
ager has them talk to the chief medical officer of
the LTACH or the rehabilitation facility. Physician-
to-physician discussions are very effective,” Huber
says.

If patients are transferred from another facility,
the ED physicians are encouraged to talk to the
medical director at the transferring facility to see
if care can be provided there.

During the pilot study, 68 patients were referred
to Partners Home Care, 54 patients were referred
and accepted by Partners Continuing Care post-
acute facilities, and nine were referred and accepted
by facilities not affiliated with the hospital. Two
patients were admitted to Partners Hospice.

A few patients who were appropriate for other
venues of care were admitted as inpatients, either
because their primary care physician insisted on
it or the patient refused to go to another facility,
Huber says.

The hospital’s “Tiger Team,” a team of high-
level executives, created the pilot project and
appointed a multidisciplinary “Cub Team” to
carry it out.

The term “Tiger Team” originated with the
military and describes a team whose role it is to
penetrate friendly installations and check their
security measures. At Massachusetts General, the
“Tiger Team” includes the CEO, the senior vice
president for patient care services, the chief of
surgery, the chief of medicine, the chief medical
officer of the hospital, and the president of the
Massachusetts General physician’s organization.

(For more information contact Laura Huber, RN,
BSN, case management team manager, Massachusetts
General Hospital; e-mail: lhuber@partners.org.) ■

Initiatives address ED
overcrowding, diversion
Solution includes ED observation unit

Faced with an increase in emergency depart-
ment visits and a rising inpatient census, the

chief executive officers at Massachusetts General
Hospital in Boston made ED overcrowding a
major quality and safety initiative of the hospital
starting in 2006 and took a systemwide approach
to addressing the problem.
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“It was the perfect storm. We had too many peo-
ple in the emergency department and the inpatient
census was up, making it difficult to move patients
from the emergency department. Patients and staff
were starting to complain. We knew we had an
overcrowding issue and were concerned about
quality and safety. There were space issues and
process issues,” recalls Laura Huber, RN, BSN,
case management team manager.

Massachusetts General Hospital is a 907-bed
tertiary care hospital with a 49-bed Level I trauma
center. The ED had 80,823 patient visits in 2007.

Results from the initiative

Following the initiative, the hospital ED experi-
enced a 57.4% decrease in the number of hours on
diversion from 2005 to 2007 despite a 2.3% increase
in ED visits from 2006 to 2007.

The hospital worked with a consultant to study
the ED processes and determine where the team
could make improvements. 

Some of the solutions to overcrowding included
reconfiguring the ED space, developing an ED
observation unit, and moving admitted patients to
beds before all of their test results became available.

A multidisciplinary team of staff from Massa-
chusetts General and the hospital system’s post-
acute providers collaborated on a process that
admits appropriate patients directly to post-acute
care, bypassing an acute care admission. (For
details on this project, see related article on 
p. 135.)

The hospital redesigned its physical space,
adding more examination rooms to the ED so
work-ups could begin sooner, reconfigured an
area to accommodate more stretchers in the hall,
and enlarged the sitting area where patient work-
ups could be started.

In addition, a 14-bed ED observation unit was
added to accommodate patients who don’t need
to be admitted as inpatients but need to become
medically stabilized. Their stay is billed as an ED
visit.

Case managers staff the observation unit
Monday through Friday from 8 a.m. to 6:30 p.m.

The average ED observation unit length of stay
is 16 hours from the time patients come into the
ED until they are discharged.

“This is a long time to have a patient take up a
bed when there are emergent patients coming in.
We are able to improve quality and safety by having
these patients who need more focused discharge
planning in a separate unit,” Huber explains. 

Some may transition to inpatient status but 
the vast majority is discharged to home or an
alternative setting, she says.

After the observation unit was opened, the
number of patients admitted to inpatient beds
from the ED decreased by 6,267 from FY 2006 to
2007.

The team looked at the processes involved in
getting the patients signed in, triaged, how long it
took the physicians to see the patients, delays in
diagnostic testing, delays in asking for beds, delays
in patients being moved to beds, and patient dis-
charges. They conducted time studies and tracking
to identify where the delays were occurring, along
with length of stay in the ED and barriers that
delayed inpatient admission.

“We wanted to determine how to move the
patient through the continuum efficiently and
what roadblocks were delaying patient through-
put,” Huber says. 

They developed a tracking system to determine
the length of time patients were staying in the ED,
the time a bed was requested, the time the bed was
assigned, the time the bed was ready, the time of
the physician and nursing handoff, and the time
that the patient actually leaves the ED.

ED delays

The team found that the ED was delayed in
asking for an inpatient bed even though they
knew patients were going to be admitted because
the diagnostic work-up had not been completed. 

In many instances, patients were staying in the
ED while they waited for radiology procedures
because the clinical staff weren’t putting in for 
an inpatient bed until the patient’s scans were
completed. 

The team recommended that patients move to
the inpatient bed but stay in the ED radiology
queue and be transferred to radiology when their
turn comes.

The team set a goal that patients with “ready”
inpatient beds would leave the ED within one
hour.

To improve access for primary care for patients
who were not being admitted, the team created a
list of open appointments in the hospital’s pri-
mary care clinics so the patients who do not have
a primary care provider can get timely follow-up
appointment. The hospital also created the role 
of a primary care access coordinator who could
facilitate appointments in nonaffiliated commu-
nity clinics.  ■
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Six Sigma projects
improve throughput
Goal is 80% of discharges by 2 p.m.

As part of its patient throughput initiative,
Spartanburg (SC) Regional Health System set

a goal of discharging 80% of patients by 2 p.m.
and is conducting a series of Lean Six Sigma pro-
jects in an effort to reach that goal.

The team is conducting “100-day workouts,”
which means taking an area, analyzing the pro-
cesses, and working to make changes over a 100-
day period, says Angie Roberson, RN, BSN,
CPUM, director of case management for Spartan-
burg Regional. “The projects have allowed us to
identify best practices from unit to unit and share
them across the board. This process has afforded
us the ability to look at the process and determine
how we can do it better rather than looking at
whose fault it is,” she says.

The 100-day workouts aimed to alleviate over-
crowded conditions that occur in the hospital’s
emergency center when beds aren’t available in
the hospital.

The hospital enlarged its emergency center
several years ago, expecting it would take five to
10 years to reach capacity but it’s already over-
crowded, Roberson says. “In the emergency cen-
ter, we know that wait time is the No. 1 driver of
patient satisfaction,” she says.

The team chose 2 p.m. as its discharge target
because that’s when the emergency center gets
backed up if there aren’t beds available for patients
who are being admitted. “We chose 80% as a tar-
get because we don’t want to stop late-afternoon
discharges. We’d like to get higher than 80% but
we know that some patients need to be here later
in the day. We didn’t want the message to go out
that everyone had to be discharged by 2 p.m. or
wait until the next day,” Roberson explains.

At present, the hospital has reached 58% hospi-
talwide for the 2 p.m. discharge goal. Projects are
under way in five units, with more coming on
board in the future, Roberson says.

The units involved in the project have devel-
oped a tool to classify “mixed opportunities,” dis-
charges that occurred between 2 p.m. and 6 p.m.,
attributing them to one of five categories — case
management-related; nursing-related; physician-
related; patient-related; and system-related. 

“We will analyze this data to help us refine

opportunities for timely discharges and barriers
to meeting our goals,” Roberson says.

When the Six Sigma team looked at ways to
improve discharge on two medical units, it deter-
mined early on that discharges were being delayed
when patients had a discharge order that was pend-
ing based on the results of a test. 

“Right away, we knew of an opportunity for
improvement. We knew we did not have a coor-
dinated process to notify imaging of the pending
discharge status of the patient. Imaging got the
request with all others and had no way to know
that the case needed a priority order in order to
expedite a discharge,” Roberson recalls.

The team started by identifying the problem,
then identifying where the roadblocks occurred.
Robertson met with the director of imaging and
the team brought in the frontline staff in the
imaging department to develop a way to assign
priority to patients whose discharge was pending
based on the results of an imaging process.

“We wanted to make sure it wasn’t just the
directors discussing what was going on. We let all
staff know that this wasn’t an opportunity to take
potshots at another department. It was a way to
collaborate to solve a problem,” she says.

The team discovered that nursing and imaging
both have a piece of software they use on a daily
basis. Now the imaging department receives
information on pending discharges from nursing
and gives those patients priority.

The team next worked with staff in two units
in the heart center to find out what impediments
there were to meeting the discharge goal.

One problem was that if a patient had a periph-
erally inserted central catheter (PICC line), guide-
lines called for the PICC team to pull the line.

“The PICC team was going all over the house
inserting PICC lines so the patient had to stay on
the unit until the PICC team could pull the PICC.
The nursing staff is capable of pulling the PICC
lines. We called in the managers of the PICC team
and changed the process,” Roberson says.

Another holdup was making follow-up physi-
cian appointments for patients before they leave.
“This was a nice thing to do for the patient but we
found out that it takes the staff several phone calls
and a long time on hold before they get the appoint-
ment,” she says.

Now when the hospital’s nurse on call follows up
with patients the day after discharge, they can view
the patient’s discharge information and ask if the
patient has made a follow-up appointment. If not,
they offer to make the appointment for them.  ■



committed to working with hospitals to ensure
that people with Medicare have access to high-
quality care in an appropriate setting,” he says.

CMS is accepting public comment on the pro-
posed rule until Sept. 2 and will issue the final
rule by Nov. 1.

Hospitals already have been required to report
on seven quality measures including:

• five measures of standards of care in the ED
for acute myocardial infarction (AMI) patients
transferred to other facilities for care;

• two outpatient surgical care improvement
measures. 

CMS is proposing to add four measures of
imaging efficiency for the 2010 update. The agency
also is seeking comment on 18 additional quality
measures under consideration for quality report-
ing requirements in future years. These include:

• ED throughput;
• cancer care;
• screening for fall risk management of certain

clinical conditions;
• depression;
• osteoporosis;
• asthma;
• community-acquired pneumonia.
Hospitals that have not been submitting data

on those measures for services furnished on or
after April 1, 2009, will receive 2% less than the
market basket inflation update for services fur-
nished in calendar year 2009, which begins Jan. 1.

In addition, CMS also proposes to reduce the
beneficiary copayment amount for services fur-
nished in hospitals that have not met their report-
ing requirements so that beneficiaries share in the
reduction of payments to the hospital.

The proposed rule also asks for comments on
options for modifying payments to hospitals for
treating conditions that are generally preventable if
the provider follows established guidelines. CMS
already is implementing a similar policy for inpa-
tient stays, and after Oct. 2, hospitals no longer will
receive a higher rate for treating some preventable
conditions if they are acquired during a hospital
stay.

This is the first time that payment for outpatient
services has been tied to quality reporting.

The outpatient quality measures are part of
CMS’ value-based purchasing initiative, which
links payment to quality, rather than just the
delivery of services. CMS is required by the
Deficit Reduction Act of 2005 to have a plan for

value-based purchasing in place by 2009.
In the proposed rule, CMS announced plans for

instituting a data validation measuring system for
quality data beginning in January 2009. As part of
the program, CMS would randomly select 800 hos-
pitals and validate their reported data by analyzing
50 records at the selected hospitals each year.  ■

When patients show up
without an escort to drive
Take steps to avoid liability

An outpatient surgery patient shows up with-
out an escort to drive him home. Despite the

nurse’s insistence, the patient indicates he doesn’t
have anyone who can escort him. There is no cab or
public transportation available. Reluctantly, the case
continues, and the patient drives himself home. 

A recent study indicates the results of this prac-
tice can be devastating.1 The authors discuss two
malpractice cases of patients who were discharged
without an escort after ambulatory surgery proce-
dures. Both patients drove themselves, had acci-
dents, and sustained serious injuries. (See details,
p. 142.)

The authors recommend that patients not be dis-
charged without an escort regardless of whether
the patient receives general anesthesia, regional
anesthesia, monitored anesthesia, or sedation.
“Driving after ambulatory surgery cannot be con-
sidered safe, and caregivers need to verify a safe
ride home,” they say. 

Think it can’t happen in your facility? One sur-
vey indicated that 11% of anesthesiologists would
be willing to anesthetize patients without an escort.2

Anesthesia providers may wrongly think that
short-acting anesthetics will wear off by discharge,
or that the amount of sedation isn’t enough to affect
the patient’s psychomotor function, the authors say.
Actually, psychomotor impairment and cognitive
deficits are common postoperatively, they say.3-6 

Educate surgeons, anesthesiologists, and
nurses on the importance of escorts, the authors
advise. Even after very short procedures, most
patients aren’t fully recovered by discharge, they
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say, citing other references.7-9 “Home readiness is
not equivalent to street fitness,” they say.

Stephen Trosty, JD, MHA, CPHRM, risk man-
agement consultant in Haslett, MI, warns that
when someone is injured in such a case, the facil-
ity may be sued. The liability would be similar to
a bartender who continues to serve patrons who
have had too much to drink; then the patrons
drive home and injure or kill themselves or oth-
ers. “There have been cases in which liability has
come back to the bartender and, in some cases,
even to the bar,” he says. 

The effect of an anesthetic is somewhat compara-
ble to that of too much alcohol in that the patients
may be groggy, Trosty says. “There’s a reduced abil-
ity to react quickly, to recognize that there may be a
problem that needs to be reacted to, and sometimes
a reduced ability to stay awake,” he says.

Additionally, discharge without an escort is con-
trary to guidelines issued by professional bodies
such as the American Society for Anesthesiologists,
the authors say. These national guidelines don’t
distinguish between sedation, regional anesthesia,
and general anesthesia, they point out. In all cases,
a patient shouldn’t drive for 24 hours after ambula-
tory surgery, the authors say. 

The Association of periOperative Registered
Nurses (AORN) has issued a revised 2008 recom-
mended practice for monitored sedation that says
the pre-op assessment should include verification
of a responsible adult caregiver to escort the patient
home.

Follow these four tips

Consider these suggestions to ensure patient
safety and avoid liability regarding patient escorts:

• In the preoperative registration process,
verify that the patient has a driver.

At the preoperative visit or during the preoper-
ative call, tell patients that they need to bring a
licensed driver with them, Trosty advises. Verify
the name and contact information for that person,
sources advise. Tell patients that without an escort,
they won’t be allowed to drive home and they’ll
have to stay at the facility until the anesthetic has
worn off, he says. 

Another option is to tell patients and docu-
ment that if they don’t have an escort, they will
be sent home by cab and are expected to pay for
it and arrange transportation back to pick up
their cars, Trosty says. “Can you enforce it?
Maybe yes, maybe no, but at least you can show
the patient was informed,” he says. 

While most ambulatory surgery programs ask
for the names of escorts and their phone num-
bers, Trosty suggests that you consider going a
step further and asking for the driver’s license of
the escort, which can be copied for the patient
record as a means of ensuring the escort is a valid
driver. If the patient doesn’t have an escort, ask
him if there is someone he can call, Trosty sug-
gests. “Tell them that unless someone comes, they
won’t be discharged,” he says.

Document every time you give patients this
information, Trosty emphasizes. “The more times
you can demonstrate the patient was given infor-
mation, the stronger position you’ll be in,” he says.

Inquire about an escort at every opportunity,
advises Mary Ogg, MSN, RN, CNOR, perioperative
nursing specialist in the Center for Nursing Practice
at AORN. “It’s just continual asking,” she says.

• Offer suggestions for an escort.
Nurses need to be creative about helping patients

find a ride, Ogg says. An elderly patient may be liv-
ing alone and have no family in the area. Ask if the
patient might have a neighbor or religious organi-
zation that would assist, she says. 

“Lots of churches have people on call to help
with rides,” Ogg says. “They might also be able
to stay overnight as a caregiver.”

A private duty nurse might be another option,
she adds. 

Some ambulatory surgery programs prefer a
ride service where drivers have basic training such
as bringing blankets and pills to make the ride
more comfortable, driving directly to the patient’s
house, handling an emergency by calling 911, and
assisting patients with mobility into the house. 

• Have patients sign a waiver of discharge
against medical advice.

Cab rides are an option when there is not an
escort, Chung and the other authors suggest.

Nurses should escort the patients to the cabs to
ensure that they don’t drive themselves, the author
says. They also suggest that patients sign a state-
ment of discharge against medical advice. This
statement allows the facility to provide written
information about why the discharge could be haz-
ardous and what the consequences may be, the
authors say.

The signed statement is necessary if patients are
driving themselves home, Trosty says. “It becomes
important at that time that the patient understand
the risks imposed by their driving home and that
there is acknowledgement that they assume this
risk,” he says. The statement should indicate the
patient had been told ahead of time about the
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necessity of having someone to drive them home
and that they voluntarily ignored the advice,
“something indicating prior knowledge as opposed
to hearing it for the first time when they got there,”
Trosty says. “The patient can’t come back and say,
‘No one told me that.’”

• Consider canceling the surgery.
At Toronto Western Hospital, when there is abso-

lutely no escort, the case is canceled, says Frances
Chung, MD, of University Health Network and
professor of anesthesia, department of anesthesia at
University of Toronto. Chung is the lead author of
the recent study.

Don’t proceed with the case if you know the
patient is intending to drive home, she advises.
“Medically and legally, you may be in a bind
somewhat,” Chung says. 

There are some instances in which the lesser of
the evils is to cancel because if a patient should get
into an accident, and the staff members know he or
she shouldn’t drive, a claim may be made against
the facility that costs more ultimately than a cancel-
lation, Trosty says. If you’ve had the patient sign a
statement agreeing to have an escort, you might
have recourse to bill the patient directly for the lost
expenses, including OR time and physicians’ time,
he adds. 

With a high potential for injury, the stronger the
need for more patient information and documen-
tation and, “the stronger the case to require the
patient to do these things or to hold them there
long enough to make sure the anesthetic is worn
off,” Trosty says.

References

1. Chung F, Assmann N. Car accidents after ambulatory
surgery in patients without an escort [Report]. Anes Analg
2008; 106:817-820.

2. Friedman Z, Chung F, Wong D. Ambulatory surgery
adult patient selection criteria — a survey of Canadian anes-
thesiologists. Can J Anaesth 2004; 56:481-484.

3. Chung F, Seyone C, Dyck B, et al. Age-related cognitive
recovery after anesthesia. Anesth Analg 1990; 71:217-224.

4. Ward B, Imarengiaye C, Peirovy J, et al. Cognitive
function is minimally impaired after ambulatory surgery.
Can J Anesth 2005; 52:1,017-1,021.

5. Grant SA, Murdoch J, Millar K, et al. Blood propofol
concentration and psychomotor effects on driving skills. Br J
Anaesth 2000; 85:396-400.

6. Sinclair D, Chung F, Smiley A. General anesthesia does
not impair simulator driving skills in volunteers in the
immediate recovery period — a pilot study. Can J Anaesth
2003; 50:238-245. 

7. Thapar P, Zacny JP, Choi M, et al. Objective and
subjective impairment from often-used sedative/analgesic

combinations in ambulatory surgery, using alcohol as a
benchmark. Anest Analg 1995; 80:1,092-1,098.

8. Thapar P, Zacny JP, Thompson W, Apfelbaum JL.
Using alcohol as a standard to assess the degree of impair-
ment induced by sedative and analgesic drugs used in
ambulatory surgery. Anesthesiology 1995; 82:53-59.

9. Lichtor JL, Alessi R, Lane BS. Sleep tendency as a mea-
sure of recovery after drugs used for ambulatory surgery.
Anesthesiology 2002; 96:878-883. ■

September 2008 / HOSPITAL CASE MANAGEMENT ™ 141

CNE questions
9. According to Nancy Skinner, RN-BC, CCM, what

proportion of patients going home from an acute
care stay have an adverse event because they
didn’t understand their treatment plan?

A. One in 10
B. One in five
C. Two in 10
D. Three in 10

10. Studies have shown that when patients leave an
acute care facility, 75% don’t remember their dis-
charge instructions, according to Skinner.

A. True
B. False

11. The Medicare Continuity Assessment Record and
Evaluation (CARE) tool is intended to replace ___
patient assessment tools used at different levels
of care.

A. Four
B. Three
C. Two
D. Six

12. In its proposed rule for the Outpatient Prospective
Payment System, CMS proposes requiring hospi-
tals to report on four new outpatient quality mea-
sures and asks for public comment on ___
additional measures.

A. 18
B. 12
C. 15
D. 20

Answer key: 9. B; 10. B; 11. B; 12. A.

CNE instructions 

Nurses participate in this continuing education pro-
gram by reading the issue, using the provided refer-

ences 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 confu-
sion surrounding any questions answered incorrectly,
please consult the source material. After completing this
semester's activity with the December issue, you must
complete the evaluation form provided in that issue and
return it in the reply envelope provided to receive a credit
letter. ■



Two cases show dangers
when patients drive home

Two cases from the Canadian Medical Protective
Association, a mutual defense organization for

95% of Canadian physicians, illustrate the danger of
patients driving home after ambulatory surgery1:

• A 44-year-old man was a healthy American
Society of Anesthesiologist Classification 1 (ASA
I) patient with no medical history, no mental ill-
ness, no history of alcohol use, or history of a
motor vehicle accident. He did have a history of
occasional use of marijuana. During the initial
consultation for an arthroscopy, the surgeon
informed the patient that he would have to
arrange transportation home on the day of the
procedure and that an adult would be required to
accompany him home.

On the day of the procedure, the patient pre-
sented without an escort and said a friend who
had agreed to accompany him now was unavail-
able. The nursing staff reaffirmed the need for
a safe means of transportation home, but the
patient was anxious to proceed with surgery. The
surgeon and the anesthesiologist were informed,
and both decided that the procedure could be per-
formed under local anesthesia. Intraoperatively,
he became agitated and required sedation. He
was given midazolam 2 mg IV and fentanyl 50
mcg IV as well as increments of propofol to a 
total dose of 50 mg IV. He remained conscious
and alert at all times. 

In the post-anesthesia care unit (PACU), he was
able to eat and walk before he was allowed to leave.
While driving himself home, the patient had an
accident by driving off the road. This accident left
him quadriplegic. In court, the patient stated that he
stopped off the road to doze for a short time and
resumed driving shortly before the accident. No
evidence of alcohol or drug use was noted by the
police. The anesthesiologist was found by the court
to be negligent in allowing the patient to drive
home after sedation, and the orthopedic surgeon
was not found guilty.

• In the second case, a 35-year-old woman was
scheduled to undergo dilation and curettage for
an early pregnancy under local anesthesia. She
was a healthy ASA 1 patient with no medical
history, no mental illness, no history of alcohol
use, and no history of a motor vehicle accident. 

On the day of surgery, the prearranged sitter did
not arrive to take care of her young children. The

husband had to stay home to attend to the chil-
dren. The patient arrived for her surgery by herself,
and she was upset and crying. The gynecologist
ordered oral lorazepam 1 mg as a pre-medication. 

The patient underwent a dilation and curettage
under local anesthesia with no other medication. In
the PACU, a PACU nurse who knew her personally
offered her a ride home. The patient refused and
drove home alone. Subsequently, she had a car
accident with serious injury. She sued the gynecol-
ogist who performed the surgery and the pre-op
nurse who gave her the pre-medication (not the
PACU nurse). The gynecologist and the nurse were
found to be negligent for allowing the patient to
drive herself home after sedation. A second car was
involved in the accident, and the injured parties in
the second car also sued and were compensated.
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Will your patient be 
safe after the ED visit?

Once a patient with violence-related traumatic
injuries is stable and about to be discharged,

you have to consider something equally impor-
tant: Will he or she be safe after leaving your ED? 

“If the victim is known to the assailant, he or
she may not be willing to take action to prevent
further assaults by getting the police involved,”
says Thomas Tryon, RN, an ED nurse at Thomas
Jefferson University Hospital in Philadelphia.

This may be the case, for instance, if a child
was assaulted by a classmate, or for victims of
domestic violence, child abuse, or elder abuse. “A
senior might be hesitant to complain about a care
provider when it might mean dislocation from
familiar surroundings,” he says. 

While gunshot and knife wounds must be
reported to law enforcement, it’s easier to give alter-
nate explanations for blunt trauma injuries. In the
case of intimate partner violence, the injuries might
clearly indicate abuse, but the patient might not be
ready to report this to the authorities, says Tryon. 

“Forcing the issue by reporting without the
patient’s consent may put him or her in a far more
dangerous position with their assailant,” warns
Tryon. “Philadelphia has had a number of
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homicides where the victim was killed by the per-
son who she obtained a restraining order against.”

Offering possible avenues of assistance might be
all you can do, says Tryon, noting that reporting
suspicion of intimate partner violence is not man-
dated in all states. “Be cautious in assuming you
know the full story or what is best for a patient,”
says Tryon. “Well-intentioned intervention does
not always result in the expected outcome.”  ■

When you suspect abuse,
ask the right questions 
Patients won’t reveal abuse unless asked

Asimple fall in a healthy person shouldn’t
result in multiple facial injuries, except if the

patient was intoxicated, says Regina Curry, RN,
an ED nurse at Thomas Jefferson University
Hospital in Philadelphia. Instead, patients might
break their wrist or skin their knees and hands
from trying to break the fall, she says. 

However, if no one asks about abuse, your
patient isn’t likely to volunteer information. Robin
Ketchum, RN, MSN, nurse practitioner in the divi-
sion of trauma and critical care and former emer-
gency nurse at University of California-Irvine
Medical Center, says, “Now that I’m on the other
end, managing inpatient trauma patients, it’s
amazing what the patients reveal. When I ask if
they told anyone else about it, they respond that
no one ever asked them.”

However, victims of abuse are “edgy” and might
leave without treatment, warns Curry. “I once wit-
nessed an ED nurse saying, ‘Why do you put up
with him? Where is your sense of pride?’ Sure, we
all want to say that, but it is the worst thing you
can do,” she says. “EDs should be a safe haven,
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■ Developing a documen-
tation enhancement project
for your facility

■ Ensuring that your 
staff provide culturally
competent care

■ Everything you need to
know about complying with
the new CMS regulations

■ Managing the care 
of your uninsured patients

COMING IN FUTURE MONTHS

CNE objectives

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

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

latory 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. ■

The Case Manager’s Role 
in Patient Flow: ‘Drilling Down’ 

to Improve Capacity Management

An interactive audio conference sponsored by
Hospital Case Management

and ED Management 

Wednesday, Oct. 1, 2008, 1 p.m.-2:30 p.m. ET

Successful capacity management is essential 
for all health care facilities. If done correctly,

facilities will recognize an increase in their revenue
and a decrease among issues that directly affect
patient flow: rising bed demand, limited bed/treat-
ment capacity, and low customer service ratings.

How does your current patient 
flow system measure up?

More than ever, hospitals are understaffed and
overcrowded. Case managers are having a

difficult time addressing capacity issues in their
facilities and, as a result, patient care is suffering

as well as hospitals’ bottom line.

The Case Manager’s Role in Patient Flow:
“Drilling Down” to Improve Capacity

Management audio conference will give you 
and your staff:

• practical information that will help you and your
staff improve your current patient flow system;

• tools to help implement systems that save
time, increase revenue, and improve the
quality of care being given to your patients;

• an understanding of the types of variance data
that are useful to improve patient flow.

Don’t wait — Call (800) 688-2421 or visit www.
ahcmedia.com to register today. Mention priority

code 10T08256/I6389.



period. Leave the counseling for the experts.”
Ketchum recommends asking your patient,

“Do you feel safe in your home environment?” 
“I developed that habit several years ago and

found most patients were appreciative. On occa-
sion, I was able to provide appropriate resources
and referrals,” she says. 

At University of Colorado in Aurora, ED
nurses ask all patients, “Are there situations in
your relationship where you have felt afraid?”
and “Do you have concerns for your safety at
home?” 

However, those standard questions might just
get asked because they are required, without the
degree of seriousness that is needed to elicit a
true response if the person is at risk for domestic
violence, says Jean M. Marso, RN, BSN, the hos-
pital’s trauma coordinator. 

This is why you need to pay close attention to
the person giving the history, she says. Is there
poor eye contact? Is the patient hesitant to give
complete details? Or is there someone else doing
the talking or preventing the patient from telling
the real story? “If so, intervene during the ED
visit. Get the patient alone to ascertain if there is
something more,” Marso says.  ■
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Join our free weekly 
e-mail alert today

Subscribers of Hospital Case Management can
join our Hospital Case Management Weekly e-

mail list. This alert is designed to update you weekly
on current case management 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 management
update, go to www.ahcpub.com and click on “Free
Newsletters,” for information 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.  ■
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