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Case Managers Should Be Aware 
of Fraud and Abuse Laws
Healthcare providers pay millions for fraud claims

By Melinda Young

Hundreds of healthcare providers 
are investigated and fined or 
reach settle-

ments with the feder-
al government each 
year under federal 
fraud, abuse, and 
kickback statutes.

In one recent 
case, the federal 
government reached 
a $35 million settle-
ment with MedStar 
Health in Columbia, 
MD, after allega-
tions under the False 
Claims Act (FCA) 
and the Anti-Kick-
back Statute (AKS) 
that the organization 
paid kickbacks to a 
cardiology group in exchange for refer-
rals. (Read more about the case at:  
http://bit.ly/2L0ssku.)

Federal investigators have pursued 
hospital case managers, as well as 

physicians and other 
providers.

For example, 
in a case that did 
not receive public 
attention, the federal 
government sued 
several healthcare 
organizations in 2018 
over alleged FCA and 
AKS violations, says 
Jessica Gustafson, 
Esq., founding 
shareholder of The 
Health Law Partners 
in Farmington Hills, 
MI.

The government 
alleged that an ambu-

lance provider paid $500 cash, plus gift 
cards, clothing, and alcohol, to hospital 
case management directors for every 20 
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EXECUTIVE SUMMARY

Healthcare providers pay tens of millions of dollars each year in settlements 

and fines resulting from violations of the federal False Claims Act and the 

Anti-Kickback Statute .

• The Anti-Kickback Statute prohibits someone from offering, paying, or 

receiving any remuneration in exchange for referrals for Medicare/Medicaid 

services .

• In addition to gift cards and cash, illegal kickbacks may include meals and 

payments as a speaker at pharmaceutical and device companies’ functions .

• Case managers and other healthcare professionals could be charged with 

violating the Anti-Kickback Statute even if they do not know that they are 

violating the law — or even if they do not know that the law exists .

Medicare calls they received from 
those hospitals, Gustafson says. The 
government ultimately lost its case 
for failure to state the claims with 
particularity, as required by the laws, 
she adds.

Although the government failed 
in its case, the hospital case manage-
ment department was wrapped up 
in an investigation that took up staff 
time and resources, Gustafson notes. 
The investigation shows that case 
managers should be better educated 
and more aware of fraud and abuse 
laws so they do not even give the ap-
pearance of improper conduct.

“Fraud and abuse laws are always 
something case managers and any-
body in the healthcare sector needs 
to be mindful of,” says Abby Pend-
leton, Esq., founding shareholder 
and president of The Health Law 
Partners.

“Case managers need to make 
sure they’re fully aware of the Anti-
Kickback Statute, which prohibits 
someone from either offering or pay-
ing or receiving any remuneration in 
exchange for referrals for Medicare/
Medicaid services, under the federal 
law,” Pendleton explains. “And there 
are state law equivalents, as well.”

In some other businesses, it is 
legal, and maybe even common 

practice, to give gifts to clients for 
referrals. This marketing strategy is 
illegal in healthcare because it is seen 
as affecting federal and state health 
funding and, possibly, harming 
patients.

“If you have a relationship with a 
local nursing home, and the nursing 
home folks are providing some type 
of benefit — and it doesn’t have to 
be cash in a paper bag, but any kind 
of benefit with the intent or any 
purpose of paying them in exchange 
for referrals to that particular nurs-
ing home facility — then that is a 
kickback,” Pendleton says.

This is true whether the hospital 
is paying the benefit or receiving it, 
and it has potential criminal liability, 
she adds.

Kickbacks can be in the form 
of gift cards and other financial 
benefits.

In 2018, the U.S. Department 
of Justice resolved criminal and civil 
healthcare fraud cases involving 
pharmaceutical and device com-
panies’ use of meals and speakers 
bureaus as potential kickbacks to 
physicians for referrals. (Find out 
more at: http://bit.ly/2WUcJKT.)

For instance, a device company 
paid $3.1 million to resolve allega-
tions that it induced physicians 
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to use its products by paying for 
expensive meals for physicians and 
their spouses and by listing fictitious 
attendees at such meals.

In a criminal case, a physician 
was sentenced to four years in federal 
prison for asking for and receiving 
kickbacks of more than $188,000 for 
speaker fees from a pharmaceutical 
company in exchange for prescribing 
an opioid drug.

Another case, settled in June, 
involved a Florida doctor who agreed 
to pay more than $900,000 to settle 
allegations that he received improper 
payments for making referrals to 
a certain drug testing lab. (More 
information is available at:  
http://bit.ly/2rFY2ZU.)

Not Only Physicians

Physicians often are the targets of 
these investigations, but they are not 
the only healthcare professionals who 
could be caught up in a government 
fraud investigation.

For instance, the Department of 
Justice has targeted several people, 
who define their role as “patient 
recruiter,” who allegedly made refer-
rals in exchange for kickbacks. One 
case involved a Michigan woman 
who pleaded guilty to a $1.2 million 
kickback scheme. She admitted to re-
ceiving illegal kickbacks in exchange 
for referring Medicare beneficiaries to 
a particular healthcare organization. 
(Read more at: http://bit.ly/2RkB1I0.)

Physicians, discharge planners, 
case managers, and others making 
referrals must ensure they are follow-
ing all federal and state laws, as well 
their organization’s policies.

“Case managers have to be mind-
ful of the fact that there will be com-
pliance policies and procedures and 
rules they need to follow from the 
facility’s perspective, and they need to 

understand those types of exchanges,” 
Pendleton explains. “You can have 
someone who was just being nice and 
the person thinks, ‘They’re giving 
me something,’ and they could be an 
unknowing participant in this.”

Case managers and other health-
care professionals could be charged 
with violating the AKS, even if they 
are unaware that they have done so, 
she adds.

“There can be 10 reasons why a 
transaction is taking place, but if one 
purpose is to influence referral pat-
terns, then that can trigger the Anti-
Kickback law,” Pendleton says.

One problem is that hospital staff 
might not be as well educated about 
false claims and anti-kickback laws 
as they are about HIPAA, privacy, 
security, and compliance.

Hospitals have fraud and abuse 
compliance policies, but these 
requirements are not always priori-
tized in staff education and training, 
Pendleton notes.

“Sometimes when you’re given 
stacks and stacks of information, 
you do not always pick up on the 
policies,” she says.

Tips for Staying 

Compliant

The following are strategies 
for preventing False Claims Act 
violations and other federal fraud and 
abuse problems:

• Know the definitions. 
According to the U.S. Office of 
Inspector General (OIG), theFCA 
protects the government from being 
overcharged or sold shoddy goods 
or services. False claims occur when 
someone submits a bill to Medicare 
or Medicaid for services that the 
person knows — or should know — 
are false or fraudulent. (Read more at: 
http://bit.ly/2Itd2ni.)

The Anti-Kickback Statute prohib-
its people from paying to induce or 
reward patient referrals or to generate 
business involving any item or service 
paid by Medicare or Medicaid.

As OIG suggests, these could 
include gifts, money, free rent, hotel 
stays, meals, and excessive compen-
sation for medical directorships or 
consultancies.

• Educate case manager’s on the 
hospital’s fraud policies. Hospital 
compliance officers can educate case 
managers and other staff about how 
fraud and abuse laws work and why 
every employee must be vigilant in 
preventing problems that would trig-
ger a federal investigation.

The government can investigate 
an FCA violation as a civil and/or 
criminal act. If a healthcare provider 
is investigated under the civil False 
Claims Act, the government does 
not have to show that the person 
specifically intended to defraud. 
The employee could have accepted 
a gift without realizing that it was a 
violation. These civil penalties can 
occur in cases where a “person acted 
in deliberate ignorance or reckless 
disregard of the truth or falsity of 
the information,” according to the 
OIG. (Find out more at: http://bit.
ly/2IW5OXY)

Criminal penalties can be levied on 
individual providers, including impris-
onment and criminal fines.

Case managers are not permitted 
to accept gifts from pharmaceutical 
companies, home health agencies, 
medical device or supply companies, 
or any organization that might 
provide goods or services to Medicare/
Medicaid patients.

The AKS also applies to routinely 
waiving copays from patients unless 
there is an individual determination 
that the patient cannot afford to pay 
or if collection efforts fail. (Read more 
at: http://bit.ly/2Itd2ni)
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• Reinforce a hospital’s 
compliance program. The federal 
government typically focuses on 
physicians, healthcare systems, and 
other providers when conducting 
fraud and abuse investigations. But 
case managers and other healthcare 
professionals can be caught up in 
fraud, as well.

For example, the OIG states that 
any time a healthcare business offers 

something to a healthcare worker at 
free or below market value, he or she 
should ask, “Why?” This is suspect 
and should be avoided. (Find out 
more at: http://bit.ly/2IW5OXY.)

A successful compliance program 
will reinforce these goals:

• Demonstrate the hospital’s com-
mitment to honesty and responsible 
conduct;

• Make it easier and more likely 

that employees will prevent, identify, 
and correct unlawful and unethical 
behavior at an early stage;

• Encourage staff to report 
potential problems and to follow-up 
these reports with an internal inquiry 
and corrective action;

• Minimize financial loss to the 
government, taxpayers, and the 
hospital through early detection and 
reporting.  n

EXECUTIVE SUMMARY

A new study suggests that hospitals are not providing patients with enough 

education about home health services, leading to unrealistic expectations after 

they are discharged home .

• One issue is that primary care physicians and home health agencies often 

lack communication from hospitals about discharge plans .

• Another issue is that home health nurses often believe they have difficulty 

reaching a hospital clinician when questions arise about a patient .

• Discharged patients and their caregivers often need and believe they will 

receive more support services from the home health agency than what can be 

provided .

Better Communication Can Improve  
Home Health Education for Patients

P atients discharged home often 
lack necessary education about 

home healthcare services, leading to 
unrealistic expectations, new research 
shows.1

Home health agencies (HHAs) 
also report that they do not receive 
all of the information they need from 
hospitals to provide optimal patient 
care.

“It’s variable how many hospitals 
might send their discharge summary 
and other information to primary 
care physicians [PCPs] and home 
health agencies,” says Christine D. 
Jones, MD, MS, assistant professor at 
the University of Colorado School of 
Medicine in Denver.

“Both primary care physicians and 

home health agencies frequently are 
left out of the loop,” Jones adds.

“We were interested in finding out 
how widespread this problem was,” 
she says. “We found that 60% had 
insufficient information to guide pa-
tient management, and 44% encoun-
tered problems related to not having 
enough information.”

Jones and co-investigators studied 
hospital-to-home communication 
because of problems they observed. 
“We had done some qualitative work 
with home health nurses in the Den-
ver area, and it seemed like a theme 
that kept coming up was they had a 
lot of challenges in getting hold of the 
hospital clinician,” she explains.

“Previously, I had done a study 

talking with primary care physicians, 
and no one was clear how to manage 
home health orders after a patient was 
discharged,” Jones says. “The hospi-
talist thought that once the patient 
was discharged, the information was 
transferred to the PCP, and so we 
realized there was a big gap.”

The researchers also notes that 
caregivers sometimes have unclear 
expectations for home healthcare 
because they actually need more 
support after the hospital discharge. 
This suggests that hospital case 
managers and case management 
teams could play an active role in 
assessing and providing additional 
support.1

From the perspective of HHAs, 
communication could improve  if a 
single point of contact, such as a case 
manager, could help connect HHA 
staff with physicians, Jones says.

HHAs also can send a liaison 
to the hospital before discharge to 
meet with the patient, physician, and 
hospital case manager, she adds.

“That is a solution that home 
health agencies have suggested is very 
helpful,” Jones says.

The communication gap can be 
fixed in a variety of ways, including 
these strategies:
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• Use electronic health records 
to improve communication. In the 
study, the researchers found that hav-
ing access to electronic health records 
(EHRs) helped improve communi-
cation between hospitals and home 
health agencies, Jones says.

“In analyses, we found that those 
who had access to EHRs were much 
less likely to have these problems re-
lated to lack of information,” she says. 
“They were much more likely to have 
the information they needed about 
medication and more than twice as 
likely to have sufficient information 
about medications.”

A communication gap still existed, 
but EHR access helped address some 
of that gap, Jones adds.

For instance, even when the HHA 
had EHR access, the agency still had 
difficulty reaching a clinician after 
discharge.

“That’s something we need to 
work on independently of electronic 
exchanges,” Jones says. “Let’s make 
sure we know who the person is that 
the home health agency can reach, 
and let’s provide them with direct 
contact.”

• Improve interoperability 
between electronic health systems. 
“Interoperability between the hospi-
tal’s electronic health record and the 
home health space is not optimal,” 
Jones says. “The more we can work on 
having health information exchanges 
and interoperability across the elec-
tronic health records, the better.”

Not all hospitals participate in 

health information exchanges, and 
this also poses an obstacle.

“The more we can fill in some 
of these gaps, getting everyone to 
participate in an exchange or getting 
systems to be interoperable, or maybe 
both, it would improve access to 
information,” Jones says.

• Assess hospital communication 
processes. “It’s a good idea to do a 
quick environmental assessment of 
how your hospital is doing and to see 
if there is a communication problem,” 
Jones suggests. “If you find there 
are communication insufficiencies, 
talk with key partners, such as home 
health agencies, to get an idea of what 
it’s like for them and what they need.”

For example, a home health 
agency might say they need a single 
point of contact to call when they 
have a question and need a speedy 
answer. Or the agency might find that 
some information is missing, and they 
need someone to call to help fill in 
the blanks, Jones says.

“I’ve heard that issue a lot,” she 
says. “They want one phone number.”

Hospital case managers will 
benefit from building a relationship 
with home health liaisons, reaching 
the same person or office on a regular 
basis, she adds.

• Prepare patients for home 
health services. A surprising finding 
was that respondents did not feel like 
their patients were prepared to receive 
home health services, and no one 
had explained these services to them, 
Jones says.

“I asked if they knew what skilled 
home health was, and the answer was 
that patients expected home health 
professionals to spend extra hours 
providing caregiving, transportation, 
and cleaning services,” she explains. 
“People described how they would 
go into the home, and the patient 
or caregiver was upset because they 
weren’t getting the help they thought 
they were going to get, and the home 
health professional had to rebuild that 
relationship.”

Hospital case managers should 
educate patients about what to expect 
when they head home to receive 
home health services.

“Make sure patients aren’t 
disappointed,” Jones says. “This is 
something we can do better from a 
hospital perspective — have better 
education about home health 
services and give people something 
easy to read, easily understandable 
information.”

If patients and caregivers suggest 
they need unskilled home care 
services, then a case manager could 
give them information about private 
duty services.

“This was the biggest thing people 
were talking about,” Jones says.  n

REFERENCE
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EXECUTIVE SUMMARY

A case management health coaching intervention helps prevent patients with 

type 2 diabetes from returning to the hospital within 30 days of discharge, 

according to a pilot study .

• The intervention targeted patients with multiple health and socioeconomic 

issues .

• For some patients, lack of access to healthy foods was a major obstacle to 

maintaining their health .

• Case managers start providing patients with health coaching while patients 

are still in the hospital .

Health Coaching Helps Patients With Diabetes  
Improve Healthy Behaviors
Strategy reduces readmissions

A pilot study of hospitalized  
 patients with type 2 diabetes 

found that 80% of patients who 
received a case management health 
coaching intervention were not 
readmitted to the hospital within 30 
days of discharge.1

By contrast, the patients with 
diabetes who were enrolled but never 
participated in the intervention 
returned to the hospital within the 
first two weeks post-discharge.1

The intervention involved 
people who had multiple health 
and socioeconomic issues, including 
difficulty accessing healthy foods.

“These were poor, fixed-income 
participants that were really 
struggling,” says Veronica H. 
Sullivan, DNP, MSN, RN, clinical 
assistant professor at the University of 
Alabama in Huntsville.

For some patients, lack of access to 
healthy foods were a major obstacle to 
maintaining their health.

“One lady had three grandchildren 
that she was trying to feed with her 
own food stamps,” Sullivan says. “She 
couldn’t afford fruits and vegetables.”

The patient was not the 

grandchildren’s legal guardian, so she 
had no food stamps for them.

“The woman said, ‘I could eat 
Ramon noodles all month long on 
what it would cost me to buy fruits 
and vegetables for myself,’” Sullivan 
says. “She said, ‘I’m trying to spread 
out my dollars to feed the children.’”

Sullivan helped the grandmother 
obtain vouchers for a local farmers 
market. She could use these to 
supplement food stamps and to buy 
fresh produce.

“Learning of these kinds of 
socioeconomic problems was an eye-
opening experience,” Sullivan says. 
“You can’t tell someone to be healthy 
and forget about their grandkids. 
That was one obstacle.”

For the pilot study, patients were 
offered enrollment based on health 
and demographic criteria. Sullivan 
asked nurses for help in identifying 
potential candidates for the program.

Sullivan’s health coaching focused 
on these three areas:

• Self-management. Case 
managers can begin health coaching 
while the patient is in the hospital. 
Hospital case managers were doing a 

great job of educating patients about 
diabetes before they left the hospital, 
as Sullivan discovered from a pre-
discharge diabetes self-management 
quiz she gave patients in the pilot 
study.

“When they were in the hospital, 
we met in person, and I’d get their 
demographic information and do a 
semi-structured interview,” Sullivan 
says.

Sullivan asked the following 
questions to find out how well the 
patient was managing his or her 
diabetes and to prioritize health 
changes:

- Are you monitoring your blood 
sugar?

- Do you have glucometers at 
home now?

- What kinds of food do you eat?
- Are you eating fruits and 

vegetables at each meal?
- Do you exercise?
- What kind of exercise could you 

do?
- Do you drink water regularly?
- How much do you sleep each 

night?
- What medications are you 

taking, and do you take them as 
prescribed?

• Set goals. From the start, 
Sullivan tells patients to think 
about setting goals for themselves. 
These can be about diet, exercise, 
medication management, and making 
appointments with physicians. She 
asked patients to set two major goals 
for the month.

“Most people would make a goal 
to increase their exercise,” Sullivan 
says. “I wanted them to do it with 
more structure, walk for 10 minutes. 
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But they’d say, ‘I want to walk to the 
mailbox or cook a meal.’”

They were focused on tasks of 
daily living, which puzzled Sullivan at 
first. “I thought, ‘How else will you 
eat?’” she says.

But then she realized that some 
patients didn’t actually cook meals, so 
preparing even one meal a week was 
physically taxing.

“It does take a lot of energy to 
make a meal, so I went with their goal 
and what they wanted to do,” she 
says.

Walking to the mailbox might also 
seem like a light goal, but for these 
patients it did require some effort and 
stamina. Some patients had neighbors 
who would deliver their mail for 
them, and they lived in an area that 
might experience inclement weather. 
Heading to the mailbox several times 
a week was an accomplishment, she 
adds.

“I had one gentleman who started 
going to the gym a couple of times a 
week, and another gentleman started 
back to work, which was his goal,” 
Sullivan says.

Some patients were too vague in 
setting their goals. They might say 
they wanted to eat better, but they 
wouldn’t set a plan for what was 
better.

“So I’d ask them, ‘Are you going 

to eat more fruits and vegetables or 
use less fat and sugar?’” Sullivan says. 
“I helped guide them into a more 
specific plan.”

• Follow-up calls. Sullivan 
documented patients’ goals and 
would ask them about their 
accomplishments during weekly calls. 
“I would focus on their set goals,” she 
says.

For patients newly diagnosed with 
diabetes, she provided directions for 
how to monitor glucose levels and 
discussed any symptoms they had.

Her typical questions each week 
included:

- How successful have you been in 
reaching your goal of exercising?

- How successful have you been in 
glucose monitoring?

- Have you been eating more fruits 
and vegetables?

- Do you have any questions about 
how to manage your diabetes?

“Then I’d ask them what helps 
them move toward their goal. What 
motivates them? What are the things 
that help them feel in control and 
improve self-management?” Sullivan 
says. “And I’d also ask if they had a 
scheduled healthcare appointment.”

Sullivan found that it was very 
important to make sure patients 
scheduled and kept follow-up 
appointments with their doctors.

Some patients thought they would 
skip that first follow-up visit and just 
return to the ED if they experienced 
any problems.

Sullivan had to convince them that 
this was not the way to maintain their 
health and they should set that first 
follow-up appointment and ask their 
own doctors about any symptoms.

“I’d ask them if they had a spouse 
or friend who could help them reach 
their goals,” Sullivan says. “Of the 
20 patients, 18 did have a follow-up 
appointment, and only two returned 
to the hospital before making their 
appointment.”

Sullivan also would send a letter 
that stated what she and the patients 
had discussed and what their selected 
goals were. The letter also listed the 
days when she would call patients to 
follow up on their health progress.

During the last phone call to 
patients, Sullivan gave them the same 
quiz she gave them at the beginning 
to see if health coaching made a 
difference in their motivation and 
knowledge.

“They were knowledgeable 
about diabetes at the beginning 
and were educated by hospital case 
managers on what they needed to 
do,” she explains. “The coaching 
program provided motivation and 
encouragement.”  n

A Case Manager’s Guide to Malpractice 
Prevention
By Jeanie Davis

You have done everything you 
can for the patient and his or 

her family, but suddenly find yourself 
named in a malpractice lawsuit. Or, a 
complaint is filed against you before 
the state board of nursing.

This can happen to even the best 
case managers, says David Griffiths, 

MBA, BS, P&C, senior vice president 
for the healthcare division of Aon 
Affinity, and a specialist in medical 
malpractice risk management.

“We live in a culture in which 
somebody has to pay,” explains 
Griffiths. “There is a common belief 
that every outcome is going be a 

positive outcome. When there is a 
negative outcome, the family will 
look to the legal system.”

A patient’s death is the number-
one driver for a malpractice lawsuit, 
he says.

Griffiths’ efforts are geared toward 
helping case managers and other 
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Reduce Dependence on Opioids

healthcare professionals avoid these 
professional liability claims. He also 
outlines measures to protect oneself in 
case there is a lawsuit or complaint:

• Use high-quality documenta-
tion. This is critically important, says 
Griffiths. “There’s the old adage that if 
it wasn’t documented, it wasn’t done. 
When we study malpractice cases or 
professional liability cases, we find 
this to be true.”

Quality documentation will help 
provide the evidence necessary to 
defend a nurse or other provider. 
“When there is no documentation, it 
becomes much harder to defend,” he 
says. “You must avoid the ‘he said, she 
said’ scenario.”

Also, the documentation must be 
easy to decipher. If not, the argument 
will be, “if this was sloppy, then pa-
tient care was sloppy,” says Griffiths.

• Excellent communication. 
There must be very good communica-
tion with the patient and family, says 
Griffiths, and it must be documented. 
If a discussion is not documented, the 
case manager is vulnerable to a law-
suit or complaint if something should 
go wrong.

Keeping a log of every discus-
sion can be difficult, but it really is 
imperative, he notes. Otherwise, there 
will be court challenges over whether 
the communication occurred — and 
nothing to prove that it did.

• Beware compliance issues. The 
case manager must be meticulous 
about compliance with federal and 
state regulations. A colleague or 
employer can report any standard of 
conduct breaches to the state nursing 
board.

If the case manager is not 
following the hospital’s policies, then 
the employer could report him or her 
to the board. “The problem is, case 
managers need to be the patient’s 
advocate — which puts them in a 
precarious spot,” Griffiths says.

The case manager’s role as 
advocate for the patient may, at 
times, put him or her in a position 
that is contrary to the employer’s 
intentions and policy, he explains. 
For example, the case manager may 
recommend a certain medicine 
or path of care that cuts into the 
hospital’s revenue. The employer can 
report that case manager to the state 
board of nursing.

“It’s truly a difficult position for 
the case manager to be in because 
patient advocacy is the one key 
underlying mission in their standard 
of care,” Griffiths says. “There is 
that potential for inherent conflict 
between professional responsibility 
and the employer’s intentions.”

This conflict can occur when a 
case manager gets too personally 
involved in the patient’s case, he 

adds. “It’s best to clearly identify 
that the physician or the team is 
directing patient care, and the case 
manager is acting as a conduit for 
that information.”

Working as a team reduces 
the case manager’s exposure to 
liability, he explains. “It’s not the 
case manager pushing for a specific 
treatment, it’s the team. Of course, 
the case manager still must be the 
patient advocate, so there is a fine 
line that can arise.”

The opioid epidemic has set off 
a trend in lawsuits, says Griffiths. 
Claimants are citing that they were 
not informed adequately about 
the risk of addiction, and that 
alternatives to opioids should have 
been suggested.

Social media also has generated 
claims against healthcare practitio-
ners. Posting a photo of the ER with 
an inappropriate message landed one 
physician in hot water with the state 
board. A nurse made a disparaging 
comment about a New York ER after 
a bad subway accident, and the com-
ment was reported to the state board 
as unprofessional conduct.

“We’re dealing with a generation 
that’s grown up with a phone in their 
hands, so there’s this sense that an 
individual can take a photo and post 
it and get away with it,” Griffiths 
says. “That’s just not true.”  n

Amidst the national opioid addic-
tion crisis, a Utah nurse with a 

background in case management has 
collaborated with a team of doctors 
and nurses at a Veterans Administra-
tion hospital — and their program 
has gained attention from The Joint 
Commission (TJC).

“This should be the national 
standard for care,” a TJC auditor 
told hospital leadership at the VA 
Salt Lake City Health Care System 
where Amy Beckstead, RN, MSN, 
ED, is a nurse educator/manager of 
the Regional Centers of Innovation 
Specialty Care (COI).

Since the program was 
implemented in January 2018, 
Beckstead reports that no opiate-
naïve patients seen through the 
Transitional Pain Service (TPS) have 
continued postoperative opioid use. 
TPS patients already using opioids 
preoperatively have experienced 
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significant reductions in chronic 
opioid doses.

Beckstead and her colleagues are 
presenting their findings at multiple 
medical conferences, spreading 
the word that their approach has 
proven effective — albeit based on 
preliminary results.

Opioids are commonly prescribed 
for postoperative pain, says Beckstead. 
“Among the various pathways by 
which individuals are introduced to 
opioids, surgery is the third avenue.”

“Surgery is really an ethical time 
to address opioids,” she explains. “Of 
course, we should offer pain control 
to patients postoperatively. Opioid 
issues related to chronic pain could 
have started with surgery. But the 
problem has been that nobody really 
stopped to look at how did the pain 
become chronic. Where was the acute 
insult that led to chronic pain?”

Statistics show that, historically, 
between 5% to 12% of patients who 
were opiate-naïve going into surgery 
will develop persistent chronic pain 
and opioid use after surgery.

“Communication after surgery is 
too disjointed in discussing reasonable 
opioid use,” Beckstead explains. 
“Patients are typically instructed to 
take the medication PRN [as needed]. 
But most patients don’t understand 
what ‘PRN’ means, and they take it 
until the bottle is empty.”

Patients also were not getting 
much education about the opioid 
medication itself, she adds. “They 
may not have realistic expectations 
about their level of pain and the need 
for an opioid pain medication, but 
that aspect is never discussed.”

Another layer is that the 
postsurgical patient typically is “not in 
the best mental state” to understand 
what they’re being told about the 
medication, Beckstead adds.

These factors cause confusion 
for the patient, who likely will call 

the surgeon for a refill because of 
continuing pain. That surgeon may 
continue prescribing the opioid 
medication for what he or she thinks 
are valid reasons.

Once the patient returns to 
primary care, that dosage may 
be continued due to lack of 
communication and guidance about 
proper use and tapering of opioids. 
The patient might be ready to scale 
back to a non-opioid painkiller or 
other alternatives for pain control.

The TPS team intervenes before 
chronic pain becomes an issue, and 
helps patients manage their pain in a 
different way.

“In the past, patients were given 
the illusion that perhaps we can get 
rid of their pain with the medications, 
and that’s not always possible,” 
Beckstead explains. “We had to 
help the patients develop realistic 
expectations about the pain and 
about pain control.”

The team uses a multidisciplinary 
approach that starts before surgery, 
with the nurse educating the patient 
about pain he or she might experience 
after surgery.

Each patient in the study was 
identified as either “opioid naïve,” 
who had not taken opioids in the 
previous 90 days, or patients with 
chronic pain who were currently 
taking opioids — about 30% of 
patients.

Beckstead says the preliminary 
results are a “great success.” Of the 
241 surgical patients monitored since 
January 2018:

• 72% were opioid-naïve prior to 
surgery; none of these patients were 
still taking opioids three months later, 
compared to 5-13% in published 
studies;

• 28% were taking chronic 
opioids prior to surgery; 43% were 
completely off opioids after surgery; 
37% had reduced their usage; 12% 

returned to their baseline use after 
surgery;

• Only 8% increased their opioid 
dose after surgery.

How did the TPS team so suc-
cessfully decrease unintended opioid 
misuse post-surgery — and decrease 
opioid use rates for veterans who were 
already taking them for chronic pain?

First, they screened patients for 
risk factors and targeted those who 
were more likely to overuse the medi-
cation.

“I feel most strongly that educa-
tion was the key to the program’s suc-
cess,” says Beckstead. Prior to surgery, 
a nurse took time to educate patients 
about their surgical procedure, the 
pain they might expect, and the types 
of pain medications they could expect 
to take.

Patients also were instructed on 
the length of time to take the pain 
medication. “We stressed that it 
wasn’t long-term,” says Beckstead. 
“We also talked to them about 
other approaches to pain control, like 
mindfulness. A psychologist could 
also see them to discuss alternative 
pain control methods.”

Each patient also learned a nurse 
would be following up with them 
for three months after discharge via 
phone calls on days two, seven, 14, 
21, and 30. This was to ensure the pa-
tient was following the plan to taper 
the opioid dosage. When the patient 
was off opioids for five consecutive 
days, those calls would end.

However, the team would check 
in with the patient at six months 
and one year to monitor overall 
functioning.

The team used the National Insti-
tutes of Health PROMIS pain scale to 
determine if the pain medication was 
effective. They also used quality of 
life questions to help determine each 
patient’s ability to function without 
the opioids.
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“All these touch points, where 
we see the patient before surgery 
and call them afterward, creates a 
relationship of trust between patient 
and nurse,” says Beckstead. “I think 
that’s the strength of this program, 
as it’s not only about helping people 
with pain medication, but because 
expert nurses were helping them and 
referring them to other services and 
specialists when necessary.”

With this trust, “the patient is 
willing to let go of pain medication 
and is more accepting of what the 
team tells them is in their best 
interest,” she adds.

Those who receive the regular 
calls are higher-risk patients who 
may have mental health issues. Also, 
if surgery is more invasive, those 
patients are more likely to experience 
more pain — and are at higher risk 
for unintended opioid misuse.

The calls to the patient come from 
a transitional care nurse who works 
closely with surgery, anesthesia, and 
the primary care doctor so that there 
is less risk of prescription refill.

Beckstead is starting the 
qualitative review process for 
the program. She, along with 

colleagues including a vascular 
surgeon, anesthesiologist, and nurse 
practitioner, are evaluating the 
patient education and dose-tapering 
process. The findings will be shared 
with nurses, residents, doctors, and 
primary care doctors.

Currently, no clear guidelines 
exist regarding how much pain 
medication to prescribe for patients 
after specific surgical procedures. 
“We hope to see patterns emerge 
that help us validate prescriptions 
guidelines for acute pain for other 
hospitals and providers,” Beckstead 
explains.

For example, with patients 
undergoing gallbladder surgery, what 
pain medication should the team 
recommend, and how long should 
the patient take it? Statistics show 
that even minor surgeries like these 
can lead to opioid misuse, compared 
to what might be expected with 
more invasive surgeries, like open 
heart surgery, that typically are more 
painful for the patient.

The program is “really gratifying,” 
says Beckstead. “We’re really helping 
patients; we’ve had stories from 
patients, how grateful they are.”

Some patients taking chronic 
opioids have stopped taking 
them altogether. “One patient 
said his daughter wouldn’t let his 
grandchildren come over because he 
was too ‘out there,’” she says. “One 
of his great triumphs was having the 
kids stay overnight.”

Another patient felt “clear 
enough” to drive his motorcycle. 
“That’s the quality of life we want to 
give patients,” says Beckstead.

How do they get patients to taper 
chronic opioid medications? “We’re 
telling them long-term opioid use 
doesn’t really help your chronic 
pain,” she explains. “Your body gets 
sensitized to the opioids, so you need 
more. You also get hypersensitive to 
pain when you take opioids.”

When opioids were first 
introduced, they were considered 
“wonder drugs,” she says. “They still 
are in certain situations like palliative 
care for cancer patients and end of 
life. But we’re changing the mindset 
and culture about opioids.”

“It’s exciting,” says Beckstead. 
“We want to be part of the solution. 
It’s very encouraging seeing these 
results.”  n

Brain Trauma: What Case Managers Should Know

When brain trauma patients 
are discharged from hospital 

intensive care, a rehabilitation facility 
is the next step. At the rehab facility, 
a case manager will work closely with 
a team that helps patients regain 
functional ability.

But often, the family wants to 
take a patient home too soon in the 
rehab process, says Mark Evans, MA, 
CCM, CRC, CBIS, who has worked 
with brain injury patients for 30 years 
at Rainbow Rehabilitation in Detroit.

The patient has survived a horrific 
accident, and the family is grateful 

the patient is alive. Naturally, the 
family members want to take the 
patient home, Evans explains “But 
they take him home unprepared, 
without a lot of education, without a 
lot of support.”

Following a traumatic brain injury, 
recovery and rehabilitation may be a 
long-term process. However, research 
has shown that the greatest likelihood 
of functional improvement will occur 
within the first 24-36 months. This is 
the time when rehabilitation services 
are critical.

“Hospital case managers are in the 

perfect position to be the patient’s 
advocate in this regard,” says Evans. 
In talking with patients’ families, the 
importance of “staying the course” 
with rehabilitation is imperative, he 
explains.

“Families need to know the long-
term benefits of early intervention 
— how this could have long-term 
benefits for the rest of the patient’s 
life. We will reinforce this message on 
our end, but it helps so much to start 
the conversation right away. Families 
need to advocate for their loved ones 
early and often.”
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 n Strategies to “activate” patients, 
improve motivation

 n Lessons learned from state’s 
experiment with capitated 
payments

 n Renewed push for a national safe 
patient handling standard

 n How to increase impact as a  
case management leader

COMING IN FUTURE MONTHS

The family typically does not un-
derstand the trauma and how it has af-
fected that person’s brain, says Evans. 
If the patient is a child, “they don’t 
know why the kid is different now. 
And that child will struggle through 
life, struggle with school, friends, fam-
ily. There will come a point where the 
family can’t do it anymore.”

Very often, that patient will need 
further care five, 10, or 15 years later. 
“The parents can take care of the 
child,” says Evans. “Or perhaps mom 
has passed away, and there’s no one 
else who can take care of him. Every 
story is different.”

The patient may stay at the rehab 
facility until the end of life, says 
Evans. “People come to us at different 
stages of their recovery,” he explains.

Working with patients for 10, 
15, or 25 years is a challenge for the 
team, says Evans. “We see the ebb 
and flow of people in the life cycle. 
As case managers, we become almost 
like their personal historians. We see 
that the injury tends to speed up the 
aging process. We see significant co-
morbidities along with the traumatic 
injury. This means the patient must 
get plugged into different parts of the 
healthcare system with a new set of 
providers, new set of diagnostics, new 
medications, new treatments.”

The case manager interacts with 
every medical provider, he says. “We 
make sure the provider has a complete 
medical history of this client so they 
will have a full picture of the person 
they will be meeting.” This is a critical 
role for the case manager in prevent-
ing any confusion including contrain-
dications.

The case manager acts as the 
patient’s advocate — and nearly as a 
“pseudo family member,” says Evans. 
Legal issues also require the case man-
ager’s interaction, including guardian-
ship, conservatorship, and probate 
issues.

“A judge must make their 
determinations knowing the client 
and understanding they may have a 
cognitive deficit,” he explains. “We 
want to protect our client/patient 
from inappropriate decisions that 
have negative legal ramifications.”

Therapy for the patient involves 
access to community resources, 
including jobs, recreation, and 
events. The goal is to help the patient 
achieve the highest possible level of 
productivity.

Physical therapy, speech therapy, 
and mental health support will be 
structured to “meet the patient 
where they are” to help them gain 
function. However, after the first 18 
months to two years, the benefits 
of those therapies taper off, Evans 
explains. At that point, the focus 
switches to a supportive environment 
where the goal is to retain function.

Therapy might evolve into a 
group format or a community 
activity. The case manager tracks 
this progress, using a variety of 
assessment tools, and provides 
progress reports to keep all 
physicians, family members, 
insurance companies, and attorneys 
informed.

Frequently, the case manager 
is more involved with the patient 
than any family member. In some 
cases, family members make few 
or no visits. “It’s tough for some of 
these families; they have to get on 
with their own lives, their jobs,” says 
Evens. “We see them every day; we 
become their family.”

One patient came to the facility 

nearly 30 years ago, and despite her 
traumatic brain injury, she was able 
to live in an apartment, drive her 
own car, held a job. She was living 
her life, Evans says. “She had a lot of 
deficits and needed a lot of hand-
holding from our staff, but she was 
able to do all these things. It was a 
tremendous success for her.”

But as she got older, her injury 
and comorbidities started taking a 
toll. She lost her freedom in stages, 
and eventually needed full-time 
nursing care. “We saw her through 
her circle of life,” says Evans. “We 
were the support system she needed.”

In that setting, a case manager 
works closely with the treatment 
team to identify solutions for each 
patient’s unique needs. Their team 
is an “incredibly dedicated group,” 
says Evans. “No two days are the 
same. We have this unusually long-
term relationship with our patients 
and their families. It brings a lot of 
meaning to our work. We feel good 
at the end of the day.”

Also critical is the emphasis on 
therapeutic boundaries, he adds. 
“It would be easy to fall into a 
‘friend’ relationship where we are 
asked to Christmas dinner or travel 
with the family. We make sure we 
have good, strong, but therapeutic 
relationships,” Evans explains.

“We have to remind some 
families that we can’t accept gifts or 
tips. We are professionals here to do 
a job. We care about you and your 
loved one, but we go home to our 
own families. We have to maintain 
that boundary.”  n
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CE INSTRUCTIONS

CE QUESTIONS

1. Under the Anti-Kickback 

Statute, which of the following 

describes gifts/compensation 

that could be considered an 

illegal kickback?

a . A home health agency that 

accepts referrals from a hospital 

case manager gives the case 

manager gift certificates, a spa 

day, or cash .

b . A hospital case manager gives 

the hospital’s pharmacy staff 

doughnuts every Monday .

c . An ambulance company brings 

patients who are not sick enough 

to require ambulance services to 

a hospital .

d . A hospital case manager wins 

a fruit basket raffle held by a 

pharmaceutical company .

2. Which of the following are 

important goals that patients 

with diabetes could set for 

themselves?

a . Goals on better household 

cleaning and management

b . Goals involving limiting screen 

time and having family dinners

c . Goals involving diet, exercise, 

medication management, and 

appointments with physicians

d . Improving money management 

and visiting the local senior center 

weekly

3. Which of the following is 

not a measure to protect 

against malpractice or lawsuits 

mentioned by David Griffiths, 

MBA, BS, P&C?

a . Avoiding posting about the 

hospital or patients on social 

media

b . Apologize to families for bad 

outcomes

c . Keep detailed documentation

d . Follow hospital policies

4. According to Amy Beckstead, 

RN, MSN, ED, what percentage 

of patients taking chronic 

opioids were no longer taking 

opioids post-surgery in the 

VA Salt Lake City Health 

Care System Transitional Pain 

Service?

a . 25%

b . 37%

c . 43%

d . 50%


