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How to offer patients neutral choice in order to stay compliant

Case managers are arguably one 
of the main drivers along two 
critical paths in hospitals and 

health systems: giving patients access to 
exceptional care and 
ensuring that hospi-
tals are reimbursed 
for that care.

As things grow 
larger — with 
hospital systems that 
now own nursing 
homes, home 
care, and hospice 
— leadership is 
looking at post-acute 
discharge metrics to 
see which patients are 
staying within their 
health systems, which 
patients choose other 
providers, and what 
can be done to slow 
leakage — a loss of patient volume — to 
competing healthcare systems.

Because of the population health 
incentives inherent in value-based 
care, a lot of the financial benefit and 
revenue growth that used to be powered 

in inpatient settings 
is no longer there, 
explains James Case, 
advisory director in 
the healthcare and 
life sciences practice 
at KPMG Healthcare 
Solutions.

“Hospitals and 
health systems are 
looking for ways to 
grow, even if they 
can no longer grow 
in the inpatient 
setting — which 
is why they turn 
to understanding 
leakage in post-acute 

settings,” he says. 
“I think the case managers want to 
understand where the best care is for 

“HOSPITALS AND 
HEALTH SYSTEMS 

ARE LOOKING 
FOR WAYS TO 

GROW, EVEN IF 
THEY CAN NO 

LONGER GROW 
IN THE INPATIENT 

SETTING — 
WHICH IS WHY 
THEY TURN TO 

UNDERSTANDING 
LEAKAGE.”
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EXECUTIVE SUMMARY

Hospitals and health systems looking for ways to grow are turning to 

understanding outflow in the post-acute setting .

• Case managers must consider patients’ right to freedom of choice and 

consider possible violations of antitrust laws .

• Discharge planners and case managers are required to present lists to 

patients, use a neutral tone, and not say anything that may persuade patients 

to choose particular agencies .

• Case managers must never lose sight of the fact that patients are in the 

driver’s seat when it comes to choosing other providers .

their patients, and they likely care 
less about whether it’s a healthcare-
controlled entity. The case managers 
simply want to do what’s best.”

Better metrics can help case 
management departments learn why 
their own post-acute provider may 
be the best option, says Case.

“The opportunity is very unique 
to each health system. Some don’t 
have a problem with leakage because 
they’re in an isolated area and 
patients have fewer discharge issues,” 
he says. He adds that a complex set 
of drivers can lead to leakage in the 
post-acute setting. Understanding 
these drivers can not only benefit 
the health system financially, but 
improve the patient’s experience of 
care as well.

As an example, he shares a 
recent experience from a health 
system that wanted to gain a greater 
understanding of patients’ post-
discharge experiences.

“Due to the circumstances 
they had, they didn’t have a good 
understanding of where patients 
were going post-discharge. There 
was no standardized process to 
document where patients went for 
skilled nursing or home health,” he 
says.

A big part of that problem was 
due to case managers using a free-
form text field in the electronic 

medical record that they could vary, 
contradict, or omit — sometimes 
resulting in five different ways to 
describe the same facility, if any 
facility was described at all. That 
was a problem because hospital 
leadership wanted to understand 
where post-acute patients were 
going — and how much money the 
hospital was losing.

“In this particular case, the 
hospital was losing millions of 
dollars per year just on net patient 
revenue — patients they were losing 
that they could have kept in their 
network,” says Case. Accountability 
for quality and the need to improve 
patient engagement can have major 
consequences for providers, since 
patients have freedom to choose 
where they receive care.

Patient Choice  

Trumps Economics

While a complicated issue, the 
reality is that slowing leakage can’t 
happen overnight, nor should it, 
according to Elizabeth Hogue, 
Esq., a healthcare attorney based in 
Washington, DC. Case managers 
must consider possible violations 
of antitrust laws related to patients’ 
right to freedom of choice, as well 
as other valid reasons that patients 
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choose other facilities for post-acute 
care, she says.

Some valid reasons could be due 
to geographic preference or billing/
insurance matters. In the first 
scenario, a patient who lives a few 
miles from a nursing home is unlikely 
to choose the one 40 miles away 
just because it’s part of the hospital’s 
network. In the second scenario, the 
patient would like to stay in network, 
but the nursing home doesn’t have a 
contract with the patient’s insurance 
company.

Further, if a patient is going to a 
skilled nursing facility, he or she must 
be given a list of facilities in their 
geographic area, according to Toni 
Cesta, PhD, RN, FAAN, partner 
and consultant at Case Management 
Concepts.

“Particularly if you’re in a rural 
area or in a Medicare Advantage Plan, 
these choice lists have to be modified 
and it can be cumbersome,” says 
Cesta. “But you must offer choices 
within your system and not steer 
patients, which would be illegal. 
You have to be very careful in how 
you make recommendations to the 
patient.”

Patients Are in the 

Driver’s Seat

While patients are likely to adopt 
their discharge planner’s suggestions, 
it’s critical for case managers to never 
lose sight of the fact that patients 
are in the driver’s seat, according to 
Hogue.

“We’re walking a fine line. It 
may be that some of the things 
hospitals are doing are illegal in terms 
of steering patients to their own 
facilities. Case managers need to be 
really, really careful,” she says.

She adds that honoring patients’ 
right to freedom of choice continues 

to be a source of great concern for 
non-hospital-based agencies.

Hogue describes a recent lawsuit 
filed by a home healthcare company 
in Indiana against a hospital and its 
parent company. The home healthcare 
company claims that the hospital 
attempted to monopolize home 
health referrals to the hospital’s home 
health affiliate.

When home health services are 
necessary, says Hogue, Medicare 
regulations require the hospital to 
provide patients with a list of home 
health agencies that are Medicare 
certified, available, and that serve the 
geographic area in which patients 
reside. Although all of this was 
included on the list presented to 
patients, the lawsuit claims that the 
hospital made it more difficult to 
choose a home health company other 
than the hospital affiliate.

Hogue reiterates that patients 
have the right to freedom of choice 
of providers, and case managers 
have the following legal and ethical 
obligations:

• All patients have a common law 
right, based on court decisions, to 
control the care provided to them, 
including who renders it. Patient 
choices must be honored, regardless 
of payor source or type of care.

• Medicare and Medicaid statutes 
guarantee Medicare beneficiaries 
and Medicaid recipients the right to 
freedom of choice. Patient choices 
must be honored if they voluntarily 
express a preference for a home health 
agency.

• The Balanced Budget Act (BBA) 
of 1997 requires hospitals to develop 
a list of home health agencies that are 
Medicare-certified, provide services 
in geographic areas where patients 
reside, and ask to be on the list. If 
hospitals place the names of agencies 
in which they have a discloseable 
financial interest on the list, hospitals 

must disclose the relationship. This 
list must be presented to all patients 
who may benefit from home health 
services so they can choose the home 
health agency they prefer.

• Hospital Conditions of 
Participation (COPs) for discharge 
planning include the basic 
requirements of the BBA. Based on 
an interpretive guideline published by 
CMS, hospitals may also be required 
to present lists of hospices to patients. 
Hospitals are subject to possible loss 
of CMS reimbursement if they do not 
meet the COPs.

Hospitals are clearly required to 
present lists of home health agencies 
and skilled nursing facilities (SNFs) 
to patients. The Centers for Medicare 
& Medicaid Services (CMS) also 
requires hospitals to present lists 
of hospices to patients. When 
sharing these lists with patients, case 
managers must use a neutral tone and 
not say anything that may persuade 
patients to choose particular agencies, 
cautions Hogue.

“Discharge planners and case 
managers are required to present lists 
to patients without prejudicing the 
case,” she says.

Cesta notes that because CMS 
does not require listing facilities in 
any particular order, it could start 
with a facility’s own providers first, 
and then list providers with the 
quality star rating of each provider.

Things Not to Say

Hogue notes that discharge 
planners and case managers must 
never attempt to coerce patients 
or change a patient’s clearly stated 
choice. She says the following 
statements are examples of what case 
managers should not say to patients 
when they present lists of providers:

• “Choose the hospital’s provider 
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so that we can get orders faster and 
you can go home sooner.”

• “The hospital’s provider can 
offer continuity of care, which other 
providers can’t.”

• “Why do you want to choose 
that hospice? They are no good.”

• “They’re terrible. Just go with our 
provider.”

Wrapping Up

When it comes to patient choice, 
remember that the patient’s choice 
may differ from yours, explains Brian 
Pisarsky, RN, MHA, ACM, a direc-
tor at KPMG Healthcare Solutions.

He shares a few additional ways 

case managers can stay compliant 
with an eye toward giving patients 
valuable, quality care:

• First, a newer concept in some 
organizations is short videos to give 
patients an overview of a facility (e.g., 
scenes from the front door of the 
facility, all the way down the hall and 
to a patient’s new room). “They can 
show the patient and also give the 
family an idea of where the patient is 
headed next,” he says.

• Second, the case management 
leadership should run reports on 
patient referral patterns, as well as 
audit patient choice. “Study how 
many patients were discharged, where 
patients are going, and verify that no 

one on the case management team 
is steering patients to a particular 
facility,” he says.

• Third, stay updated and 
connected. For instance, Pisarsky 
recommends networking with 
new nursing homes in the 
community. One idea is to have a 
case management team meet with a 
representative from the new nursing 
home, or even go visit the facility.

“It’s not marketing, but rather, 
for the case managers to understand 
what this nursing home and facility 
have to offer. When a patient or 
family asks, the case manager can 
speak confidently about the services 
available at the facility,” he says.  n

Optimizing the Differences Between RN  
Case Managers and Social Workers

As healthcare delivery evolved  
 over the decades, case 

management departments have 
emerged as leaders in managing 
discharge planning and lowering 
readmission rates.

However, one ongoing area of 
confusion is the division between 
the RN case manager and the social 
worker case manager.

The key difference is that social 
workers handle psychosocial 
support along with discharge 
planning. While a social worker can 
work as a case manager, he or she is 
not an RN case manager, who has 
a different education, mandatory 
licensure, and a more clinical focus.

“There’s this notion that we’re 
all homogenized. My message is 
that we have different licenses and 
knowledge and we need to optimize 
those differences, not blend 
them together,” says Toni Cesta, 
PhD, RN, FAAN, partner and 

consultant at Oklahoma-based Case 
Management Concepts.

“We go into many hospitals where 
social workers only do discharge 
planning or they only do psychosocial 
assessments,” Cesta says. “Those are 
two ends of the extreme; the best 
approach is someplace in the middle 
of the two.”

Discharge planning should 
be shared between social workers 
and case managers. It follows the 
same principles and functions as 
transitional planning with one 
exception: It involves the process of 
assessing the patient’s needs after he 
or she leaves the acute care setting.

Cesta uses the example of RN 
case managers and social worker 
case managers sitting around a table 
at a morning meeting with 10 new 
admissions.

“There must be a screening of 
what the patient truly needs so the 
appropriate discipline can be applied. 

If they simply divide the work, it 
negates the differences that each 
person brings to the team,” she says.

She recommends the dyad model, 
where upon admission, every patient 
is assessed by an RN case manager 
and screened for potential social work 
needs. This ensures that the patient’s 
discharge is timely, appropriate, and 
safe, incorporating the best use of 
resources that the patient may need in 
the community.

Understanding 

Psychosocial Needs

When social workers were the 
main drivers of discharge planning 
30 years ago, it was much less 
complicated; patients usually either 
went home or to a nursing home. 
In other words, there wasn’t much 
discussion needed by the patient’s care 
team.
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“There’s a lack of understanding, 
and a perception that social workers 
are all about discharge planning. They 
have so much more to bring to the 
table,” Cesta says.

If processes aren’t hardwired and 
roles aren’t delineated, Cesta says, 
there’s a real possibility that some 
patients will get through the course 
of a hospital stay and fall through the 
cracks.

Because of that worry, psychosocial 
referrals to social worker case 
managers should be a standardized 
process, Cesta recommends, 
almost like an algorithm. For every 
admission, every patient should be 
seen. The majority of times the case 
manager will see that patient on 
assessment, using the minimum data 
set to formulate the initial discharge 

plan and at the same time refer to the 
social worker. (For more information, 
see related story below.)

Every patient is assigned a 
nurse case manager who will 
handle utilization review, denial 
management, etc., and a subset 
also will have a social worker. 
Approximately 30% of hospitalized 
inpatients will meet the psychosocial 
referral criteria, according to Cesta.

Which types of patients will 
meet that psychosocial criteria? A 
medically complex, high-risk patient 
could be referred to a social worker 
for a variety of psychosocial reasons, 
including the following:

• adjustment to illness or difficulty 
coping;

• major illness causing lifestyle 
change;

• behavior management problems;
• new or poor prognosis;
• end stage of illness;
• family concerns and/or conflicts;
• cultural and/or language issues;
• inadequate social and/or 

financial support;
• nonadherence issues;
• ethical concerns;
• abuse and/or neglect of elder, 

adult, or child;
• multisystem trauma;
• psychiatric and/or substance 

abuse issues affecting current 
hospitalization;

• homelessness affecting current 
hospitalization or request for 
housing;

• patient/family considering long-
term care placement, assisted living, 
or adult home.  n

Example of a Case Management Admission 
Assessment Form

The following categories should be 
included and can be used to format 
your own case management admission 
assessment form:

Patient Information
• Patient demographic 

information.
Admission Information
• Admission information including:
- Admit date
- Admit diagnosis
- Admitting service
- Attending physician
- Admit source
Financial Information
• Financial information:
- Insurance;
- Plan number;
- Medicaid eligibility.
Spoken Language(s)
Source of Admission
• Admitted from:

- Acute rehab
- Ambulatory surgery
- Another acute care facility
- Behavioral health
- Emergency department
- Home
- Home with home care
- Long-term care
- MD office or clinic
- Sub-acute
Significant prior medical history:
- Angioplasty
- Behavioral health
- Substance abuse
- Blindness
- Coronary artery bypass graft
- Coronary artery disease
- Cancer
- Cardiomyopathy
- Congestive heart failure
- Chronic obstructive pulmonary 

disease

- Deafness
- HIV / AIDS
- Hypertension
- Pacemaker
- Paraplegic
- Quadriplegic
- Renal failure
- Stroke
- Vent dependent
- Other
- None
Mental status prior to 

admission:
- Alert
- Not alert
- Confused
- Oriented x 1
- Oriented x 2
- Oriented x 3
Ability to make needs known:
- Able
- Unable
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Living arrangements:
- Adult home
- Apartment
- Assisted living
- Group home
- Homeless
- House
- Naturally occurring retirement 

community
- Nursing home
- Shelter
- Stairs
- Elevator
- Other
• Lives:
- With adult children
- With dependent children
- Alone
- With other family
- With spouse/significant other
- Domestic partner
- Other
• Support system:
- Name
- Phone number
- Relationship
• Can patient return to prior 

living arrangements?
- Yes
- No
Activities of daily living:
- Dependent
- Independent
• Assistive device:
- Yes
- No
• Which assistive device:
- Cane
- Oxygen
- Walker
- Other
Prior resource use:
- Children’s services
- Adult services
- Adult day care
- Behavioral health services
- Dialysis center
- Home healthcare services
- Infusion therapy
- Meals on Wheels

- Medication assistance program
- Nonmedical home care
- Support group
- Health home
- Medical home
- House calls
- Other
- None
Does patient have a primary 

care provider?
- No
- Yes
PCP Name
Address
Phone number
Social Work triggers:
- Abuse — Domestic violence
- Abuse and/or neglect of a child
- Abuse and/or neglect of elder/

Adult
- Abuse — sexual assault
- Adjustment to illness/difficulty 

coping
- Alcohol abuse
- Behavioral management 

problems
- Crime victim
- Cultural and/or language issues
- Drug abuse
- Ethical concerns
- Family concerns and/or 

conflicts
- Guardianship
- Homeless requesting 

intervention
- Hospice placement
- Inadequate social support
- Inadequate financial support
- Long-term care placement
- Major illness causing lifestyle 

change
- Multisystem trauma
- Name of patient unknown
- Noncompliance issues
- Poor prognosis
- Shelter placement
- Uninsured
- Undocumented
- Other
- None

• Referred to social work:
- No
- Yes
Name
Contact info
Home care triggers:
• Patients requiring assessments/

education relating to:
- New diagnosis
- New medications or change in 

medications
• Change in patient’s physical 

environment and/or new assistive 
device

• Patients with unstable disease 
process; cardio/pulmonary, diabetes, 
neurological, neuromuscular, meta-
bolic, cerebrovascular, cardiovascular, 
renal, cancer, pediatric/including 
asthma, premature infants, psychiatric

• Patients with open wounds, VAC 
wound care, pressure ulcers

• Patients with ostomy, trachs, 
feeding tubes

• Patients with drainage tubes and 
catheters

• Patients requiring IV and 
injectable drug therapies

• Patients with recent change 
in functional status including, 
but not limited to: falls, paralysis, 
fractures, amputation or other 
physical impairment, change in 
custodial needs, ortho, neuro and or 
deconditioned diagnosis

• Patients with pain control 
management

• Patients with end-stage disease 
and palliative care needs

• Patients with new oxygen and/or 
nebulizer treatments

• Patients receiving any type of 
home care services (e.g., CHHA, 
LTHHCP, PCA, private care, etc.) at 
time of hospital admission

• Patients rehospitalized within 
60 days and/or known history of 
repeated hospital readmissions

• Patients requiring expedited 
discharges (EHD/Bridge Program)  n
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WHILE CARE 
COORDINATION 

IS A TEAM EFFORT 
LIKE ALL EFFORTS 
IN PATIENT CARE, 
SOMEONE MUST 
LEAD THE TEAM 

AROUND THIS 
ACTIVITY.

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

Introduction

It is well understood that contemporary case 
management includes a number of roles and functions 
for the RN case manager and social worker. These 

roles typically include coordination and facilitation of 
care, utilization management, discharge planning, denial 
management, avoidable day management, and some 
aspects of quality management. This 
month, we will turn our attention to 
coordination and facilitation of care, 
which is an important — yet sometimes 
overlooked — role of the case manager 
and social worker.

What Is Coordination  

of Care?
There are a wide variety of definitions 

of coordination of care. In fact, recent 
literature indicates that there are at least 
40 such definitions. For the purposes 
of discussion of the relationship between 
care coordination and case management, let’s consider 
the following definition from the Agency for Healthcare 
Research and Quality:

“Care coordination is the deliberate organization of 
patient care activities between two or more participants, 
including the patient, involved in a patient’s care used to 
facilitate the appropriate delivery of health services.” (This 
definition can be found at: https://bit.ly/2IlkYYs.)

The organization or coordination of care, often 
performed by the RN case manager, is the appropriation 
of personnel and other resources needed to perform and 
complete necessary patient care activities. It includes the 
exchange of information among team members as well 
as the brokering of services on behalf of the patient and 

family. While care coordination is a team effort like all 
efforts in patient care, someone must lead the team around 
this activity. It is a widely supported concept that the case 
manager is best positioned to lead this activity because 
the case manager performs care coordination as one of his 
or her primary roles. In the implementation of this role, 
the case manager integrates utilization management and 

discharge planning activities in the process. 
All these roles interface with each other 
as the patient moves toward discharge.

The Impact of Poor  

Care Coordination
As care coordinators, case managers 

address and correct potential gaps in 
clinical care delivery. Therefore, we 
must have a credible level of clinical 
knowledge with which to perform this 
role. When failures in care coordination 
occur, quality of care can be adversely 

affected. Examples of these types of failures 
would include lack of handoff communication, delays 
in service delivery, and over- or underuse of healthcare 
resources.

In addition to the negative effect on quality of care, lack 
of adequate care coordination also can result in increased 
healthcare costs. These costs can be incurred through 
increased length of stay, increased and/or unnecessary use 
of resources, returns to the ED, or readmissions to the 
hospital.

Ultimately, the primary goal of care coordination is to 
ensure that the patient receives the delivery of the highest-
quality, highest-value healthcare services possible. The 
greater the fragmentation in care, the greater the need for 
care coordination. A particular focus of care coordination 
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along the continuum of care is 
coordination of resources and services 
provided by a healthcare organization 
to meet the ongoing identified 
needs of its patients. This includes 
referrals to appropriate community 
resources and liaising with others, 
such as the individual patient’s 
physician or primary care provider, 
other healthcare organizations, and 
community services involved in care 
or services.

Care coordination processes 
also can be affected by more 
highly clinically complex patients, 
psychosocial complexities, and the 
ability and capacity of the patient to 
manage his or her own care processes. 
For these reasons, highly complex 
patients should always have a case 
manager at the helm of their care 
delivery teams.

Care Coordination and 

The Joint Commission
The Joint Commission (TJC) 

has greatly influenced healthcare 
organizations’ view of and focus on 
the continuum of care and services in 
its accreditation standards. According 
to TJC, case management services 
must aim at coordinating care and 
services across the continuum of care. 
This is necessary especially because 
patients may need a range of services 
in multiple settings and from multiple 
healthcare providers. This standard 
makes it essential for hospitals to 
view the care they provide to patients 
as part of an integrated system of 
settings, services, healthcare providers, 
and care levels. These characteristics 
comprise the continuum of care. 
Therefore, it is in the best interest 
of hospitals to ensure that they have 
a process in place that addresses 
compliance with the continuum of 
care standard described by TJC. This 
is the transitional planning process 

and must be applied for all patients 
and at every encounter. It is best 
ensured if case managers assume 
the responsibility for transitional 
planning, especially because they 
are better prepared for this function 
compared with other providers.

The Joint Commission defines the 
continuum of care, focusing on the 
role healthcare organizations play in 
coordination and transitions of care. 
The continuum of care, according 
to TJC, includes care provided over 
time in various settings, programs, 
or services and spanning the illness-
to-wellness continuum. Case 
management programs and delivery 
models enhance compliance with 
the provision of care standard, which 
also includes expectations about the 
care coordination continuum and 
transitions of care. These standards 
naturally focus on care coordination 
and transitions of care activities 
that delineate standards in terms of 
the process of patients’ admission, 
discharge, and transfer or transition 
to another care setting from a 
hospital. These activities are essential 
components of the role of the case 
manager and social worker in the 
acute care setting.

Care Coordination and 
Transitions of Care Activities 
Based on The Joint Commission 
Standards (TJC, 2015)

1. Before admission: The hospital 
must identify and use available 
information sources about the 
patient’s needs and communicate with 
other care settings for this purpose.

2. During admission: The 
hospital provides services that are 
consistent with its mission and the 
population it serves. It must make 
arrangements with other facilities 
to facilitate patients’ admission or 
transfer as indicated by their needs 
and based on intensity, risk, and 
staffing levels. In addition, it must 

refer patients to clinical consultants 
and providers of contractual agencies 
as appropriate.

3. While in the hospital: 
Continuity of services must be 
maintained throughout the phases 
of assessment, treatment, and 
reassessment of patients, and the care 
provided must be coordinated among 
all providers.

4. Before discharge or transition: 
The patient’s post-discharge needs 
must be evaluated and arrangements 
made to meet these needs, including 
patient/family teaching regarding 
such care. The hospital must assess 
and reassess the patient’s needs on 
an ongoing basis and confirm or 
modify the discharge/transitional 
plan accordingly and keep the patient 
informed of the plan.

5. At time of discharge or 
transition: The patient must be 
referred to other providers or agencies 
to provide the needed post-discharge 
services. Such arrangements also must 
be reassessed and confirmed before 
discharge. The hospital is required to 
communicate relevant information 
to the agency that will assume 
responsibility for continuing care after 
the patient’s discharge.

6. Any time during care 
provision or transition: The hospital 
must inform the patient or the 
patient’s family about the freedom 
to choose any participating providers 
of services needed post-discharge, 
such as home healthcare, skilled care, 
and infusion therapy — and, when 
possible, respect the patient’s choice. 
If the patient belongs to the Medicare 
benefit program, the hospital must 
give the patient a list of Medicare 
participating home care, skilled care, 
or infusion therapy providers available 
near him or her. If the patient belongs 
to a commercial health insurance 
or managed care plan, the hospital 
must provide the patient with a list 
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of the contracted providers for the 
commercial insurance or managed 
care organization.

7. Before discharge or transition: 
The hospital must educate the patient 
and the patient’s family about the 
discharge, transfer, or transition 
including the treatments, services, 
and follow-up care. The hospital 
also must complete the required 
paperwork to adhere to the law and 
accreditation standards such as notice 
of discharge or transition.

Patient Flow and 

Coordination of Care
In best practice case management 

models, case managers and social 
workers spend a great deal of their 
time coordinating and facilitating 
patient care activities and expediting 
the completion of diagnostic and 
therapeutic tests, treatments, and 
procedures. They also ensure that the 
results of the tests and procedures 
are available within a reasonable 
turnaround time. This function is 
important in reducing length of stay, 
enhancing treatment progression, and 
eliminating delays and variances in 
patient care activities and outcomes. 
In collaboration with members of the 
healthcare team, they help patients 
move smoothly and safely through 
the hospital and healthcare system.

In this role, case managers prevent 
any fragmentation or duplication in 
the provision of care. Their timely 
interventions when a patient’s 
condition changes increases the 
efficiency and effectiveness of care 
and promotes safe and quality care 
outcomes. When necessary, case 
managers and social workers ensure 
that authorizations for services 
are obtained before initiation of 
treatment. They also coordinate the 
patient’s teaching and discharge plans 
and ensure the completion of all 

discharge activities in a timely fashion 
to prevent unnecessary hospital 
stays or readmissions. This role is 
important in controlling the use of 
product and personnel resources, 
enhancing the safety and quality of 
care, and containing cost.

Case managers function as 

managers of healthcare services so 
that the patient receives exactly 
what he or she needs, no more and 
no less. They act as gatekeepers 
of the interdisciplinary healthcare 
team to ensure that all patient care 
activities are accomplished by each 
team member within the expected 
time frames. In addition, especially 
in the acute care setting, the case 
manager often is responsible for 
ensuring that appropriate members 
of the healthcare team participate in 
the daily patient care management 
rounds.

Interdisciplinary Care 

Rounds
The case management team 

provides an important role in 
identifying and correcting delays 
or gaps in service as they occur and 

works to correct and eliminate those 
gaps and delays in a timely manner. 
Interdisciplinary care rounds are an 
important tool that the case manager 
can use to ensure that he or she has 
the most up-to-date information on 
the patient’s progress toward expected 
outcomes and to intervene when 
those gaps need to be corrected. 
Rounds, if performed correctly, 
can be the most efficient and time-
effective way to get information from, 
and give information to, the other 
members of the care team.

After rounds, the case manager 
and social worker take the time 
needed to address the identified 
delays and regroup with appropriate 
team members later in the day to 
review any progress made or barriers 
that were not corrected. This care 
coordination role is integral to 
length-of-stay management, cost 
containment, and achievement of 
expected outcomes of care. It is one of 
the most important tools we have for 
patient flow management.

It is important to remember 
that rounds are not change-of-shift 
reports. They should not be used for 
the staff nurses to exchange reports 
or for the physicians to exchange 
theirs. Interdisciplinary care rounds 
are designed as a separate, yet vital, 
mechanism for bringing the key team 
members together and working in a 
coordinated manner to ensure that 
patients’ care progresses and that 
resources are used appropriately. With 
this end in mind, interdisciplinary 
care rounds should focus on:

• The inpatient plan of care, 
including the plan for the day and the 
plan for the stay by:

-reviewing the patient’s current 
status;

-coordinating care among 
disciplines.

• The daily and overall expected 
outcomes of care by identifying and 
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clarifying the patient’s goals and 
desired outcomes.

• Any barriers to care delivery or 
discharge, including:

-insurance/payment issues;
-family or patient delays;
-changes in the patient’s 

condition.
• Expected care transitions during 

the inpatient phase. Examples 
include:

-intensive care to step-down unit;
-observation status to inpatient 

admission;
-ambulatory surgery to in-patient 

admission.
• The current discharge plan and 

rationale for the plan.

Benefits of Rounds for 

Care Coordination
Rounds provide a mechanism for 

the creation of a comprehensive plan 
of care that involves and includes the 
entire care team. By bringing rounds 
to the bedside, the team allows the 
patient and family to become the 
center of the patient care activities. 
This can result in a tremendous 
difference from when the patient 
and family are not included. It 
allows them to understand the care 
progression plan, participate in the 
process, and ask questions about their 
care. By allowing these discussions 
with the care team, opportunities for 
the team to contradict each other, or 
be unresponsive to any concerns they 
may have, are reduced.

Within 1-2 minutes per patient, 
the team achieves the following:

• patient interaction at the 
bedside;

• focused, quick assessment;
• an updated plan of care that is 

agreed to by all team members;
• safety check;
• environmental check;
• regulatory check;

• staff education;
• patient/family education.
Within the current demands 

of healthcare, this culture of 
safety, transparency, efficiency, 
collaboration, and autonomy makes 
a big difference in the quality of care 
patients receive. At the foundation 
is care coordination — it is the 
key driver and a component of the 
expected outcomes of the process.

Rounding is so important because 
it allows for a real-time exchange of 
information as the interdisciplinary 
care team interacts with each other 
and with the patient and family. 
Because these interactions and 
conversations take place in this way, 
the goals and plan of care for each 
patient are clear to all members of 
the team, and any conflicts or needed 
changes can be made quickly and 
efficiently.

Team communication is critical 
to good care coordination. Rounds 
provide a formal and organized 
approach to patient care that ensures 
the patient and family receive 
consistent and accurate information. 
Rounds also enhance efficiency and 
safety of patient care.

Variances and 

Coordination of Care
Another key role of the case 

manager and social worker is 
the real-time identification and 
correction of any barriers or delays 
in care delivery or discharge. 
Known as variance, avoidable 
days, or avoidable delays, their 
rapid identification allows the case 
manager or other members of the 
team the opportunity to address and 
correct them as they happen, or as 
quickly thereafter as possible. They 
fall into one of several categories 
based on the root cause of the delay.

• Internal or hospital systems: 

Issues related to the hospital’s 
internal systems such as radiology, 
transportation, etc.

• External systems: Issues related 
to systems outside the hospital, such 
as ambulance delays, delays in bed 
availability, etc.

• Patient/family: Delays 
attributed to the patient or family, 
including changes in clinical 
condition, delays in decision-
making, or financial issues.

• Provider: Includes any direct 
care provider on the team and 
includes delays in order-writing, 
delays in progressing care, or lack of 
communication.

• Payer: Includes any delays 
attributed to a third-party payer, 
such as authorization delays.

The Role of the Case 

Manager in Correcting 

Delays in Service
The case manager and social 

worker are responsible for correcting 
patient flow and care coordination 
barriers as they occur. They also are 
responsible for entering these delays 
into a database for aggregation and 
analysis. These analyses allow for 
the correction of service or provider 
delays that represent those that have 
a greater effect on care delivery.

Summary
Case managers and social 

workers, as well as case management 
departments in general, should be 
adequately designed and staffed to 
allow for the time-intensive nature of 
care coordination. This role should 
be considered just as important as 
discharge planning or utilization 
management if case managers and 
departments are to achieve and 
sustain better outcomes for their 
patients and organizations.  n
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Three Tips to Remove Stumbling Blocks in  
a Case Manager’s Day

There’s no such thing as 
a “typical day” in case 

management. It can be tough to 
stay on track when dealing with so 
many varied responsibilities, such 
as keeping track of documentation, 
coordinating and facilitating 
patient care, tracking Medicare 
Conditions of Participation, 
communicating with payers, 
spending time on the computer, 
and meeting with co-workers and 
care providers.

What can case management 
departments do when they spot 
common barriers to efficiency? 
Here are three tips to help remove 
those barriers and make the entire 
team more effective:

1. Obtain leadership support.
At a foundational level, case 

management staff need to see that 
their leaders understand what they 
are facing and that they are actively 
working to decrease any stumbling 
blocks in the day.

“If I were a case management 
leader, I would solicit input from 

my staff about what they see as 
things that waste their time. I 
would first try to eliminate some of 
those time-wasters, if I could,” says 
Beverly Cunningham, MS, RN, 
ACM, a partner and consultant 
with Case Management Concepts.

The leaders also should make 
bedside rounds to understand in 
real time what types of barriers the 
staff face, Cunningham says.

2. Set staffing priorities.
The ideal contemporary model 

works to prevent a silo mentality 
across the case management team, 
with an eye toward appropriate 
staffing, says Cunningham.

That’s another reason that 
case managers may choose to 
set boundaries when it comes to 
their caseloads and things not 
getting done consistently. These 
issues should be communicated to 
supervisors so a facility’s employer 
can recognize the department is 
either understaffed or undertrained.

Cunningham notes that the best 
examples of balanced staffing stem 

from case management departments 
that have added clerical staff.

“The clerical staff member allows 
the professional staff — RN case 
managers and social work case 
managers — to work at the top of 
their license, rather than spending 
time with phone calls, faxing, etc., 
that can be done by a clerical staff 
member,” she says.

3. Have an educator mentor on 
staff.

Some case management 
departments use an educator who 
may play a role in educating and 
mentoring from a time-management 
standpoint.

“It can start with an effective ori-
entation process where the educator 
provides appropriate education based 
on the staff member’s past experi-
ence in case management, as well as 
working closely with those providing 
orientation on the units,” she says.

The educator also can coordinate 
annual competencies to identify 
areas where time management can be 
improved, notes Cunningham.  n

Goodbye, Meaningful Use: Proposed IPPS Rule 
Aims to Reduce Admin Burden, Improve Quality

What’s in a name? With 
a patients-first, EHR-

oriented mindset, CMS has 
shuttered Meaningful Use and 
renamed the program “Promoting 
Interoperability.”

The new name — announced 
when CMS unveiled its 2019 
Medicare Inpatient Prospective 
Payment System (IPPS) proposed 
rule — ushers in a new era that 

emphasizes the exchange of health 
information between providers and 
patients. It also incentivizes providers 
to make it easier for patients to obtain 
their medical records electronically.

The changes may reduce 
administrative burden in several areas 
and increase time providing care to 
patients. For example, CMS says 
the proposed rule would reduce the 
number of hours hospitals spend on 

paperwork by well over 2 million 
hours and remove outdated and 
redundant regulations.

The proposals would reduce 
the number of measures acute care 
hospitals are required to report 
across the five quality and value-
based purchasing programs. The 
rule eliminates 19 measures and 
“de-duplicates” an additional 21 
measures.
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As it relates to the Two-Midnight 
Rule, CMS proposes eliminating its 
requirement that a written inpatient 
admission order be present in the 
medical record as a specific condition 
of Medicare Part A payment, among 
other changes. CMS also proposes 
removing the requirement that Part A 
certification statements detail where 
in the medical record the required 
information can be found.

CMS says the proposals will make 
the program more flexible.

“We envision a system that rewards 
value over volume and where patients 
reap the benefits through more 
choices and better health outcomes. 

[HHS] Secretary [Alex] Azar has made 
such a value-based transformation 
in our healthcare system a top 
priority for HHS, and CMS is taking 
important, concrete steps toward 
achieving it,” CMS Administrator 
Seema Verma said in a statement. 
(The statement can be found at: https://
go.cms.gov/2HVES9B.)

The American Hospital Association 
(AHA) praised CMS for reducing 
administrative complexity and 
allowing providers to spend more time 
on patients, not paperwork.

“We are encouraged that this year’s 
rule begins to implement the adminis-
tration’s ‘meaningful measures’ initia-

tive, a streamlined approach to quality 
measurement that can help ensure 
programs are focused on those core 
issues that are most critical to provid-
ing high-quality care and improving 
patient outcomes,” said Tom Nickels, 
AHA’s executive vice president of gov-
ernment relations, in a statement.

AHA also agrees with the more 
flexible, performance-based approach 
to determine whether a hospital has 
met meaningful use requirements.

The 2019 Medicare IPPS proposed 
rule applies to about 3,300 acute care 
hospitals and 420 long-term care 
hospitals. The rule will take effect Oct. 
1, 2018.  n

Colorado Program Significantly Reduces Opioid 
Prescribing in 10 EDs in Six Months

To the doubters who maintain that 
a large-scale reduction in opioid 

prescribing in the nation’s EDs is 
simply not realistic, check out what 
Colorado has accomplished. During 
a six-month period, a pilot group 
of 10 EDs set out to reduce the use 
of opioids by promoting alternative 
treatment approaches primarily 
focused on five common pain 
pathways: headaches, musculoskeletal 
pain, renal colic, chronic abdominal 
pain, and extremity fractures/joint 
dislocations.

The goal of the effort, which 
was led by the Colorado Hospital 
Association (CHA), was to see if the 
pilot EDs could reduce their use of 
opioids by 15% between June and 
November 2017. The participating 
EDs far surpassed these expectations, 
reducing opioid prescribing by 36% 
when compared to the same six-
month period in 2016, a level of 
achievement that amounts to 35,000 
fewer opioid doses delivered.

Further, investigators have found 
that there was virtually no statistical 
difference between patient satisfaction 
scores recorded before and during the 
pilot program, alleviating concerns 
that large numbers of patients would 
be aggrieved if they did not receive 
opioids for their pain. In fact, many 
providers experienced an opposite 
reaction: patients expressing relief 
that they would not require opioids, 
having heard about the well-
publicized risks associated with these 
powerful drugs.

Now armed with a proven 
approach for reducing the use of 
opioids in the emergency setting, 
the CHA and its partners on the 
project are poised to extend the 
approach to all the hospitals in the 
state. However, pilot developers have 
compiled guidelines, clinical tools, 
and a roadmap for other hospitals and 
communities that would like to follow 
suit.

The impetus for the pilot 

stemmed, in part, from a survey 
CHA conducted in 2016, asking 
all its member hospitals what they 
were doing to address the opioid 
epidemic in Colorado, and what CHA 
could do to help. “It was clear that 
everybody was doing a little work 
here and there, but nobody was doing 
consistent, standardized work in the 
ED,” explains Diane Rossi MacKay, 
RN, MSN, CPHQ, CHA’s clinical 
manager for quality improvement and 
patient safety.

In fact, survey participants 
indicated that the ED was their 
greatest concern regarding opioid 
safety, and more than 90% reported 
that they wanted to know how CHA 
could assist in this area. Consequently, 
CHA developed an Opioid Safety 
Steering Committee and forged 
partnerships with key stakeholders 
in the state, including the Colorado 
chapter of the American College of 
Emergency Physicians (ACEP), the 
Colorado Consortium for Prescription 
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Drug Abuse Prevention, Telligen (the 
quality improvement organization for 
CMS in the region), and the Colorado 
chapter of the Emergency Nurses 
Association (ENA).

With these partners, CHA 
formed the Colorado Opioid Safety 
Collaborative to address opioid 
safety in Colorado’s EDs, and the 
pilot emerged as a key first step in 
addressing the opioid epidemic in the 
state.

Fortuitously, the Colorado chapter 
of ACEP was already working on the 
issue, unveiling Opioid Prescribing 
and Treatment Guidelines that focus 
on four key areas: limiting opioid 
use in the ED, using alternatives to 
opioids (ALTO) when treating pain, 
reducing harm in the ED, and treating 
opioid addiction. Notably, the ALTO 
approaches highlighted in the guide-
lines borrow heavily from techniques 
pioneered in the ED at St. Joseph’s 
University Medical Center (SJUMC) 
in Paterson, NJ, which launched the 
country’s first ALTO program in Janu-
ary 2016. “Most of the pathways that 
we use have been trialed and mastered 
[at SJUMC],” explains Don Stader, 
MD, FACEP, the associate medical 
director in the ED at Swedish Medical 
Center in Englewood, CO, and the 
physician educator for the pilot. “We 
are their proof of concept. Where they 
did it in an academic, level I trauma 
center, we took this and said ‘let’s see 
if we can put this into practice in all 
types of EDs.’”

Indeed, in selecting hospitals to 
participate in the pilot, CHA wanted 
to make sure that the list represented 
diversity. “We wanted to cover the 
entire state of Colorado to the best of 
our ability,” MacKay observes. “One 
of the reasons for that is we wanted 
to make sure that the [results] from 
the pilot could be transferrable across 
all types of hospitals with all kinds of 
patients.”

For example, while Swedish Medi-
cal Center is a level I trauma center, 
two of the other participating facili-
ties — UCHealth Greeley Emergency 
and Surgery Center in Greeley and 
UCHealth Harmony Campus in 
Fort Collins — are freestanding EDs. 
Facilities in rural areas, such as Gunni-
son Valley Health in Gunnison Valley 
and Sedgwick County Health Center 
in Julesburg, also were among the 10 
sites selected for the pilot.

Bringing all the clinicians in 10 
separate EDs up to speed on the 
ALTO techniques highlighted in the 
Opioid Prescribing and Treatment 
Guidelines was a big challenge, involv-
ing a series of onsite training sessions 
at each ED. “From a nursing perspec-
tive, what we did was develop Power-
Point presentations, communications 
scripts, and role playing,” MacKay 
notes. “We presented to the nurses on 
how you talk to patients and family 
members who are perhaps used to 
receiving an opioid when they come 
in with migraine headaches or kidney 
stones.”

On the nursing side, the trainers 
were from the ENA, so emergency 
nurses were talking and training with 
emergency nurses. Similarly, pharma-
cists provided training to pharmacists, 
and Stader delivered the training to 
physicians and advanced practice 
providers.

Administrative leaders at all the 
pilot sites had to first commit in writ-
ing to supporting the effort, a step 
that proved pivotal in securing buy-in 
from the clinical staff members, many 
of whom expressed concerns about the 
potential impact of ALTO techniques 
on patient satisfaction. Knowing that 
upper management was not only 
behind the effort, but also expected 
providers to change their prescribing 
practices, proved motivating, Stader 
observes.

However, Stader notes that most 

emergency providers were receptive to 
receiving guidance on steps they could 
take to address the opioid epidemic. 
“Many of the clinicians were very 
eager for education, and very eager for 
a way to do things differently,” he says. 
“How we got them to a point where 
they were ready to implement ALTO 
[approaches] was through several 
different mechanisms.”

First, the clinicians all had a chance 
to review the treatment guidelines, 
which provided background 
information on how they could use 
opioid alternatives for muscle pain 
or renal colic and other painful 
conditions. “The most important 
thing by far, however, was the in-
person training, and we didn’t only 
train the physicians and advanced 
service providers, we also trained 
the nurses — often at the same 
time,” Stader notes. “I think that 
multidisciplinary training often times 
helps to break down barriers when it 
comes down to a clinician ordering a 
medicine ... so we got all the different 
practitioners speaking the same 
language and thinking the same steps 
when it came to different types of 
pain.”

During the in-person training 
sessions, Stader reviewed each of the 
ALTO medicines and what the patient 
indications were for each drug, and 
also some of the new procedures he 
was encouraging practitioners to use 
such as trigger-point injections.

“I was able to tell them what my 
practice was, and they were able to 
raise their hands and ask questions 
about medicines they may not have 
used before or any concerns they had,” 
he says.

For example, many clinicians were 
worried that IV lidocaine — one of 
the ALTO medicines that Stader has 
found to be effective in the treatment 
of renal colic — was dangerous. 
“When I reassured them that we were 
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giving less than half of the toxic dose, 
that eased their worries,” Stader notes.

Specifically, when a patient 
presents with renal colic, Stader 
often will provide a dose of Toradol 
(ketorolac tromethamine), followed 
by a long infusion of IV lidocaine. 
“I have usually been able to give my 
patients excellent relief, and the nice 
thing is we encourage the safe use 
of Toradol,” he says. “We used to 
blast everyone with 30 milligrams of 
Toradol, which is actually three times 
more than what you need. If you 
actually lower the dose, you are still 
able to get the same pain relief, but 
it gives you the ability to re-dose the 
same way you would with morphine.”

Stader stresses that the ALTO 
approach he favors does not mean 
opioid-free.

“It means that we have so many 
more tools that we can reach into 
and treat that patient in front of us 
with further consideration of the 
underlying risk factors and underlying 
health,” he says. “It really changes pain 
control back into a science.”

For instance, Stader notes that 
there are psychological, social, and 
biological components to pain, all of 
which contribute to how a patient 
expresses his or her pain, or ranks his 
or her pain if given a scale of one to 
10. Such factors can be important 
when determining the best treatment 
strategy.

“When I walk into a room, and 
the patient is just hysterical with pain 
— be there a really painful stimuli 
or something that you wouldn’t 
objectively think is that painful — I 
ask myself whether this person has a 
psychological driver of pain,” he says. 
“If the answer is yes, I may start with a 
small dose of Haldol, a non-addictive 
sedative, for that patient.”

Stader notes that he has seen 
patients with all different types of pain 
report significant relief just from the 

calming effect on the psychological 
component of their pain. Early in the 
training sessions, one of the provider 
groups wanted to know how to tell 
patients that they would not be 
receiving a narcotic for their pain, and 
Stader responded with a list of how he 
often approaches the issue:

First, Stader asks patients if they 
will be driving home. If they are, then 
he communicates that he will give 
them something that will not knock 
them out.

Another strategy is to 
communicate to the patient that you 
are going to give them a medicine that 
will control their pain but not make 
them drowsy. “That is something that 
most patients are going to respond 
positively to,” Stader advises.

For patients who insist that they 
need something stronger than the 
ALTO medication, Stader tells them 
the medicines he is prescribing should 
be strong enough to control their 
pain, but if they do not control the 
pain effectively, then a traditional 
opioid still is an option.

When patients are skeptical, 
Stader elevates the drug decision 
over his head by saying it is hospital 
policy or ED policy to use a non-
opioid medication first. That typically 
removes conflict from the physician-
patient interaction.

For patients who are just in the 
ED to get their hands on narcotics, 
and who are not open to receiving 
help for an addiction, Stader will draw 
the line and say he is not comfortable 
prescribing a narcotic medication. 
These patients most likely will leave 
the ED at this point.

It is important to note that while 
some patients may express concerns 
about not receiving an opioid, there 
also are many patients who are 
relieved to hear that they will not 
be receiving narcotic medications. 
“That is a population that has been 

growing over the last few years,” 
Stader observes. “You have this 
population that reads newspapers, is 
hyper-educated, and sees the danger 
of opioids because it has been written 
about so much, and they actually 
come in fearing an opioid. Sometimes, 
I have to convince them that an 
opioid is actually the right drug for 
them.”

During the ALTO training 
sessions, practitioners received a start 
date and a directive to go out and 
integrate the new medicines and 
procedures into use. “How they put 
this kind of information into their 
practice varied from physician to 
physician, but they were able to take 
all of that data and all of the new tools 
and apply them to their practices with 
a lot of success,” Stader says.

Every site had a physician 
champion with whom Stader would 
communicate. Often, this would be 
the medical director of the ED. The 
pilot sites also could communicate 
with each other through email on a 
listserv. “When there was a challenge, 
someone would put it on the email, 
and the hospitals would talk and 
communicate with each other,” 
Mackay notes.

Not every physician was 
enthusiastic about taking steps to 
change their practice in line with 
the ALTO approach. In fact, even 
after all the ALTO education, Stader 
found that some physicians at his own 
hospital, Swedish Medical Center, 
still were prescribing four times as 
many opioids as the other providers. 
“What we did with that data is we 
showed it to the clinicians who were, 
in our minds, overprescribing opioids, 
and we pointed out that they were 
the largest prescribers of opioids in 
the group,” he explains. Stader then 
used the data-sharing interaction 
as an opportunity to find out what 
concerns the providers had about 
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ALTO, and what was holding them 
back from making improvements in 
this area. “We actually worked with 
our top three prescribers and got their 
prescribing down as well,” he says.

This practice of sharing data and 
using the information to motivate 
change can be a particularly effective 
strategy with physicians, Stader 
observes. “It is part of what we 
encourage our hospitals to do because 
it is such a good way to get people, 
who might be a little more resistant 
up front, to actually take steps to 
change their practice,” he says. “When 
you are being graded against your 
peers and [the data] show that you are 
falling short — that’s really powerful 
motivation.”

Project developers encountered 
numerous other challenges over the 
course of the pilot, too. For instance, 
one initial obstacle that every hospital 
faced was getting access to drugs that 
have not been used traditionally, such 
as small doses of ketamine and IV 
lidocaine. Such an approval typically 
goes through a hospital’s dangerous 
drugs committee, Stader explains. 
In many cases, it took multiple 
communications and reassurances that 
the ALTO approaches were safe.

Similarly, there were challenges 
at some hospitals regarding the use 
of nerve blocks — procedures that 
basically involve infusing lidocaine or 
another nerve-blocking agent around 
the nerve in an affected area of the 
body to block the transmission of 
pain to the brain. “Nerve blocks are 
procedures that some departments 
of anesthesia say that only an 
anesthesiologist can do, and some of 
these [requirements] are in hospital 
bylaws,” Stader notes. “Sometimes, 
you have to change those [bylaws].” It 
also took time to fine-tune a process 
for collecting and reporting data 
from hospitals that use a variety of 
different IT systems. “We did have 

challenges with data collection, but 
the great news about that is those 
kinks have been worked out, so when 
we bring new hospitals on board, we 
will be able to spend less time on that 
issue,” MacKay stresses. “That’s why 
we do a pilot, and we do it in a small 
population. Because we are looking to 
find what works, what doesn’t work, 
and what we need to do differently to 
make things better.”

Now that the pilot is complete, 
CHA is preparing to launch a much 
larger effort aimed at getting all the 
EDs in Colorado to adopt ALTO 
techniques. “We are currently shoring 
up and improving the tools we have 
on hand now because that is what 
performance improvement is all 
about,” Mackay observes. “We are 
looking to start in the southern part 
of the state, and we will be rolling this 
out on a larger scale.”

The 10 pilot hospitals will be able 
to help the other hospitals come on 
board, shortening the implementation 
time significantly, MacKay says. 
Further, she notes that CHA will 
continue to collect data from the 
hospitals to ensure that the reductions 
in opioid prescribing are sustained.

“The participants have told us 
that this has changed their clinical 
practices permanently,” she says. “It 
does take time, but in six months it 
has changed their practices.”

While CHA is rolling out 
the ALTO approach statewide, 
the organization soon will begin 
working on another focus of the 
treatment guidelines: the treatment 
of addiction. Specifically, CHA is 
readying a pilot that will use the 
screening, brief intervention, and 
referral to treatment (SBIRT) model 
to initiate medication-assisted 
treatment (MAT) in the ED, and 
then provide patients with a warm 
handoff either to a primary care 
provider (PCP) or a trained MAT 

provider in the community who can 
continue to provide MAT.

“Expanding access to treatment 
is what we are doing here,” MacKay 
notes. “We are chipping away [at the 
opioid epidemic]. We started in one 
area with the ALTO pilot, and now we 
are expanding to MAT. It is exciting 
work, and we are looking at saving 
lives.”

Acting as an opioid consultant for 
CHA, Stader will take a leading role in 
the MAT pilot, training the clinicians 
and explaining how MAT will be inte-
grated into the ED. Stader anticipates 
there will be some pushback, but says 
he is armed with data and examples.

“There is really compelling 
evidence that we help people [with 
addictions] when we actually initi-
ate [treatment] and are then able to 
transition them to a MAT provider,” 
he explains. “I try to bring people who 
are in recovery from their addictions 
so clinicians can actually see people 
who are on Suboxone and are func-
tioning who were in the throes of 
addiction.”

While there has been some resis-
tance from the emergency medicine 
community to getting involved with 
the treatment of addiction, Stader 
maintains that initiating MAT in the 
ED is something that the community 
needs.

“We deal with a lot more danger-
ous situations than putting someone 
on Suboxone, which is a pretty easy 
process,” he observes. “We have to 
have an eagerness to look at solutions, 
and this is one of the solutions that we 
can provide.”

To access more information about 
the Colorado Opioid Safety Pilot, 
a prelaunch checklist for ED-based 
ALTO initiatives, and the Colorado 
ACEP 2017 Opioid Prescribing and 
Treatment Guidelines, visit the Colo-
rado Hospital Association website at: 
https://bit.ly/2BtOinS.  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 Beverly 

Cunningham, MS, RN, ACM, 

which of the following is 

not a way to remove time-

wasters and other stumbling 

blocks in case management 

departments?

a . Spend more time on the 

computer

b . Have leaders conduct real-time 

bedside rounds

c . Provide staff an educator 

mentor

d . Add more clerical staff

2. The following statement is 

recommended for discharge 

planners and case managers to 

say when presenting a patient 

with a list of providers: “The 

hospital’s provider can offer 

continuity of care, which other 

providers can’t.”

a . True

b . False

3. According to Toni G. Cesta, 

PhD, RN, FAAN, which 

percentage of hospitalized 

inpatients will meet the 

psychosocial referral criteria for 

a social worker?

a . 25%

b . 30%

c . 40%

d . 65%

4. Which statement about the 

2019 Medicare Inpatient 

Prospective Payment System 

proposed rule is incorrect?

a . It incentivizes providers to make 

it easier for patients to obtain their 

medical records electronically .

b . It reduces the number of hours 

hospitals spend on paperwork by 

2 million hours .

c . It eliminates 19 measures and 

unduplicates an additional 21 

measures .

d . It no longer requires a written 

inpatient admission order in 

the medical record as a specific 

condition of Medicare Part A 

payment .


	HCM 0718.pdf
	CMI 0718.pdf
	HCM 0718

