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“CREATING 
A SAFE AND 
EFFECTIVE 

DISCHARGE PLAN 
IS OF UTMOST 
IMPORTANCE, 

BUT DISCHARGE 
PLANNING IS 

BECOMING MORE 
COMPLEX AND 

MORE DIFFICULT.”

Start Early to Overcome the 
Challenges of Complex Patients
It takes patience, creativity to move them to the next level of care

Does creating discharge plans for 
hard-to-place patients feel like a 
Sisyphean task — like rolling a 

boulder uphill, only to have it roll back 
down?

That’s how 
Carolyn Hamilton, 
MS, RN-BC, 
CDDS, CPHQ, 
corporate director 
of care coordination 
for DCH Health 
System, describes 
the challenges case 
managers regularly 
face when creating 
discharges plans for 
difficult patients.

“The most 
significant way 
hospitals have 
to control costs is 
controlling length of stay. This means 
that creating a safe and effective 
discharge plan is of utmost importance, 

but discharge planning is becoming 
more complex and more difficult,” 
Hamilton says.

Acute care hospitals are the only 
healthcare entities that 

are required to take 
every patient who 
comes in the door, 
Hamilton points 
out. And there are 
likely to be patients 
who stay after they 
no longer meet 
inpatient medical 
necessity just because 
of difficulties in 
carrying out a safe 
discharge plan.

DCH Health 
System is a three-
hospital system, 

with headquarters in 
Tuscaloosa, AL. The three hospitals 
have a total of 859 beds and treat 
about 1,200 trauma patients a year and 
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EDITORIAL QUESTIONS
For questions or  comments,  

call Jill Drachenberg at  
(404) 262-5508.

EXECUTIVE SUMMARY

Timely and safe discharges are more important than ever in today’s 

healthcare world, but an increase in complex patients makes creating a 

discharge plan a challenge .

• Start planning on day one and identify the patients whose discharges may 

be challenging and any roadblocks to moving to the next level of care .

• Refer the cases that will take a lot of time to a discharge planning specialist 

whose sole responsibility is to move patients along .

• Think outside the box to identify funding sources and other options for 

patients who no longer meet inpatient criteria, but have needs that make a 

safe discharge a challenge .

experience more than 750 serious 
trauma alerts.

In addition to the trauma 
patients, other patients presenting 
a challenge for a safe and timely 
discharge plan include patients with 
a criminal history, patients who need 
a guardianship, unfunded patients, 
those who want to stay when they 
no longer meet medical necessity or 
for whom there is a discharge order, 
or patients from another state or 
country who need post-acute care, 
Hamilton says. (For tips on planning 
discharge for challenging patients, see 
related article on page 137.)

“We discharge about 150 patients 
every day to create open beds for 
patients who need them. We have 
to move aggressively and discharge 
patients who no longer need to be in 
an acute care setting,” she says.

The first step in facilitating 
difficult discharges is to identify 
patients as early as possible in the 
hospital stay, says Cheri Bankston, 
RN, MSN, senior director of clinical 
advisory services for naviHealth, 
a Cardinal Health company. 
“There are a lot of readmission 
risk assessment tools available, but 
they don’t all focus on patients’ 
post-discharge needs and some 
patients may fall through the 
cracks,” she adds. For example, a 

previously independent patient with 
few comorbid conditions and no 
previous hospitalizations might not 
score high on a readmission risk 
tool that doesn’t take into account 
the patient’s current diagnosis or 
procedure, socioeconomic factors, or 
potential acute needs at discharge, 
she says.

She recommends that case 
managers look for risk assessment 
tools that also assess patients’ post-
acute needs. Some tools that can be 
embedded in the nursing assessment 
will automatically flag patients who 
may have discharge needs and alert 
the case management staff.

Case managers should assess each 
patient early in the stay and create 
a plan, taking into consideration 
family support, the patient’s own 
view of his or her health, any mental 
health issues that affect adherence, 
and other potential roadblocks to a 
successful discharge, Bankston says.

Medicare Conditions of 
Participation require hospitals 
to develop safe discharge plans, 
Hamilton says. “This is not a 
suggestion — it’s a regulation that 
hospitals have to comply with, and 
planning a safe discharge has to 
begin on day one,” Hamilton adds.

She points out that the mean 
length of stay for all Medicare 



134   |   HOSPITAL CASE MANAGEMENT / October 2017 HOSPITAL CASE MANAGEMENT / October 2017   |   135

admissions is about 3.01 days. 
“When patients stay only three 
days, case managers have got to start 
planning the discharge as soon as 
they come in. If discharge planning 
doesn’t start the day of admission, the 
case manager will often be behind,” 
she says.

A multidisciplinary length of stay 
committee to review the patients 
with long stays is an effective way of 
identifying patients with complex 
discharge needs and targeting them 
for intensive discharge planning, 
says Toni Cesta, RN, PhD, 
FAAN, partner and consultant in 
North Bellmore, NY-based Case 
Management Concepts.

She recommends that the 
committee review stays exceeding 
seven to 10 days and refer 
appropriate ones to a discharge 
planning specialist, an experienced 
social worker, or RN case manager 
who handles the difficult discharges. 
(For more on the role of discharge 
planning specialist, see related article 
on page 136.)

“If someone intervenes during 
that time frame, they usually can 
start moving the patient along the 
continuum and prevent a longer stay. 
Otherwise, the patient may languish 
indefinitely,” she says.

Bankston recommends that in 
addition to reviewing long-stay 
patients, the committee should 
analyze the hospital’s long-stay 
patients for patterns and create 
protocols that case managers can use 
to expedite the discharge of certain 
patients, such as those without 
funding.

For example, a patient who is 
ready for discharge may need IV 
antibiotics for a while after discharge, 
but doesn’t have funding for home 
health services. Instead of keeping 
the patient until the committee 
meets, the protocol could give the 

case manager the authority to make 
arrangements for the services under 
a defined dollar amount and pay for 
it out of a discretionary or charity 
fund. “Having a ‘hotline’ to the chief 
financial officer or designee can help 
determine the cost-benefit analysis 
of using funds versus keeping the 
patient in acute care,” she adds.

Committees meet only once a 
week or less frequently, Bankston 
points out. “If case managers have 
the power to make decisions or 
arrangements up to a point, patients 
can be discharged to the next level 
of care, opening the bed for another 
patient,” she says.

For instance, rather than waiting 
a week for the committee to make 
a decision, a case manager could 
negotiate rates with a skilled nursing 
facility or arrange for home health 
and other services, Bankston 
suggests.

“What we want to avoid is having 
decisions made at such a high level 
that there are delays of care, or that 
patients stay when they no longer 
meet inpatient criteria,” she says.

Case managers should research 
the resources in their communities 
and state, and bring in community 
leaders to find out what is available 
for patients who need post-acute 
support, Bankston says.

An in-house committee can 
review community resources and 

develop plans for handling the 
challenging discharges that occur 
most frequently, Bankston says. 
Include representatives from 
all disciplines, someone from 
administration, and the hospital legal 
department, she says.

Bankston recommends partner-
ing with primary care and other 
providers who can treat patients with 
limited or no resources for post-
acute care.

Get out and visit the post-acute 
providers and any other community 
resources, advises Marcy Pressman, 
deputy executive director of NYC 
Health+Hospitals/Bellevue, part of 
the city’s public healthcare system, 
which includes acute care and post-
acute facilities in the five boroughs.

“The visits will give hospital 
staff a good understanding of what 
is available and build relationships 
with the post-acute facility staff,” 
she says. (For information on how the 
staff at Bellevue teamed up with NYC 
Health+Hospitals/Coler, a post-acute 
facility that provides short-term rehab 
and long-term skilled nursing services, 
see related article on page 143.)

Involve the patient and family 
in the discharge plan, Pressman 
suggests. “Find out what patients 
think they need. It may be different 
from what the treatment team 
thinks,” she says.

Invite representatives from 
post-acute providers to visit your 
hospital and assess patients who 
may be appropriate for their facility, 
Pressman suggests. “They may be 
more willing to take difficult patients 
if they can see them in person rather 
than just looking at documentation,” 
she adds.

At the same time, when patients 
and family members meet the people 
who will be providing their care, 
they are more inclined to accept the 
placement, she says.

“IF DISCHARGE 
PLANNING 

DOESN’T START 
THE DAY OF 

ADMISSION, THE 
CASE MANAGER 
WILL OFTEN BE 

BEHIND.”
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Communicate with case 
management colleagues at other 
acute care facilities and brainstorm 
on how to find resources for difficult 
patients, Bankston says.

“Case managers tend to feel 
like they’re operating in silos, but 
professionals across the country 
can reach out through professional 
organizations and find out how 
their peers have handled particular 
situations,” she says.

Always have a backup plan, 
Hamilton advises. “The best plans 
may not work out sometimes. If you 
don’t have a backup plan, you can get 
into trouble,” she adds.

Use data to determine the most 

cost-effective options for patients 
with multiple diagnoses and/or high 
charges, Cesta suggests.

“If a patient is using a lot of 
hospital resources, it could be 
cheaper to pay for home care, 
rehabilitation, or a subacute stay,” 
Cesta adds. She suggests performing 
a return on investment analysis to see 
if there is a more cost-effective option 
than a longer hospital stay.

Good data can persuade post-
acute providers to change their 
mind and accept a complex patient, 
Hamilton says. For instance, skilled 
nursing facilities often lose money 
when they administer IV antibiotics. 
Hamilton points out that once the 

treatment is completed, the facility 
no longer will be losing money and 
helps them conduct a cost-benefit 
analysis to prove the point.

In another situation, Hamilton 
might have her director of physical 
therapy call the facility’s director 
of physical therapy to discuss 
the patient’s needs. Often, the 
reimbursement for the physical 
therapy might offset the loss on the 
antibiotics, she says.

“Skilled nursing facilities are in 
the business of providing healthcare 
and they are looking for patients. 
The cost-benefit analysis helps 
them see the benefit of taking our 
patients,” she says.  n

Refer Difficult-to-place Patients to a 
Discharge Planning Specialist
New position can tackle the time-consuming cases

E very hospital has a subset 
of complex patients whose 

discharge needs take all of the case 
manager’s or social worker’s time for 
a day or longer, says Toni Cesta, RN, 
PhD, FAAN, partner and consultant 
in North Bellmore, NY-based Case 
Management Concepts.

When Cesta was a case 
management director, she added a 
new role to her department. The 
purpose of the position was to 
coordinate the discharge for complex 
patients and free up the rest of the 
team to handle their day-to-day 
activities and routine discharges.

That was in the late 1990s, and the 
need for such a position is even more 
acute today, Cesta says.

The changes in healthcare 
reimbursement and the increase in 
patients with complex needs and 
inadequate or no funding have 

created a huge workload for case 
managers and social workers, adds 
Cheri Bankston, RN, MSN, senior 
director of clinical advisory services 
for naviHealth, a Cardinal Health 
company.

“Case managers get so busy with 
day-to-day work that it’s hard to find 
time to stop and come up with a 
comprehensive plan, or they spend so 
much time on a complex discharge 
plan that their other tasks fall by the 
wayside. That’s why hospitals need 
someone who can coordinate the 
discharges of patients with complex 
needs and/or no resources,” she says.

The person in the role may be 
called a discharge planning specialist, 
a complex case manager, a transition 
nurse, or have another designation, 
Cesta says. “There may be different 
titles, but it’s all about identifying the 
time-consuming patients and making 

one person responsible for their 
discharge, she says.

The position can be filled by a 
nurse case manager or a social worker, 
depending on the types of patients 
that present discharge challenges, 
Cesta says. A skilled discharge 
planning specialist can effectively 
handle up to 15 patients at a time, 
Cesta says.

Another role that can help with 
discharges is the discharge advocate, 
who could be unlicensed staff or 
a lay person, depending on how 
the individual hospital defines 
the job, Bankston says. His or her 
responsibility is to meet with patients 
and family members and make 
sure they understand the discharge 
instructions, have transportation, set 
up a follow-up appointment, and 
follow the patients as they navigate 
the post-discharge healthcare system.
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The staff should refer cases to the 
discharge planning specialist when 
the routine discharge process isn’t 
going to work and someone needs to 
dig in on the case, Cesta says.

To improve processes, develop 
criteria for the cases that should 
be handed off to the complex 
case manager, Bankston says. For 
instance, ventilator and dialysis 
patients, those with difficult families, 
undocumented immigrants, patients 
with no insurance, instances where 
a guardianship must be established, 
and patients whose families are in 
another state or country might be 
among the patients referred to the 
complex case manager, she says.

Case management leadership 
should educate the staff on what 
kinds of cases should be referred to 
the discharge planning specialist, 
she says. Another source of referrals 
is a long-stay meeting during which 
a multidisciplinary team reviews 
patients with lengthy stays.

“The staff’s level of understanding 
of what kind of cases should be 
referred is very important. You don’t 
want to waste the specialist’s time,” 
she says.

Cesta recommends filling the 

position with a person who has three 
to five years’ experience as an acute 
care social worker and experience 
with complex discharge planning.

Look for someone with excellent 
clinical and administrative skills 
and judgment, she recommends. 
Other criteria should be strong 
interpersonal and communication 
skills, and the ability to work 
effectively with other disciplines and 
departments, including the hospital’s 
finance office, legal team, and, in 
some cases, foreign embassies and the 
police.

“Candidates for this role should 
be among the department’s most 
experienced staff and have a good 
relationship with physicians and 
community providers. They should 
have good communication skills 
and be able to handle difficult 
conversations not only with the 
patient and family, but with 
physicians who need to buy into the 
discharge plan,” Bankston says.

Bankston recommends that the 
complex case manager get involved 
with the patient as early as possible. 
“The referral could come on day one 
if it’s obvious the patient will need a 
lot of support, or the treatment team 

may uncover issues during the stay,” 
she says.

In some cases, the complex case 
manager might take over everything 
about the case. In others, the primary 
case manager may stay involved.

The complex case manager should 
collaborate with the multidisciplinary 
team and the family or caregivers, 
keeping everyone informed. 
Bankston recommends that the 
entire treatment team and family 
members meet to discuss the issues, 
the patient’s discharge needs, and the 
next steps.

“Cases can languish when there’s 
no communication between the 
family and the physician or ancillary 
staff, or when there are legal and 
other issues that have to be handled. 
The complex case manager can 
overcome this roadblock by calling 
all the parties together and presenting 
all the options for transitioning the 
patient,” she says.

Track the disposition of the cases 
the discharge planning specialist 
handles and determine how many 
days were saved by intervening. 
Then tabulate the cost savings to 
prove the value of the position 
going forward, Cesta says.  n

Got Challenging Patients? Try These 
Discharge Tips

E very case management leader 
should be educating their teams 

on how to deal with complex and 
difficult-to-discharge patients so the 
case managers will know what to do 
when they face a specific issue, says 
Carolyn Hamilton, MS, RN-BC, 
CDDS, CPHQ, corporate director of 
care coordination for DCH Health 
System.

Hamilton has developed an 

educational presentation for her case 
management team on how to deal 
with challenging cases so that upper-
level staff don’t have to intervene in 
every case.

The following are some of her tips 
on working with difficult discharge 
cases:

• Patients with a criminal 
history. In the hospital setting, 
staff members do not need to 

know patients’ criminal history in 
order to treat them, but referring 
facilities often have policies about 
accepting patients with a history of 
certain offenses, Hamilton says. It’s 
the responsibility of the receiving 
facility to ascertain patients’ criminal 
histories, Hamilton says.

“If case managers learn about 
a patient’s criminal history, it’s 
usually hearsay and we encourage 
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not passing the information on. We 
share only information related to 
patients’ medical care with post-acute 
providers. If a facility has a policy in 
which it does not accept patients with 
certain criminal histories, it is up to 
that facility to check the state and 
federal registries prior to accepting a 
patient,” she says.

In some cases, the hospital has 
involved the patient’s parole officer 
in the discharge planning process 
with the patient’s consent, Hamilton 
says. However, she adds, many of the 
patients are elderly and the offense 
was so long ago that they no longer 
have a parole officer.

“We keep enlarging the referral net 
across state lines until we find a place 
for the patient to go,” she says.

Sex offenders are the hardest to 
place, Hamilton says. Sex offender 
cases can be disturbing to team 
members, Hamilton points out. “But 
it’s important that as professionals 
we remain nonjudgmental and keep 
our objectivity. When patients don’t 
qualify for acute care treatment, they 
can’t stay in an acute care setting,” she 
says.

• Patients who refuse to leave. 
When patients want to stay after 
discharge is ordered, it’s a challenge 
for the entire hospital staff, Hamilton 
says.

“There are a lot of reasons patients 
refuse to leave and it’s often difficult 
to learn what they are. Determining 
their motives is the first step in 
expediting the discharge,” Hamilton 
says.

In some cases, patients and family 
members refuse to leave because the 
only facility that can provide the post-
acute services the patient needs is in 
another city or even another state, 
Hamilton says.

But this doesn’t mean the patient 
can stay until a bed opens up in a 
closer facility, she adds.

“Patients cannot stay in the acute 
care hospital for convenience. We are 
bound by the Medicare Conditions 
of Participation that require us to 
develop a safe discharge plan when 
the patient no longer meets medical 
necessity,” she says.

Hamilton points out that federal 
law does not mandate that patients 
make a choice of a post-acute 
provider. The law says that hospitals 
must offer a choice. “If they refuse to 
make a choice, we blanket the area 
with referrals to find a facility that 
might be able to meet the patient’s 
needs,” she says.

Case managers must always make 
sure there is a safe discharge plan in 
place and documented in the medical 
record and that patients no longer 
meet medical necessity criteria.

If Medicare patients appeal 
their discharge to their Quality 
Improvement Organization (QIO) 
and the QIO rules in favor of the 
hospital, the case manager gives them 
a Hospital Issued Notice of Non-
coverage 12 (HINN 12) and a bill 
for the cost for a night’s stay.

In the rare cases when patients 

continue to refuse to leave, the case 
managers alert Hamilton, who assists 
in escalating the case.

“The ultimate decision to have 
a patient who has been discharged 
removed when he or she no longer 
meets medical necessity must 
ultimately be made by the chief 
executive officer in my facilities. 
Usually, we can have security go with 
me to talk to the patient and family, 
and they’ll agree to the discharge. But 
in a few cases, we have to escalate it 
further,” she says.

The hospital legal team also 
should be consulted, Hamilton says. 
However, she points out, attorneys 
can’t rule that patients are ready to be 
discharged. Only a physician licensed 
to practice medicine can determine 
that a patient no longer meets 
medical necessity criteria, she says.

“Case managers should remain 
apart from the efforts to remove a 
patient and stay in the role of patient 
advocate to ensure that the discharge 
plan is safe,” she says.

• Unfunded or underfunded 
patients. If patients do not have 
insurance, case managers must look at 
every available option, Hamilton says. 
Learn to differentiate between real 
and perceived barriers, she adds.

For instance, if the patients are 
eligible for Medicaid, help them apply 
and look for a facility that will accept 
patients with Medicaid pending.

If patients have recently left a job, 
they may be eligible for Consolidated 
Omnibus Budget Reconciliation 
Act (COBRA) insurance, which 
allows them to continue their 
former employer’s group insurance 
for a period of time, usually up to 
18 months. DCH Health System 
sometimes will assist patients by 
funding COBRA payments for a few 
months in order to get them to the 
right level of care. 
(continued on page 143)

“CASE 
MANAGERS 

SHOULD REMAIN 
APART FROM 
THE EFFORTS 
TO REMOVE A 
PATIENT AND 
STAY IN THE 

ROLE OF PATIENT 
ADVOCATE TO 
ENSURE THAT 

THE DISCHARGE 
PLAN IS SAFE.”
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THERE IS EVIDENCE 
OF CASE 

MANAGEMENT IN 
THE 1860S, WHERE 
SUCH TECHNIQUES 

WERE USED IN 
THE SETTLEMENT 

HOUSES OCCUPIED 
BY IMMIGRANTS 
AND THE POOR.

What’s Old Is New Again: The History 
of Case Management
By Toni Cesta, PhD, RN, FAAN

Introduction

Case management is not a new concept. It has 
been around for more than 90 years. As a means 
of providing care, it originated in the 1920s out 

of the fields of psychiatry and social work and focused 
on long-term, chronic illnesses that were managed in the 
outpatient, community-based settings. Case management 
processes also were used by visiting nurses 
in the 1930s. The original public health 
nursing models used community-based 
case management approaches. As a care 
delivery system, case management is a 
relatively new concept to the acute care 
setting, having developed and flourished 
in the mid-1980s. Between the 1930s 
and the 1980s, the model remained 
essentially in the community setting. 
It was not until the introduction of the 
prospective payment system that the 
model shifted to the acute care, hospital-
based setting.

This month, we will review case 
management’s long and rich history 
from a community-based model to an acute care model 
and beyond. In fact, case management now can be found 
in virtually every practice setting across the continuum of 
care.

Early Community-based 

Case Management
Case management, although more commonly thought 

of as an acute or hospital-based model, has its roots in the 
community. Long before hospitals were considered the 
center of the healthcare universe, case management was 
used for a variety of purposes and to meet the  

needs of diverse populations of patients.
Case management has roots in public health nursing, 

social work, and behavioral health. There is evidence of 
case management in the 1860s, where such techniques 
were used in the settlement houses occupied by immigrants 
and the poor. “Patient care records” consisted of cards 
that catalogued the individual’s and family’s needs and/or 

follow-up needs, all aimed at ensuring that 
the patient/family received the services 
they needed and that additional services 
would be provided as necessary.

Another example of a case 
management application, also in the 
1860s, was the first Board of Charities 
established in Massachusetts. Aimed 
toward the sick and the poor, public 
human services were coordinated 
with a primary goal of conserving 
public funds. Even in the 1860s, 
cost containment was a concern as it 
related to the distribution of public 
funds to the poor. Social workers were 

responsible for managing these processes.
In the early 1900s, case management strategies 

were implemented by public health nurses at Yale 
University School of Nursing. A collaborative 
effort was established between a clergyman and the 
superintendent of the school. The clergyman described 
the nurse’s role and the requirements he sought in the 
following ways:

1. knowledge and expertise;
2. communication skills;
3. cost containment;
4. collaboration with physicians;
5. appropriate allocation of resources;
6. responsibility for overall care of the patient and family;
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7. provision of emotional and 
psychosocial support and the 
assurance of a dignified and peaceful 
death;

8. coordination and management 
of care;

9. facilitation of the delivery of 
patient care activities;

10. obtaining funds for special 
programs.

Review a contemporary case 
manager’s job description and you 
are likely to find the superintendent’s 
expected role functions and 
requirements there.

Around the same time that public 
health nursing was embracing case 
management concepts and tech-
niques, the field of social work was 
using care coordination techniques 
with a focus on linking patients 
and families to available resources. 
Social work began to emerge as the 
discipline focused on linking or 
brokering healthcare services for 
individuals. Conversely, the early 
nursing case management models 
included both coordination and care 
delivery functions. In many ways, 
these differences remain in the ap-
proaches taken by both disciplines 
in the delivery of contemporary case 
management.

In the 1950s, behavioral 
health workers began using case 
management tools and strategies. 
Targeted were World War II veterans 
who presented mental and emotional 
conditions in addition to physical 
disabilities. The “continuum of care” 
was labeled for the first time, relating 
to the myriad community health 
services these patients required 
and used. Behavioral health case 
managers accessed, coordinated, 
and ensured that service needs were 
met on a continuous basis. These 
strategies still can be found today in 
many behavioral health models of 
care delivery.

The 1970s and 1980s
During the 1970s and 1980s, the 

federal government provided funding 
to support the development of several 
demonstration projects focused 
on long-term care. Legislation was 
enacted at the state and federal 
levels to incorporate these projects 
into strategic planning policies. 
Reimbursement was established 
through Medicare and Medicaid 
waivers. Some of the better-known 
projects included the Triage Program 
in Connecticut, the Wisconsin 
Community Care Organization, the 

On Look Project in San Francisco, 
the New York City Home Care 
Project, and the Long-Term Care 
Channeling Demonstration Project in 
San Francisco.

By the late 1980s, community-
based case management programs 
were emerging in many parts of 
the country as a mechanism for 
managing patients and resources 
in capitated environments. One 
important example is the Carondelet 
Saint Mary’s Model in Tucson, AZ. 
These emerging and contemporary 
models returned case management 
to its original roots: the community. 
Case management had completed a 

circle that took more than 100 years 
to circumnavigate.

The 1990s
As a result of the re-emergence of 

community-based case management, 
the Centers for Medicare & Medicaid 
Services (CMS), formerly the Health 
Care Financing Administration 
(HCFA), funded five demonstration 
projects that used registered profes-
sional nurses in the role of com-
munity case managers to coordinate 
care for Medicare beneficiaries. These 
projects were called community nurs-
ing centers, including the following:

1. The Carle Clinic at the Carle 
Organization in Urbana, IL.

2. A School-Based Health Center 
at The University of Rochester in 
New York.

3. The Silver Spring Community 
Nursing Center at the University of 
Wisconsin, Milwaukee.

4. The University Community 
Health Services Group Practice at 
Vanderbilt University in Nashville, 
TN.

5. The Carondelet Health Care 
Corporation at Carondelet St. Mary’s 
Hospital in Tucson, AZ.

A special feature of these centers 
is that they relied on nurses as 
the main providers of care with 
physicians in consulting roles. 
These centers demonstrated the 
ability to affect both the process 
and outcomes of care. Examples of 
the services provided or arranged 
for and coordinated by the 
nurse case managers were health 
risk assessments; authorization, 
coordination, evaluation, and 
payment of services; services such as 
home care, transportation, respite 
care, and home-delivered meals; 
preventive and psychiatric mental 
health; health promotion activities 
such as exercise, nutrition, and 

THE “CONTINUUM 
OF CARE” WAS 
LABELED FOR 

THE FIRST TIME, 
RELATING TO 
THE MYRIAD 
COMMUNITY 

HEALTH SERVICES 
THESE PATIENTS 
REQUIRED AND 

ACCESSED.
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lifestyle changes; durable medical 
equipment; and medical or minor 
surgical care.

Changes in 

Reimbursement
While case management prin-

ciples could be found in a variety of 
community-based settings before the 
1980s, case management was not 
widely used or well understood. It was 
not until the 1980s that case manage-
ment truly came into its own. Before 
1983, healthcare costs were not of 
major concern to the healthcare 
provider. Because most healthcare 
reimbursement was based on a fee-
for-service structure, there were no 
financial incentives to reduce costs. In 
fact, because the use of resources was 
financially rewarded by the healthcare 
system, overuse abounded. This over-
use and misuse of healthcare resourc-
es, particularly those in the acute care 
setting, resulted in spiraling costs for 
the consumers of care and the insur-
ers who were paying for it. The costs 
of pharmaceuticals, radiology, and 
supplies continued to escalate with 
minimal management. By the 1990s, 
healthcare in the United States had 
become a trillion-dollar business.

Therefore, it is no great surprise 
that the healthcare system eventually 
broke down. Consumers and third-
party payers no longer were willing 
to pay high costs when the quality 
of the services they were receiving 
was barely keeping pace. In fact, 
it appeared to most healthcare 
consumers that the quality of services 
was diminishing and the value of care 
was reduced. The costs were rising 
while value was falling.

The mid-1980s were witness to 
a flurry of activities, all designed to 
figure out how to improve the quality 
of healthcare while reducing costs. 
The expected result was an increase in 

value. On the payer side, we first saw 
the introduction of the prospective 
payment system with the diagnosis-
related groups (DRGs) as the reim-
bursement scheme. Shortly after that, 
the western United States saw an 
increase in the use of managed care 
and health maintenance organizations 
(HMOs). Employers saw HMOs as 
a way to lower the cost of providing 
health insurance to their employees. 
Several states, including Minnesota, 
California, Arizona, and Tennessee, 
have since adopted broad-based man-
aged care programs. By the turn of 
the 21st century, managed care reim-
bursement systems had permeated the 
United States.

Unfortunately, many of the efforts 
resulting in changes in reimbursement 
and the introduction of managed care 
were perceived solely as cost-cutting. 
Although much lip service was given 
to the notion of quality, effective and 
consistent outcome measures as well 
as measures of quality of care, were 
lacking. What did exist were financial 
parameters that guided outcomes 
evaluation, such as length of stay 
and cost per case. Within three to 
five years, organizations began to 
recognize the need to incorporate 
quality into the agenda. Much of this 
came out of healthcare organizations 
themselves.

Two major quality improvement 
models drove the quality initiatives. 
The first was total quality manage-
ment and the use of continuous 
quality improvement methods. The 
second was case management. Ulti-
mately, both these concepts became 
the framework for redesign efforts 
and patient-focused care.

Early Hospital-based 

Case Management
Two hospitals attempted to 

respond to the changing times by 

addressing the changes in healthcare 
reimbursement, shortened lengths 
of stay, and dwindling hospital 
resources. Carondelet St. Mary’s 
Hospital in Tucson, AZ, and 
New England Medical Center in 
Boston, were the first to recognize 
the need to redesign their nursing 
departments. Each introduced 
nursing case management models that 
incorporated elements of both team 
and primary nursing within a context 
of controlled resources and shortened 
lengths of stay. The early case 
management models were structured 
on using hospital-based nurse case 
managers to monitor the patient’s 
progress toward discharge.

Carondelet’s model was 
initially designed as an acute care 
case management model. The 
job title “professional nurse case 
manager” described an RN with the 
minimum educational preparation 
of a bachelor’s degree. The case 
manager assumed responsibility for 
managing patients toward expected 
outcomes along a continuum of care. 
Carondelet collected data for the first 
four years after implementation of 
the model and found that quality and 
cost were improved. Job satisfaction 
increased for nurses, and their job 
stress decreased. In addition, patient 
satisfaction increased. Perhaps the 
most compelling finding was that 
some patients with chronic illnesses 
were not hospitalized. Those who 
were admitted had lower acuity 
levels. They were immediately linked 
to the healthcare system so that the 
length of stay at the beginning of 
the hospitalization was decreased. 
This resulted in lower costs for the 
hospital.

These findings resulted in the 
development of the first nursing 
HMO. The initial program, launched 
in 1989, focused on managing 
patients from a senior care HMO. 
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The nurse case manager screened 
all patients admitted under the 
Senior Plan contract. The assessment 
included determining the necessary 
nursing services before discharge, 
monitoring of any community 
services being provided, and ensuring 
a continuation of care in the 
community, if necessary. Because the 
fees were capitated, the case manager 
could match the patient’s needs with 
the appropriate services.

New England Medical Center 
Hospitals in Boston used senior staff 
nurses to pilot the case manager 
role. The case managers carried a 
core group of patients for whom 
they provided direct patient care. 
They worked closely with physicians, 
social workers, utilization managers, 
and discharge planners. The core 
of the care delivery system was 
that outcomes should drive the 
care process. Several versions of 
critical pathways were developed for 
planning, managing, documenting, 
and evaluating patient care. During 
those early years, the tools of the trade 
moved more and more toward care 
management tools that structured the 
care process and outcomes, and were 
more interdisciplinary.

Both models were deemed 
successes by their organizations. 
Across the country, other hospitals 
began turning to these two role 
models for ideas, direction, and 
support. This was a watershed 
moment in healthcare delivery, as 
unprecedented numbers of healthcare 
organizations began to think about 
or implement case management. Its 
position in the healthcare arena was 
secured.

Although case management 
initially addressed the changes 
necessary for organizations to survive 
prospective payment, it was even 
more effective in its management of 
cases under a managed care system. 

In both reimbursement systems, 
patient care must be managed and 
controlled, with a tight rein on the 
use of resources, the length of stay, 
and continuing care needs.

The majority of the 1980s models 
did little in terms of changing the role 
functions of the other members of 
the healthcare team. Whereas nursing 
provided the driving force for the 
movement toward hospital-based case 
management, the other disciplines 
were slower in recognizing the value 
of such a system. Additionally, serious 

downsizing was only just beginning 
in the industry. Corporate America 
had already begun massive layoffs and 
downsizing initiatives. Thousands of 
people lost their jobs. Healthcare had 
not yet begun to feel the economic 
pinch as it was being felt in other 
businesses; the incentive for merging 
and downsizing departments was not 
yet there.

Shortly after these early models, 
case management began to mature as 
more hospitals began to implement 
case management models. One could 
see a direct correlation between the 
degree of managed care infiltration 

and the use of case management. In 
nursing case management, the nurse 
essentially functions as the leader of 
the team, similar to the team nursing 
approach. The difference was that the 
team did not consist of nurses only 
— the team was interdisciplinary, 
and each healthcare provider had a 
say in how a patient’s care would be 
delivered and monitored.

Shortly after this popularity of the 
nursing case management models, 
other disciplines caught on and began 
to pursue the design and implemen-
tation of case management systems. 
This increased buy-in from other 
disciplines resulted in a spread of 
these models throughout the country, 
leading to the birth of interdisciplin-
ary approaches; hence, dropping 
“nursing” from the label to better 
reflect the models because they no 
longer were nursing in nature. Today, 
case management departments most 
commonly report to the chief opera-
tions or medical officers of an organi-
zation rather than to nursing services. 
This shift in reporting structure has 
resulted in giving case management 
departments more credence and 
power in an organization.

Summary
Case management began as 

a community-based model, but 
gained most of its popularity and 
appreciation after it moved into 
hospitals. It remained in hospitals for 
30 years, and now is returning to its 
roots in the community, having gone 
full circle. The difference today is that 
we must develop strategies for linking 
case managers and case management 
models across the continuum so that 
case managers can work together 
from a patient perspective rather than 
a delivery setting perspective. That 
is the challenge and the opportunity 
before us today.  n

THIS WAS A 
WATERSHED 
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(continued from page 138)
A 70-year-old woman may not 

have Medicare because she never 
worked, but she could qualify for 
spousal benefits. “Is there a free 
care plan? Are they eligible for 
Medicare? Are they eligible for a 
Veterans Administration benefit? It 
takes tenacity and assertiveness to 
help patients navigate the healthcare 
maze,” Hamilton says.

“We have to be willing to look 
outside the box for solutions,” she 
adds.

A patient who was hospitalized 
out of state due to an injury may 
want to receive post-acute care in his 
or her home city. The patient might 
have a life insurance policy with 
a cash value or a retirement fund 
that could be used to fly him or her 
home, Hamilton says. Sometimes, 

family members may come together 
to assist with this expense if it’s not 
covered by the patient’s insurance, 
she adds.

“At the end of the day, it’s all about 
doing the right thing for the patient. 
Patients can’t live in the acute care 
hospital and it’s up to us to ensure 
a safe discharge plan is in place and 
successfully discharge the patient to 
the next level of care,” she says.  n

EXECUTIVE SUMMARY

When NYC Health+Hospitals’ acute care hospitals and post-acute facilities 

began collaborating in a pilot project, they were able to place challenging 

patients in the appropriate level of care — a program that is on track to 

save the public hospital system $3 .5 million per year when it is rolled out 

systemwide .

• At weekly videoconferences, staff at NYC Health+Hospitals/Bellevue discuss 

patients who no longer meet criteria for acute care but can’t be discharged . 

Staff at post-acute NYC Health+Hospitals/Coler determine if they are able to 

take the patient .

• During the pilot project, staff from Bellevue visited Coler to find out what 

services they provide .

• When questions about a patient arise during the videoconference, a team 

from Coler visits Bellevue to assess and interview the patient .

Collaboration Moves Long-stay Patients to 
Next Level of Care
Videoconferences, site visits help with transitions

D ifficult-to-place patients, some 
of whom have been in an acute 

care hospital for a year or longer, 
are being transitioned to a more 
appropriate level of care through 
NYC Health+Hospitals’ Better 
Way to Live program that promotes 
collaboration between acute care and 
post-acute facilities.

One key to the program’s success 
is a weekly videoconference between 
acute hospital staff and post-acute 
facilities, during which the clinicians 

discuss what they call “alternative 
level of care patients” — those who 
no longer meet criteria for an acute 
level of care, but are challenging to 
discharge to the next level due to 
medical, mental, or social issues, says 
Maureen McClusky, FACHE, senior 
vice president for post-acute care for 
NYC Health+Hospitals.

NYC Health+Hospitals is the 
largest public health system in the 
nation and includes 11 hospitals, 
trauma centers, neighborhood health 

centers, skilled nursing homes, home 
care services, and other post-acute 
care providers. The organization 
serves more than 1 million patients 
each year at more than 70 locations 
across New York City’s five boroughs.

“We started the Better Way to Live 
project in response to requests from 
many hospitals in the system who 
asked for assistance in transitioning 
patients who had been in acute care 
for a long time, some more than a 
year,” McClusky says.

A pilot project between two of 
the largest facilities in the system 
was so successful that the health 
system leadership is rolling it out 
systemwide, a move that will save an 
estimated $3.5 million annually.

Patients with lengthy stays may 
be homeless, experience drug or 
alcohol issues, suffer dementia, or 
other reasons they can’t be discharged 
and need round-the-clock attention, 
McClusky says.

The most challenging patients are 
clinically complex, have longstanding 
behavioral health issues, a history 
of substance abuse, and/or no social 
support system. They were admitted 
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to the public hospital system because 
they needed medical care. They need 
post-acute care but because of their 
social and medical challenges, it is 
virtually impossible to place them in 
private post-acute facilities, McClusky 
says.

Many of the patients with long 
stays remain in the hospital for safety 
reasons, McClusky says. They may 
be violent and be a danger to them-
selves or others. Some patients with 
dementia have a tendency to wander.

“Acute care hospitals aren’t the 
ideal setting for these kinds of 
patients who need specialized units 
with mobility alarms, heightened 
security, and a wide variety of daily 
activities,” says Marcy Pressman, 
deputy executive director of NYC 
Health+Hospitals/Bellevue.

Bellevue plays a crucial role in the 
system as the transfer and referral 
center for the most complex patients 
who require a high level of medical 
expertise, she adds.

“In order to serve all of the 
patients in the system in the right 
setting at the right time, it’s critical 
to move patients who no longer need 
to be in Bellevue,” Pressman says.

Before the pilot program began 
in June 2016, acute care hospitals 
discharged patients to post-acute 
facilities within the geographic area. 
The organization’s leadership decided 
to divide all of the providers in the 
system into three service lines: hospi-
tals, ambulatory care, and post-acute 
care, McClusky adds. Now, hospitals 
can transition patients to any other 
entity in the system.

For the pilot project, multidis-
ciplinary teams from Bellevue and 
Coler held weekly videoconferences 
to discuss the hospital’s alternative 
level of care patients and whether 
Coler could accommodate them. 
Coler is an 815-bed skilled nursing 
and rehabilitation facility.

Staff from Bellevue visited Coler 
to see what services the facility could 
provide, and Coler formed a clinical 
assessment team to visit the acute care 
hospital and assess potential transfers. 
The teams from each facility included 
the director of social work, the unit 
social worker, a nurse from the unit, 
and the chief medical office.

“We discussed the patients’ capa-
bilities, and opportunities for place-
ment. There were open discussions on 
both sides,” says Leah Matias, RN, 
MS, LMHA, AMP, deputy executive 
director at NYC Health+Hospitals/
Coler.

Patients on the list include 
those who must have one-on-one 
monitoring, those with aggressive 
behavior, people who require 
restraints, and those who have 
dementia as a comorbidity. Coler has 
a highly rated secure memory care 
unit and round-the-clock activities, 
allowing staff to discontinue or 
reduce the one-on-one monitoring 

and use of restraints, Matias adds.
The initiative has helped staff at 

the two facilities gain understanding 
and information about each other, 
McClusky says.

“When the Bellevue team visited 
our facility, they told us they didn’t 
realize that we could care for patients 
who have medical needs as well as 
those who need to be on a memory 
care unit. Through the teleconferenc-
ing and visits, they understand what 
we are capable of doing,” says Robert 
Hughes, chief executive officer of 
NYC Health+Hospitals/Coler.

The Clinical Assessment Team at 
Coler found their visits to patients in 
the acute care hospital helps expedite 
the decision to take a patient, Matias 
says.

“We review the records, but some-
times the records don’t say everything. 
We do a preliminary assessment via 
videoconferencing, but bringing the 
team in to interview the patient and 
staff eliminates the time lag when we 
need more information,” she adds.

The people on the team are the 
ones most likely to be caring for the 
patient. The team typically includes 
the unit nurse, a social worker, and 
a psychologist or psychiatrist, all of 
whom are assigned to the unit where 
the patient is likely to be placed.

Staff at both facilities in the pilot 
reported success. Coler has doubled 
the admissions they receive from 
Bellevue, according to Hughes.

“This program was a huge success 
for us. We saw a 66% reduction in 
the longest lengths of stay among 
alternate level of care patents,” 
Pressman adds.

“We are looking at the full 
range of services available in the 
continuum of care and which type of 
setting will benefit the patients most. 
It’s not just a better system for the 
organization — it’s a better path for 
patients,” Hughes says.  n

“ACUTE CARE 
HOSPITALS 
AREN’T THE 

IDEAL SETTING 
FOR THESE KINDS 

OF PATIENTS 
WHO NEED 

SPECIALIZED 
UNITS WITH 

MOBILITY 
ALARMS, 

HEIGHTENED 
SECURITY, AND 
A WIDE VARIETY 

OF DAILY 
ACTIVITIES.”



144   |   HOSPITAL CASE MANAGEMENT / October 2017 HOSPITAL CASE MANAGEMENT / October 2017   |   145

EXECUTIVE SUMMARY

In a series of announcements, the Centers for Medicare & Medicaid Services 

(CMS) proposed changes in the bundled payment program and unveiled the 

Inpatient Prospective Payment System (IPPS) final rule .

• CMS proposed cutting the number of geographic areas required to 

participate in the Comprehensive Care for Joint Replacement and making the 

program voluntary for the remaining hospitals .

• In the IPPS, CMS announced that it is stratifying hospitals into five groups 

based on the proportion of dual eligible patients and will compare hospitals 

with similar groups to determine penalties in the readmission reduction 

program .

• The agency announced changes in value-based purchasing and the Hospital 

Consumer Assessment of Healthcare Providers and Systems survey questions 

on pain management .

CMS Cuts Bundled Payment Program, 
Tweaks Quality Initiatives
Final rule goes into effect Oct. 1

The Centers for Medicare & 
Medicaid Services (CMS) 

proposed sweeping changes in 
three bundled payment initiatives, 
and tweaked some of the pay-for-
performance measures that affect 
hospital reimbursement.

In an announcement issued Aug. 
15, the agency proposed reducing the 
number of geographic areas that are 
required to participate in the Com-
prehensive Care for Joint Replace-
ment from 67 to 34. It also proposed 
making the program voluntary for 
hospitals in the remaining 33 areas, 
and for low-volume and rural hospi-
tals in all geographic areas.

At the same time, CMS proposed 
canceling the Episode Payment Mod-
els and the Cardiac Rehabilitation 
incentive payment model that was 
scheduled to begin Jan. 1, 2018.

The move would give CMS more 
flexibility to design and test other 
innovations to improve quality and 
care coordination, according to 

CMS administrator Seema Verma. 
“Changing the scope of these models 
allows CMS to test and evaluate 
improvements in care processes that 
will improve quality, reduce costs, and 
ease burdens on hospitals,” she said in 
a statement.

CMS also announced its intention 
to develop voluntary bundled 
payment initiatives in the future, 
rather than requiring hospitals to 
participate.

In the Inpatient Prospective Pay-
ment System (IPPS) final rule for the 
fiscal year 2018, CMS announced 
that future penalties issued under 
the hospital readmission reduction 
program will be based on how a 
hospital performs when compared to 
other hospitals with a similar percent-
age of patients who are dually eli-
gible for Medicare and Medicaid. To 
comply with the 21st Century Cures 
Act, CMS will stratify hospitals into 
five peer groups, depending on their 
proportion of dual eligible patients. 

The program penalizes hospitals with 
excess 30-day readmissions of patients 
with acute myocardial infarction, 
heart failure, pneumonia, total hip 
arthroplasty/total knee arthroplasty, 
COPD, and coronary artery bypass 
graft surgery.

In the final rule, which goes into 
effect Oct. 1, CMS announced that 
it is replacing the pain management 
questions currently in the Hospital 
Consumer Assessment of Healthcare 
Providers and Systems (HCAHPS) 
survey with a new set of questions that 
focus on the hospital staff’s communi-
cation with patients about pain. The 
new questions will be included on 
surveys distributed beginning Jan. 1, 
2018. However, in response to stake-
holder feedback, CMS has agreed to 
postpone posting the results for a year 
to give hospitals time to gain experi-
ence with the new measures.

CMS is updating the Value-Based 
Purchasing Program by removing the 
8-indicator Patient Safety for Selected 
Indicators from Safety domain, begin-
ning in fiscal 2019 and replacing it 
with a modified version, the 10-in-
dicator Patient Safety and Adverse 
Events Composite measure, beginning 
in fiscal 2023.

In fiscal 2019, CMS will alter the 
weight of the domains used to calcu-
late hospital performance in the pro-
gram. It is combining Clinical Care 
Processes and Clinical Care Outcomes 
into one domain that represents 25% 
of the hospital’s performance. The 
other domains, Safety, Efficiency and 
Cost Reduction, and Personal and 
Community Engagement, each is 
weighted 25%.  n
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High-needs Patients Require Focus to 
Avoid Readmissions

Hospitals can make significant 
headway in reducing 

readmissions by addressing high-
needs patients, according to a new 
National Academy of Medicine 
(NAM) special publication, which 
notes that nearly half of the nation’s 
spending on healthcare is driven by 
just 5% of patients.

Those patients can be identified 
long before discharge, making it 
possible to intervene early and 
reduce the likelihood of readmission, 
says Peter Long, PhD, chair of the 
planning committee for the NAM 
workshop series, and president and 
CEO of Blue Shield of California 
Foundation.

To improve health outcomes and 
curb healthcare spending, hospitals 
need to identify these high-needs 
patients and provide coordinated 
services through successful care 
models that link medical, behavioral, 
and community resources, the report 
says. The needs of this population 
extend beyond care for their physical 
ailments to social and behavioral 
services that often are central to their 
overall well-being, it says.

As a result, addressing clinical 
needs alone will not improve health 
outcomes or reduce healthcare costs, 
according to the NAM publication, 
which summarizes presentations, 
discussions, and scientific literature 
from a three-part workshop series. 
(The full report is available online at: 
http://bit.ly/2t8XbAJ.)

Common quality measures may 
not be enough to address high-needs 
patients, Long says.

“We think some of the quality 
measures in this are insufficient 
and misguided, so we’re calling for 
appropriate assessing of outcomes 

and rethinking of what could be 
better quality measures,” Long says. 
“We have to take into account the 
heterogeneous population and their 
functional status in addition to their 
access to healthcare. This is an area 
where hospitals have deep insight 
into what those measures should be 
or could be.”

The report examines the key 
characteristics of high-needs patients, 
the use of a patient categorization 
scheme as a tool to inform and target 
care, promising care models and 
attributes to better serve high-needs 
patients, and areas of opportunity 
to support the spread and scale of 
evidence-based programs.

Understanding the characteristics 
of high-needs patients is the first 
step in determining how to improve 
care, the report says, but consensus 
on those defining characteristics has 
been slow to evolve.

“Segmentation of the patient 
population and then applying 
different care models to those 
segments is a key concept, and some 
health systems are beginning to take 
that approach. That is a starting 
point that any hospital or health 
system could do today on their own,” 
Long says. “We gave some examples 
based on claims data, but we think 
health systems themselves have 
much better data and do their own 
segmentation based on a number of 
factors like utilization and functional 
status.”

NAM says three criteria could 
help define and identify this 
population: total accrued healthcare 
costs, intensity of care utilized for a 
given period of time, and functional 
limitations. Functional limitations 
include limitations in activities of 

daily living — such as dressing, 
bathing, self-feeding, and grooming 
— or limitations in instrumental 
activities of daily living that support 
an independent lifestyle — such as 
housework, shopping, managing 
money, taking medications, or using 
transportation.

Care Models Identified

Research indicates that high-needs 
individuals are disproportionately 
older, female, white, and less 
educated, the report notes. They also 
are more likely to be publicly insured, 
have fair-to-poor self-reported 
health, and be susceptible to lack of 
coordination within the healthcare 
system. Therefore, improving 
outcomes for this population 
requires assurance of attention to an 
individual’s functional, social, and 
behavioral needs — largely through 
social and community services, NAM 
recommends.

“Understanding how to care 
effectively for high-needs patients 
requires ascertainment of the key 
factors driving the needs for of each 
individual. Because this patient 
population is heterogeneous, those 
factors will differ for different 
segments of the population,” 
according to the report. “Therefore, 
the use of a practical taxonomy that 
helps group individuals by the care 
they most need, as well as when, how, 
and how often they might need it, 
can inform decisions about how to 
serve these patients more effectively.”

In the course of the meeting 
series that formed the basis of 
the report, a taxonomy working 
group identified for discussion the 
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taxonomic elements that might help 
align high-needs patients with the 
care models that target their specific 
circumstances. While the success of 
even the best care model will depend 
on the particular needs and goals of 
the patient group a model intends 
to serve — which vary for different 
segments of high-needs patients 
— all successful care models aim 
to foster effectiveness across three 
domains: health and well-being, 
care utilization, and costs, the report 
notes. The planning committee 
identified 14 successful care models 
for high-needs patients and cross-
referenced those to the segment(s) of 
the proposed taxonomy that could 
be served if health systems leaders 
match the needs of their patients to 
appropriate models within this menu 
of evidence-based approaches.

“A number of barriers currently 
prevent the spread or sustainability 
of successful care models, including 
the misalignment between financial 
incentives and the services necessary 
to care for high-needs patients, 
health system fragmentation, 
workforce training issues, and 
disparate data systems that cannot 
easily share needed information,” 
NAM says.

The publication discusses these 
barriers as well as strategies for 
addressing them. NAM identified 
the following opportunities for 
action and reform:

• Refining the starter taxonomy 
based on real-world use and 
experience to facilitate the matching 
of individual need and functional 
capacity to specific care programs.

• Integrating and coordinating 
the delivery of medical, social, and 
behavioral services to reduce the 
burdens on patients and caregivers.

• Developing approaches for 
spreading and scaling successful 
programs and for training the 

workforce capable of making these 
models successful.

• Promoting payment reform 
efforts that further incentivize the 
adoption of successful care models 
and the integration of medical and 
social services.

• Establishing a small set of 
proven quality measures appropriate 
for assessing outcomes, including 
return on investment, and 
continuously improving programs 
for high-needs individuals.

• Creating road maps and tools 
to help organizations adopt models 
of care suitable for their patient 
populations.

Find Key Drivers 

in Care Models

Long notes that while there are 
hundreds of models of care designed 
to address high-needs patients — 
and the NAM report highlights 
14 of the most well-known — the 
models need more study before any 
can be determined the best, he says, 
and it may be that there is no single 
model to adopt. Even care models 
that have proven success with some 
institutions can be difficult for any 
one hospital to adopt exactly as 
outlined, he says. A better strategy 
might be to identify what makes 
any model work and apply those 
concepts as appropriate in the 
hospital, which may not be exactly 
the way they were applied elsewhere, 
he says.

“Deconstruct that model into 

its component parts and you 
might find that it’s really about 
improved communication — data 
sharing among different players, 
for instance,” Long says. “Those 
elements can be applied without 
necessarily taking on the care model 
lock, stock, and barrel, which 
sometimes doesn’t work because 
hospitals and health systems have 
unique characteristics.”

Segmentation of a health system’s 
patient population and developing 
a high-needs care model will require 
significant new and different data 
collection, as well as data flow, Long 
says.

“We don’t underestimate the 
magnitude of what we’re talking 
about for hospitals. When we say, 
‘you have to incorporate behavioral 
health and social risk factors,’ we 
know that means incorporating a lot 
of new players, with different data 
and different systems,” Long says. 
“We think data collection is going to 
be a challenge.”

The move toward value-based care 
should be an impetus for improving 
the care of high-needs patients, Long 
says.

“As a hospital moves toward 
value-based care, they will need 
to improve the care of high-needs 
populations because they get a 
sum of money to produce an 
outcome. It reinforces the need for 
segmentation and providing a care 
model tailored to the needs of these 
patients,” he says. “Value-based care 
is an accelerant to all of these care 
models.”  n
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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. According to Carolyn Hamilton, 

MS, RN-BC, CDDS, CPHQ, 

corporate director of care 

coordination for DCH Health 

System, what is the mean 

length of stay for all Medicare 

admissions?

a . 3 .01 days

b . Four days

c . 2 .8 days

d . Two midnights

2. Toni Cesta, RN, PhD, FAAN, 

partner and consultant in 

Case Management Concepts, 

suggests that a long-stay 

committee review cases where 

the length of stay exceeds what 

time frame?

a . Ten to 14 days

b . Five to seven days

c . Seven to 10 days

d . The geometric mean length of 

stay for that diagnosis

3. According to Toni Cesta, how 

many patients can a skilled 

discharge planning specialist 

manage at one time?

a . 15

b . 10

c . 20

d . 25

4. At DCH Healthcare, if 

the Quality Improvement 

Organization rules in favor of 

the hospital when Medicare 

patients appeal their discharge, 

the case manager gives them a 

Hospital Issued Notice of Non-

Coverage 12 and a bill for the 

cost of a night’s stay.

a . True

b . False
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