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Nurse Case Managers & Social Workers: 
Relationship Best Practices Part I

Toni Cesta & Bev Cunningham

Speakers

• Toni Cesta, PhD, RN, FAAN

• Founding partner of Case 
Management Concepts, LLC. 
Dr. Cesta is the author of eight 
books, a frequently sought-after 
speaker, lecturer and consultant 
and is considered one of the 
primary thought leaders in the 
field of Case Management. Dr. 
Cesta also writes a monthly 
column called Case 
Management Insider in AHC 
Media’s Hospital Case 
Management newsletter. She 
has been active in the research 
and development of Case 
Management for over 20 years.

• Beverly Cunningham, MS, 
RN, ACM

• Founding partner of Case 
Management Concepts, 
LLC. She has a 25-year deep 
working knowledge of case 
management with specific 
expertise in denials 
management, patient flow and 
the role of the Case Manager 
and Social Worker in the Case 
Management process. She has 
served as a Commissioner on 
the Commission for Case 
Management Certification and 
is a fellow with the Advisory 
Board. Bev is also the former 
Vice President of Resource 
Management at Medical City 
Dallas Hospital.
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OBJECTIVES

• Describe the roles and functions of social workers in an acute care 
setting.

• Identify unique and complimentary skill sets of RN case managers 
and social workers.

• Identify similarities and differences between RN case managers and 
social workers.

• Discuss the role of social workers in community-based settings.
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STANDARDS OF PRACTICE

• Apply to any and all roles that a case manager or social 
worker may be responsible for

• First standards introduced by Case Management Society 
of America in 1995

• Provide a foundation of the knowledge and skills that 
apply to the practice regardless of practice setting or 
discipline
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COMPONENTS OF THE 
STANDARDS OF PRACTICE

• The definition of case management

• The Statement of Philosophy

• Guiding Principles
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CMSA 2016 DEFINITION OF CASE MANAGEMENT

Case Management is a collaborative process of 
assessment, planning, facilitation, care coordination, 
evaluation, and advocacy for options and services to 

meet an individual’s and family’s comprehensive health 
needs through communication and available resources to 

promote quality, cost-effective outcomes.
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ELEMENTS OF THE DEFINITION

• Applies to case management in a universal manner 
regardless of setting or discipline

• Outlines the case management process
• Describes the outcomes the case manager is responsible 

for achieving on behalf of the patient and family.
• The foundation upon 

which the work of 
case management sits.
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STATEMENT OF PHILOSOPHY (CMSA 2016)

The underlying premise of case management is based in 
the fact that, when an individual reaches the optimum 
level of wellness and functional capability, everyone 
benefits: the individuals being served, their support 
systems, the health care delivery systems and the 

various reimbursement sources…….
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STATEMENT OF PHILOSOPHY con’t

Case management serves as a means for achieving client 
wellness and autonomy through advocacy, 

communication, education, identification of service 
resources and service facilitation……Case management 
services are best offered in a climate that allows direct 
communication between the case manager, the client, 
and appropriate service personnel, in order to optimize 

the outcomes for all concerned”
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CMSA’s GUIDING PRINCIPLES FOR CASE 
MANAGEMENT

Apply to all roles and functions within the field of case 
management:

• Use a client-centric, collaborative partnership approach.
• Whenever possible, facilitate self-determination and self-

care through the tenets of advocacy, shared 
decision-making, 
and education.

10

CMSA’s GUIDING PRINCIPLES FOR CASE 
MANAGEMENT con’t

• Use a comprehensive, holistic approach.
• Practice cultural competence, with awareness and 

respect for diversity.
• Promote the use of evidence-based care, as available.
• Promote optimal client safety.
• Promote the integration of behavioral change science 

and principles.
• Link with community resources.
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CMSA’s GUIDING PRINCIPLES FOR CASE 
MANAGEMENT con’t

• Assist with navigating the health care system to achieve 
successful care, for example during transitions.

• Pursue professional excellence and maintain 
competence in practice.

• Promote quality outcomes and measurement of those 
outcomes.

• Support and maintain compliance with federal, state, 
local, organization and certification rules and regulations.
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GUIDING PRINCIPLES ARE DIFFERENT FROM 
ROLES AND FUNCTIONS

They apply to each and every role and function we 
perform

Are not roles and functions themselves

Example: 
Patient Advocacy  applies to each and  every role and 

function, regardless of setting, profession or caseload
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WHAT IS A ROLE? 

• The set of key categories that case managers perform

• They provide the context in which we work

• Applied differently in different settings
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CONTEMPORARY CASE MANAGEMENT 
ROLES IN THE ACUTE CARE SETTING

• Patient flow - clinical coordination/facilitation 
• Utilization and resource management
• Denial management
• Variance tracking
• Transitional and discharge planning
• Quality management 

• Readmissions
• Adverse events

• Psychosocial assessments and interventions
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WHAT ARE FUNCTIONS?

• The series of activities or tasks that are conducted within 
each role.

• They are the specific actions taken by a case manager in 
the performance of the roles.

• They are needed to complete each role.
• Functions may vary from model to model.
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ROLE #1:  PATIENT FLOW – COORDINATION 
AND FACILITATION OF CARE

• The management of all patient care processes that 
support a patient as they transition through the 
continuum of care

• In the acute care setting this would include the 
coordination and facilitation of tests, treatments, 
procedures, consults and other care interventions
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Shared between Social Worker and Case Manager

PURPOSE OF PATIENT FLOW

• To optimize each day that the patient is in the acute care 
setting, including evenings and weekends

• Arrange care interventions that the patients requires to 
occur in proper sequence

• Facilitate the interventions to ensure that they occur in a 
timely manner and without delay
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KEY FUNCTIONS OF PATIENT FLOW

• Assess every patient on admission

• Reassess patients daily

• Lead and/or attend daily interdisciplinary care rounds

• Create a plan of care that outlines the key interventions 
and outcomes to be achieved each day of the inpatient 
stay
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KEY FUNCTIONS OF PATIENT FLOW con’t

• Coordinate the key interventions among and between the 
members of the interdisciplinary care team

• Coordinate as needed with family and family caregiver(s)

• Identify delays in patient care processes and intervene to 
correct them
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GOALS OF PATIENT FLOW – COORDINATION 
AND FACILITATION OF CARE

• The plan of care is expedited and barriers to efficient 
through-put are identified and corrected

• Patient care is provided in a timely manner
• The patient moves smoothly through the continuum of 

care
• Each hospital day is optimized
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PATIENT FLOW IS CRITICAL TO THE ROLE OF 
CASE MANAGER AND SOCIAL WORKER

• The principle and most important role that the hospital 
case manager performs

• All other roles stem from this role

22

ROLE # 2:  UTILIZATION AND RESOURCE 
MANAGEMENT –

Primary Function of Case Manager

• Utilization review – first role assumed by hospital case 
managers

• Still includes communication with third party payers

• Added resource management  - review of resources 
ordered for the patient to ensure that the appropriate 
level of care is applied

23

FUNDAMENTAL COMPONENTS OF 
UTILIZATION MANAGEMENT

• Review of Services to ensure that they are:
• Medically necessary and reasonable

• Provided in the most appropriate setting
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PATIENT FLOW AND UTILIZATION 
MANAGEMENT INTERSECT

Utilization Management:

• Case manager intervenes when the plan of care does not 
meet the level of care being provided

• When a correction to patient flow is identified as being 
needed
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RESOURCE MANAGEMENT

• Case managers must ensure that resources are being 
applied appropriately in the care of the patient

• Over-utilization
• Under-utilization

• Resources include pharmaceuticals, radiology services, 
laboratory services and others.
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GOALS OF UTILIZATION AND RESOURCE 
MANAGEMENT

• Ensure that resources are used appropriately 

• Ensure that resources are used in a timely manner and 
without unnecessary delay 

• Ensure reimbursement
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ROLE #3: DENIAL MANAGEMENT –

Primary function of case manager

• The process of monitoring and managing third-party 
payer reimbursement from pre-admission to post-
discharge.  Includes:

• Pre-authorizations

• Billing

• Appeals management
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KEY FUNCTIONS OF DENIAL MANAGEMENT

 Ensure that the clinical information available in the 
medical record is accurate and reflects the care rendered 
to the patient

 Ensure that this information is provided, when necessary, 
to a third-party payer in a timely manner and based on 
nationally established guidelines

 Ensure that the patient is transitioned to the next level of 
care as quickly as possible once the patient no longer 
meets the clinical criteria for the current level of care
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KEY FUNCTIONS OF DENIAL MANAGEMENT con’t

• Work closely with pre-certification staff at front-end and 
billing staff at back-end

• Appeal denials as necessary
• Internally or
• Out-sourced

Best defense is a good offense.  Prevent denials whenever 
possible!
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SHARED ROLES BETWEEN CASE 
MANAGEMENT AND FINANCE

• Pre-Authorization – Finance

• Concurrent Review:  Case Management

• Billing – Finance

• Appeals – Case Management and Finance
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ROLE #4:  VARIANCE TRACKING

• Also known as avoidable delays or avoidable days

• Defined as the causes of delays in patient through-put, 
care delivery or discharge

• May or may not result in prolonged length of stay

• May result in service delays and quality of care issues
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FUNCTIONS WITHIN VARIANCE TRACKING

• Identification of delays in through-put, service delivery or 
quality of care

• Intervention to correct the delay when possible

• Discussion of delays on patient care rounds

• Catalogue the delays into a database
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TYPICAL CATEGORIES

• Internal hospital systems

• Systems outside the hospital

• Patient issues

• Family issues

• Provider issues and delays

• Payer issues
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GOALS OF VARIANCE TRACKING

Identification of:

• Important single events

• Undesirable variation from established levels

• Patterns or trends that vary undesirably from expected 
outcomes
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ROLE #5: TRANSITIONAL AND DISCHARGE 
PLANNING

• Focuses on the movement of the patient through the 
acute care continuum and to the next level of care

• Defined as “a collaborative, interdisciplinary process of 
assessment, planning, implementation and evaluation of 
the patient’s healthcare needs following the current 
phase of illness (Cesta, 2002)
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THE ROLE OF THE CASE MANAGER

• Transitional planning is the process the case manager 
applies to ensure that appropriate resources and 
services are provided in the most appropriate setting or 
level of care

• Identification of the point at which the patient can move to 
the next level

• Coordination of the actual movement of the patient
• Happens within the acute care continuum
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DISCHARGE PLANNING –

Shared between Social Worker and Case 
Manager

 Follows the same principles and functions as transitional 
planning with one exception

 Involves the process of assessing the patient’s needs 
after they leave the acute care setting

 Ensures that the patient’s discharge is timely, appropriate 
and safe, incorporating the best use of resources that the 
patient may need in the community
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ROLE #6:  QUALITY MANAGEMENT

Ensure that care is rendered at or above quality 
standards.
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FUNCTIONS OF QUALITY MANAGEMENT

• Identification and documentation of adverse events

• Documentation of readmissions

• Management of progression toward expected outcomes 
of care

• Concurrent core measure review
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QUALITY MANAGEMENT AND THE CASE 
MANAGER

• Not all case managers have responsibility for all the 
functions under quality management

• Even if the CM does not have primary responsibility they 
can still be a collaborative member in the quality of care 
process
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ROLE #7:  PSYCHOSOCIAL ASSESSMENT AND 
COUNSELING –
Primary function of Social Worker

• Typically performed by the social worker

• Can be performed by the case manager

• May require further intervention from Behavioral Health
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PSYCHOSOCIAL INTERVENTIONS

• Important for family members , particularly in the 
emergency department or critical care areas, burn or 
trauma units

• Relate directly to discharge planning, patient outcomes, 
quality of care, and utilization management
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PSYCHOSOCIAL INTERVENTIONS

• Needs to be performed as part of a comprehensive 
discharge planning assessment

• Included should be:
• Assessment of the family

• Significant other

• Support systems
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GOALS OF PSYCHOSOCIAL COUNSELING

• Determine the patient’s ability to cope with their current 
phase of illness or chronic condition

• This will impact on the discharge planning process and 
the ultimate discharge destination
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SOCIAL WORK EXPERTISE

 Bio-psycho-social assessments and treatment 
planning

 Counseling regarding impact of illness and 
compliance with medical and transitional plans of care

 Crisis intervention regarding abuse and neglect, 
domestic violence, substance abuse or trauma

 Identifies barriers to affecting a safe and timely 
discharge plan
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THE SOCIAL WORKER IN THE CASE 
MANAGEMENT MODEL

• Collaborates with the case manager in the discharge 
planning process, focusing on the most complex patients

• Ensures access to continuing care services
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SOCIAL WORK HIGH RISK SCREEN:
IDENTIFICATION AND REFERRAL –

SHOULD BE MADE AS SOON AFTER 
ADMISSION AS POSSIBLE

• Adjustment to illness or difficulty coping

• Major illness causing lifestyle change

• Behavior management problems

• New or poor prognosis
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SOCIAL WORK REFERRALS (CON’T)

• End stage of illness

• Family concerns and / or conflicts

• Cultural and /or language issues

• Inadequate social and / or financial supports
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SOCIAL WORK REFERRALS (CON’T)

• Non-adherence issues

• Ethical concerns

• Abuse and / or neglect of elder, adult, child

• Multi-system trauma 
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SOME MORE REFERRAL CRITERIA

• Psychiatric and / or substance abuse issues affecting 
current hospitalization

• Homelessness affecting current hospitalization or request 
for housing

• Patient / family considering long term care placement, 
assisted living, or adult home
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SOCIAL WORKERS AND NURSE CASE 
MANAGERS

• Different but complimentary skill sets

• Bring different knowledge to the interdisciplinary care 
team

• Need to optimize the talents  and skill sets of each 
discipline 
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IMPLEMENTINGTHE ROLES OF RN CASE 
MANAGER AND SOCIAL WORKER

INTEGRATION
IS THE KEY!

53

INTEGRATING THE ROLES

1. SIMPLE – NO INTEGRATION
FOCUS ON ONE CORE ACTIVITY

 Traditional models 

 Fragmented

 Expensive

 Potential for over-use or under-use of resources
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IN THE BEGINNING – THE TRADITIONAL 
MODEL

• Fiscal incentives- per diem payments, longer length of 
stay = more reimbursement

• Social work – a referral based practice based on high risk 
criteria focused on social dysfunction and life altering 
medical events with option to case find

• Performed counseling and discharge planning
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IN THE BEGINNING – THE TRADITIONAL 
MODEL

• Utilization review – does the patient need to be 
hospitalized?

• Is the patient medically ready for discharge? 

• Give the HINN

• Discharge = What’s the rush???????
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INTEGRATING THE ROLES

2. MODERATE – PARTIAL INTEGRATION

FOCUS ON TWO OF THE CORE ROLES

 Contemporary model design

 More efficient

 More cost effective

57



20

A FIRST STEP – PARTIAL INTEGRATION

• Fiscal incentive – move to DRGs and fixed payment per 
admission

• Social work – aggressive screening, initiation and 
coordination of early discharge planning

• Psychosocial counseling if time permitted
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A FIRST STEP – PARTIAL INTEGRATION

• Utilization review evolved into case management
• Utilization review added heavier emphasis on meeting 

continued stay criteria and managing the medical 
needs of the patient

• Identify barriers to discharge and anticipate discharge 
needs 

• Discharge sooner rather than later and spend less 
money on the case
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INTEGRATING THE ROLES

3. COMPLEX – FULL INTEGRATION
FOCUS ON ALL CORE ROLES

 Forward thinking

 Most efficient

 Most cost effective

 Must be balanced with appropriate case loads
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MEETING THE CHALLENGE – FULL 
INTEGRATION

• Fiscal incentives including managed care

• Authorization for discharge planning

• Continued stay denials

• Recovery Audit Contractors (RAC)

• Financial penalties for readmissions 
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MEETING THE CHALLENGE – FULL 
INTEGRATION

• Advances in medical technology

• Shorter lengths of stay

• Greater use of high tech home care

• Palliative care

• Hospice care
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MEETING THE CHALLENGE – FULL 
INTEGRATION

• The paradigm shift for case managers and social 
workers:

• Managing care becomes priority in order to manage length of 
stay

• Assess patients for post-acute care needs
• Case managers begin managing clinically related discharge 

planning needs
• Social workers have greater focus on life altering illnesses, 

trauma, social and family dysfunction and end of life issues
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A LOOK AT INTEGRATION –
SHARING DISCHARGE PLANNING

NURSE 
CASE

MANAGER –
CLINICAL

DISCHARGE
PLANNING

SOCIAL
WORKER –

PSYCHOSOCIAL
DISCHARGE
PLANNING
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COMMUNITY CASE MANAGEMENT

• Target high-risk, high-cost subgroups in a population-
focused framework

• Manage and coordinate care across the continuum

• Track quality, clinical & cost outcomes
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THE PROBLEM

• Missed treatments, prescriptions unfilled or not taken, 
missed MD appointments

• Frequent admissions or visits to ED

• Poor health care behaviors

• Busy health care staff

• Lack of systematic way to assess and pro-actively deal 
with issues that affect adherence, quality of life, 
outcomes
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CASE MANAGER ROLE

A Case Manager’s responsibilities include the following 
functions:

• Advocacy & Education – ensuring the patient has an advocate for 
needed services and any needed education.

• Clinical Care Coordination/Facilitation – coordinating multiple 
aspects of care to ensure the patient progresses.

• Continuity/Transition Management – transitioning of the patient to 
the appropriate level of care needed.                                           
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CASE MANAGER ROLE (Cont.)

• Utilization/Financial Management – managing 
resource utilization and reimbursement for services.

• Performance & Outcomes Management – monitoring, 
and if needed, intervening to achieve desired goals 
and outcomes for both the patient and the health care 
system.

• Psychosocial Management – assessing and 
addressing psychosocial needs including individual, 
family, environmental, etc.
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NURSE CASE MANAGER, SOCIAL WORK CM 
OR STAFF RN

• Nurse Case Managers and Social Worker CMs work 
collaboratively on Moderate and High Risk Patients

• Staff nurses work with low risk patients.
• Nurse Case Managers  direct their work on high risk or 

moderate risk, clinically complex patients.
• Social Workers focus on high or moderate risk patients 

with psychosocial and financial issues.
• Both provide patient education
• Both coordinate referrals as needed
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DECISION SUPPORT

• Guidelines
• Provider agreement to adopt risk assessment and guidelines 
• Triggers for high risk

• Specialty Interaction
• Referral mechanisms

• Provider/Staff Education
• Pocket cards
• Educational seminars 

• Guidelines for patients
• Wallet cards
• Patient Care Plans (In-Patient, Primary Care)

70

CLINICAL INFORMATION SYSTEMS

• Electronic Health Record
• Registries

• Clinical registries 
• Disease Management registries (payer, providers)
• Special Disease-specific templates

• Patient Subgroups
• Providers and/or staff receive triggers for Disease 

Management program (A1c – Diabetes Self-Management 
Referral, Psychiatric triggers such as medication adherence, 
substance abuse triggers)

• Care Planning
• Triggers & Lists generated for those high risk (Blood glucose 

triggers to inpatient diabetes nurse educator)
• Share information with patients and providers to coordinate 

care
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COMMUNITY RESOURCES

• Effective Programs
• Identify internal and external community resources  
• Create Community Toolbox (Diabetes Self-Management Training 

Programs, Community Health Centers, Support Groups)
• Provide resource booklets and place in Toolbox

• Partnerships
• Identify & utilize community resources (health plan, health 

department or hospital)
• Coordination

• Case Manager & Social Worker discuss resources with patient
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SELF-MANAGEMENT SUPPORT

• Emphasize Patient Role
• Multiple providers send this message to patient 
• Case Manager assesses patient self-management readiness 

• Care Planning & Problem Solving
• Checklists & Question Templates
• Use of motivational interviewing techniques
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RISK ASSESSMENT
• Review Medical History
• Current Meds

• How are they obtaining them now?
• Are they taking them regularly? (BP meds one month/diabetes 

meds the other month)

• Current Problems:
• Health issues
• Social:  Family support system
• Cultural:  Beliefs, values, travel patterns

• Financial income, assets:
• Do they qualify for federal or special state/local programs

• Socio Demographics
• Risk Assessments for Probability of Hospitalization and 

Complexity of Disease
• How do your perceive your health?
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ORGANIZATION OF HEALTH CARE 

• Goals
• Switching from a reactive to proactive approach

• Benefits
• Working closely with health plan/other payment systems to cover 

group visits (if non-bundled)

• Provider Incentives
• Set goals for team to achieve
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Case Management

COMMUNITY
HEALTH CLINICS

CONTINUING CARE  SERVICES
THIRD PARTY PAYERS

COMMUNITY-BASED PHYSICIANS

CASE MANAGEMENT

Patient/Family
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GOALS

• Reduce Emergency Department visits, readmissions and 
in-patient LOS

• Improve the coordination of services following discharge 
from hospital

• Integrate acute episodes with community continuum

• Improve quality and satisfaction with care

• Improve coordination of care across all levels
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Ultimate Goal

• Right Service

• Right Time

• Right Cost

• Right Place
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ELEMENTS OF A COMMUNITY CASE MANAGEMENT 
PROGRAM

Monitoring of 
Outcomes

Coordination of
Care

Referral to Case Manager / 
Social Worker

Risk Stratification
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THE FAST© APPROACH TO 
COMMUNITY CASE MANAGEMENT

• Find 

• Assess

• Stratify

• Treat, Train, Track

© Case Manager Solutions, 2000
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THE ‘F’ IN FAST © APPROACH

ind

• Health Home Patients
• Mental Health and Medical Diagnoses

F
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THE ‘A’ IN FAST © APPROACH

ssess
• New Patients: 

Assess for risk level:
High
Moderate
Low

• Known Patients:
Reassess every six months

A
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THE ‘S’ IN FAST © APPROACH

tratify

Low Moderate High

Risk

Population
S
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RISK STRATIFICATION & REFERRAL PROCESS

• Stratify patients based on social, financial and/or clinical 
risk indicators

• Refer to appropriate service provider(s) based on risk

• Reassess at regular intervals
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Complimentary Roles of Nurse Case Manager, 
Social Work Case Manager, and Bachelor’s CM

SW 
CM

Population

High Clinical 
RiskModerate Clinical 

Risk

RN
CM

RN
CM

SW
CM

tratifyS
Low 

Clinical 
Risk

Staff RN

or
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Staff RNCommunity 
Health Worker

Low Risk 

T reat rain rackT T

*

Patient Navigator
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RN CM
• Coordinates medical activities 

of care
• Intervenes on medical / clinical

needs as indicated

Social Worker CM 
• Coordinates psychosocial 

activities of care 
• Intervenes on 

psychosocial and/or 
financial issues

Moderate / High Risk

T reat rain rackT T

Community Health Worker Patient Navigator
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THE  ‘T’ IN FAST © APPROACH

rack
Home

Clinic Visits

Education 

Emergency 
Room

Acute Care

Home Health

Specialists

Skilled Facilities

HEALTH

HOME

T
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THE SUCCESS OF ANY PROGRAM WILL BE 
DEPENDENT ON:

• Strong, dynamic leadership

• Commitment at the very top of the organization

• Resources

• Talented case managers
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Build a case 
management system

not a role

SUCCESS
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Thanks………….
IT’S TIME FOR QUESTIONS

Toni Cesta
cestacon@aol.com

Bev Cunningham
bevcmc@hotmail.com

www.casemanagementconcepts.com
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THANK YOU


