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Readmissions Are Down, Penalties 
Are Up — What Do You Do Now?
Hospitals have to perform better every year

“WHAT HAS BEEN 
TROUBLING AND 

PROBLEMATIC 
IS THAT DESPITE 

THE SUCCESS 
HOSPITALS HAVE 

IN IMPROVING 
PATIENT CARE 

AND REDUCING 
THE RATE OF 

READMISSIONS, 
PENALTIES HAVE 
CONTINUED TO 

CLIMB.”

It’s been five years since the Centers 
for Medicare & Medicaid Services 
(CMS) rolled out its readmission 

reduction plan, but 
many hospitals are 
still struggling to 
keep patients from 
coming back — and 
the penalties keep 
climbing.

For fiscal 2017, 
hospitals will lose up 
to 3% of Medicare 
reimbursement for 
discharges on or after 
Oct. 1, 2016, based 
on readmission rates 
for acute myocardial 
infarction, heart 
failure, pneumonia, 
hip and knee 
replacement, and 
coronary artery 
bypass graft. A total 
of 2,597 hospitals will 
receive penalties totaling $528 million, 

according to an analysis by Kaiser 
Health News. Since the penalty part of 
the program began in fiscal 2012, CMS 

has levied nearly $1.9 
billion in penalties 
in the readmission 
reduction program.

“What has 
been troubling and 
problematic is that 
despite the success 
hospitals have 
had in improving 
patient care and 
reducing the rate 
of readmissions, 
penalties have 
continued to climb,” 
says Akin Demehin, 
director of policy 
for the American 
Hospital Association.

The readmission 
reduction program 

has been in place for 
five years, but hospital efforts to address 
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EXECUTIVE SUMMARY

The Medicare readmission reduction program has been in place for five years 

but, despite decreasing readmissions, hospitals are still receiving penalties — 

$528 million in fiscal 2017 alone .

• The program has been criticized for basing penalties on a tiered structure 

so hospitals may be penalized despite cutting readmissions, and for not 

taking into account socioeconomic issues and other factors beyond hospitals’ 

control that result in patients getting sicker .

• To help hospitals succeed, and to provide better care, case managers 

should work to prevent readmissions for all patients, including the Medicaid 

population, and adapt readmission prevention initiatives to meet the 

specific needs of patients in different demographic groups or with different 

conditions .

• Case managers should work closely with their counterparts at other levels 

of care to develop consistent educational tools and share information via the 

electronic medical record or nurse-to-nurse calls to ensure smooth transitions 

and provide follow-up education and medication reconciliation for patients 

discharged to home .

• Case managers in the ED are essential to begin the discharge planning 

assessment while the family is still present and to prevent readmissions by 

lining up services in the community when appropriate .

readmissions go back further, he says. 
“Hospitals have long recognized that 
keeping patients from returning to 
the hospital when it is not necessary 
is important,” he says.

The readmission reduction 
program bases penalties on a tiered 
structure, with hospitals that 
perform in the bottom tiers receiving 
penalties. In other words, there is 
always going to be a bottom tier 
and hospitals in that tier will be 
penalized.

“It’s very likely that some hospitals 
will receive penalties despite making 
progress in reducing readmissions. 
In order to avoid penalties, hospitals 
will have to perform better than they 
did in the previous year and better 
than other hospitals as well. Even 
when the field as a whole improves, 
there are still going to be hospitals 
receiving the penalties because of the 
way the program is structured,” he 
says.

It may get harder to reduce 

readmissions after the low-hanging 
fruit is gone, says Wanda Pell, MHA, 
BSN, a director with Novia Strategies, 
a national healthcare consulting firm.

“Some hospitals may be close 
to maxing out their potential 
readmissions reductions, but most 
still have a lot of work to do,” Pell 
says.

Hospitals have made some 
progress in preventing readmissions 
but most have a long way to go, 
says Amy Boutwell, MD, MPP, 
president of Lexington, MA-based 
Collaborative Healthcare Strategies 
and one of the original co-developers 
of the Institute for Healthcare 
Improvement’s STAAR (State Action 
on Avoidable Rehospitalizations) 
initiative.

Most hospitals are working on 
patient education and medication 
issues to prevent readmissions, 
but few hospitals are focusing on 
ensuring patients have follow-
up after discharge, and few track 
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services delivered and outcomes after 
discharge, she states.

“Not many hospitals have 
processes to coordinate with 
community providers, and few are 
working on efforts that require shared 
accountability. They need to expand 
their efforts if they are going to 
succeed,” Boutwell adds.

Readmission penalties are 
grounded in the belief that hospitals 
should be responsible for ensuring 
patients don’t return within 30 days, 
but some of the causes of readmissions 
are outside the hospitals’ control, 
adds Teresa Marshall, RN, MS, 
CCM, senior managing consultant for 
Berkeley Research Group.

“It’s easy to say that hospitals 
should ensure that patients and 
family members are educated on 
what to do after discharge, and that 
hospitals should be accountable for 
improving post-discharge care across 
the continuum, but it’s difficult for 
hospitals to own all of it,” she says.

An ongoing concern among many 
in the hospital industry is the lack 
of an adjustment in the readmission 
program to account for socioeconomic 
issues, Demehin says.

“When outcomes are measured 
beyond the four walls of the hospital 
and over a significant period of 
time, other factors start to influence 
performance,” he adds.

To avoid a readmission, patients 
need to have good resources for 
follow-up, access to a pharmacy, the 
ability to afford their medication, and 
access to rehabilitation and other post-
acute services, he says.

“In some communities, these 
kinds of resources are lacking. As a 
result, hospitals that get the biggest 
readmission penalties tend to be those 
caring for the poorer patients,” he 
adds.

Two bills pending in Congress 
address the need for the readmission 

reduction program to address 
sociodemographic issues, but neither 
has made a lot of progress. The 
Establishing Beneficiary Equity in the 
Hospital Readmission Program Act of 
2015 was introduced March 10, 2015, 
and referred to a committee. Some of 
the components were included in the 
Helping Hospitals Improve Patient 
Care Act, which passed the House 
of Representatives on June 7, 2016. 
(Editor’s note: As this issue went to press, 
the U.S. House of Representatives passed 
the 21st Century Cures Act, which 
includes a provision to allow hospitals to 
adjust for patient socioeconomic status 
in the Hospital Readmission Reduction 
Program.)

The CMS readmission reduction 
program has created blinders 
on hospitals and limited the 
understanding of the problem by 
focusing on Medicare patients and 
a limited number of diagnoses, 
Boutwell says.

The diagnoses cited by CMS in the 
readmission reduction program are 
not the diagnoses that most frequently 
lead to readmission, Boutwell points 
out. According to a 2011 study by 
the Healthcare Cost and Utilization 
Project of the Agency for Healthcare 
Research and Quality (AHRQ), heart 
failure is the top reason for Medicare 
readmissions, followed by sepsis, 
pneumonia, chronic obstructive 
pulmonary disease, and arrhythmia. 
Two of the top five causes of 
readmission — sepsis and arrhythmia 
— are not included in the readmission 
reduction program, she says.

The diagnosis-specific approach to 
readmission also eliminates focusing 
on other high-cost patients such as 
frequent ED utilizers, patients with 
complex social needs, behavioral 
health comorbidities, or limited 
functional status, Boutwell says.

In addition, the focus on 
Medicare patients excludes other 

high-risk patient groups, such as 
adults on Medicaid who have higher 
readmission rates than patients with 
Medicare fee-for-service coverage, she 
adds.

Many hospitals are focusing their 
readmission prevention initiatives 
on patients who are at highest 
risk and who are hospitalized for 
conditions with a penalty, Pell 
says. She recommends that case 
managers include all patients who 
are chronically ill. “As the disease 
progresses, patients with chronic 
illnesses are going to come back,” she 
says.

Boutwell suggests hospitals include 
Medicaid patients in their readmission 
reduction efforts. She points out 
that Medicaid patients have high 
readmission rates — in many cases, 
significantly higher than Medicare 
rates. Readmissions for heart failure 
patients covered by Medicaid average 
29.1% compared to 23.7% for 
Medicare patients, Boutwell says.

However, case managers may need 
to tweak their strategies for preventing 
readmissions among Medicare patients 
to meet the specific needs of the 
Medicaid population, Boutwell says. 
For instance, Medicaid patients tend 
to have a higher rate of behavioral 
health comorbidities than Medicare 
patients.

Hospitals have to adapt their 
strategies to the new conditions CMS 
is adding to the program, Pell adds. 
For instance, what is an effective 
strategy for a patient with pneumonia 
may not be so effective for a patient 
who has had knee replacement 
surgery.

“There’s a difference in preventing 
readmissions in medical patients 
versus chronically ill patients versus 
surgical patients,” she adds.

Preoperative teaching is a key to 
preventing readmissions in total hip 
and knee patients, and those who are 
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scheduled for coronary artery bypass 
graft surgery, she says.

“In surgical patients, one of the 
major reasons for readmission is that 
patients have signs or symptoms 
they don’t understand. Preoperative 
teaching helps the patient and family 
members know what to expect after 
surgery. If they are educated on what 
will happen, it will reduce their 
anxiety,” she says.

Pell advises case managers to 
partner with the surgeons to bring 
patients in before surgery to educate 
them on what is going to happen 
before, during, and after surgery. Take 
the opportunity to assess patients 
on the need for post-acute care, she 
advises.

Many hospitals already have 
preoperative education for joint 
replacement patients, but there also 

are opportunities for educational 
sessions for coronary artery bypass 
graft surgery, Pell says.

Responsibility for reducing 
readmissions is often assigned to case 
managers who already are juggling 
a multitude of tasks, Pell says. “It’s 
a new day for case managers. With 
all the responsibilities they have, a 
caseload of 20 to 25 patients is no 
longer appropriate. Hospital case 
managers are responsible for patients 
on the unit, but they also have to be 
concerned with observations patients, 
outpatients, and recently discharged 
patients in the community,” she says.

The obvious solution is a 
larger case management staff, but 
demonstrating a return on investment 
for adding staff is difficult, particularly 
as hospitals are facing reduced 
reimbursement, she adds.

Instead, case managers have to 
partner with other clinicians to get 
things done. “The nurse on the unit 
can do a lot of the education. Case 
managers should reach out to the 
nursing staff at post-acute providers 
and work with them on preventing 
readmissions,” she says.

Handing patients off to navigators 
who work with patients after 
discharge is another strategy, she says. 
Navigators in the community may 
be nurses, nurse practitioners, or 
paramedics, she says.

When it comes to preventing 
readmissions, case managers are the 
key players, Demehin says. “They are 
among the most attuned members 
of the team, and so focused on 
connecting the patient with resources 
in the community that they can make 
a difference,” he says.  n

Cross-continuum Collaboration is Essential 
in Today’s World
Partner with post-acute providers to develop strategies

I f hospitals are to reduce 
readmissions, it’s essential for them 

to partner with organizations in the 
community that provide post-acute 
care, says Teresa Marshall, RN, MS, 
CCM, senior managing consultant 
for Berkeley Research Group.

“When hospitals and community 
providers work collaboratively to 
identify and manage patients, they 
can partner to make sure that patients 
receive quality, cost-effective care that 
helps them recover and avoid hospital 
readmissions,” she adds.

Every hospital is unique and must 
develop its own plan, Marshall states. 
“The success of any readmission 
reduction initiative depends on each 
hospital’s financial state, hospital 

leadership, hospital culture, and 
priorities,” she says.

To be successful in improving care 
and reducing costs, case managers 
should understand the root causes 
and patterns of readmissions, 
says Amy Boutwell, MD, MPP, 
president of Lexington, MA-based 
Collaborative Healthcare Strategies.

When patients are readmitted, case 
managers or social workers should sit 
down with the patient and family and 
conduct an in-depth assessment to 
find the root cause for readmission. 
Many organizations develop a 
database to track the reasons for 
readmissions, and determine what can 
be changed to avoid readmissions in 
the future, Marshall says.

“It’s important to have hospital-
specific data when you develop a 
plan,” she adds.

Analyze your data and your 
current readmission reduction efforts 
and determine where opportunities 
for improvement exist. Collaborate 
with providers across the continuum 
on ways to ensure smooth transitions, 
Boutwell adds.

Marshall recommends that 
hospitals adapt a team approach to 
improving transitions. The team 
should represent all the stakeholders 
in the readmission reduction process, 
including representatives from 
skilled nursing facilities, home health 
agencies, primary care providers, and 
families.
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“The team has to understand what 
the problem is for that individual 
hospital, identify patients at risk, and 
develop a standardized process to 
educate patients and to hand them off 
to the next level of care,” she says.

Ask providers what kind of 
information they need for a successful 
handoff and how they want to receive 
it, adds Wanda Pell, MHA, BSN, 
a director with Novia Strategies, a 
national healthcare consulting firm.

“If the post-acute providers have 
the detailed information they need 
about the patients being transitioned 

to them and their post-acute 
treatment plan, they will be better 
prepared to provide the care the 
patients need to progress. Otherwise, 
if it looks like the patient is having 
problems and the provider’s staff 
doesn’t have complete information 
about the patient and the family 
members, they’ll send them to the 
emergency department every time,” 
she says.

That’s when it’s essential to have 
case managers in the ED who can 
deal with problems in the ED and 
possibly avoid a readmission, Pell 

says. (For details on how ED case 
managers can prevent readmissions, see 
related story below.)

Hospitals and post-acute partners 
should use a uniform discharge 
education tool that can assess, 
educate, and re-educate patients 
on their diseases, discharge plan, 
and medication regimen. Hospitals 
should provide instructions on what 
to do if a problem arises, Marshall 
says. Working with post-acute 
providers to develop a tool that can 
be used throughout the continuum is 
essential, she says.  n

Readmission Reduction Starts in the ED
Discharge planning should begin before admission

R eadmission reduction efforts 
should start in the ED, when 

patients first come into the hospital 
and when they make a return visit, 
says Teresa Marshall, RN, MS, 
CCM, senior managing consultant 
for Berkeley Research Group.

A best practice is to have a 
case manager covering the ED 24 
hours a day, seven days a week, 
Marshall suggests. “Case managers 
in the emergency department can 
do a multitude of things, including 
ensuring patients are in the right 
status, identifying high-risk patients 
when they perform an assessment, 
and avoiding a readmission by 
intervening with a better plan,” she 
says.

When case managers conduct an 
assessment while patients are still in 
the ED, they have a chance to meet 
the family and to get a clear picture 
of the patient’s support system and 
family dynamics, Marshall says.

Working with the family on a 
discharge plan is key, Marshall says. 
“The patient and family have to 

be empowered and engaged in the 
discharge plan for it to work. The 
case management team needs to 
conduct an in-depth interview to get 
information that will help in creating 
the plan,” she says.

ED case managers can help the 
case managers and social workers on 
the floor get a head start on planning 
the discharge, Marshall says. “They 
can uncover details on the complexity 
of the patient’s psychosocial issues 
and any other challenges that could 
affect the success of the discharge 
plan,” she says.

For instance, if family members 
are adamant that the patient won’t 
go to a nursing home under any 
circumstance, the case manager on the 
unit will start looking at alternatives 
and plan a family meeting earlier in 
the stay, she says.

The ED is a good place for case 
managers to learn about language 
barriers the patient has, Marshall adds. 
“The hospital staff needs to be able to 
communicate with patients and family 
members and to make sure they 

can understand what is going on,” 
Marshall says.

Case managers on the floor need 
detailed information about the 
patient’s language, cultural beliefs, and 
practices so they can incorporate them 
into the discharge plan.

For instance, if a patient who needs 
home health has a language barrier, 
the discharge planner should make 
sure that the home care provider has 
an appropriate interpreter, she says.

The electronic medical record 
should alert ED staff when patients 
present within 30 days of discharge, 
Marshall says. This should prompt 
the case manager to huddle with the 
physician, the nurse, social worker, 
and the family to determine what 
went wrong, what the patient needs, if 
a readmission is indicated, or if there 
are alternatives to hospitalization.

For instance, patients may be able 
to go home if the case manager can 
arrange for a nurse to visit them at 
home the next day or work with a 
social worker to facilitate community 
resources.  n
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Continue Communication After Patients 
Leave the Hospital
Home visits are best, but give them a call at the very least

Hospitals that are doing the best 
in avoiding major penalties 

for readmissions are providing 
post-discharge visits to reinforce 
teaching, review medication, and 
make sure patients have a follow-
up appointment and keep the 
appointment, says Wanda Pell, 
MHA, BSN, a director with Novia 
Strategies, a national healthcare 
consulting firm.

“I’m seeing a real increase in home 
visits and house calls to follow up 
with at-risk patients. A lot of hospitals 
send someone to the home at least 
once to check on the patients and 
their home environment,” she says.

Going into the home is a good 
way to identify any problems such 
as lack of food in the refrigerator, 
or safety issues such as throw rugs 
and electrical cords snaking across 
the room, adds Teresa Marshall, 
RN, MS, CCM, senior managing 
consultant for Berkeley Research 
Group.

“The nurse can examine all of the 
medication in the home to make sure 
patients aren’t taking duplicate drugs 
or something that interacts with the 
medication prescribed,” she says.

Patients feel more comfortable in 
their own environment than in the 
hospital and are more likely to absorb 
the education and ask questions, she 
adds.

Marshall recommends having 
a home care nurse visit high-risk 
patients a day after discharge. “Just 
one visit can make a huge difference,” 
she adds.

Many patients who are readmitted 
have not had a follow-up visit with 

their primary care provider, Pell says.
“It takes an average of 19 days to 

get an appointment with a primary 
care physician. That’s more than 
halfway through the 30-day period 
in which hospitals are penalized for 
readmissions,” she adds.

Hospitals have had mixed results 
with making appointments for all 
patients at discharge, Pell says. If 
a clinical person calls to make the 

appointment, they often can get 
an appointment sooner than if the 
patient calls. On the other hand, if 
the patient has to rely on others for 
transportation, the appointment may 
not fit into their schedule.

It’s important to empower 
patients and/or caregivers to own 
and understand the disease process, 
Marshall says. “They need to know 
how to identify risks early and 
contact their providers to intervene 
before it becomes a serious problem. 
The education should begin in the 

hospital but continue after discharge,” 
she says.

Pell advises case managers to 
provide follow-up telephone calls to 
reinforce what patients heard in the 
hospital.

“Despite the best efforts of 
the inpatient staff, patients and 
family members don’t recall a lot of 
what they hear on the final day of 
hospitalization and many never read 
any of their discharge education,” Pell 
adds.

Some hospitals have pharmacists 
make the follow-up phone calls 
to patients, Pell adds. “Since the 
majority of questions patients have 
after they get home are around 
medication reconciliation, having 
someone who understands the 
medication regimen and can walk 
them through it is very effective,” she 
says.

The follow-up phone calls should 
include probing questions that require 
more than a “yes” or “no” answer, 
Marshall says.

For instance, the person who 
makes the calls after discharge should 
go further than just asking patients if 
they got their prescriptions filled. Ask 
them what pharmacy they used, what 
medication they got, and how they 
are taking it, Marshall advises. If you 
still have questions, call the home care 
agency and have them make a visit to 
check on the medication.

If patients have problems, reach 
out to the case managers in the 
primary care physician office and ask 
them to facilitate an appointment as 
soon as possible before the problem 
gets worse.  n

“[PATIENTS] NEED 
TO KNOW HOW 

TO IDENTIFY 
RISKS EARLY 

AND CONTACT 
THEIR PROVIDERS 

TO INTERVENE 
BEFORE IT 
BECOMES 
A SERIOUS 
PROBLEM.”
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EXECUTIVE SUMMARY

Wake Forest Baptist Medical Center’s transitional stroke clinic, developed to 

provide standardized care for stroke patients discharged to home, resulted in 

a 48% lower risk of 30-day readmissions among patients who made just one 

visit to the clinic .

• The clinic is run by nurse practitioners who see patients within 14 days of 

discharge and assess them for medical, cognitive, and psychosocial needs, 

conduct medication reconciliation, and screen for caregiver burnout .

• Patients attend the clinic in addition to going to their regular follow-up visits 

with the neurology clinic, their primary care providers, and therapy sessions .

• The model also includes follow-up phone calls by an RN within two days 

of discharge to ensure patients have filled their prescriptions and know how 

to take their medication, if any equipment has arrived, and to continue the 

education started in the hospital .

Transitional Stroke Clinic Lowers 
30-Day Readmissions
Nurse practitioner interventions supplement another follow-up

Patients who attended a 
transitional stroke clinic staffed 

by nurse practitioners at Wake Forest 
Baptist Medical Center had a 48% 
lower risk of a 30-day readmission 
compared to patients who did not 
attend the clinic, according to a study 
by physicians and nurse practitioners 
at the Winston-Salem, NC, hospital.

The study evaluated 510 stroke 
or transient ischemic attack patients 
who had been discharged to home 
during a three-year period. In 
addition to the post-acute visits to 
the stroke clinic, the patients received 
follow-up calls after discharge. The 
transitional stroke clinic opened in 
October 2012 in the hospital and 
is run by nurse practitioners Sarah 
Lycan, MSN, NP, and Christina 
Condon, MSN, NP.

The study found that patients who 
received the follow-up telephone call 
and did not come to the clinic did 
not have lower readmission rates, but 
patients who received a phone call 

were more likely to come to the clinic 
than those who did not.

The transitional stroke clinic 
doesn’t replace follow-up visits 
with the hospital neurology team, 
post-discharge appointments with 
patients’ primary care physicians, 
or therapy sessions, Lycan says. 
“We want to see patients as soon as 
possible after discharge so we can 
help them understand their treatment 
plans and make sure they have all the 
services they need to help them get 
on the road to recovery,” she adds.

The Wake Forest Baptist 
transitional care model was developed 
to provide standardized care for high-
risk stroke patients being discharged 
to home, to coordinate care between 
the neurologists, cardiologists, 
primary care physicians, and other 
clinicians treating the patients, and to 
connect patients and family members 
to the community resources they 
need, Lycan says.

“Before the clinic opened, we 

had detailed protocols on the 
management of stroke on the 
hospital side, but once patients went 
home, there was no standard follow-
up and no standard care model for 
post-acute stroke care,” Lycan says.

In Phase I of the clinic 
development, Lycan and Condon 
made follow-up calls within seven 
days of discharge only to the stroke 
patients who were at highest risk and 
saw them in the clinic within two 
to four weeks. High-risk patients 
included those who experienced 
acute renal failure while in the 
hospital, those with a history of 
heart failure, patients who had 
two or more ED visits or hospital 
admissions within a year, patients on 
anticoagulant therapy, and those with 
multiple social issues or little support 
at home.

In Phase II, a registered nurse was 
added to the staff and began making 
follow-up calls to all stroke patients 
within two days of discharge. Having 
a nurse make the phone calls freed 
Lycan and Condon to see patients 
within seven to 14 days.

During the follow-up phone 
calls, the nurse asks patients if they 
have filled their prescriptions, if 
understand their medication regimen 
and are following it, and screens 
for symptoms that could indicate a 
problem.

The nurse checks to see that any 
equipment or services, such as home 
health, are in place and make sure 
patients are attending outpatient 
therapy if it is prescribed and that 
they have a follow-up visit with their 
primary care provider. If patients 
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have questions about medication or 
symptoms, the nurse can forward the 
call to a nurse practitioner.

Shortly after they began seeing 
patients, the nurse practitioners 
developed a structured screening 
process for visits, Lycan says. “We 
saw common themes and geared the 
visits to emphasize the key issues that 
patients had in common. We look 
at each individual patient’s highest 
needs and adapt the visit to meet 
those needs,” she says.

The clinic screens patients for 
medical issues as well as cognitive 
and physical deficits, including any 
new issues that may have developed 
since discharge, and stroke symp-
toms and progression. The nurse 
practitioners talk to the patient 
about comorbidities, risk factors 

for stroke, and the importance of 
monitoring blood pressure and blood 
sugar levels. They conduct medica-
tion reconciliation and make sure the 
patients understand any medication 
change.

“We talk about the importance 
of medication adherence and check 
for medication side effects. We look 
for cognitive issues that could affect 
a patient’s ability to remember to 
take their medicine and work on 
strategies to overcome the problem,” 
Lycan says. The nurses share the 
information with the patients’ 
primary care physicians and other 
clinicians who are providing care.

The nurse practitioners 
assess patients’ social needs and 
psychological issues such as 
depression, and screen for deficits 

such as the inability to walk, 
continuing weaknesses, or speech 
problems. They also screen caregivers 
for burnout and depression.

The program is being expanded 
to include community services and 
phone calls 30 and 60 days after 
discharge, Lycan says.

“Our next step is to incorporate 
an electronic care plan for each 
patient into our program and to 
make it available to the primary care 
physicians, specialists, home health, 
and outpatient therapy so everybody 
is on the same page,” she says.

Wake Forest Baptist Healthcare is 
participating in the Comprehensive 
Post-Acute Stroke Services (COM-
PASS) study to investigate post-acute 
stroke models in hospitals through-
out North Carolina.  n

Get Ready: The Recovery Auditors 
Are Coming Your Way
CMS also offers to settle some pending appeals

Sometime early this year, CMS 
will restart the Recovery Auditor 

(RA) program.
CMS issued new contracts for the 

recovery audit contractor program 
on Oct. 31, 2016, and is expected to 
start the program in the first quarter 
of 2017 if none of the organizations 
who lost the bid have filed a protest 
with the Government Accountability 
Office. The previous Recovery Audit 
program ended Oct. 1, 2016.

When the new program begins, 
RAs in the four regions will perform 
post-payment review of claims made 
under Part A and Part B. A fifth RA 
will audit durable medical equipment, 
prosthetics, orthotics and supplies, 
and home health and hospice 
providers.

The return of the RAs means case 
managers should continue working 
with physicians to get patient status 
correct and ensure documentation is 
complete and detailed, says Steven 
Greenspan, JD, LLM, vice president 
of regulatory affairs for Executive 
Health Resources in Newtown 
Square, PA.

Greenspan recommends that case 
managers stay informed about what is 
going on with CMS and other payers 
so they’ll be prepared when changes 
are made in requirements or when 
the hospital will need information for 
appeals.

It is unclear whether the auditors 
are allowed to look at any issue CMS 
has already approved under the prior 
RA contracts or if they will have to 

start the approval process all over, 
Greenspan says. “We do know that 
short-stay patient status claims are 
basically off the table for the recovery 
auditors. The two Beneficiary and 
Family-Centered Care Quality 
Improvement Organizations [QIOs] 
will continue conducting reviews of 
hospital inpatient claims for stays of 
less than two midnights,” Greenspan 
says.

If the QIOs find a pattern of 
noncompliance during the short-stay 
reviews, they can refer hospitals to the 
RA for further review and corrective 
action, Greenspan adds. However, 
CMS has not been specific on what 
a pattern of noncompliance actually 
means, he says.

The new contracts allow CMS to 
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incorporate a number of significant 
changes that are intended to increase 
transparency and lessen the burden 
on providers, Greenspan says.

For instance, CMS has shortened 
the look-back period to six months 
instead of the three-year timeframe in 
the previous program as long as the 
provider files its claims within three 
months of the date of service.

The new RAs will have 30 days to 
complete complex reviews and notify 
hospitals of their findings instead of 
the previous 60 days. After issuing 
a denial, the RAs must wait 30 days 
before sending the claim to the 
Medicare Administrative Contractors 
(MACs) to process the denial, he 
adds. The delay is to give hospitals a 
chance to request a discussion with a 
RA medical director.

If hospitals appeal denials, the 
Recovery Auditors will not get paid 
contingency fees until the denial is 
affirmed at the second level of the 
appeals process. In the old program, 
RAs were paid as soon as the 
overpayment was identified.

The RA reviews have to be 
conducted by individuals with 
medical knowledge and an 
understanding of medical records 

review. The organizations have to 
have at least one medical director who 
is a physician and approved by CMS, 
Greenspan says. He notes CMS 
encourages RAs to use the expertise 
of a panel of clinical specialists for 
consultations when performing a 
medical review.

CMS made enhancements to 
the program in 2015, one of which 
requires RAs to maintain an overturn 
rate of less than 10% at the first level 
of appeal and to maintain an accuracy 
rate of 95%. Another program 
enhancement restricts the RAs’ 
additional documentation requests to 
0.5% of the provider’s total number 
of paid bills for all types of claims 
in the previous year. The program 
enhancement also requires RAs to 
wait 45 days between additional 
documentation requests and restricts 
them from sending the requests more 
than eight times a year.

CMS reopened its inpatient 
status appeals settlement program 
that allows hospitals to settle appeals 
that are still under review. The 
new program covers only claims 
denied by any Medicare contractor 
for hospital services before Oct. 1, 
2013, with appeals pending before 

an administrative law judge or the 
Departmental Appeals Board.

CMS is offering to pay hospitals 
66% of the net allowable amount for 
denied inpatient claims if they settle, 
Greenspan says.

Hospitals can’t choose which 
claims they want to settle but must 
include every eligible claim in the 
settlement process, Greenspan says.

CMS made a similar one-time 
offer to hospitals in 2014 in an effort 
to clear up an 18-month backlog of 
patient status claim denial appeals. At 
that time, CMS offered to settle for 
68% of the net allowable amount of 
the denied claims.

Hospitals will have to decide if 
settling for 66% of the net allowable 
amount of their denied claims is 
in its best interest, Greenspan says. 
However, he points out that the 
turnover rate at the administrative 
law judge level has been trending 
downward. “In the early days of the 
recovery auditing program, more than 
half of the denials were overturned. 
Now it’s closer to 25%, according to 
recent figures posted by the Office of 
Medicare Hearings and Appeals. This 
is puzzling because it should be fairly 
consistent,” he adds.  n

Reduce Readmissions with Better Data Analysis

R eadmissions can never be 
low enough, so hospitals are 

constantly looking for better ways 
to reduce them. Some are finding 
that success depends on collecting 
good data, because you can’t reduce 
readmissions if you don’t know what’s 
bringing people back to your door.

Regions Hospital in St. Paul, MN, 
a 454-bed teaching hospital in the 
HealthPartners system, was concerned 
about readmissions two years ago and 
leaders there recognized that while 

they had a robust data collection 
system, it was not capturing 
patient perceptions, says Rory P. 
Malloy, MPH, senior performance 
improvement manager. The hospital 
averages about 150 readmissions 
a month, and when a quality 
improvement team looked at how to 
reduce those numbers, they found a 
weakness in their data collection.

Like many hospitals, Regions 
collects information on readmissions 
to help identify causes, but Regions 

found that for about two-thirds 
of their readmissions the reason 
was listed as “other.” The patient’s 
response to a brief query on 
readmission didn’t fit any of the 
options listed on the form.

The hospital developed a process 
for in-depth interviews at the time 
of readmission, delving much deeper 
than the usual list of reasons for the 
patient returning. The results have 
been enlightening and revealed areas 
of concern, such as a high rate of 
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patients not attending follow-up 
appointments and not following drug 
and nutrition recommendations.

“In 2017, we’re hoping to 
integrate the feedback results directly 
into the electronic record and into 
the actual caregiver’s process,” Malloy 
says. “We want to integrate the 
information in team rounds and 
the discharge planning that the case 
manager might do at the patient level. 
As we start to see trends and themes 
emerge, that’s going to be what helps 
us drive our strategy for all patients.”

Pursue Multiple 

Strategies

The key to reducing readmissions 
is to operationalize several strategies 
and ensure accountability for each 
strategy, says Donna Hopkins, 
MSN, RN, CMAC, vice president 
with Novia Strategies, a healthcare 
consulting firm based in Poway, CA.

One such strategy to reduce 
readmissions focuses on the discharge 
plan — and specifically on the 
inclusion of the patient and his 
or her caregiver throughout the 
entire episode of care as part of the 
discharge planning process, she says.

“Too often, we see that the care 
team thinks the discharge plan 
is in place through daily rounds, 
only to discover at the time of 
discharge, the patient or caregiver 
hasn’t been prepared or educated on 
what they need to do once they get 
home,” Hopkins says. “To reduce 
readmissions, we recommend 
proactively including the patient 
and caregiver into daily conversation 
during their acute episode, so they 
know what they need to do after 
discharge to foster full recovery.”

Another strategy to reduce 
readmissions focuses on discharge 
follow-up. Best practice is following 

up with the patient and caregiver 
within 48 hours — ideally in person, 
and essentially by phone — to 
reinforce education and confirm the 
patient has the resources and support 
needed to follow the discharge plan, 
Hopkins says. Another best practice is 
to secure a home health agency screen 
for all patients discharged to home — 
not only the obvious ones.

“We see situations where a patient 
doesn’t appear to need a home health 
screen, yet that patient might have 
less optimal home conditions that 
may compromise their recovery,” she 
says.

An emerging trend is the 
incorporation of transition coaches 
or patient navigators within care 
management models, Hopkins says. 
The transition coach or patient 
navigator is a higher-level point 
person for the patient and family with 
the knowledge and skills to manage 
a patient’s care throughout the 
entire episode. This navigator takes 
care management outside the four 
walls of the hospital, coordinating 
the patient’s care prior to admission 
within the acute care setting, and 
post-discharge for 30 to 90 days.

“This approach ensures patients 
are ready for surgery, transition 
appropriately from one level of care to 
the next in a timely manner, receive 
appropriate discharge planning to 
that least restrictive environment, 
and are followed after discharge to 
minimize readmission,” Hopkins says. 
“Early demonstration projects are 
showing positive results, as evidenced 
by such metrics as increases in patient 
satisfaction, decreases in surgical 
cancellation rates, decreases in 30-90-
day readmission rates, and increases 
in discharge to home.”

The optimal period for analyzing 
discharge data is being questioned, 
with a recent study suggesting that 
a shorter interval will yield data 

that more accurately reflect hospital 
quality and factors that can be 
controlled.

Don’t Restrict Focus 

Too Much

Hospitals most often go wrong 
when studying and trying to reduce 
readmissions by focusing their efforts 
on a narrow patient population, 
says Patricia Hines, PhD, RN, 
a managing director with Novia 
Strategies. Many organizations have 
historically placed their readmission 
efforts on the high-risk, high-dollar 
patient populations targeted by CMS 
that are associated with financial 
penalties, such as pneumonia and, 
more recently, total joint replacement.

“They have not applied their 
readmission strategies to all of their 
patients, especially those at high 
risk who do not cleanly fall within 
those diagnoses. Patients don’t 
always fall into specific categories, 
and narrowing the focus tends to 
support a task-oriented approach to 
care delivery,” Hines says. “In our 
work with hospitals and healthcare 
systems across the country, we see 
more success when they adopt 
a comprehensive care planning 
approach that includes all high-risk 
patients as well as their caregivers.”

The Improving Medicare Post-
Acute Care Transformation Act, or 
IMPACT Act, of 2014, is intended 
to improve many quality metrics, 
including readmissions and ED 
re-visits from post-acute settings, 
Hines notes. The IMPACT Act is 
stimulating post-acute venues to 
ramp up efforts to identify patients 
at risk and establish efforts to 
prevent readmissions, she says, and 
the risks imposed on hospitals for 
accountability for entire episodes 
of care, whether through bundled 
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 n The new discharge planning rules

 n Avoidable days still count

 n Ethics still matter for case 
managers

 n Integrating medical, behavioral 
health

COMING IN FUTURE MONTHS

payments or Medicare Spending 
per beneficiary (MSPB), will affect 
readmission rates.

For hospitals, the threat of 
penalties better justifies their 
investment in initiatives to reduce 
readmissions, Hines says. Thus, 
hospitals are becoming more 
motivated to coordinate care and 
reduce fragmentation not only within 
their own acute care setting, but also 
beyond to the post-acute services, she 
says.

Address Transition 

Earlier than Discharge

Ideally, the healthcare team should 
position the patient for the next 
level of care along the course of the 
hospitalization and not in the last few 
hours prior to discharge, Hopkins 
says. As a safety measure, hospitals 
should adopt a “Discharge Time Out” 
process prior to a patient’s discharge, 
like a surgical procedure time out, 
where the healthcare team would 
reassess all the processes essential 
for a smooth transition of care have 
occurred. If not, the application of 
teach-back methods, medication 
reconciliation, and further patient 
education is best saved for the 
transition coach or navigator role to 
follow-through post-discharge.

“What is absolutely essential is 
what is termed ‘survival education,’ 
encompassing whom to contact for 
problems, medications for the first 
24-48 hours, and the expectations 
for follow-up by someone from the 
transition care team the day after 
discharge.”

Every readmission is a learning 
opportunity even if the cause was 
beyond your control, says Thomas 
Mathew, MD, a hospitalist for 10 
years and corporate medical director 
of health systems for naviHealth, a 

post-acute care management company 
based in Nashville. Good data will 
reveal information that can be applied 
to individual patient care, he says.

Healthcare professionals from 
many areas need to work together, 
and with community resources, to 
address readmissions rather than 
seeing the issue as primarily the 
hospital’s responsibility, he says.

“The financial penalties have us 
focused now not on just a 30-day 
risk period but the 90 days, and 
that pushes all the various providers 
and environments where patients 
journey over 90 days to start aligning 
a little bit differently,” Thomas says. 
“We can’t just say we’ll blame it on 
the home environment and leave 
it at that. Let’s try to understand it 
because we’re all at financial risk, but 
it’s also about the quality of care in a 
community.”

Data collection should be widened 
so that instead of a simple checklist, 
the provider asks open-ended 
questions such as, “What would have 
helped you avoid coming back to 
the hospital?” he suggests. Seeking 
information from the original treating 
clinician, asking what could have 
been done to avoid the readmission, 
also yields valuable information, he 
says.

Readmission history also is not 
captured well during intake, Thomas 
says. Emergency physicians and 
others can add a question about 
readmission history to the standard 
history questionnaire, he suggests, 
possibly identifying issues that can be 
addressed in the treatment process.

Significantly reducing 
readmissions will require a change in 
mindset across the entire healthcare 
community, Thomas says.

“The new model says patients 
shouldn’t be managed in a silo but 
rather connected along an episode 
of care, and that’s a strategy that will 
help align folks along the continuum 
to start aligning their efforts more,” 
he says.

Telemedicine is a strategy 
with great potential for reducing 
readmissions, says Richard Kimball, 
managing partner of HExL, a 
consulting company based in New 
York City.

Some of the most immediate 
benefits come when using 
telemedicine to monitor patients 
with congestive heart failure, which 
can begin with simply having the 
patient step on a scale every day. If 
the patient’s body mass goes up 5% 
in a short period, this is a warning for 
fluid retention probably caused by 
failing to take medications or manage 
diet.

“You can get an alert from 
that measurement and intervene 
immediately before the problem gets 
out of control and the patient comes 
back to the hospital,” Kimball says. 
“The same can be done with glucose 
monitors and a number of other 
monitoring devices. The ability to get 
that heads-up before the patient starts 
spiraling down can make a significant 
difference in reducing readmissions, 
as long as you’re also prepared to 
provide the necessary intervention in 
a timely way.”  n
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CME/CE INSTRUCTIONS

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

following:

1. identify the particular clinical, administrative or regulatory issues related to the profession 
of case management

2. describe how the clinical, administrative or regulatory issues particular to the profession 
of case management affect patients, case managers, hospitals or the healthcare industry 
at large 

3. discuss solutions to the problems facing case managers based on independent 
recommendations from clinicians at individual institutions or other authorities.  

CME/CE QUESTIONS

1. According to Wanda Pell, 

MHA, BSN, caseloads of 20 

to 25 patients are no longer 

appropriate for case managers 

as their responsibilities have 

increased to include recently 

discharged patients in the 

community as well as patients 

on the unit and patients 

receiving observation services.

A . True

B . False

2. According to Teresa Marshall, 

RN, MS, CCM, what hours 

should case managers be 

stationed in the ED?

A . 9 a .m . to 5 p .m . weekdays .

B . Peak hours seven days a week .

C . 24 hours a day, seven days a 

week .

D . Peak hours five days a week 

and on-call on weekends .

3. How soon after discharge does 

the nurse at Wake Forest 

Baptist Medical Center’s 

transition stroke clinic follow up 

with stroke patients?

A . Within 7 to 14 days .

B . Within two days .

C . Within a week .

D . The day of discharge .

4. When the Recovery Auditor 

program starts again, the 

auditors will be able to 

review any issue that CMS has 

approved, except for patient 

status. Who will review stays of 

less than two midnights?

A . Each state’s Quality 

Improvement Organizations .

B . The Beneficiary and Family-

Centered Care Quality 

Improvement Organizations .

C . The Medicare Administrative 

Contractors .

D . All of the above .
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THE OLD STAFFING 
PATTERNS NO 
LONGER APPLY 
OR FUNCTION 
TO MEET THE 

CURRENT NEEDS 
OF HOSPITALS AND 
HEALTH SYSTEMS. 

Improve the Quality of Your Case Management 
Department through Staffing, Part 1
By Toni Cesta, PhD, RN, FAAN

Introduction

Correct staffing of acute care case management 
departments has been a topic of discussion for 
many years now. One of the greatest challenges 

has been determining the best ratios of RN case managers 
and social workers. Early models were based on utilization 
alone being performed by registered nursing, and discharge 
planning being performed by social workers. Work was 
siloed and much less complex than it 
is today. The old staffing patterns no 
longer apply or function to meet the 
current needs of hospitals and health 
systems. This month, we will talk about 
the staffing you need to maintain a 
contemporary and quality outcome-
producing case management department.

Roles, Models, and 

Staffing are Interrelated
When talking to case management 

colleagues, the question of staffing is 
the No. 1 topic of discussion. It is very difficult to discuss 
staffing without discussing case management roles and 
models. Because case management in today’s world 
is so complex, one size never fits all. Therefore, when 
determining your staffing, you must consider the following:

• the case management model you are using,
• roles and functions of the RN case manager,
• roles and functions of the social worker,
• hours of operation,
• vacancy coverage, and
• additional roles needed to support the department.
A model is a description used to help visualize 

something that cannot be directly seen. In the example of 
case management, we describe our models, or the structure 

in which we organize and assign our work. There are two 
fundamental models in use nationally. I would stress, 
however, that even these models may be adapted to meet 
the needs of your organization, its budget, and expected 
outcomes. The descriptions below are best practice for the 
models that have been tested and known to work most 
optimally.

The Integrated Case 

Management Model
In the integrated model, all roles are 

performed by a single RN case manager. 
This model integrates previously 
disconnected roles and functions. 
Included in the integrated model are 
all the roles listed above. The nurse case 
manager integrates the roles of patient 
flow, utilization management, and 
discharge planning into one role that 
applies to all patients assigned to her. 

The nurse case manager is responsible for 
referring any psychosocially complex patients to the social 
worker as they are identified.

The integrated model requires that all patients are seen 
by a nurse case manager. Some patients that are considered 
“high risk” may also be followed by a social worker.

The Collaborative Case 

Management Model
In this model, a third team member is added. The third 

member, called the Utilization/DRG Manager or Business 
Associate, is responsible for the business aspects of case 
management such as conducting clinical reviews for the 
purpose of transferring information to a third-party payer. 
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They are also responsible for clinical 
documentation improvement. As 
such, the staffing ratios are different 
in the collaborative model. The case 
manager is responsible for assessing, 
planning, coordinating care, and 
outcomes management.

Differences in Staffing
To further clarify the differences 

between the RN case manager and 
the social worker assignments, the 
following are the descriptions of each 
role:

RN case manager: Assigned 15 
fixed beds that are consistent daily. 
Patients may be discharged from 
these beds and new admissions 
received into these beds over the 
course of a workday.

Social worker: Assigned up to 17 
patients based on high-risk referral 
criteria. These 17 patients may be 
located across more than one unit, 
depending on the size of the units. 
Approximately 30% of all inpatients 
will match with the high-risk social 
work referral criteria, and of these, 
17 will be assigned to each social 
worker. Only 30% of all inpatients 
will be followed by both a social 
worker and a nurse case manager.

Roles and Functions of 

RN Case Manager
In contemporary case 

management departments, there are 
specific roles and functions to be 
assigned to the RN case manager. 
A role is defined as the set of key 
categories that case managers 
perform. Roles provide the context 
in which we work and can be applied 
differently in different clinical 
settings. In the collaborative model, 
some of these roles and functions 
may be assigned to a third team 
member, the Utilization/DRG 

Manager, or some such similar name. 
Regardless of the model selected, 
the following are specific roles to be 
included in any case management 
department:

• patient flow — clinical 
coordination/facilitation,

• utilization and resource 
management,

• denial management,
• variance tracking,
• clinically focused transitional 

and discharge planning, and
• quality management, consisting 

of core measures, readmissions, and 
adverse events.

Functions, on the other hand, 
are defined as 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. The 
functions are needed to complete 
each role. The greatest variation 
comes in the functions, as they can 
be changed and adapted to meet 
the needs of a clinical area such as 
the ED versus an inpatient unit. 
They also can be adapted for other 
areas along the continuum, such as 
community-based case management, 
home care case management, and so 
on.

Patient Flow
The functions associated with 

patient flow include the following:
• 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.

• Assessment of every patient on 
admission.

• Reassessment of patients daily.
• Leading and/or attending daily 

interdisciplinary care rounds.
• Creating a plan of care that 

outlines the key interventions and 
outcomes to be achieved each day of 
the inpatient stay.

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

• Coordination with family and 
family caregiver(s).

• Identification of delays in 
patient care processes and intervene 
to correct them.

As seen in the above list, while 
patient flow is the role of the case 
manager, the functions used to 
complete the role are extensive and 
much more specific to the clinical 
area where the role is being carried 
out. This is where the variation 
comes into play.

Utilization and Resource 
Management

The same logic applies to all 
the roles that we have listed, so for 
the role of utilization and resource 
management, the functions applied 
include the following:

• Review of services to ensure:
- medically necessary and 

reasonable,
- provided in the most 

appropriate setting,
- resources are being applied 

appropriately in the care of the 
patient,

- minimal overutilization of 
resources,

- minimal underutilization of 
resources,

- resources include 
pharmaceuticals, radiology services, 
laboratory services, and others,

- resources are used in a timely 
manner and without unnecessary 
delay, and

- ensure reimbursement of 
services provided.

Denial Management
The third role is that of denial 

management. This role is applied 
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as a front-end role by the RN case 
managers and also as a back-end 
function. The back-end role is 
performed by an appeals coordinator 
or similar title in completing audits 
and appeals retrospectively. Denial 
management is the process of 
monitoring and managing third-
party payer reimbursement from 
pre-admission to post-discharge and 
includes:

• pre-certifications,
• billing, and
• denial management, both 

concurrent and retrospective.
The key functions for appeals 

management include:
• ensuring the clinical information 

available in the medical record 
is accurate and reflects the care 
rendered to the patient,

• ensuring the information is 
provided, when necessary, to a 
third-party payer in a timely manner 
and based on nationally established 
guidelines, and

• ensuring 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.

The appeals coordinator works 
closely with pre-certification staff 
at the front end and billing staff at 
the back end. The coordinator also 
appeals denials as necessary. The 
sharing of these functions looks like 
this:

• Pre-Authorization: Finance.
• Concurrent Review: Case 

Management.
• Billing: Finance.
• Appeals: Case Management and 

Finance.
Variance Tracking
Variance tracking is another role 

assumed by RN case managers. 
Also known as avoidable delays 
or avoidable days, it is defined 
as the causes of delays in patient 

throughput, care delivery, or 
discharge. These delays may or may 
not result in a prolonged length of 
stay, but may result in delivery of care 
delays and/or quality of care issues.

This role includes the following 
functions:

• Identification of delays in 
throughput, service delivery, or 
quality of care.

• Intervention to correct the delay 
when possible.

• Discussion of delays on patient 
care rounds.

• Cataloging the delays in 
a database using the following 
categories: Internal hospital systems, 
systems outside of the hospital, 
patient issues, family issues, provider 
issues and delays, and payer issues.

The goals of this role include the 
identification of important single 
events; undesirable variation from 
established levels; and patterns or 
trends that vary undesirably from 
expected outcomes.

Clinically Focused Transitional 
Planning

Our next role is clinically 
focused transitional and discharge 
planning. In this role, discharge 
planning focuses on the movement 
of the patient through the acute 
care continuum and to the next 
level of care. It is defined as a 
collaborative, interdisciplinary 
process of assessment, planning, 
implementation, and evaluation 
of the patient’s healthcare needs 
following the current phase of illness. 
It involves the process of assessing 
the patients’ needs after they leave 
the acute care setting. Discharge 
planning 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.

Transitional planning, as part 
of this role, is the process the 

case manager applies to ensure 
appropriate resources and services 
are provided in the most appropriate 
setting or level of care. It includes 
the identification of the point 
at which the patient can move 
to the next level of care. For this 
reason, it is interrelated with the 
role of utilization management. 
Transitional planning also involves 
the coordination of the actual 
movement of the patient through 
the acute care continuum, and is 
therefore also related to the role 
of patient flow. While discharge 
planning provides a structure for the 
movement of the patient out of the 
acute care continuum, transitional 
planning happens within the acute 
care continuum.

It should be noted that in best 
practice case management models, 
the RN case manager is focused 
on the clinically focused elements 
of discharge planning while the 
social worker is focused on the 
psychosocially focused elements of 
discharge planning. We will review 
the social worker’s roles shortly. 
Examples of clinically focused 
discharge planning functions include 
the following:

• home care,
• home infusion,
• sub-acute rehab, medicine, and 

ventilator, and
• acute rehab.
The logic in dividing discharge 

planning this way is to use each 
discipline’s education and areas of 
expertise most optimally. By having 
the RN case manager focus on the 
clinically oriented discharge planning 
functions, decisions around next 
levels of care that require a clinical 
focus can be better expedited. 
Conversely, when the discharge plan 
requires more of a psychosocial focus, 
the social worker is better for these 
kinds of destinations/issues.
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Roles and Functions of 

Social Worker
As we have discussed, in 

contemporary case management 
departments the roles of the RN 
case manager and social worker are 
clearly delineated so each discipline’s 
skill sets can be maximized. The RN 
case manager assumes the roles listed 
above, including portions of the 
discharge planning and transitional 
planning functions. While the RN 
case manager is focused on the clinical 
aspects of discharge planning, the 
social worker brings another skill set 
to the team in terms of knowledge of 
the issues associated with psychosocial 
support, counseling, family dynamics, 
family caregiver assessments, end-
of-life issues, and many others. By 
dividing the work between the two 
disciplines, the patient is better 
assured of receiving the most optimal 
care available. Each discipline has 
different, but complementary, skill 
sets, and the best models capitalize on 
these differences. For these reasons, 
the following two roles are assigned 
to the social worker who works in a 
team fashion on patients that may 
have both clinical and psychosocial 
issues. In these cases, the two 
disciplines become a dyad and work 
together to achieve the best outcomes 
for the patient.

The two roles for the social worker 
are:

• psychosocial assessments and 
interventions, and

• psychosocially focused 
transitional and discharge planning.

In the first role of psychosocial 
assessments and interventions, 
the social worker performs a 
psychosocially focused assessment 
that is different from the assessment 
performed by the RN case manager. 
This assessment serves to identify 
any psychosocially oriented barriers 

to discharge or maintenance in the 
community. The assessment itself 
should include an assessment of the 
patient, the family or significant 
other, as well as other support 
systems. The goals of psychosocial 
counseling are to determine the 
patient’s ability to cope with their 
current phase of illness or chronic 
condition. Once identified, the 
social worker has the additional 
responsibility of creating a plan 
to address the issues requiring an 
intervention.

Psychosocially Focused 

Transitional Planning
In the role of psychosocially 

focused transitional and discharge 
planning, the social worker should 
have responsibility for those 
discharge destinations where these 
issues are most present. Examples of 
these include the following:

• hospice,
• long-term nursing home 

placement,
• acute homelessness, and
• palliative care.
Each case management 

department should develop its own 
list of social work referral criteria 
with these standards in mind. 
Depending on your own hospital’s 
staffing ratios of RN case managers 
and social workers, some of these 
roles and functions might need to be 
adjusted.

When working with RN case 
managers and social workers, 
integration is the key to discuss. 
Integration does not mean having 
both disciplines doing the same 
things, but rather optimizing the skill 
sets of each.

Quality Management
Our next, and final, role is 

quality management. When we 
discuss quality management as it 
relates to case management, we 
refer to ensuring care is rendered at 
or above quality standards. As case 
managers, we have an obligation in 
this regard to all members of the 
interdisciplinary care team. While 
case managers are not primarily 
responsible for quality in the 
traditional sense, they do participate 
in issues related to quality of care and 
outcomes of care.

For example, case managers may 
participate in the identification and 
documentation of adverse events, 
reporting these to the nurse leader 
of the clinical area in question. 
In addition, the case manager 
participates in the identification of 
patients who have been readmitted 
within 30 days and should document 
the cause of the readmission and 
the plan to correct it. Finally, the 
case manager participates in the 
movement of the patient toward 
expected outcomes of care, also 
known as care progression.

Summary
This month, we reviewed the 

roles and functions of the RN case 
manager and the social worker 
in today’s contemporary case 
management models. The roles 
and functions you choose will be 
dependent on the model in use 
and the budget at hand. There are 
many arguments to be made for 
standardizing our models, roles, and 
function nationally. Standardization 
helps case management departments 
obtain the staffing ratios they need to 
achieve the best outcomes for their 
patients and organization.

Next time, we will discuss 
new and creative ways to use the 
staffing within a case management 
department.  n
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