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“WHEN THE TWO 
DISCIPLINES 

COLLABORATE, 
THEY PROVIDE 
A 360-DEGREE 

ASSESSMENT OF 
THE PATIENT, 

WHICH RESULTS 
IN A GOOD 
PLAN THAT 

ADDRESSES ALL 
OF THE PATIENT’S 

ISSUES.”

RN Case Managers, Social Workers 
Should Work as a Team With 
Clearly Defined Roles
It takes both disciplines to be effective

As the Centers for Medicare & 
Medicaid Services (CMS)  
 moves toward basing 

reimbursement on 
outcomes, it’s going 
to take both an 
RN case manager 
and a social worker 
to understand the 
complete picture 
of a patient’s 
situation and to 
work together on a 
discharge plan that 
includes everything 
the patient needs to 
avoid a readmission 
or an ED visit.

In today’s world, 
many patients have 
such complex needs 
that each discipline 
should consult with 
others to ensure that all needs are 

met, says Vivian Campagna, RN-
BC, MSN, CCM, chief industry 
relations officer for the Commission for 

Case Management 
Certification. That’s 
why in a growing 
number of hospitals, 
case managers and 
social workers act as 
a team and divide 
the responsibilities 
for their patients, she 
adds.

“Social workers 
and RN case 
managers have 
different training, 
different skills, 
and see patients 
from a different 
perspective. When 
the two disciplines 

collaborate, they provide 
a 360-degree assessment of the patient, 
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EXECUTIVE SUMMARY

With increasingly complex patients and changing reimbursement rules, it 

takes both an RN case manager and a social worker to gather a complete 

picture of a patient’s situation and create an effective discharge plan .

• Case management leadership should assign different duties to each 

discipline to take advantage of their unique skills and allow both disciplines 

to work at the top of their licenses .

• Create a clear, concise job description for each discipline and formal 

policies and procedures that make clear the roles and responsibilities of each .

• Creating a formal model helps avoid confusion and duplication, and ends 

confusion about who does what .

• The case manager-social worker team should be compatible and work well 

together .

which results in a good plan that 
addresses all of the patient’s issues,” 
she says.

But in some organizations, social 
workers and RN case managers are 
asked to do the same thing, even 
though they have different skill 
sets, adds Toni Cesta, RN, PhD, 
FAAN, partner and consultant in 
North Bellmore, NY-based Case 
Management Concepts.

In other organizations, the social 
workers and case managers report 
to separate leaders. “This makes it 
difficult to achieve a collaborative, 
integrated model, which is the best 
practice,” Cesta says. It also creates 
confusion about the role that social 
workers play on the interdisciplinary 
team and what case managers do, she 
adds.

Part of the reason that the roles 
are blurred may be that hospital 
administrators don’t understand 
the unique qualifications of each 
discipline, says Peggy Rossi, BSN, 
MPA, CCM, ACMC-RN, CMAC, 
an independent case management 
consultant.

Case management leadership 
must educate the hospital’s executive 
team on the difference between 
social workers and RN case managers 

and the benefits of them working as 
a team, Rossi says.

“In some hospitals, the leadership 
has hired licensed staff in order to 
comply with Medicare Conditions 
of Participation, but they don’t 
make the best use of their skills. For 
instance, I’ve been in hospitals where 
the only job a master’s-prepared 
social worker does is nursing home 
placement,” she says.

Case management leadership 
should create a department that 
maximizes the skills of each 
discipline so each staff member can 
work at the top of his or her license, 
Cesta adds.

“This requires a clear 
understanding of what each 
discipline is responsible for in the 
case management department, how 
they complement each other, and 
collaborate with each other,” she 
says.

Unfortunately, that doesn’t always 
happen, says Patrick Hernandez, 
DBH, MSW, LMSW, CPRP, 
management consultant for Berkeley 
Research Group.

Hernandez, who consults with 
hospitals across the country, says he 
has encountered case management 
departments “patched together, 
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either through changing CMS 
requirements or in an attempt to 
meet new regulatory standards.”

Some hospitals fail to develop 
well-structured case management 
departments. “Instead, they [hire] 
nurses or social workers to help them 
comply with the ever-changing rules 
from Medicare. The staff is operat-
ing well and meeting the needs of 
patients, but this can be misleading. 
Often times, there are no clearly 
defined responsibilities between RN 
case managers and social workers. 
This can often confuse patients and 
their families,” he says.

Many case management 
departments developed their present 
structures as hospitals adjusted to 
new CMS initiatives, Hernandez 
adds. “Once CMS moved toward 
value-based care, it forced 
healthcare systems to re-evaluate 
the way they approach patient care 
from admission to the inpatient 
setting and well into post-acute 
care. Hospitals could no longer 
just ‘treat and release.’ Hospitals 
had to take qualitative steps in 
discharge planning to avoid higher 
rates of readmissions. Often, case 
management departments played an 
important role in these healthcare 
solutions,” he says.

The struggle to build a case 
management department to succeed 
in today’s healthcare environment 
continues, he says. Finding balance 
between keeping length-of-stay 
and readmission rates low has been 
challenging for many hospitals. If 
patients are discharged too quickly, 
they are likely to be readmitted; 
if they stay too long, it can be 
financially disastrous for hospitals, he 
says. “Invariably, these are hospitals 
with case management departments 
that were created without a lot of 
thought and where the roles of each 
discipline are not clear,” he adds.

It’s not too late for case 
management leadership to 
reorganize and create an effective 
department, Cesta adds. The first 
step is for the leadership to develop 
a detailed document that delineates 
each discipline’s role and function.

“In some hospitals, neither 
discipline understands what the 
other one is doing. This creates 
angst between the two disciplines,” 
Cesta says. “Social workers may feel 
threatened if they feel that the RN 
case managers are trying to take 
over their jobs, and vice versa. This 
is why it’s so important to define 
each role in detail.” (For more details 
on dividing the workload, see related 
article on page 164.)

In many settings, physicians, 
nurses, and other staff don’t 
understand the distinctions between 
the skills of nurses and those of 
social workers, Campagna says.

“Everyone on the team should 
understand what each member 
brings to the table that is different 
from what the others are doing,” she 
says.

Medical City Dallas Hospital’s 
case management department 
provides ongoing education to 
help the nursing staff understand 
the difference between social work 
and case management, says Beth 
Griffin, LCSW, manager of case 
management. “There is a lot of 
communication between all of the 
disciplines. It’s the only way to 
create a cohesive team,” she says.

The case managers and social 
workers attend interdisciplinary 
rounds every day and meet with 
other team members as needed 
throughout the day. “It’s all about 
working together as a team to be 
more proactive,” Griffin says.

The staff are cross-trained to help 
each other. When one team member 
is absent, there is a back-up person 

in the same discipline to help with 
his or her duties.

“We want to make sure that no 
one is trying to do things that aren’t 
within their scope of practice,” she 
says.

In some hospitals, social workers 
are being asked to assume more case 
management duties to handle the 
increasing case management workload 
as CMS and other payers enact more 
rules, Hernandez reports. Assigning 
social workers duties that typically are 
handled by registered nurses is setting 
them up for potential failure, he adds.

“Social workers don’t have the 
clinical education and experience 
to do the same jobs as RNs. They 
are not trained medically. While it 
is possible that social workers could 
learn the general medical components 
while they are on the job, they may 
not know all of the details they need 
to handle tasks that are better suited 
to RNs,” he says.

When social workers are asked to 
perform a task that is better suited 
to a nurse, it impedes efficiency and 
patient throughput, and it may affect 
patient outcomes, he adds.

For instance, he says, there is a 
short window of time for appropriate 
patients to transfer to a long-term 
acute care hospital (LTACH) and 
patients must meet certain criteria. 
Nurses would know the medical 
criteria, but a social worker would not 
and should not be expected to since 
it is outside of his or her license and 
practice. If the three-day opportunity 
is missed, the patient’s length of stay 
in the acute care hospital could be 
extended.

Hernandez urges hospital 
leadership to allow social workers 
to use their unique skills. “They 
are in the hospital, on the floor, 
trained and ready to help patients. It 
behooves hospitals to utilize this great 
resource,” he says.
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Licensed clinical social 
workers have the skills to provide 
counseling for families facing 
end-of-life issues, handle spousal 
or elder abuse problems, link the 
family with community resources 
such as medication assistance or 
transportation services, find shelter 
for homeless patients, and handle 
other psychosocial issues, Rossi says.

“In today’s world where there 
are so many patients with complex 
medical problems as well as patients 
with substance abuse issues, social 
workers should be in a role where 
they work in collaboration with case 
managers and the nursing staff to 
manage all of the patient’s needs,” 
she adds.

An increasing number of patients 
suffer from behavioral health issues, 
Hernandez points out.

“Opioid use is rocketing. About 
20% of patients that come into the 
hospital have mental health issues, 
and 60% to 70% of those have a 
chronic condition. You can’t separate 
the two. It’s counterproductive to 
treat a patient’s chronic illness and 
hope they feel better emotionally,” 
he says.

Being aware of and working to 

overcome the social determinants of 
health is a critical part of ensuring 
the success of the discharge plan, 
and that’s where social workers are 
invaluable, Campagna says.

“If patients don’t have food, 
don’t feel safe at home, and/or lack 
transportation, you can’t expect good 
outcomes after discharge. This makes 
social workers an integral part of 
the case management and discharge 
planning process,” she says.

Social workers are familiar with 
the community and the available 
services, Campagna points out. 
Social workers are advocates by 
training and can play a vital part on 
the care transition team, she adds.

More often than not, patients 
with clinically complex conditions 
also have psychosocial needs, 
Campagna points out.

“The nurse/social worker case 
management team should work 
collaboratively to address each 
patient need with each discipline, 
bringing their very distinct skill set 
to the table,” she says.

Case managers and social workers 
should huddle several times a day to 
make sure each is doing what needs 
to be done and that the needs of 

all patients are being served, Rossi 
recommends.

“Multidisciplinary rounds are 
critical. The nurses on the floor, the 
case manager, and the social worker 
on the unit should meet at least once 
a day and go over all the patients and 
what’s happening with them to make 
sure everything is being handled and 
there are no duplications,” she says.

“If the case managers and social 
workers are not working together, 
patients won’t get everything they 
need for a safe discharge and will be 
readmitted,” Rossi says.

The treatment team can treat the 
physical issues while patients are in 
the hospital, but if patients don’t have 
a safe place to go, can’t pay for their 
medication, or aren’t capable of living 
on their own, the hospital will wind 
up getting them back, Campagna 
points out.

“If social workers and case 
managers collaborate and everybody 
does what they do best, you have 
the ability not only to reach optimal 
outcomes while the patient is in the 
hospital, but to ensure that the good 
outcomes continue when the patient 
goes back to the community,” she 
says.  n

Vague Job Descriptions Leave Everyone 
Confused
Be clear about the duties of case managers, social workers

When Peggy Rossi, BSN, MPA, 
CCM, ACMC-RN, CMAC, 

an independent case management 
consultant, works with hospitals 
throughout the country, the biggest 
problem she encounters is the lack 
of detailed job descriptions for case 
managers and social workers.

“Job descriptions are not clear. In 

many hospitals, they don’t even begin 
to describe what the staff should be 
doing,” she says.

To compound the problem, there 
are no policies and procedures that 
outline who is responsible for what 
tasks, she says. “That’s why there is so 
much confusion about the roles,” she 
adds.

Some hospitals don’t have job 
descriptions at all, while others use 
almost the same verbiage for RN 
case managers and social workers, 
reports Patrick Hernandez, DBH, 
MSW, LMSW, CPRP, management 
consultant for Berkeley Research 
Group. Case management leadership 
should develop clear roles and 
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responsibilities for each discipline 
and make sure everyone in the 
department understands them, he 
adds.

“In some places, there is little 
difference between [the] case 
management role and the social 
worker role,” Hernandez says. 
“I’ve been in hospitals where the 
department just divides the units 
down the middle and the social 
worker and the RN case manager 
provide the exact same discharge 
planning activities, safety assessment, 
and care planning in spite of the fact 
that they are two completely different 
disciplines. These clinicians do great 
work, but the landscape is changing 
and indistinct lines of responsibility 
will be problematic.”

Hernandez suggests that case 
management leadership delineate the 
roles and responsibilities with the 
intention of separating the disciplines 
so there is no duplication of work. 
Look at patient needs and determine 
the division of work based on the 

skill sets of the two disciplines, he 
suggests.

Rossi recommends that case 
management leadership meet with 
the staff, determine what work each 
discipline performs every day, and 
make sure that the job description 
matches the duties of each role. Then, 
write policies and procedures that 
make clear each role’s responsibilities.

Be clear on the roles and 
responsibilities of both disciplines 
and share the information with the 
rest of the staff, says Toni Cesta, RN, 
PhD, FAAN, partner and consultant 
in North Bellmore, NY-based Case 
Management Concepts.

“The goals of the leadership 
should be to help the social workers 
and case managers understand a clear 
definition of what their roles and 
responsibilities are and to prepare 
them to articulate their roles to other 
staff in the organization,” she says.

There always will be some 
overlapping of work with patients 
being cared for by nurses, 

hospitalists, and therapists, as well 
as case managers and social workers, 
Cesta point out.

“This is normal, but there 
shouldn’t be so much of an 
overlapping of roles that everybody is 
doing the same thing. Team members 
should clearly understand their 
individual responsibilities,” she says.

Clearly defining the roles of both 
disciplines is critical as CMS and 
other payers enact more rules and 
case managers get busier, Hernandez 
says.

Nurse case managers and social 
workers need to understand each 
other’s skills and work together as a 
team, rather than operating in silos 
and participating in turf battles, 
says Vivian Campagna, RN-BC, 
MSN, CCM, chief industry relations 
officer for the Commission for Case 
Management Certification.

“Each person should 
communicate with the other 
and know when they need their 
colleague’s expertise,” she says.  n

A Formal Model Helps Eliminate Duplication, 
Gaps in Care
Decide who does what, and write it down

Initiatives from CMS make 
it more important for case 

management leadership to review 
the duties, roles, and responsibilities 
of all disciplines and build an 
effective model, says Patrick 
Hernandez, DBH, MSW, LMSW, 
CPRP, management consultant for 
Berkeley Research Group.

Hernandez recommends that 
case management departments 
become organized by adopting 
either the dyad model or the triad 
model of case management. The 
triad model has three separate and 

distinct roles: RN case managers, 
social workers, and utilization 
review nurses.

“Some hospitals use the 
dyad model, which assigns care 
coordination, discharge planning, 
and utilization review to case 
managers, and psychosocial issues to 
the social worker. This model works 
well if the ratio of case manager to 
patients is low and the case manager 
is highly skilled,” he says.

When departments don’t use 
a dedicated model, the lines are 
blurred — resulting in gaps in care 

or duplication of effort, he says.
“Whatever the model a case 

management department uses, the 
best practice requires each discipline 
to stay in their ‘swim lane’ and work 
to the height of their respective 
licenses. This creates a smooth, 
efficient work flow,” he adds.

Medical City Dallas Hospital 
uses the triad model with separate 
RN utilization nurses who are 
responsible for ensuring that 
patients are in the right status, 
dealing with approvals and denials 
from payers, and handling other 
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reimbursement-related tasks, says 
Beth Griffin, LCSW, manager of 
case management.

“RN case managers are the ones 
who drive the boat. They are in 
charge of care coordination and 
making sure patients get what they 
need from admission to discharge,” 
she says. The case managers 
complete an admission assessment 
within 48 hours of admission.

If the patient needs to go to a 
skilled nursing facility, a long-term 
acute care hospital (LTACH), or 
hospice, social workers receive a 
referral. They also are called on 
when patients are homeless, or if 
there are signs of abuse and neglect.

“Social workers handle the 
more socially complex cases, such 
as dealing with adult protective 
services and child protective 
services, or bereavement,” she says.

The RN case managers should 
be responsible for patient flow, 
utilization management, and the 
clinical components of discharge 
planning, says Toni Cesta, 
RN, PhD, FAAN, partner and 
consultant in North Bellmore, NY-
based Case Management Concepts.

Social workers should be 
responsible for psychosocial 
counseling and support, and 
discharge planning activities that 
are psychosocially integrated, she 
says.

For instance, an RN case 
manager should be responsible for 
discharge planning for a patient 
who will receive nursing services in 
the home. A social worker should 
handle hospice placement, long-
term nursing home placement, and 
other discharge where there is a 
need for psychosocial support, she 
says.

In the average hospital, about 
30% of patients need a social work 
intervention, Cesta says.

An effective way to optimize 
care coordination and discharge 
planning is to have social workers 
and case managers work together 
as a team, says Vivian Campagna, 
RN-BC, MSN, CCM, chief 
industry relations officer for the 
Commission for Case Management 
Certification.

She suggests that a team of one 
nurse case manager and one social 
worker collaborate closely and 
divide the workload depending 
on patients’ needs. Those needs 
should determine which discipline 
will serve as team leader for each 
patient, she adds.

Case managers should be 
assigned by unit and by team, and 
the number of staff depends on 
the unit. The teams should meet 
every day and determine patient 
needs, then divide the work based 
on the complexity and the level of 
expertise needed, Cesta says.

Case manager and social worker 
caseloads and ratios should not 
be based on how many beds are 
in a unit, but on the needs of 
the patients, Campagna adds. 
“Organizations need to look at 
their population, what types of 
patients they treat, and what 
patients need,” she says.

Peggy Rossi, BSN, MPA, 
CCM, ACMC-RN, CMAC, an 
independent case management 
consultant, recommends that 
case managers handle all of the 
discharge planning for patients 
to avoid confusion when the 
responsibility is shared. “It can be 
very frustrating when discharge 
plans are handled piecemeal, with 
the social worker handling the 
nursing home placement and the 
nurse setting up home health. It’s 
confusing to the patient and to the 
staff,” she says.

With some patients, it may be 

necessary to develop two discharge 
plans at the same time, Rossi 
points out. For example, a patient 
may want to go home but the 
physician thinks the patient may 
need a skilled nursing stay. The 
discharge planner must cover both 
contingencies.

“If the case manager and social 
worker divide the work, there 
may be two people talking to the 
patient about different plans at 
different times, which creates a lot 
of confusion,” she says.

There are some aspects of case 
management that both social 
workers and nurse case managers 
can do very well, Campagna says. 
For example, each can complete a 
patient assessment that includes 
both clinical and psychosocial 
elements, she says.

“RN case managers have the 
expertise to coordinate patient care, 
but they should collaborate with 
their social work colleagues to see 
the bigger picture,” she says.

Case managers and social 
workers each can evaluate a plan, 
but they look at it from different 
perspectives, Campagna says.

“Each can make a plan and 
understand what patients may 
need when they leave the hospital, 
but the nurse has the skills to 
arrange clinical services and the 
social worker has the knowledge 
of support in the community,” she 
says.

Rather than cross-training case 
managers and social workers to 
perform the same tasks, Campagna 
recommends educating the staff 
on the nuances of each role so 
they will know when they need to 
consult the other discipline.

“One of the keys to good case 
management is to recognize when 
more information is needed,” she 
says.  n
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TRANSITIONAL 
PLANNING 

PLACES THE CASE 
MANAGER IN A 

PIVOTAL POSITION 
IN THE PATIENT 
CARE DELIVERY 

PROCESS TO 
ENSURE QUALITY, 
SAFE, EFFICIENT, 
COST-EFFECTIVE, 
FAIR, EQUITABLE, 

PATIENT-FOCUSED, 
AND CONTINUOUS 

CARE.

Transitions in Care and the Role of the  
Case Manager
By Toni Cesta, PhD, RN, FAAN

Introduction

Care transitions has become a buzzword in 
healthcare. In fact, it has become an important 
component of case management models and the 

role of the case manager. This month, we will discuss what 
transitions in care actually means, particularly as it relates 
to case management. We will discuss the ever-evolving 
role of the case manager, both within 
the hospital and in the community, 
and how transitions are a strategy for 
managing cost, readmissions, and patient 
satisfaction.

In these times of fixed payments and 
increased finanical risk, whether they 
are the result of prospective payment 
systems, managed care reimbursement 
systems, bundled payment methods, 
or value-based purchasing, healthcare 
organizations no longer can afford to 
keep patients at one level of care for an 
extended period of time — especially one 
that is of high acuity, intensity, and cost. 
Without ongoing assessment for timely 
transfer to a more appropriate level of 
care, these organizations risk either no 
reimbursement for services rendered or 
denial of payments for all, or a portion 
of, these services. Transitional planning, 
traditionally known as discharge planning, 
is the process case managers apply daily, in conjunction 
with utilization and clinical care management. This process 
ensures that the interdisciplinary healthcare team provides 
patients with appropriate services in the most appropriate 
setting (i.e., level of care) as delineated in the standards and 
guidelines of regulatory and accreditation agencies (federal 
and private).

Transitional planning places the case manager in a 
pivotal position in the patient care delivery process to 
ensure quality, safe, efficient, cost-effective, fair, equitable, 
patient-focused, and continuous care. Transitional planning 
is defined as a dynamic, interactive, collaborative, and 
interdisciplinary process of assessment and evaluation of 

the healthcare needs of patients and their 
families or caregivers during and after 
a phase/episode of illness. Transitional 
planning also includes planning 
and brokering of necessary services 
and resources (e.g., durable medical 
equipment) identified based on the 
patient’s condition. In addition, it ensures 
that these services are delivered in the 
patient’s next level of care (i.e., setting) 
or after discharge from a hospital. This 
process is systematic and aims to facilitate 
the transition of patients from one level 
of care to another more appropriate, 
necessary, and reimbursable level without 
compromising the quality and continuity 
of care, or the services being provided. 
(For examples of transitions of care models, 
see chart on page 169.)

The Continuum of Care
Also known as patient flow, care 

transitions occur when patients move from one care 
setting or provider to another care setting or provider. 
Typically, these transitions occur when patients move across 
the continuum of care, so let’s start by describing that 
continuum. One way of looking at the continuum of care 
is by thinking of it as an endless circle with no beginning 
and no end. Within that circle are all types of services and 
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locations of those services that our 
patients might receive over the course 
of their lifetimes. It covers all phases 
of illness, from diagnosis to the end 
of life. It also covers patients who are 
healthy as they receive primary and 
preventive care services.

In case management, we often 
think of the acute care setting as the 
center of the universe. However, 
when thinking about patients and the 
continuum of care it is important to 
remember that the majority of our 
patients live in their homes in the 
community. During their lifetimes, 
patients may access a wide range 
of services, from home health to 
hospitalization to primary care. Care 
providers may change during each 
of these episodes. It is during these 
periods of transition that things may 
fall through the cracks, leading to 
overuse of healthcare resources, lack 
of coordination and communication, 
and poor outcomes for patients. 
For these reasons, transitions have 
become an important tool in the case 
manager’s toolkit.

When thinking about transitions 
in care, consider the level that the 
patient is currently in and the levels 
to which he or she must move. These 
levels include the following:

• Preacute services are those of-
fered to prevent illness or deteriora-
tion/changes in the patient’s health 
condition that may require acute 
care or hospitalization. Examples of 
these services are health risk assess-
ment and screening (e.g., cholesterol 
and blood pressure/hypertension 
screening, mammography, prostate 
screening, risk assessment question-
naires focusing on degree of healthy 
lifestyle), patient and family educa-
tion materials for wellness, health 
promotion and illness prevention, 
health advice lines, triage services, 
and counseling. Settings included in 
these types of services are managed 

care organizations, ambulatory/clinics, 
physician offices or group practices, 
and community-based health centers.

• Acute services are those 
provided during an acute episode 
of illness and in a hospital setting. 
Examples include emergency and 
trauma care, and procedures such as 
coronary artery bypass graft. Settings 
include hospitals, acute rehabilitation 
facilities, postanesthesia units and 
ICUs, and EDs.

• Post-acute services are those 
provided for patients after an acute 
episode of care, whether in a facil-
ity setting or at home. These services 
typically include rehabilitation and 
health maintenance. Examples include 
subacute care, geriatric rehabilitation 
services, skilled care, and home care 
services. Settings include long-term 
care facilities, skilled nursing facilities, 
assisted living, palliative and hospice 
care, and home care agencies.

Case managers often are the link 
that provides consistency for our 
patients during these periods of transi-
tion. By providing that link, case man-
agers help to guide and track patients 
over time through a comprehensive 
array of healthcare services spanning 
all levels of care.

Healthcare is in its infancy in 
terms of creating truly integrated 
systems that link patients across the 
continuum. While we are moving 
toward bundled payments, we are still 
receiving payment based on volume, 
procedures performed, and episodic 
care. In order to truly evolve toward 
population management, care must 
be much more coordinated across 
the continuum with the patient at 
the center of the hub, rather than 
the care provider or setting. For this 
infrastructure to exist, there are a 
variety of components that must be in 
place. These components include the 
following:

• integrated medical records;

• integrated IT solutions;
• telehealth services;
• preventive care;
• chronic disease management;
• high-risk community-based case 

management;
• transitional care coordination;
• case management;
• extended accessibility.
Accountable care organizations 

(ACOs) are designed to provide an 
infrastructure that combines each 
of these components. Even if your 
organization does not contain an 
ACO, it still will be necessary to 
perform like one in order to remain 
competitive in an era of bundled 
payments and value-based purchasing.

Case Management and 

Integrated Care
Integrated care is a concept bring-

ing together inputs, delivery, manage-
ment, and organization of services 
related to diagnosis, treatment, care, 
rehabilitation, and health promotion. 
Integration is a means to improve 
services in terms of access, quality, 
user satisfaction, and efficiency. Inte-
grated healthcare, often referred to as 
interdisciplinary healthcare, is an ap-
proach characterized by a high degree 
of collaboration and communication 
among health professionals. What 
makes integrated healthcare unique 
is the sharing of information among 
team members related to patient care 
and the establishment of a compre-
hensive treatment plan to address the 
biological, psychological, and social 
needs of the patient. The interdisci-
plinary healthcare team includes a 
diverse group of members (e.g., physi-
cians, psychologists, RN case manag-
ers, social workers, and occupational 
and physical therapists), depending on 
the patient’s needs.

The benefits of an integrated 
(continued on page 170)
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Transitions of Care Models

Model Highlights

Care Transitions Intervention 
(CTI)
www.caretransitions.org
Coleman CTI model

• A four-week program designed to foster patient engagement and promote 
safe transitions from the hospital or skilled nursing facility to home.

• Decreases rehospitalizations.
• Four pillars for safe transitions: medication self-management; 

maintenance of a personal health record; primary care provider follow-up; 
alertness to red flags (e.g., management of symptoms or situations of 
concern).

• Uses a transition coach for the patient. The coach focuses on the patient’s 
self-identified goals and helps the patient develop comfort with self-care 
management and engagement in taking care of own his or her own health.

• Coach does not assume home care or case management responsibilities.
• Coach initiates contact while patient is in the hospital, obtains patient’s 

consent to participate, and completes a home visit 72 hours post-
discharge.

• Three phone calls completed after the home visit that focus on follow-up 
care with primary care provider, medications, and other support services.

Transitional Care Model (TCM)
http://bit.ly/2zD1h6d

• Involves 1-3-month period of interventions to prevent rehospitalizations.
• Focuses on high-risk older adults with specific risk factors including 

cognitive impairment and any of the following: 80 years or older; 
functional deficits; active psychiatric condition; four or more comorbidities; 
six or more prescribed medications; two or more hospitalizations in past 
six months; inadequate social support system; poor health literacy; poor 
adherence to medical regimen.

• Employs the role of advanced practice registered nurse (APRN).
• Starts in the hospital setting where a specialized APRN completes a patient 

assessment and collaborates with the healthcare team in the development 
of an effective transitional plan.

• APRN visits patients after discharge from the hospital, reaches out 
to the patients by phone, and follows up on post-discharge care; 
accompanies patients on first visit to primary care provider post-discharge; 
communciates with the primary care provider and ensures important 
information has been exchanged; assists patients in identifying early signs 
and symptoms of worsening condition.

• Model relies on patient engagement, goal-setting, and communication 
with patient, family, and members of healthcare team.

Better Outcomes for 
Older Adults through Safe 
Transitions (BOOST)
www.hospitalmedicine.org
Society of Hospital Medicine

• Focuses on hospital discharge process and communication with patients 
and receiving providers.

• Enhances quality of transitions and offers tools for the standardization of 
transional care.

• The Eight Ps for risk assessment: Polypharmacy; Psychological 
comorbidities; Principal diagnosis of cancer, stroke, diabetes, chronic 
obstructive pulmonary disease, or heart failure; Physical functional 
limitations; Poor health literacy; Poor social support system; Prior 
hospitalization in the six months before index period; Palliative care needs.

• Involves discharge planning, medication reconciliation, patient and family 
communication, discharge instructions, and communication with patient’s 
primary care provider before discharge.

• Facilitates scheduling of patient’s follow-up care appointment and includes 
post-discharge telephone call to patient.

• Uses teach-back method in patient education and discharge instructions.
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Transitions of Care Models

Project RED (Re-Engineered 
Discharge)
http://bit.ly/2xnfpQs
Boston University Medical 
Center

• Improves hospital discharge process, promotes patient safety, reduces 
rehospitalizations, and enhances patient’s experience with care.

• 12 interventions: language assistance; scheduling appointments for 
follow-up care and testing; follow-up on pending test results post-
discharge; organization of post-discharge services and equipment; 
medication education and planning to ensure access to medications; 
development of discharge plans based on national guidelines; patient 
understanding of discharge plan; patient education regarding diagnosis; 
what to do in case of post-discharge problems; sharing of discharge 
summary of care with providers following up on the patient; post-
discharge telephone follow-up on patient.

(continued from page 168)
healthcare approach extend to 
patients, caregivers, providers, and the 
larger healthcare system. For instance, 
research indicates that integrated 
healthcare is effective in reducing 
readmissions and unnecessary 
admissions. Further evidence suggests 
that coordinated care, which integrates 
psychologists and other mental health 
providers within primary care, can 
enhance access to services, improve 
quality of care, and lower overall 
healthcare costs across the continuum. 
It is clear that in order to positively 
affect clinical outcomes, patients’ 
behavioral health and psychosocial 
needs must also be addressed. An 
integrated approach between RN 
case managers and social work case 
managers is one of the many effective 
strategies that must be incorporated 
into any program.

Case management can be thought 
of as the glue that holds the contin-
uum of care together. Integrated care 
cannot occur without it. Therefore, 
case managers must be assigned at 
all transition points across the con-
tinuum. By ensuring that case man-
agement is available at all transition 
points, we can better ensure that case 
managers link all healthcare settings 
and providers. Case managers provide 
the infrastructure for the coordination 
and integration of these services.

A key element in managing 
care transitions is the process of 
transitional planning. This creates the 
foundation for an integrated system. 
Transitional planning can be thought 
of as a process to facilitate movement 
of a patient from one care setting to 
the next, or from one care provider to 
the next. Effective transitions are the 
core business of a contemporary case 
management department as well as a 
core responsibility.

The transitional planning process 
helps healthcare organizations imple-
ment the care plan and prevents 
unnecessary duplication of services. It 
consists of the following seven steps or 
phases in patient care:

1. assessment of the patient’s 
condition, risks, and needs;

2. development of the discharge/
transitional plan, including the goals 
of treatment and disposition;

3. implementation of the plan;
4. evaluation, ongoing monitoring, 

and modification of the plan as 
warranted;

5. confirmation of and final 
preparation for the patient’s discharge 
or transition;

6. discharge or transition of the 
patient to another level of care or to 
home;

7. follow-up communication with 
patient post-discharge.

When incorporating your 

department’s transitional processes, 
the first point to consider is the 
creation of an “across the continuum” 
transitional planning process. The 
planning process must include both 
the sender of the patient as well as the 
receiver of the patient.

There are a number of care 
transition models developed over the 
past several years to improve quality 
of care, ensure safe patient transitions, 
and maximize cost-effectiveness while 
reducing financial and reimbursement 
risks. Case management programs 
that do not include a special focus on 
transitions of care using the evidence 
these models demonstrated are 
considered outdated.

Examples of care transition models 
can be found in the table on pages 
169 and 170.

Summary
Regardless of the transitional 

care model or discharge/transitional 
planning process and tools an 
organization uses, effectiveness 
depends on improving the decision-
making process to determine the 
best next level or care setting for the 
patient, and safe patient transitions. 
Case managers must incorporate these 
practices into their daily routines 
to meet patient and organizational 
outcomes.  n
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improve communication and create 
cohesiveness.

Hold regular department meetings 
and celebrate successes when the team 
works well together, she suggests. 
Arrange a lunch-and-learn and ask a 
team to present a successful case as an 
example of how they worked together 
to manage the case.

One activity to demonstrate the 
need for teamwork is to ask everyone 
in the department to work together 
to create “the ultimate case manager,” 
Campagna suggests.

Go around the room and ask 
each staff member write down his 
or her biggest strength and positive 
attribute. Compile everyone’s 
response into a single document and 
write it on a board to create a “Super 
Case Manager.”

“Talk about how the team is 
stronger because of all these attributes 
and that each person contributes their 
strengths to the team,” she says.

“Crossing the Minefield” is 

“EMPHASIZE 
THAT SOCIAL 

WORKERS AND 
NURSE CASE 

MANAGERS ARE 
COLLEAGUES 
AND PEERS. 

NEITHER 
DISCIPLINE IS 
BETTER THAN 
THE OTHER.”

Compatibility Is Key to the Success of  
Case Manager-Social Worker Teams
Try team-building activities to help build cohesiveness among the disciplines

A s a case management director, 
Vivian Campagna, RN-BC, 

MSN, CCM, chief industry relations 
officer for the Commission for Case 
Management Certification, tried to 
match people by personality to create 
a nurse case manager-social worker 
team, but it didn’t always work, she 
reports.

Case management leadership 
should make sure the teams work 
well together and understand how to 
work cohesively and collaboratively, 
Campagna says.

“It’s not productive when one 
person says the other person isn’t 
pulling their weight, or thinks that 
they should do everything because 
they are the only one who can,” 
Campagna adds.

Not every nurse and every social 
worker can work amicably together, 
says Peggy Rossi, BSN, MPA, CCM, 
ACMC-RN, CMAC, an independent 
case management consultant.

“If there is friction among the 
team members, they aren’t doing what 
they need to do and the patient is the 
one that suffers,” she says.

Case management leadership 
should be aware of the personal 
dynamics of each team of nurses and 
social workers and make changes if 
there are problems, Rossi adds.

“Emphasize that social workers 
and nurse case managers are 
colleagues and peers. Neither 
discipline is better than the other. 
Each has its own special niche and 
each makes a unique contribution to 
the team,” Campagna says.

Campagna suggests that case 
management departments participate 
in team-building activities as a way to 

another team-building exercise that 
requires team members to trust each 
other, Campagna says. Create the 
minefield in a large area by placing 
objects randomly on the floor to 
create an obstacle course. One team 
member is blindfolded and walks 
through the minefield following 
verbal clues from the other team 
member.

The team-building activities at 
Medical City Dallas Hospital’s case 
management department often 
involve food, says Beth Griffin, 
LCSW, manager of case management. 
For instance, the department held a 
“friendsgiving” lunch where everyone 
brought a dish.

When the department meets a 
goal, the staff enjoys a catered lunch. 
“We talk about interdepartmental 
policies, what is working and what 
isn’t, and brainstorm on how we can 
work more efficiently and effectively,” 
she says. There is a social committee 
that plans other activities, such as 
birthday lunches and staff recognition 
parties.

“We frequently get together and 
talk about the goals the department 
is trying to meet. We discuss 
incremental goals and the progress we 
are making toward them,” she says.

At the meetings, the teams that 
are hitting their metrics share their 
ideas with the rest of the department. 
“We look at progress toward our 
goals as a department and also show 
how individual teams are doing. It’s 
friendly competition. They help each 
other out with the best practices,” she 
says.

Arranging classes on a subject 
that interests both disciplines is a 
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good team-building exercise, Rossi 
says. For example, one hospital she 
consulted for had an all-day class on 

motivational interviewing for the RN 
case managers and social workers. 
“They had a chance to work on 

exercises together. Classes are a great 
way to help the team function better,” 
she says.  n

EXECUTIVE SUMMARY

Creating a successful discharge plan for patients with opioid abuse issues is a 

huge challenge for a case manager in the cardiac care unit at Massachusetts 

General Hospital .

• Even young drug users can develop cardiac problems and other 

comorbidities in addition to addiction issues, making it difficult to find a post-

acute provider .

• At Massachusetts General, multidisciplinary Addiction Consult Teams (ACTs), 

which include nurses, social workers, physicians, and psychiatrists, treat and 

follow patients with substance abuse issues .

• Sometimes it takes multiple discharge plan attempts to find one that works .

Discharge Planning for Opioid Abusers Presents 
Many Challenges
Most have multiple comorbidities as well as addiction issues

A s a case manager in the cardiac 
medical-surgical care unit at 

Massachusetts General Hospital, 
Maria Seavey, RN, BSN, CCRN, 
reports that developing a workable 
discharge plan for patients with 
opioid abuse issues is one of her 
biggest challenges.

Seavey manages the care of opioid 
users whose cardiac issues are serious 
enough to require a stay in the 
cardiac ICU. Most of her patients are 
between 20 and 50 years old.

“Even young drug users 
can develop cardiac issues such 
as endocarditis and vascular 
compromise, and opioid abusers 
often have multiple comorbidities. 
This, plus their addiction, makes it 
complicated to develop a successful 
discharge plan,” Seavey says.

Opioid abuse can lead to an array 
of medical complications including 

hepatitis, HIV, cellulitis, and localized 
and systemic infections, in addition 
to overdoses and withdrawal, she 
adds. “It’s very costly to the healthcare 
system,” she says.

Her patients come from a variety 
of backgrounds. “Patients who are 
addicted to narcotics come from all 
walks of life. Some are down on their 
luck, others have mental health issues 
and are self-medicating, and some are 
chronically homeless. Many have no 
health insurance,” Seavey says.

At Massachusetts General, 
Addiction Consult Teams (ACTs) 
treat and follow patients with 
substance abuse issues. The 
multidisciplinary team includes 
addiction nurse practitioners, social 
workers, psychiatrists, physicians, 
and recovery coaches. On the cardiac 
service, Seavey works closely with the 
team to develop a workable plan.

The nurse practitioner, physician 
assistants, surgeons, and physicians 
focus on the medical aspects of 
the case, while the rest of the ACT 
concentrates on the substance 
abuse piece and Seavey handles the 
discharge.

Seavey attends rounds with 
the nurses and doctors and 
communicates closely with team 
members during the rest of the 
day. “We take advantage of all the 
opportunities to come up with a plan 
for patient care. We may stop and 
discuss patients when we meet in the 
hall, or get the team together for a 
family conference,” she says.

During rounds, team members 
talk about each patient’s condition, 
medical needs, and goals as well as 
obstacles to discharge and ways to 
overcome them. “We look at their 
living conditions, their financial 
needs, and community support,” she 
says. Some are not American citizens, 
or have another reason they’re unable 
to obtain health insurance.

Other barriers include lack 
of support at home, a history of 
homelessness, and unwillingness to 
change habits, Seavey says.

Seavey meets the patients as early 
in the stay as possible to develop 
rapport and trust. Most of the opioid 
users have extended hospital stays 
because of complications, and Seavey 
sees them every day. “By visiting 
them frequently and establishing a 
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relationship, I bond with the patients 
on some level,” she says.

Before creating a discharge plan, 
case managers should be informed 
about all of the issues patients who 
abuse opioids face, Seavey says. “It 
often takes creativity and a lot of 
options to come up with a discharge 
plan that will work,” she says. (For 
details on how one patient’s discharge 
plan changed, see related article below.)

For instance, some patients resist 
going to a methadone clinic because 
of the stigma attached, she adds. 
Others can’t find post-discharge 
treatment because they are uninsured. 
Some rely on suboxone to treat 
their opioid dependence, but need a 
physician to prescribe it, she says.

When patients need IV 
antibiotics, it is sometimes difficult 

to find a skilled nursing facility to 
take the risk, Seavey says. “They have 
a patient sign a contract agreeing that 
when a visitor comes in, the patient 
won’t use the IV line for drugs,” 
she says. “A lot of facilities also 
require patients to sign a contract 
that spells out all of the rules. If 
the patients don’t abide by them, 
they are discharged.” The state of 
Massachusetts offers many resources 
that can help people with opioid use 
problems, Seavey says.

Sometimes, getting a patient to 
agree on a discharge plan is difficult, 
she says. “I tell them that these are 
their options and they have to accept 
it. Sometimes, it takes several tries,” 
she adds.

For example, one young man 
with whom Seavey worked in the 

cardiac observation unit came into 
the ED from a rehabilitation facility 
three times in a week. He had a 
peripherally inserted central catheter 
(PICC line) and was receiving IV 
antibiotics, but left the rehab facility 
and returned an hour later in a 
drowsy state. Seavey talked to the 
patient’s insurance company, and 
discussed disenrollment unless he 
finished his treatment. The rehab 
facility wouldn’t take him back 
because he wouldn’t follow the rules. 
Finally, he agreed to enter a state 
facility to finish his IV regime.

“I don’t follow patients after 
they leave, so I don’t know if the 
plan works in the long run — but 
I do know that these patients are 
discharged from the hospital in a safe 
manner,” she says.  n

If Discharge Plan A Fails, Maybe Plan B or C  
Will Work

D eveloping a successful discharge 
plan for patients with a history 

of drug abuse takes creativity, 
patience, and flexibility, says Maria 
Seavey, RN, BSN, CCRN, case 
manager in Massachusetts General 
Hospital’s cardiac medical-surgical 
care unit.

Take the case of a 40-year-old 
woman from New Hampshire. She 
was transferred to Massachusetts Gen-
eral from a New Hampshire hospital 
after she suffered a cerebral aneurysm 
rupture following a possible heroin 
overdose. After recovery, physicians 
discovered vegetation in the patient’s 
aortic valve. She underwent an aortic 
valve replacement, spent four weeks 
in ICU, and developed methicillin-
resistant Staphylococcus aureus 
(MRSA), which required six weeks of 
IV antibiotics.

When Seavey met the patient on 
the cardiac surgical step-down unit, 
she still was severely deconditioned 
and required a tracheostomy, a 
gastrostomy tube, peripherally 
inserted central catheter, a Foley 
catheter, and needed telemetry.

“My original plan was the 
suggestion that she be transferred 
to an LTAC [long-term acute care] 
facility near her home, but there 
are no LTACs in New Hampshire,” 
Seavey says. The patient did not have 
health insurance.

This meant the patient had to stay 
at Massachusetts General and receive 
therapy until she was stable enough 
to be transferred to a skilled nursing 
facility near her home. “The physical 
therapists, occupational therapists, 
and speech therapists worked with 
her diligently, and the nurse walked 

her three times a day,” Seavey says.
When the patient was almost 

ready to be discharged to the skilled 
nursing facility to complete her 
rehabilitation, she was started on 
methadone at a time when Seavey was 
not at the hospital and couldn’t give 
input to the prescribing physician.

Physicians in New Hampshire 
skilled nursing facilities do not 
have the authorization to prescribe 
narcotics for withdrawal. This meant 
the patient would not be eligible for a 
skilled nursing stay, and Seavey had to 
come up with a third discharge plan.

Ultimately, the patient was 
discharged to her parent’s home with 
orders for a visiting nurse and a daily 
appointment at a methadone clinic.

“Financially, this was expensive 
but it was the safest discharge plan,” 
Seavey says.  n
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Systemwide Program Improves Post-discharge 
Care for Indigent Patients
Partnering with providers is a key to success

F aced with a growing indigent 
population, Sentara Healthcare 

developed a comprehensive 
systemwide program with post-acute 
providers that agreed to partner 
with the hospital to care for indigent 
patients after discharge.

“The indigent population is a 
group of patients with unique needs 
and complex conditions. Rather 
than each hospital in the system 
determining how to manage a safe 
transition plan for indigent patients 
on their own, we put together a 
program for the entire system,” says 
Teresa Gonzalvo, RN, BSN, MPA, 
CPHQ, ACM, recently retired 
vice president of integrated care 
management for Sentara Healthcare, 
a 12-hospital system serving Virginia 
and North Carolina.

The healthcare system began by 
locating post-acute providers that 
would collaborate on care for patients 
with complex post-discharge needs. 
“We were looking for partners who 
would care for patients who are not 
only sick but have behavioral health 
issues, are overweight, are homeless, 
who live in isolation, or who have 
other barriers to a safe discharge,” she 
says.

In the past, case managers would 
contact skilled nursing facilities 
in several states to place indigent 
patients, but many patients ended up 
staying in the hospital long after they 
no longer met inpatient criteria.

“Case managers always have to 
pull rabbits out of their hats when 
there are indigent patients with 
multiple barriers to care, such as 
behavioral issues and/or who are 

overweight. Now, if they can’t find 
a placement, our team follows an 
escalation process with management 
support. Eventually, the patients 
are escalated up to me and I call 
my counterparts at the skilled 
nursing facility and request that 
they reconsider the denial. Part of 
our success is that we have ongoing 
communication and maintain good 
relationships with our colleagues at 
other levels of care,” she says.

Sentara began building 
relationships with post-acute 
providers by organizing the Sentara 
Hampton Roads Long Term Care 
Council four years ago. The council 
includes representatives from 
the hospital’s care coordination 
department and skilled nursing 
facilities, as well as long-term acute 
care hospitals in the Hampton 
Roads area, including those not 
affiliated with Sentara. There are 
about 40 members on the council, 
which meets every other month to 
brainstorm ways to facilitate smooth 
transitions. Part of the meeting 
is devoted to education on topics 
such as readmissions, advance care 
planning, palliative care, and hospice.

The purpose of the council is to 
facilitate the transition of patients 
from Sentara acute care to long-term 
care facilities and back to acute care 
when appropriate, and to effectively 
share information as patients 
transition, Gonzalvo says.

When the program for the 
indigent began, the health system 
negotiated contracts with skilled 
nursing facilities, personal care 
agencies, transportation providers, 

and a durable medical equipment 
company to cover the needs of 
indigent patients. Sentara’s home 
care agency provides home visits for 
patients who need them.

The health system offered the 
post-acute providers a competitive 
rate that was determined by Sentara 
managed care division, based on the 
rates being paid for complex patients 
by commercial payers, Medicare, and 
Medicaid.

Now, when unfunded patients 
need post-acute care, the cost is 
covered by the health system’s 
indigent care fund. “Our focus 
is on the patient and making 
these investments for the patient’s 
benefit. In the long run, the patient 
is cared for in the appropriate 
level of care and we maintain our 
fiscal responsibility. It’s a win-win 
situation,” Gonzalvo says.

For instance, if an indigent 
patient needs a piece of equipment, 
such as a cardiac chair, the indigent 
fund pays for it. “We know it will 
be better if the patient goes to the 
skilled nursing facility with the 
needed equipment and doesn’t come 
back to the emergency department,” 
she says.

Identification of indigent 
patients begins in the ED where 
the registration staff flags patients 
identified as self-pay.

“‘Self-pay’ may not mean 
‘indigent.’ It could be someone who 
owns a company and is self-insured. 
The registration questionnaire 
includes a lot of other questions 
that help us determine the financial 
needs of our patients and who would 
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qualify for charity care,” Gonzalvo 
says.

Case managers or social workers 
assess unfunded patients in the ED 
if it is likely they will be treated and 
released. They identify what the 
patients will need in the community 
and refer them to one of Sentara’s 
post-acute partners.

The biggest hospital in the system, 
Norfolk General, has a case manager 
or social worker dedicated to the ED. 
ED staff at other Sentara hospitals 
alert the unit-based case manager 
who also is responsible for covering 
the ED.

Case managers on the unit 
complete an assessment of indigent 
patients who are admitted to 
determine their transition needs and 
if they are eligible for Medicaid.

Patients qualify for indigent care 
if they don’t qualify for Medicare 
or Medicaid and don’t have other 
insurance. People who are ineligible 
for Medicaid include undocumented 
immigrants or tourists from other 
countries who are traveling through 
the area, Gonzalvo says.

If patients are likely to be eligible 
for Medicaid but have not applied, 
the case managers refer them to an 
outside company that has contracted 
with Sentara to assist eligible patients 
in signing up for the program.

The health system closely manages 
the resources used to treat patients 
who are not likely to be eligible 
for Medicaid or other financial 
assistance. The system has established 
a centralized process with one 
accountant in the finance department 
assigned to track the cost of care for 
ineligible patients being treated at all 
hospitals in the system.

“In this day and age of tight 
budgets, we have to be very judicious 
in our spending. With patients who 
may never be eligible for Medicaid, 
we pay the contracted fee for 

post-acute care and look for other 
financial assistance sources while they 
are in the skilled nursing facility. We 
work with our post-acute providers 
to find the most cost-effective 
options for care,” Gonzalvo says.

For instance, the health system 
assisted with the transportation needs 
of a patient when it appeared that the 
best and most cost-effective option 
for care would be to transport the 
patient to China, she adds.

Case managers on the unit 
determine patients’ transition 
needs and work with the post-acute 
providers to cover them. The goal 
is to move patients to a lower level 
of care when they no longer meet 
inpatient criteria.

Depending on the contract 
between Sentara and individual 
facilities, the case manager, with the 
approval of the manager, arranges a 
transfer to a facility that can meet 
patient needs for a specific period 
of time. While the patient is in the 
facility, the director of nursing sends 
the referring hospital a report of 
the patient’s clinical progress. The 
hospital case manager and the facility 
staff collaborate on a plan to meet the 
patient’s needs in the community.

Sentara’s home care agencies 
provide care for indigent patients 
who can be discharged to home. 
“Their priority is to take care of the 
indigent patients’ needs so we don’t 
have to worry about negotiating,” she 
says. In addition, the organization 
has partnered with a durable medical 
equipment company to provide 

whatever equipment patients need.
Case managers line up personal 

care for patients who can be safely 
discharged if they just need someone 
to help with bathing, meals, or other 
day-to-day activities. “We have a 
contract to provide this level of care 
so we can safely discharge people 
instead of keeping them in the 
hospital because they can’t take care 
of their personal needs,” she says.

A taxicab company that serves 
seven Hampton Roads hospitals 
contracts with Sentara to provide 
transportation for patients who need 
a ride home from the hospital or 
for follow-up physician visits. The 
company set up a toll-free number 
that is dedicated to Sentara patients.

The healthcare system team also 
is working with a company that 
provides transportation for people in 
wheelchairs, and with a local nursing 
home that has wheelchair-accessible 
vans.

If patients don’t have a physician, 
the case managers can refer them 
to Sentara’s clinics that keep slots 
open for indigent patients. They can 
arrange for prescription assistance 
through Sentara’s charity care 
program.

“We try to cover all the bases 
and optimize care for our indigent 
population. Our philosophy is that 
it is the responsibility of all organi-
zations in the community to make 
sure our residents are getting the care 
they need. It’s all about collaboration 
among the community providers and 
agencies,” Gonzalvo says.  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 Patrick 

Hernandez, DBH, MSW, LMSW, 

CPRP, management consultant 

for Berkeley Research Group, 

about 20% of patients who 

present to the hospital suffer 

mental health issues. What 

percentage will have chronic 

conditions?

a . 50%

b . 50-75%

c . 60-70%

d . 40%

2. According to Vivian Campagna, 

RN-BC, MSN, CCM, case 

manager and social worker 

caseloads and ratios should not 

be based on how many beds 

are in a unit, but on the needs 

of the patients.

a . True

b . False

3. At Massachusetts General 

Hospital, Maria Seavey, RN, 

BSN, CCR, manages the care of 

opioid users whose conditions 

require an ICU stay. What is 

their age range?

a . 60-75

b . 20-50

c . 18-25

d . 70-80

4. When do staff members at 

Sentara Healthcare’s hospitals 

identify people who may be 

eligible for charity care to cover 

their post-discharge needs?

a . In the ED, when the triage 

nurse talks to them .

b . In registration, when the staff 

flags patients identified as “self-

pay .”

c . During the initial discharge-

planning assessment .

d . All of the above .


	HCM 1217.pdf
	CMI 1217.pdf
	HCM 1217

