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“THE VISION OF 
THE RN CASE 

MANAGER HAS 
TO CHANGE. 

WE’RE ON 
THE BRINK OF 
A DIFFERENT 

WORLD IN 
HEALTHCARE, 

AND WE HAVE TO 
ADAPT.”

Case Management Roles Must 
Evolve to Meet Future Needs
Focus is on cutting costs, improving quality across the continuum

It’s a new world in healthcare.
Payers base reimbursement on 

quality. Hospitals increasingly are 
at risk for patient outcomes long after 
discharge. As a result, case management 
roles have taken on a 
new importance.

Now is the time 
for case management 
leaders to think 
about how to 
create the right case 
management role for 
the healthcare of the 
future, says Donna 
Hopkins, MS, 
RN, CMAC, vice 
president at Novia 
Strategies, a national 
healthcare consulting 
firm.

“The vision of the 
RN case manager has to change. If we 
keep doing what we’ve always done, 
we’re not going to move into the future. 

We’re on the brink of a different world 
in healthcare, and we have to adapt,” 
Hopkins says.

Medicare Spending per Beneficiary, 
bundled payments, and other initiatives 

are driving the need 
for cost reduction 
and clinical redesign 
across the full 
continuum and the 
pressure is only going 
to increase, adds 
Vivian Campagna, 
RN-BC, MSN, 
CCM, chief industry 
relations officer for 
the Commission for 
Case Management 
Certification.

CMS has a goal 
of linking 85% of 

Medicare fee-for- 
service payments to quality and shifting 
half of the Medicare reimbursement 
models to alternative payments by the 
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EXECUTIVE SUMMARY

As the healthcare system undergoes tremendous changes and payers shift 

to reimbursement based on quality, case managers need to develop skills 

that go beyond day-to-day care coordination and getting patients ready for 

discharge .

•  For hospitals to stay afloat in the new healthcare world, case managers 

must reduce the length of stay and cut down on overutilization of services, 

but at the same time make sure patients have everything they need for 

good outcomes after discharge .

•  With the proliferation of new roles involving some form of care 

coordination, case management leadership must determine who is 

responsible for what and eliminate duplication .

•  Case managers should communicate regularly and work closely with their 

counterparts throughout the continuum to ensure that patients have what 

they need after discharge .

end of 2018. Although the new 
administration may tweak the model, 
commercial payers are following suit, 
she points out.

“We’re now in a world where 
we are redesigning what we feel the 
care manager role should be,” says 
Margaret Leonard, MS, RN-BC, 
FNP, senior vice president, Medicaid, 
Government and Community 
Initiatives for MVP Health Care.

When Leonard was president 
of the Case Management Society 
of America (CMSA) and chair of 
the organization’s Public Policy 
Committee, she worked to gain 
recognition for case management 
particularly among lawmakers and 
leadership in the healthcare field.

“People across the entire 
healthcare spectrum are recognizing 
care coordination as a valuable 
service that can help provide better 
care for patients and benefit the 
bottom line at the same time,” says 
Leonard. She chairs the Clinical/
Quality Committee of the Hudson 
Valley Care Coalition, a health home 
organization which also includes 
hospitals, community-based mental 
health agencies, federally qualified 

health centers, ambulatory care sites, 
and primary care providers, all with 
case managers who collaborate on 
care. (For details, see related article on 
page 110.)

In the past, hospital-based 
case managers were responsible 
for the episode of care but their 
responsibilities are no longer defined 
by the hospital walls. What happens 
after discharge can have a major 
effect on the hospital’s bottom line, 
Campagna says.

For instance, CMS estimates that 
in 2017, hospital penalties in the 
readmission reduction program will 
total $500 million, she adds. “When 
the readmission reduction program 
began in 2013, it was the first time 
hospitals were at risk for what 
happens after patients are discharged. 
In the readmission reduction 
program, penalties are based on a 30-
day period — but with the bundled 
payment programs, the risk extends 
as long as 90 days,” she adds.

Hospitals across the country 
are closing their doors because of 
rising costs coupled with reduced 
reimbursement, says Carolyn 
Hamilton, MS, RN-BC, CDDS, 
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CPHQ, corporate director of case 
management for DCH Health 
System, a three-hospital system 
headquartered in Tuscaloosa, AL.

“For hospitals to survive, we have 
to reduce the length of stay and cut 
down on overutilization of services. 
We can no longer leave what happens 
during that 30- or 90-day period 
after discharge to chance. We have to 
manage it closely,” she says.

Managing the resources of patients 
and hospitals has always been a part 
of the case manager’s role, but it’s 
becoming more important today, 
Hamilton says.

“Cost avoidance and controlling 
length of stay are what brought 
the case management role into the 
hospital in the first place. Now, 
with bundled payments, Medicare 
spending-per-beneficiary, and other 
initiatives, all the cost-related issues 
are extremely important,” Hamilton 
says.

In an effort to keep up with the 
changes in reimbursement, some 
organizations have created new care 
coordination roles to manage patients 
throughout the continuum, Hopkins 
says.

Instead of just adding new roles 
and titles, hospital administrators 
need to think about creating the 
right role but that hasn’t happened in 
many cases, Hopkins says.

“There has been a lot of talk about 
the role of case management and 
about coordination of care, but as a 
discipline, case management has not 
evolved and become as proficient in 
coordination of care as it needs to 
be. Case managers need to develop 
skills to better impact a changing 
healthcare environment, and that 
means looking beyond day-to-
day care coordination and getting 
patients ready for discharge,” she 
says.

As hospitals assume more risk for 

patient outcomes after discharge, 
hospital leadership should re-evaluate 
the case management role and the 
people who fill it, Hopkins adds.

“Hospital leadership has to 
recognize that RN case managers are 
going to have to look beyond the 
walls of the hospital. They need to 
define the new role and determine 
what kind of caseload someone in 
that role can manage,” she says.

Hopkins advocates splitting the 
utilization review role from case 
management, freeing case managers 
to concentrate on progression of care. 
“What’s left is care coordination and 
discharge planning and, in today’s 
world, a big piece of the role should 
be transition of care. Case managers 
need to learn how to oversee a 
population well into post-acute care 
or as long as 90 days out if they are 
in a bundled payment arrangement,” 
she says.

Case management has taken a 

lot of different directions and roles, 
but the function is basically the 
same: to move patients through 
the continuum of care in the most 
clinically and financially appropriate 
ways, says BK Kizziar, RN-BC, 
CCM, owner of BK & Associates, 
a Southlake, TX, case management 
consulting firm.

“However, in an attempt to 
enhance the quality of care, we 
have cut the care process into little 
pieces. Instead of having one person 
responsible for fewer patients, we 
typically have more people who 
are responsible for more patients,” 
Kizziar says.

There are licensed clinicians 
and lay people with various titles 
overseeing and coordinating some 
aspects of patient care throughout the 
continuum. Often, their roles overlap 
and they provide duplicate care, she 
says.

The increase in population health 
initiatives is leading to another new 
group of providers — dieticians, 
exercise physiologists, pharmacists, 
and others — whose work also must 
be coordinated, Campagna adds. 
The emphasis on population health 
is likely to increase as the number 
of people with chronic illnesses 
increases to an estimated 157 million 
by the year 2020, she adds.

After discharge, patients often 
are treated by multiple physicians 
who are not connected with each 
other and may give the patient 
inconsistent messages. This is where 
care coordinators can help by making 
sure all the physicians know what the 
others are doing.

“It’s never a good idea to leave 
coordination of care from different 
providers to the patient. There has 
to be somebody who is overseeing 
everything, and that is where 
board-certified case managers have 
expertise,” she says.  n

“IT’S NEVER A 
GOOD IDEA 

TO LEAVE 
COORDINATION 
OF CARE FROM 

DIFFERENT 
PROVIDERS TO 
THE PATIENT. 

THERE HAS TO BE 
SOMEBODY WHO 
IS OVERSEEING 
EVERYTHING, 
AND THAT IS 

WHERE BOARD-
CERTIFIED CASE 

MANAGERS HAVE 
EXPERTISE.”
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There Are Care Coordinators Everywhere, 
but Who Is in Charge?
Take steps to define the roles, eliminate duplication

New jobs with titles like care 
manager, care coordinator, 

navigator, patient progression 
nurse, and transition coordinator 
are popping up in various settings 
including hospitals, home health 
agencies, post-acute facilities, 
insurance companies, or community 
organizations.

The titles and the job descriptions 
may vary, but they’re all doing 
something that involves care 
coordination, says Karen Zander, 
RN, MS, CMAC, FAAN, president 
and chief executive officer for The 
Center for Case Management.

The problem is that in many 
instances, nobody knows who is in 
charge, she adds.

“Hospital leadership needs to 
look at everything that is being done 
for patients and determine who is 
really responsible and accountable 
for each task. There needs to be an 
agreement about who is the person 
in charge,” Zander says.

She recommends that whoever 
is directly involved with the patient 
at the time be the person in charge. 
“When patients are in a particular 
setting, the case manager in this 
setting has the most control at the 
time,” she says.

Healthcare providers in every 
setting need to create a new, 
overarching role that belongs to 
the organization at large and is 
a touchpoint for all of the care 
coordination services, suggests 
Donna Hopkins, MS, RN, CMAC, 
vice president at Novia Strategies, 
a national healthcare consulting 
firm. She recommends staffing the 

new role with a higher-level case 
manager or social worker who is the 
point person for care coordinators 
throughout the continuum in an 
organization where risk is assumed.

In some parts of the country, the 
clinical nurse leader role fills the 
need for coordination across various 
settings, Hopkins says. (For more 
on the clinical nurse leader role, see 
related article on page 112.)

The proliferation of case managers 
in various settings makes it essential 
to have a lead case manager who can 
make sure everybody is on the same 
page and to give patients one person 
to contact, says Vivian Campagna, 
RN-BC, MSN, CCM, chief industry 
relations officer for the Commission 
for Case Management Certification.

The person who is in charge 
of orchestrating all the care 
coordination efforts depends on the 
setting and the protocol for that 
organization, Campagna says. “But 
there should be a case manager in 
the lead position and whenever 
possible, the patient should have one 
person to contact,” she says.

A case manager who has achieved 
certification is ideal for the role, 
Campagna says. “The certification 
process validates a case manager’s 
capabilities, skills, and knowledge,” 
she adds.

Case management leadership 
should ensure that care is integrated 
and that the team’s roles are defined 
so there won’t be duplication, 
Campagna says.

Campagna suggests a model 
similar to one used by the Veterans 
Health Administration system to 

coordinate the efforts of everyone in 
the continuum and to ensure care 
coordinators at all levels of care are 
on the same page.

“The VA has care coordinators 
in primary care, mental health, 
women’s programs, homeless groups, 
and many other programs, but they 
also have a care review team headed 
by a designated lead care manager 
who is coordinating all of the care 
coordinators in the various programs 
and making sure that the patient has 
one point of contact,” she says.

The lead case manager coordi-
nates everyone who is working with 
the patient regardless of the setting, 
Campagna says.

“The lead case manager knows the 
patient’s story, keeps everyone who is 
working with the patient apprised of 
what is going on, and communicates 
with case managers who are taking 
over when the patient moves 
between providers to make sure they 
understand what they need to know 
about the patient,” she says.

It could be the case management 
supervisor who oversees the handoff 
when patients are transferred from 
one unit to another, or it could be 
a case manager from a community 
program who followed the patient 
into the hospital.

“There should be one person who 
is able to manage the care across all 
settings,” she says.

Zander recommends conducting 
a process improvement project to 
identify instances of fragmentation 
and redundancy among the various 
care coordination efforts of the 
organization.
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She suggests using a responsibility 
assignment matrix, such as the 
RACI (Responsible, Accountable, 
Consulted, Informed) tool to lay 
out the roles and responsibilities 
of everyone on the team. (For more 
information on the RACI chart, visit: 
http://bit.ly/2rGvj5y.)

Start by listing the team members 
across the top of the page. On the 

side of the page, list the various tasks 
that must be performed for all inpa-
tients, such as “Develop Discharge 
Plan,” “Conduct Medication Recon-
ciliation,” and others. Review each 
task and indicate on the chart which 
discipline is responsible for perform-
ing the work, which is ultimately 
accountable for completion, who 
should be consulted before the work 

is completed or the decision made, 
and who should be informed about 
what was performed.

Look for duplications or tasks that 
aren’t being handled.

“If everybody knows their 
responsibilities and those of the rest 
of the team, it eliminates duplication, 
missed work, and tasks that need to 
be redone,” she says.  n

Communication Is Key to Good Patient Outcomes
Collaborate with your peers at all levels of care

Communication is one of the 
biggest shortcomings of today’s 

health system — and it’s getting 
worse, states BK Kizziar, RN-BC, 
CCM, owner of BK & Associates, 
a Southlake, TX, case management 
consulting firm.

One culprit is the trend toward 
point-and-click documentation, 
she says. Adding information to the 
medical record by checking off boxes 
saves time, but it doesn’t give a true, 
comprehensive picture of the patient, 
she adds. Even if the documentation 
is comprehensive, providers in other 
levels of care may not have access to 
it, she adds.

“Nothing can replace face-to-face 
communication or at least phone 
communication with the next level of 
care, but I’m seeing less of that. But 
as hospitals become at risk for post-
discharge periods, they are going to 
have to enhance their communication 
with post-acute providers. Good com-
munication with the next level of care 
is going to have to be a standard of 
practice for case managers,” she says.

Case managers should talk to their 
counterparts at other levels of care 
about psychological and social issues 
as well as medical issues, she says.

“Providers at all levels of care have 
skin in the game to keep the pa-
tient well and on a better path. Case 
managers need to look at care across 
the continuum and have conversa-
tions with everyone who cares for the 
patient after discharge,” says Donna 
Hopkins, MS, RN, CMAC, vice 
president at Novia Strategies, a na-
tional healthcare consulting firm.

Build relationships with your 
counterparts at all levels of care and 
community organizations and share 
information about patients and their 
care plans, she advises.

“A synergistic partnership will 
result in better outcomes for the 
patient,” she says.

Case managers in accountable care 
organizations (ACOs) should initiate 
a multidisciplinary conference across 
all the entities providing care and 
work with them to create a work flow 
that eliminates duplication, Hopkins 
says.

It’s more difficult when patients 
are not in an ACO and providers 
aren’t part of the same healthcare 
system, she adds.

“The challenge is to determine 
who is in charge and to coordinate all 
those touchpoints,” she says.

Work with your counterparts at 
organizations to eliminate the dupli-
cative follow-up telephone calls that 
annoy patients and family members, 
Kizziar says.

Patients may receive follow-up calls 
from the care manager in the medical 
home, someone from the home health 
provider, the hospital case manage-
ment staff, someone from a com-
munity agency, and their payer’s case 
management team, she points out.

Having a multitude of case manag-
ers making follow-up calls is very 
irritating to patients and families, 
Kizziar says. “They end up telling the 
same thing to three or four different 
people, and some just stop answering 
the telephone,” she says.

Hopkins recommends tracking 
all post-discharge calls. Write down 
whenever calls are made to patients 
and family during the episode of care, 
usually three to four months. Then 
work to eliminate duplications.

She recommends developing 
scripts for the follow-up calls, and 
those making the calls document 
them in the medical record so every-
one involved with that patient can 
access the record and see that the calls 
have been made.  n
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EXECUTIVE SUMMARY

Case managers across the continuum work closely to coordinate care in New 

York state’s health homes, aimed at improving care for high-cost Medicaid 

beneficiaries .

•  Health homes are a coalition of hospitals, physician practices, clinics, mental 

health organizations, community-based organizations, health plans, and 

other providers and agencies that join to provide coordinated services .

•  Instead of providing piecemeal care, case managers in a variety of settings 

consult each other and collaborate on the care plan .

•  The New York initiative developed a system so case managers at all entities 

can share information in real time and identify when a client is receiving 

services at a different site .

Case Managers in All Settings Work Together 
in a Health Home Program
Initiative focuses on high-cost, high-utilization Medicaid beneficiaries

In New York State’s health homes, 
case managers throughout the 

continuum are reaching out to their 
counterparts on the payer side and 
in other venues for information 
about patients, reports Margaret 
Leonard, MS, RN-BC, FNP, 
senior vice president, Medicaid, 
Government and Community 
Initiatives for MVP Health Care in 
Schenectady, NY.

“Case managers are developing 
a new appreciation for each other,” 
she says. Her health plan is part of 
the larger healthcare community of 
Delivery System Reform Incentive 
Payment (DSRIP) Performing 
Provider Systems/Health Homes, 
and other providers who are 
collaborating to improve the health 
in their community.

New York was one of the early 
adopters of the health home 
initiative, created by the Affordable 
Care Act. The program aims to 
provide coordinated services for 
high-cost, high-utilizing Medicaid 
beneficiaries with chronic conditions 

such as mental health conditions, 
substance abuse disorders, asthma, 
diabetes, HIV, heart disease, and 
obesity.

“Now, we have all these care 
managers from community-based 
organizations and healthcare 
providers who are willing to 
coordinate new services,” Leonard 
says. “In the past, our members 
struggled to find assistance. 
Now, case managers at all of the 
components of the health homes 
program are coordinating and 
consulting about the care plan. It’s 
fun to watch as everyone has a new 
appreciation for each other, realizing 
that we’re all in this for the benefit 
of the patients.”

Health homes are collaborative 
networks of community-based 
organizations, health plans, 
providers, and other agencies 
that join to provide coordinated 
services to high-utilizing, high-cost 
Medicaid recipients with chronic 
conditions. Instead of receiving 
piecemeal services from several 

providers, the members are assigned 
one person who coordinates 
everything.

The care managers bring together 
all the providers treating a patient 
and share the care plan with 
everyone who comes in contact 
with an individual, ensuring that 
all clinicians are aware of what the 
others are doing and that everyone 
is on the same page, Leonard adds.

The health home system in New 
York was designed so that providers 
can identify patients who are in the 
health home and get in touch with 
their case managers right away.

“A major piece is that hospitals, 
health plans, clinics, ambulatory 
sites, and other providers are all 
collaborating to create healthy 
communities and sharing 
information in real time,” Leonard 
says.

For instance, a case manager in 
the hospital may alert a health plan 
case manager when a member is 
hospitalized with a chronic illness. 
The health plan case managers can 
contact the patient in the hospital or 
the health home’s care management 
agency and get a head start on post-
discharge education and support.

“One of the most opportune 
times to enroll patients in a disease 
management program is when they 
are in the hospital. Nobody wants to 
be in the hospital, and patients often 
are ready to think about changing 
to prevent being hospitalized in 
the future. When the hospital 
case manager, the health plan case 
manager, and case managers in 
other settings collaborate, everybody 
wins,” she says.  n
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EXECUTIVE SUMMARY

Lee Health, a four-hospital health system in southwest Florida, takes a 

multipronged approach to reducing readmission for patients with chronic 

conditions .

•  Patients with chronic obstructive pulmonary disease receive three visits from 

home health nurses the first week after discharge, and follow-up calls for 90 

days .

•  A heart failure coordinator at each of the system’s four hospitals facilitates 

bedside rounds and makes sure the entire team is providing consistent 

education .

•  The case management staff teaches the staff at skilled nursing facilities how 

to recognize signs that indicate a patient’s condition is getting worse and 

what to do about it .

Multipronged Initiative Cuts Readmission Rate
Program focuses on easing transitions

A comprehensive, multipronged  
 approach to reducing readmis-

sions has paid off for Lee Health, a 
healthcare system with four acute care 
hospitals serving a five-county area in 
southwest Florida.

The all-cause readmission rate at 
Lee Memorial Hospital, the health-
care system’s flagship hospital located 
in Fort Myers, is 15.9%, compared 
with 18.9% for the state of Florida 
and the 18.2% national rate.

Initiatives enacted by the health 
system include a follow-up program 
for patients discharged with chronic 
obstructive pulmonary disease 
(COPD), aligning with post-acute 
providers in the area to prevent 
unnecessary readmissions, standard-
izing heart failure treatment across 
the health system, and working with 
other providers to standardize educa-
tional materials.

Since more than 50% of patients 
are discharged to home, Lee Health 
created a program to smooth the 
transition and determine ways to 
keep patients from coming back to 
the hospital, says Thomas J. Pennsy, 

RRT, MBA, executive director of 
home health for Lee Health.

“We analyzed our chronic disease 
patients who were being readmitted 
within 30 days and determined that a 
large number are heart failure pa-
tients, and that the readmission rate 
for patients with COPD was climb-
ing about the same time the Centers 
for Medicare & Medicaid Services 
[CMS] added COPD to its readmis-
sion reduction program,” Pennsy says.

The hospital team modeled its 
initiatives after The Care Transitions 
Program and sent several staff mem-
bers for training on the model at the 
Division of Health Care Policy and 
Research at the University of Colo-
rado’s School of Medicine, where the 
program was developed.

Lee Health initiated a readmission 
reduction program for its home 
health patients being discharged to 
home with a primary diagnosis of 
COPD. Patients who participate 
in the program currently have a 
17.2% readmission rate, compared 
with 22.5% of patients who do not 
participate.

A registered nurse leads the 
program and is the central contact 
point for the clinicians caring for the 
patients, Pennsy says.

Here’s how the program works: 
When a patient meets criteria for 
the program, the hospital case 
manager notifies the program 
nurse, who communicates patient 
information to the home health 
staff. “They determine the patients’ 
understanding of their disease, what 
services they need, and collaborate 
on an individual plan,” says Cathy 
L. Brady, RN, director of clinical 
operations for home health at Lee 
Health.

Home health nurses visit patients 
in the program three times the first 
week after discharge, and follow up 
depending on the patient’s needs. 
They check vital signs, assess the 
patient’s condition, and continue 
the patient education. A respiratory 
therapist also visits the home to 
evaluate the patients and determine if 
they are having problems using their 
equipment or understanding their 
medication regimen.

“If we find any glitches right after 
discharge, we can get a head start on 
fixing them rather than finding out 
there were problems when the patient 
comes back to the hospital and needs 
to be readmitted,” Brady says.

A lay assistant calls patients for 90 
days after discharge at intervals that 
are based on the patient’s condition 
and educational needs. The assistant 
reinforces the patient’s treatment 
plan and education, and alerts the 
home health team if the patient 
is experiencing problems or has 
questions.

All four hospitals in the Lee 
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Health system have received heart 
failure accreditation from the Society 
of Cardiovascular Patient Care for 
standardizing heart failure care across 
all facilities.

The hospitals all have a heart 
failure coordinator who facilitates 
bedside rounds by a multidisciplinary 
team. Members of the team educate 
heart failure patients on their disease 
and collaborate on a discharge plan. 
The patients also receive a toll-free 
number they can call after discharge 
with nonemergent questions and 
concerns.

Instead of being hospitalized, 
patients with abnormal fluid 
retention can visit the rapid diuresis 
clinic established by each hospital, 
where they receive the treatment they 
need in just a few hours.

Lee Health Home Health provides 
telehealth monitoring to patients 
who might benefit, Brady says. The 
telehealth program provides a scale, 
a blood pressure monitor, and/or a 
pulse oximeter, depending on the 
patient’s diagnosis. Patients read their 

vital signs every day and transmit 
them to the telehealth nurse.

If the results look out of range, the 
nurse calls the patient, conducts an 
assessment, and determines the course 
of action. “Our goal is to intervene 
quickly if patients have abnormal vital 
signs,” she says.

The health system is piloting a 
telemedicine care transition program 
with a group of physicians, Brady 
adds.

Lee Health’s case management 
department formed an alliance 
with skilled nursing facilities, home 
health agencies, and assisted living 
facilities in the area to collaborate 
on creating smooth transitions and 
avoiding unnecessary readmissions, 
says Barbara L. Kenney, RN, system 
director of case management for Lee 
Health.

For instance, the hospital staff and 
post-acute providers have initiated 
a nurse-to-nurse handoff when 
patients move from one level of care 
to another. The group developed a 
project with primary care physicians 

to have advance directives in place 
and in all patient charts.

Another project is to provide 
consistent education for heart failure 
and COPD patients at all levels of 
care, Brady says.

“We found that, unfortunately, 
we were working in silos and every 
provider was using different teaching 
methods, which was extremely 
confusing for the patients,” she says. 
“We’re working together as a team 
from acute to post-acute to find the 
best teaching tools and teaching 
methods and standardize them across 
the continuum.”

The Lee Health case management 
team completed training on the 
Interventions to Reduce Acute Care 
Transfers (INTERACT) tool and 
trained all the employees at post-
acute providers to use the tool. 
The INTERACT training teaches 
participants how to recognize changes 
in patient behavior that could 
indicate problems, such as shortness 
of breath, and to report them, 
Kenney says.  n

Gain Skills Through Clinical Nurse Leader Program

As the healthcare system changes  
 and roles evolve, case managers 

should look for opportunities like 
the clinical nurse leader program to 
gain the skills they need to succeed, 
suggests Donna Hopkins, MS, RN, 
CMAC, vice president at Novia 
Strategies, a national healthcare 
consulting firm.

The role expectations for case 
managers and social workers are 
changing from a focus on the 
acute episode to a focus on care 
throughout the continuum, Hopkins 
says. Programs like the clinical 
nurse leader (CNL) can prepare 
case managers for their new role, 
she says. “We need to have case 

managers with critical thinking skills 
who are knowledgeable about care 
coordination and who know how 
to engage patients and keep them 
engaged,” she says.

CNL is a relatively new nursing 
role that was developed in the United 
States to prepare highly skilled 
nurses focused on the improvement 
of quality and safety outcomes for 
patients or patient populations.

The American Association 
of College Nursing created the 
clinical nurse leader position in 
2003, Hopkins says. “Much of 
the curriculum focuses on care 
coordination and transition planning 
and is synonymous with what 

hospitals want their acute care case 
managers to grow toward,” she adds, 
predicting that the program will 
be the next source for future case 
managers.

“The clinical nurse leader is a 
career path that may not be well-
known, but the clinical nurse leader 
curriculum fits well with what I think 
the RN case manager role can evolve 
to,” she says.

Clinical nurse leaders must 
earn a master’s degree from a CNL 
education program and sit for the 
certification examination given by the 
Commission on Nurse Certification.

For more information, visit: 
http://bit.ly/2tSnTwE.  n
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Readmissions Reduced to 7.8% with 
Nursing Intervention at Home

Hospitals can significantly 
reduce readmissions with a 

multilayered program tailored to 
the needs of individual patients, 
according to the experience of an 
Arizona health system.

One of the program’s strategies 
is to take some of the stress and 
responsibility off of case managers, 
says Debra Richards, MSN, 
RN, director of Sun Health Care 
Transitions, part of Sun Health, a 
nonprofit healthcare organization 
in Surprise, AZ, focusing on care 
for seniors. She previously worked 
at a hospital implementing the 
organization’s program for lowering 
readmissions.

As vital as case managers are to 
the discharge process and lowering 
readmissions, they can easily be 
overworked, Richards says. Prior to 
adopting the Sun Health strategies, 
her hospital depended on the case 
manager to send a referral to the care 
transitions team.

“A hospital case manager on an 
easy day has a ratio of 25 to one, 
so we found that the referrals really 
weren’t getting done. It wasn’t the 
fault of the case managers, because 
they were just so busy,” Richards says. 
“When Sun Health put a patient 
liaison in the hospital, that person 
could screen the Medicare fee-for-
service patients and introduce the 
program to them in the hospital, 
so it’s not a cold call after discharge 
when they’re tired, have home health 
coming, and doctor’s appointments to 
be made.”

Patients are more receptive to the 
program when it is introduced well 
before discharge, Richards says.

“They remember the nurse in 
the yellow scrub top who came in 

to see them and explained what we 
were going offer them,” she says. 
“It makes a difference to have that 
connection well before the discharge 
process, when there can be so much 
information to absorb and things 
to do. Then, when that same face 
appears later, they respond much 
better.”

Nurse Calls and 

Home Visits

Nurses in the Sun Health Care 
Transitions program follow, educate, 
and support patients for 30 days 
following their hospital discharge, 
including conducting home visits and 
phone calls to help patients better 
self-manage their health conditions 
and, in turn, reduce the need to be 
rehospitalized.

The nurses review patients’ 
medication regimens, educate them 
on their conditions and potential 
red flags that could signal the 
need for medical attention, ensure 
timely physician follow-up care, 
and connect patients with helpful 
community resources.

At the time of discharge, the care 
transitions program is summarized 
for the patient, noting that a rep-
resentative from Sun Health Care 
Transitions would contact him or 
her within 24-48 hours and provide 
a phone number to call with any 
questions. Nurses prepare a personal-
ized plan for contacting each patient, 
with a typical plan proceeding in this 
fashion:

• Prior to discharge: Bedside 
visit.

• First day after discharge: 
Phone call to assess the 

condition and answer any 
questions.

• Second or third day: Home 
visit.

• Seventh day: Phone call.
• 14th day: Phone call.
• 22nd day: Phone call.
• 30th day: Phone call.
The first phone call addresses 

general concerns, such as how the 
patient is feeling and whether he or 
she obtained the necessary medica-
tions, and whether the patient has 
made follow-up appointments with 
a physician. The caller also inquires 
about scheduling a visit from a nurse 
within the next 72 hours.

The home visit focuses on edu-
cating the patient about his or her 
particular needs and troubleshooting 
any problems that could interfere 
with healing.

“At the home visit, the RN goes 
over all the discharge paperwork, 
makes sure they’re taking all their 
medications and not taking duplicate 
meds because they got a new prescrip-
tion with a different name. If they’re 
having trouble getting their prescrip-
tions or getting through to their doc-
tor’s office to get an appointment, we 
will help them with that,” Richards 
says. “We also provide them a binder 
of information for learning about 
their chronic diseases. They may have 
been admitted for a hip fracture, but 
it’s their chronic heart failure that’s 
likely to cause a readmission, so we 
help them learn how to care for that 
condition after a major surgery.”

RN Creates Action Plan

The patient is asked to have all 
of his or her medications out on a 
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table when the nurse is scheduled to 
visit, to be assessed for any conflicts. 
This is particularly important with 
some patients who hold on to old 
medications, Richards says. Her 
own father always had a bag of 
current medications and a bag of old 
medications that he saved just in case 
he needed them again.

“We can help them dispose of 
those old meds so that they’re not 
hanging around and potentially 
having a bad effect when the patient 
confuses them for another medication 
or decides to start taking an old 
medication again without a doctor’s 
order,” she says.

The RN also develops an action 
plan that helps the licensed practical 
nurses who make the follow-up 
phone calls after the visit, guiding 
them to ask the right questions for 
that patient. For instance, the LPN 
might ask if the patient’s weight 
is increasing or whether there has 
been any progress in scheduling 
a doctor’s appointment that was 
proving difficult. If the patient has 
seen a physician, the nurse asks how 
that went and whether there was any 
change in medication.

It is important to have RNs 
make the house call, explains 
Jennifer Drago, MBA, MHSA, 
FACHE, executive vice president 
for population health with Sun 
Health. The LPNs are fine for making 
contact with the patient, but an RN 
is necessary for some of the key tasks 
during the home visit, she says.

“We’ve specially picked our RNs 
because of their backgrounds in 
chronic disease, and many of them 
have experience in home care so they 
know what to look for when they go 
into the home,” she says. “As RNs, 
they can do much more than a lay 
person or a volunteer — or even 
a social worker, in some respects 
— would be able to do in terms of 

educating the patient about chronic 
disease and addressing medication 
reconciliation in the home.”

The nurse making the call also 
asks about wound care, though that 
is not an issue that is specifically 
addressed at the home visit.

“Even though we don’t do wound 
care as part of this program, it’s 
useful to have someone reach out and 
ask that question because maybe they 
don’t have home health and don’t 
realize that it’s a bad thing when the 
wound is getting red and hurting,” 
Richards says. “We can direct them 
to the proper care for that and follow 
up to make sure they’re getting it.”

The program is different from 
what most hospitals do because 
the nurses are able to devote more 
time and attention to the patient 
after discharge, Richards says. Most 
hospitals simply don’t have the 
resources to see and contact patients 
regularly after discharge, she says.

“From a hospital’s point of 
view, they usually can accomplish 
one discharge call after the patient 
goes home, if they’re lucky enough 
to connect with them. It’s a one-
time call and you’re not in the 
home,” Richards says. “Going 
into the patient’s home is what is 
really golden. The patient can tell 
the case manager about the home 
and living conditions, but the case 
manager really has no clue. When I 
go to the home, I can see that this 
person is a hoarder, or has throw 
rugs everywhere — all sorts of safety 
issues that we can address however 
necessary.”

The Sun Health Care Transitions 
program costs about $340 per patient 
to implement, but Drago says that 
expense is more than recouped by 
reducing readmissions. The return 
on investment typically is 150% to 
200%, she says.

Patients participating in the 

program have rated Sun Health Care 
Transitions an average 4.74 on a scale 
of 5 in a satisfaction survey after the 
end of their transition programs, 
and more than 99% said they would 
recommend the program to others.

The Care Transitions program 
was launched in November 2011, 
and since then there have been 
11,861 patients enrolled. The 30-
day readmission rate for Sun Health 
Care Transitions patients is 7.72%, 
demonstrably lower than the national 
Medicare average, Richards notes.

In that period, Sun Health would 
have expected 2,111 readmissions 
without the transition program, but 
the actual readmissions were 916. 
That’s a reduction of 57%, yielding 
an estimated savings of $16 million, 
Richards says.

The good figures for 30-day 
readmissions continue, Drago notes, 
with 60-day readmissions at 15.2% 
(compared to 23.8% at partner 
hospitals not using the program) and 
18.4% at 90 days (compared with 
29.5% at the other hospitals).

“The reduction we had actually 
increased in that 90-day window, 
and we attribute that, in part, to the 
work we do around chronic disease, 
because they don’t usually get that 
kind of information, or they’re not 
very receptive to it. We catch them at 
a vulnerable time when they’ve just 
been discharged and they’re engaged 
because they want to know how not 
to go back to the hospital,” Drago 
says. “The work with medications also 
is important, and there is a significant 
impact from being in the home and 
looking for the social determinants 
of health that can impact the person’s 
physical health. We as healthcare 
professionals focus so much on the 
physical, of course, but if someone 
doesn’t have transportation or air 
conditioning or access to food, their 
health is going to suffer.”  n
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Most Hospitals Penalized in HRRP All Five Years

CMS penalized more than half 
of hospitals participating in the 

Hospital Readmissions Reduction 
Program (HRRP) initiated by the 
Affordable Care Act in all five years 
of the program — but penalties were 
less common for hospitals treating 
the most medically complex patients, 
according to a recent analysis.

The penalties also could have 
increased significantly but did 
not, notes lead author Michael P. 
Thompson, a postdoctoral fellow 
in the Department of Preventive 
Medicine at the University of 
Tennessee Health Science Center 
in Memphis. (An abstract of the 
report is available online at: http://bit.
ly/2pQ2FOS.)

Thompson and his colleagues 
focused on the characteristics of 
hospitals that received penalties 
during all five years, how penalties 
changed over time, and the 
relationship between baseline and 
subsequent performance. They 
found that in fiscal years 2013 to 
2017, slightly more than half of the 
hospitals were penalized but the 
average penalties remained modest. 
They doubled from 0.29% to 0.60%, 
remaining low despite increasing 
opportunities for penalization, 
Thompson says.

“Even though conditions for 
readmission were added during this 
period, the size of the penalties did 
not increase all that much,” he says. 
“There was a slight increase but not 
as much as we expected, considering 
the increased opportunity for more 
penalties simply because more 
conditions were included in the 
program. That was surprising.”

Penalties were more common 
in urban hospitals, major teaching 
facilities, large hospitals, for-

profit hospitals, and those that 
treated larger shares of Medicare or 
socioeconomically disadvantaged 
patients.

“Surprisingly, hospitals treating 
greater proportions of medically 
complex Medicare patients had a 
lower cumulative penalty burden 
compared to those treating fewer 
proportions of these patients,” the 
study authors wrote.

The researchers also found that 
hospitals with high baseline penalties 
in the first year continued to receive 
significantly higher penalties in 
subsequent years.

“I think that was mostly based 
on the fact that penalties were 
assessed based on your performance 
relative to your peers, and if 
you start off high you are going 
to remain high even if you are 
improving,” Thompson says. “That 
is somewhat concerning and leads to 
the larger issue of how we do pay-
for-performance. If we do it solely 
off performance, you may have to 
make extra effort to drop below your 
peers who also may be improving. If 
you’re both improving at the same 
rate, you’re still going to be relatively 
worse or relatively better than your 
peers, depending on where you 
started.”

Alternatives might include basing 
pay-for-performance on changes 
relative to previous performance 
or some established benchmark, 
he notes. The continuation of the 
high baseline penalties through the 
five years could lend support to 
arguments in favor of those options, 
he says.

Continuing to assess quality in 
this way could have unintended 
consequences if hospitals continue 
to receive penalties every year, even 

when they are improving quality, 
Thompson says. If hospital leaders 
start to feel like they can’t win no 
matter how they try, some may stop 
trying so hard to improve quality, he 
suggests.

Thompson notes that the 21st 
Century Cures Act now allows the 
HRRP to allow for dual-eligible 
status.

“It will be interesting to see how 
penalties will be modified based 
off of that. Knowing the type of 
patients your hospital treats will 
become increasingly important in 
understanding where your burden 
might lie,” he says. “If you’re a 
hospital that treats disadvantaged, 
lower socioeconomic status patients 
you probably already know that 
you’re going to have a harder time 
with this policy. So understanding 
where you lie relative to your 
peers is the first step, and then you 
may have to take greater steps to 
reduce readmissions, with larger 
investments. You can’t just do what 
everyone else is doing because you 
have to do more to avoid penalties in 
the future.”

Thompson says adjusting for 
socioeconomic factors could change 
the situation significantly if the 
system begins comparing hospitals 
that have similar proportions of dual 
eligibles.

“It’s going to shake up who are 
the winners and losers, who receives 
a penalty, and who doesn’t,” he says. 
“In the current paradigm of penalties 
we can expect a continuation of 
the penalties we’ve seen in the past 
five years, and the same patterns 
that suggest some hospitals are at a 
real disadvantage, but factoring in 
socioeconomics could turn a lot of 
this on its head.”  n



EDITORIAL ADVISORY BOARD

CONSULTING EDITOR: 

Toni G. Cesta, PhD, RN, FAAN 
Partner and Consultant
Case Management Concepts, LLC
North Bellmore, New York

Kay Ball, RN, PhD, CNOR, FAAN 
Associate Professor of Nursing 
Otterbein University 
Westerville, OH

Beverly Cunningham, RN, MS 
Partner and Consultant 
Case Management Concepts, LLC 
Dallas, TX

Teresa C. Fugate, RN, CCM, CPHQ  
Case Management Consultant   
Knoxville TN

Deborah K. Hale, CCS 
President 
Administrative Consultant Services Inc. 
Shawnee, OK

Patrice Spath, RHIT 
Consultant  
Health Care Quality 
Brown-Spath & Associates 
Forest Grove, OR

Donna Zazworsky, RN, MS, CCM, FAAN
Consultant
Zazworsky Consulting
Tucson, AZ

Interested in reprints or posting an 
article to your company’s site? There are 
numerous opportunities for you to lever-
age editorial recognition for the benefit 
of your brand. Call us: (800) 688-2421. 
Email us: Reprints@AHCMedia.com.

Discounts are available for group sub-
scriptions, multiple copies, site-licenses, 
or electronic distribution. For pricing 
information, please contact our Group Ac-
count Managers at Groups@AHCMedia.
com or (866) 213-0844.

To reproduce any part of AHC Media 
newsletters for educational purposes, 
please contact The Copyright Clearance 
Center for permission:  Email: info@
copyright.com. Web: www.copyright.com. 
Phone: (978) 750-8400

To earn credit for this activity, please follow these instructions:

1. Read and study the activity, using the provided references for further research.

2. Log on to AHCMedia.com, then select My Account to take a post-test. 

3. Pass the online tests with a score of 100%; you will be allowed to answer the questions as 
many times as needed to achieve a score of 100%. 

4. After successfully completing the test, a credit letter will be emailed to you instantly.

5. Twice yearly after the test, your browser will be directed to an activity evaluation form, 
which must be completed to receive your credit letter.

CE INSTRUCTIONS

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.  

CE QUESTIONS

1. CMS has announced a goal of 

basing 85% of Medicare fee-

for-service reimbursement on 

quality by what date?

a . To be announced later .

b . October 1, 2018

c . The end of 2018

d . June 30, 2020

2. According to Donna Hopkins, 

MS, RN, CMAC, vice president 

at Novia Strategies, in today’s 

world, what should be a big 

piece of the case management 

role?

a . Utilization review

b . Determining patient status

c . Transitions of care

d . All of the above

3. The health home program’s 

goal is to provide coordinated 

services for high-cost, high-

utilizing Medicaid beneficiaries 

with chronic conditions 

including mental health 

conditions, substance abuse 

disorders, asthma, diabetes, 

heart disease, and obesity.

a . True

b . False

4. How many times does the home 

health nurse visit patients in 

Lee Memorial Health’s COPD 

readmission program during the 

first week after discharge?

a . Three times

b . Every day

c . Depends on patient’s needs .

d . Once


