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CMS Issues Waivers to Help  
Case Managers, Hospitals Cope 
with COVID-19
By Jeanie Davis

New York City struggled, as 
did other hotspots. Patient 
care units sprung up in public 

spaces. Busloads of out-of-state nurses, 
medical residents, 
and retired doctors, 
nurses, and therapists 
pitched in.

To expedite 
patient care, 
insurance companies 
waived copays 
and deductibles. 
Discharge planning 
regulations were 
relaxed. Paperwork 
took a back seat, 
as all efforts were 
directed toward 
patient care.

All this was due to the declaration 
of a national emergency, which gave 
impetus to changes from the Centers for 
Medicare & Medicaid Services (CMS).

CMS initially enacted 28 pages 
of waivers of federal requirements to 
ensure that local hospitals and health 
systems had the capacity to absorb and 

effectively manage 
potential surges of 
COVID-19 patients. 
These waivers have 
been continually 
expanded, sometimes 
daily. (More 
information on the 
waivers is available 
at: https://go.cms.
gov/2VTzvPS.)

“The waivers 
are appreciated 
by the healthcare 
community, and 

unprecedented,” 
says Sue Dill Calloway, RN, AD, BA, 
BSN, MSN, JD, CPHRM, CCMSCP, 
CCMSP, president of Patient Safety and 
Healthcare Consulting and Education. 

“IF YOUR 
HOSPITAL 

DOESN’T HAVE 
A SURGE, BE 

CONSIDERATE 
ON USING THE 
WAIVERS. IT’S 

AN IMPORTANT 
THING TO 

REMEMBER.”

https://go.cms.gov/2VTzvPS
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“However, the waivers are temporary 
and will end when the COVID-19 
emergency is over.”

Also, these are not “blanket 
waivers” for every hospital, adds 
Beverly Cunningham, MS, 
RN, ACM, partner with Case 
Management Concepts, LLC. “These 
new rules can apply to every hospital. 
However, if your hospital doesn’t 
have a surge, be considerate on using 
the waivers. It’s an important thing 
to remember.”

There is potential for a paradigm 
shift, says Mindy Owen, RN, 
CRRN, CCM, principal owner of 
Phoenix Healthcare Associates in 
Coral Springs, FL.

“Hopefully, the changes from 
CMS will result in some regulations 
staying relaxed, like telehealth and 
home-based therapies,” Owen 
explains. “These may present such 
good results that some regulations 
will stay relaxed, whether COVID-19 
is still a threat or not.”

Highlights from  

CMS Waivers

Highlights from the CMS waivers 
include:

• Establish adjunct hospitals 
without walls. CMS is allowing 
healthcare systems and hospitals to 
provide services in locations beyond 
their existing walls to increase the 
capacity for COVID-19 treatment.

Also, ambulances are allowed to 
transfer patients to a wider range of 
locations when other transportation 
is unavailable, including urgent care 
facilities, mental health centers, 
physician’s offices and dialysis centers, 
and still be covered by Medicare.

• Rapidly expand the healthcare 
workforce. Local private practice 
clinicians and their trained staff may 
be available for hospital practice. 

Medical residents are allowed to 
provide services under a teaching 
physician’s direction. CMS also 
allowed wider use of verbal orders 
so hospital doctors can focus on 
treatment.

Additionally, CMS issued a 
blanket waiver to allow hospitals 
to provide support to their medical 
staffs, such as multiple daily meals, 
laundry service, or childcare services. 
Nurses’ requirements to conduct a 
home health onsite visit every two 
weeks also are waived.

• Give priority to patients over 
paperwork. CMS is temporarily 
nixing paperwork so clinicians can 
spend more time with patients in 
COVID-19 isolation. Hospitals 
also will have more time to provide 
patients a copy of their medical 
record.

Medicare patients will have 
broader access to ventilators, 
multifunction ventilators, respiratory 
assist devices, and continuous 
positive airway pressure devices. 
Medicare will allow these for any 
medical reason determined by a 
physician.

• Promote telehealth. Medicare 
patients can use telehealth services 
from home, or a nursing or assisted 
living facility. This allows COVID-19 
patients to remain in isolation and 
prevents exposure risk. CMS will pay 
for more than 80 services furnished 
via telehealth, including emergency 
visits, discharge visits, and home 
visits. Clinicians also can evaluate 
Medicare patients via phone calls.

Home health and hospice agencies 
can provide services via telehealth, 
although this does not replace needed 
in-home visits. Clinicians can provide 
remote patient monitoring services 
for patients with any condition.

• Modify discharge planning for 
hospitals. CMS is waiving certain 
requirements related to hospital 
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discharge planning for post-acute care 
services to expedite the safe discharge 
of patients. CMS is waiving certain 
requirements for those patients 
discharged home, and for patients 
transferred to a skilled nursing 
facility, inpatient rehabilitation 
facility, or long-term care facility. 
These requirements include removing 
the requirement for choice and for 
sharing quality metrics for post-acute 
care providers.

“The discharge planning waivers 
are helpful, especially in light of the 
fact that CMS rewrote the discharge 
planning standards in 2019,” says 
Dill Calloway. “There were still 
many hospitals struggling to come 
into compliance with these new 
regulations, so this one was especially 
important for hospitals.”

Case Managers Must 

Lead in Crisis

It is a confusing time, as rules and 
regulations have been changed on 
the city, state, and federal levels, says 
Cunningham.

Payers also have made changes. For 
example, some payers may not require 
authorization for hospitalization or 
providing clinical treatment during 
a patient’s hospitalization. There 
is consensus among many payers 
that if a patient is diagnosed with 
COVID-19, they will not have to pay 
the deductible.

However, states differ in protocols 
involving Medicaid and nursing 
home admissions. States also have 
set their own definitions of “essential 
worker” status.

“Case management leaders 
must understand each of these 
regulatory situations, and they need 
to know what the government, the 
state, and the payers are saying,” 
says Cunningham. “Each hospital 

will establish its own protocols for 
operation. Will any patient care units 
accept visitors? Which units can be 
converted into COVID units? Case 
management leaders must be aware of 
changes in their hospital operations. 
As we’re working through pandemic 
issues, we as case management staff 
are not so much changing what we do 
but changing how we do it.”

She adds: “Hospital leadership 
will determine whether this planning 
occurs, and how effective it is. If 
the case manager or the staff is not 
getting answers, keep asking. You 
need to know now, not after the 
fact. It’s extremely important that 
the case management leader shares 
information with their staff on what 
your hospital is doing.”

Coordinate New 

Protocols

Case management leaders must 
collaborate with physician advisors to 
decide how they will evaluate medical 
necessity of patients suspected of 
COVID-19 — whether to place an 
order for inpatient or observation 
service. Guidelines can be established 
to assist case managers and physicians 
in creating accurate documentation 
and an appropriate order for these 
patients.

“Our physicians should not 
have to guess,” Cunningham says. 
Physicians have changed their 
operations, and case managers should 
respect how challenging their new 
workflow is. “Both case managers and 
physician advisors should be helping 
with that. Discussions with physicians 
regarding medical necessity for 
COVID patients should be consistent 
among the case management staff. 
Case management leaders also must 
watch for new updates.”

Advanced practice staff may 

not need the physician to cosign 
an order, Cunningham explains. 
“Case managers need to know how 
hospitalists are organizing their 
day. They must figure out how to 
collaborate effectively with those 
physicians.”

During this crisis, it also is 
necessary to assume that any 
patient in the hospital could have 
COVID-19, says Cunningham. 
“Case managers need to know what 
the protocol is going to be for their 
interaction with nursing, ancillary 
staff, physicians, patients, and 
families. With rounds, for example, 
how are we conducting those, yet 
keeping six-foot social distancing? 
Simply walking the halls of a hospital 
or doing rounds is very, very difficult. 
It’s not easy to manage six-foot 
distancing at the grocery store, so it’s 
certainly not easy in hospital halls.”

Be Considerate of 

Patients, Families

In some hospitals, ventilators 
might be in the hallway, connected 
via long tubes to the patient in the 
room. This decreases the time of 
contact with the patient, but also 
must take an emotional toll on 
patients, says Cunningham.

“We need to put ourselves in 
the patient’s place, in the family’s 
place, and in the doctor’s place,” she 
explains. “The doctor will be talking 
to the patient. We need to think 
about that, and be helpful in any way 
possible.”

Neither a case manager nor social 
worker needs to enter a patient’s 
room, Cunningham adds. “When 
PPE is so scarce, we do not need to 
be using those resources. CMS has 
agreed in FAQs that conversations for 
requirements, such as the MOON 
[Medicare Outpatient Observation 
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Notice], can be done by telephone or 
iPad.” A clinical person can provide 
the written notice to the patient the 
next time they enter the room.

Some hospitals are asking staff to 
conduct all business with families via 
phone. It is critical to keep families 
informed sooner rather than later, 
says Cunningham. Her sister-in-law’s 
husband was recently in the hospital. 
She had to wait for a doctor to call 
her late in the day, every day, to tell 
her what was going on.

“We have to remember that 
communication is changing,” she 
says. “With no family members 
around, we will realize how 
supportive they can be, and how 
we communicate with them is 
important.”

While some Conditions of 
Participation have been waived during 
the surge, “we still need to ensure 
appropriate discharge planning,” says 
Cunningham. “We can do that in a 
phone call (to a family member) or 

give the patient an iPad.” FaceTime 
with families can be very effective, she 
notes.

Stay Flexible

Some hospitals are asking case 
managers to help nurses on the floors, 
says Cunningham. “Case managers 
are being used to help transfer 
patients, set IVs, and support the staff 
in other ways.” Leaders should ensure 
their staff is available to provide the 
appropriate utilization management 
and discharge planning for their 
patients. She also notes that the Two-
Midnight Rule has not been waived.

It is important to understand the 
challenges the staff is experiencing, 
she adds. “They have to live this 
every day, then pray they have done 
everything per protocol so they don’t 
expose their families. Some are not 
even sleeping in their houses so they 
won’t expose anyone at home. As 
leaders, case managers must help as 

much as they can, in any way they 
can.”

Encourage Emotional 

Support

Case managers and their 
colleagues will need emotional 
support, says Owen. “They are seeing 
so much, involved in so much, and 
it’s going to be very difficult for them 
to decompress over the next months.”

Hospitals should be pulling 
resources to help staff maintain their 
mental health, Owen adds. “This 
should be paramount to make sure 
everybody is healthy going forward.”

Many health systems employ 
programs and Behavioral Intervention 
Teams (BIT) that work with patients. 
“BITs certainly could be organized to 
help patient care staff,” Owen suggests. 
“Maintaining mental health should be 
paramount to make sure everybody is 
healthy going forward.”  n

Pandemic Forces Changes in Health Systems, 
Including Case Management
Case manager face barriers to seeing patients

By Melinda Young

Hospital case management 
changed dramatically in the 

spring. Health systems began imple-
menting far-reaching infection pre-
vention measures and changed some 
operations to accommodate expected 
surges in patients with COVID-19.

Social distancing is one of the 
most important ways to protect 
hospitals and public health, according 
to the Infectious Diseases Society 
of America (IDSA). In March, 
IDSA sent a petition to President 
Trump, asking that social distancing 

measures remain while COVID-19 
transmissions continue to climb.  
(The petition can be found at: https://
bit.ly/2yhzrBm.)

“We know social distancing 
works, based on the 1918 [influenza] 
pandemic. Those who did social 
distancing had lower mortality, and 
it took longer for it to happen,” 
said Thomas File, Jr., MD, MSc, 
FIDSA, president of IDSA and chair 
of the infectious disease division 
and co-director of the antimicrobial 
stewardship program at Summa 

Health in Akron, OH. File spoke 
about COVID-19 at an April 3 web 
conference sponsored by IDSA.

As part of social distancing, 
hospitals have stopped allowing 
visitors. COVID-19 patients can 
connect with families via text 
messages and phone calls, when 
possible. This also includes their 
meetings with case managers and 
other hospital professionals who do 
not work in the intensive care unit 
(ICU) or critical care unit (CCU). 
Case managers have described talking 
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EXECUTIVE SUMMARY

Health systems employed social distancing measures and changed their day-

to-day operations due to COVID-19, affecting case management as well .

• Often, case managers could only interact with hospitalized patients and their 

families via a phone call or video conference .

• The Centers for Medicare & Medicaid Services issued new rules and waivers 

of federal regulations, including easing telemedicine restrictions .

• The Centers for Disease Control and Prevention data from March 27 revealed 

that 57% of asymptomatic, elderly patients tested positive for COVID-19 .

with their patients via phone calls. 
(See story of case managers’ experiences 
in the pandemic, page 66.)

“One of the fortunate things 
about the timing of this pandemic is 
that we live in an age where we have 
a lot of technology to leverage,” said 
Alexander Wolf, DNP, RN, APRN, 
palliative care nurse practitioner with 
TriHealth in Cincinnati. “Our health 
institution just bought hundreds 
of iPads to help with some of these 
communication issues, since families 
cannot visit.”

Conference apps have allowed 
healthcare providers to hold face-
to-face conversations with families. 
These also allow patients to see their 
loved ones, he added.

“I’ve been able to bring our office’s 
iPad into the room and have a family 
meeting right there in the room,” 
Wolf explained. “Or, if the patient 
can’t participate, this affords the fam-
ily the opportunity to see, physically, 
how their loved one is doing.”

Even these virtual visits are 
difficult with COVID-19 patients 
because every person who enters their 
rooms must wear personal protective 
equipment (PPE). These must be 
conserved because of shortages in 
various cities and hospitals, he noted.

“There’s a huge burden on nurses 
to do a lot of this because they have 
just enough staff to maintain safety 
on their unit, and they’re trying to 

reduce PPE use and avoid exposing 
too many staff,” Wolf explained. “But 
the expectations to keep families 
informed is enormous, so bedside 
nurses work tirelessly to call families 
and use iPads to FaceTime their 
families and allow them to see their 
loved ones.”

Case managers are in similar 
situations. “In some cases, case 
managers cannot even call patients,” 
Wolf said. “They have to call the 
patient’s room and make decisions 
that way.”

In some health systems, case 
managers are not allowed in ICUs and 
CCUs because facilities must preserve 
their PPE and infection prevention 
equipment and keep exposure to 
COVID-19 as low as possible, said 
Mary McLaughlin Davis, DNP, 
ACNS-BC, NEA-BC, CCM, senior 
director, care management nursing at 
Cleveland Clinic.

“Patients are sick, and even getting 
them on the phone is sometimes 
challenging,” she said. “We reach out 
to their families or call patients on 
their room phone and ask if we can 
call them on their cellphone.”

Case managers are mindful that 
patients might have limited minutes 
on their cellphone plan and that 
communication might be challenging 
if patients have hearing deficits, Davis 
added.

Case managers are seeing an 

increase in demands as the pandemic 
continues. “They have to call patients, 
call families, set up conference calls, 
and we’re seeing an evolution in 
telehealth, very quickly,” Wolf said.

CMS Rule Changes  

Ease Telehealth

The Centers for Medicare & 
Medicaid Services (CMS) issued 
new rules and waivers of federal 
regulations — including those 
governing telemedicine — on 
March 30. (Information on the rule 
changes is available at: https://go.cms.
gov/3aexKlc.)

The changes include:
• Hospitals and communities can 

set up testing and screening sites for 
COVID-19.

• Hospitals can provide benefits 
and supportive services, including 
meals, laundry, and childcare services 
for physicians and other medical staff.

• CMS gave Medicare patients 
simpler access to respiratory devices 
and ventilators.

• Clinicians can provide remote 
patient monitoring services, including 
pulse oximetry, for both COVID-19 
patients and those with chronic 
conditions.

Case managers may have fewer 
options of where to transition patients 
during a city’s COVID-19 crisis and 
surge. The American Health Care 
Association and the National Center 
for Assisted Living issued guidance on 
how long-term care facilities should 
determine when to accept hospital 
discharges to their facilities. (The 
guidance is available at: https://bit.
ly/3ecyHhc.)

The guidance reports Centers for 
Disease Control and Prevention data 
revealing that 57% of elderly patients 
without symptoms tested positive 
for COVID-19. Within seven days, 
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they developed symptoms. This 
highlighted the challenge for long-
term care (LTC) facilities in handling 
these patients. The guidance urged 
facilities to create separate wings and 
units for COVID-19 patients and 
to have all hospital patients waiting 

to be admitted or returned to an 
LTC tested for COVID-19 before a 
hospital discharge.

COVID-19 patients who recover 
without a ventilator might need 
rehabilitation to help them return to 
their normal daily activities. But if a 

city’s LTCs are not admitting these 
patients, their options are limited, 
Davis said.

“A lot of case management 
conversations are about what our 
options are,” Davis said. “Even 
getting home care is much harder.”  n

Nurses, Case Managers Describe Life  
on the Front Lines of COVID-19
By Melinda Young

Case managers and other nurses 
are coping with changes in 

operations, home life, and job 
descriptions during the COVID-19 
pandemic.

One of the more striking changes 
for case managers is the physical 
separation between them, their 
patients, and patients’ families.

“No visitors are allowed, 
so case management has to be 
done telephonically,” said Mary 
McLaughlin Davis, DNP, ACNS-
BC, NEA-BC, CCM, senior 
director, care management nursing 
at Cleveland Clinic. “We even call 
our patients because we are not 
going into their rooms. It’s a work in 
progress.”

Building rapport with patients 
over the phone is challenging, she 
noted. “It’s a whole new way for 
acute care case managers to do 
their work, and we’re trying to 
navigate that change. Our social 
work colleagues already know the 
motivational interviewing techniques 
and questioning, and we’ve been 
teaching that for the past five years 
to everyone. It’s more important now 
than ever.”

But it is difficult for case managers 
to help patients without seeing the 
whole picture. For example, case 
managers often have developed 

nonverbal assessment skills and can 
read the patient’s body language, 
Davis said.

“We probably relied on that more 
than we knew, and now we don’t 
have it,” she added. “It would be 
interesting to see how case managers 
meet those obstacles, because our 
teams are very used to talking to a 
family directly, talking with patients 
directly, and even talking with 
doctors and nurses directly.”

Case managers also are dealing 
with transition challenges. Some 
skilled nursing facilities (SNFs) 
have stopped taking patients with 
COVID-19 because they do not 
have the resources. The California 
Association of Long Term Care 
Medicine issued a resolution on 
March 19, stating that hospitals 
should not force SNFs to accept new 
admissions of patients with clinical 
evidence or a positive test for the 
virus. (The resolution is available at: 
https://bit.ly/2Ryckcg.)

“I work with case managers on a 
daily basis, and they have a huge role 
in all of this,” says Alexander Wolf, 
DNP, RN, APRN, palliative care 
nurse practitioner at TriHealth in 
Cincinnati.

“Case managers are unsung 
heroes,” said Garrett P. Salmon, 
DNP, RN, APN, CRNA, assistant 

professor at Middle Tennessee State 
University. “Case managers work 
wonders for patients. I have friends 
who are case managers, and they 
work their tails off. Giving patients 
support is just as important as the 
healthcare they receive while they’re 
in the hospital.”

The case management role is 
evolving during the crisis, and case 
managers will need to call on every 
hard and soft skill they possess to get 
through it.

“I think this is a fluid, chaotic 
situation,” Wolf said. “We’re seeing 
the requirements from nursing homes 
changing by the day, sometimes.”

The American Health Care 
Association and the National 
Center for Assisted Living issued a 
joint guidance on long-term care 
(LTC) facilities accepting hospital 
discharges. The guidance states 
that SNFs should assume a person 
who appears asymptomatic has 
COVID-19 unless there is a negative 
test before admission. “We strongly 
urge LTC facilities to begin now 
creating separate wings, units, or 
floors by moving current residents to 
handle admissions from the hospital 
and keep current residents separate, if 
possible,” according to the guidance. 
(For more information, visit: https://
bit.ly/3ecyHhc.)
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Some SNFs are requiring two 
negative tests. In many communities, 
the demand for rehab centers and 
nursing homes is extremely high, 
Wolf noted.

“I think we’re going to see a lot 
of patients, who, normally — in 
absence of COVID-19 — would go 
to these facilities, will end up going 
home,” he predicted. “It will create 
a huge burden on family caregivers, 
and it will fall on case managers 
to identify family members and 
community resources to support 
these patients.”

Ohio hospitals were seeing a 
surge of COVID-19 patients in 
early April, but not at the levels that 
overwhelmed hospitals in Michigan, 
New York, and Louisiana.

“We are not experiencing the 
extreme situation like New York and 
Italy,” Wolf said. “I’ve taken care of 
a number of COVID-19 patients 
now, but we haven’t had to ration out 
ventilators.”

Although Ohio’s situation looked 
more promising, perhaps because 
of the governor’s early decision to 
issue a stay-at-home order, hospital 
discharges remain a challenge because 
of the uncertainty and changing 
rules, he noted.

“Uncertainty is something I’ve 
been preparing families for when 

I talk with them,” Wolf added. “I 
provide a lot of education and am 
trying to get a strong sense of their 
home [resources].”

Case managers should look at 
patients’ support systems and think 
about what will happen if the non-
COVID-19 patient is sent home and 
then becomes sick, or if the caregiver 
becomes infected with the virus. 
How will family members care for 
the patient if they have to practice 
social distancing?

“It’s a chaotic, uncertain time, and 
all of us are trying to stay informed, 
day by day, hour by hour,” Wolf 
added. “I think case managers are 
definitely going to be considered 
heroes at the end of this because 
they’ll be in the spotlight.”

Case managers also are dealing 
with changing roles and serving on 
the frontlines of the pandemic.

“We have literally built two 
new hospitals on our campus to 
accommodate the [expected] surge, 
and the case managers — along with 
every other nurse, physician, and 
therapist — are being upskilled to do 
bedside care, if necessary,” Davis says.

The new facilities, available 
to handle a surge of COVID-19 
patients, were created from an 
existing hotel on the campus and a 
dentistry school.

Providers take a half-day of 
training from nurse educators. 
“Hands-on trainers are deployed, as 
well as the schools of nursing in the 
area have partnered with us to provide 
this massive education effort,” Davis 
explained. “Some retired nurses and 
physicians also have come forward to 
help.”

From the perspective of a long-
time nurse case manager, switching 
to bedside nursing care is a major 
change from their professional life.

“The majority of us have been 
away from this for a long time,” Davis 
said. “Inserting catheters is not case 
management work, but nursing work, 
and I can do that. Then, if it goes on 
a long time, you will start to get a 
comfort level with other skills.”

When Davis shadowed a nurse 
on the floor, she still relied on her 
case management skills. “I could 
identify discharge concerns for certain 
patients, and I said, ‘This one will 
need this, and that one will need that. 
And, who is going to change your 
dressings at home?’”

Case managers who return to 
bedside nursing likely will find 
themselves filling both roles.

“I can see us putting on that case 
management hat if we are deployed to 
the bedside,” Davis said. “We’ll assist 
in that way, too.”  n

Discharging Elderly Patients Presents Challenges 
in the Age of COVID-19
By Jeanie Davis

COVID-19 has brought new 
challenges to discharge 

planning for elderly and seriously 
ill patients, says Liz Barlowe, MA, 
CMC, president of the Aging Life 
Care Association (ALCA) board of 
directors.

“These patients are the most 
vulnerable, at greater risk of dying if 
they get the virus,” Barlowe says. “If 
one of them is ready to be discharged 
to their home or a facility, they need 
a plan in place to keep them safe.”

ALCA connects consumers with 

paid care managers/health advocates 
in every region of the country. The 
care manager/health advocate often is 
a nurse, social worker, gerontologist, 
physical therapist, occupational 
therapist, or other health-related 
professional.
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Public health officials have advised 
that patients with lung disease, 
diabetes, and compromised immune 
conditions are at greatest risk of 
critical illness from COVID-19. 
Geriatric patients might have a 
lower fever than younger adults and 
children; however, elderly patients 
will need the greatest care.

The most vulnerable patients 
also include those with ongoing 
pulmonary disease, emphysema, 
asthma, hepatitis, lupus, and those 
taking medication that suppresses the 
immune system.

Barlowe believes hospital case 
managers, patients, and families can 
benefit when a private case manager 
helps facilitate discharge planning.

“Right now, more than any time, 
people need extra support,” she 
says. “I encourage case managers 
to refer people to the Aging Life 
Care Association. We can help them 
prepare patients for transition. We 
can help strategize. We realize a case 
manager’s time is of the essence.”

Start the conversation as soon 
as the patient is admitted, Barlowe 
advises. “We can help get things off 
to a good start wherever they are 
being transferred, whether home or a 
facility.”

Reduce Unnecessary  

ED Visits

She advises hospital case managers 
to talk to families regarding a “do not 
hospitalize unless life-threatening” 
order. This prevents unnecessary trips 
to hospital emergency departments 
(EDs), which are now overwhelmed 
with COVID-19 patients.

“Typically, if a patient falls in a 
facility, the staff are quick to call 911 
to get the person medically assessed 
quickly, as there could be a liability 
issue,” Barlowe explains. “In the 

COVID-19 climate, we have to help 
preserve the hospital resources.”

A skilled nursing facility will have 
a nurse on staff to assess the patient’s 
medical condition. But that is not 
true of assisted living facilities, she 
says. “If family has a private care 
manager overseeing the patient’s care, 
that can prevent an unnecessary trip 
to the ED.”

Long-term care facilities still are 
accepting patients, but they will be 
in quarantine the first 14 days, says 
Barlowe. “It’s important for families 
to know that.”

The case manager should consider 
the patient’s needs before transfer to 
the facility. Does he or she need a 
private duty caregiver to help with the 
transfer or with adjustment? “Some 
facilities are allowing private duty 
caregivers; others are not, as they 
want to limit the people entering the 
building,” she explains. “Some are 
hiring extra facility caregivers during 
this time.”

When the pandemic first started, 
facilities were reluctant to let family 
members come inside, Barlowe 
explains. “Instead, they would bring 
the patient to the front porch to 
visit, staying within appropriate 
physical distance. Now that the 
facilities are on lockdown, that has 
progressed to ‘window visits’ and 
videoconferencing.”

Facilities are doing their best 
to implement social media or 
videoconferencing so patients can 
communicate with family members, 
she says. “It’s been difficult, as none 
of the facilities ever anticipated a 
lockdown.”

If the patient is discharged home, 
“it’s important that the home be 
set up for quarantine, including 
equipment and caregivers,” Barlowe 
says.

A case manager can help with the 
patient’s transfer from hospital to 

home, she explains. The case manager 
can help the family develop a plan 
for home quarantine, and be on the 
receiving end when the patient comes 
home. The private case manager 
will set up meal delivery, medical 
equipment, and ongoing nursing care, 
with safety as the priority.

If the patient needs a caregiver 
at home 24/7, arrange for as few 
caregivers as possible, she advises. 
Try to arrange three people (or four 
maximum) to alternate on 24-hour 
shifts. Some may handle two days in a 
row during the week.

Barlowe advises:
• Screen every caregiver, every 

day. Take his or her temperature on 
arrival.

• If possible, provide fresh scrubs 
for each caregiver. Wash them in 
your own home so you know they are 
clean.

• The caregiver should put dirty 
scrubs in the washer; the next shift 
caregiver can dry them.

• When the caregiver arrives, he or 
she should change into scrubs in the 
garage. Street clothes should be left in 
the garage.

• Caregivers must wear a mask and 
gloves at all times, if possible.

“Finding a home caregiver is 
challenging right now, as many 
aides have kids home from school, 
or are fearful of working without 
protective gear,” says Barlowe. “The 
case manager needs to refer the 
patient or family to an aging life care 
professional sooner rather than later. 
They will need some help making 
sure the plan is in place, and that it’s a 
viable plan.”

Hiring a Private 

Caregiver

Barlowe’s advice for managing 
hired caregivers (both private or via 
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Lessons Learned: Notes from a New York 
COVID-19 Hotspot
By Jeanie Davis

In February, New York’s first 
COVID-19 cases were treated in 

Westchester County, a short train ride 
from Manhattan.

“Emergency plans were in place, 
but as the numbers grew, our facility 
understood that dedicated COVID 
units were needed,” says Camille 
L. Kurtz, RN, MA, vice president, 
clinical care management/utilization 
management at Westchester Medical 
Center in Valhalla, NY.

With an analyst’s help, Kurtz 
worked bed optimization for the 
medical center’s 654 beds that 
included three COVID-19 patient 
care units: high-need intensive care 
unit beds, middle-need beds, and 
lower-need beds. “At any point in 
the day, I know where COVID and 
non-COVID patients are and when 
beds are available,” she says. Most 
days, the hospital has more than 200 
COVID-19 patients, she reports.

With COVID-19 patients, Kurtz 
says, “we managed with the clini-
cal guidelines as tightly as we could, 
given the severity and acuity of the 
patient’s illness. We managed all 
COVID patients as if they were the 
sickest patients. We have to manage 
them tightly because of the impact 
on resources — that’s how COVID 
is different. And while other facilities 

were focused on getting more ventila-
tors, we needed to be cognizant of 
staff and PPE [personal protective 
equipment] resources.”

Kurtz assigned 50% of clinical 
case managers and social work staff to 
“bench status,” working from home. 
If an onsite case manager were to test 
positive for COVID-19, that person 
would go into quarantine, and a 
bench staffer can be recalled to work 
onsite as need dictates.

Kurtz’s early years were in hospital 
nursing, followed by a 21-year stint as 
an insurance company case manager 
and leader. “CMS [Centers for Medi-
care & Medicaid Services] and payers 
have relaxed rules and regulations 
around authorizations for admissions 
during this pandemic,” she says.

However, she says, there is the 
possibility that admissions could be 
denied retrospectively (based on her 
experience during Hurricane Sandy). 
“As such, we continue with timely 
notification of admissions and timely 
clinical review submissions.”

Medicare cases will be the easi-
est, she adds. “Those have blanket 
approval, and I don’t think they will 
have as much scrutiny as insurance 
carriers will do retrospectively.”

In addition, Kurtz advised case 
managers to make sure the Important 

Message from Medicare (IMMS) and 
Medicare Outpatient Observation 
Notice (MOON) forms are com-
pleted. “Guidelines on those were not 
relaxed and will need to be completed 
for compliance,” says Kurtz.

Hurricane Sandy taught her some 
good lessons. “In future surveys, CMS 
may see that those cases were during 
the COVID period and ignore them; 
I am not sure” she says. “But with 
Hurricane Sandy, if those forms were 
not there, we were told we didn’t hit 
100%. CMS didn’t relax guidelines 
on forms to the beneficiaries then, 
and I believe they have no interest 
in relaxing beneficiary notices now 
during the pandemic.”

Most of the CMS changes have 
been helpful, Kurtz observes. “In-
surers have followed suit for the 
most part. But I’ve continued to get 
authorizations with managed care 
companies because of the retrospec-
tive review — they could deny the 
claim. While the financial impact to 
the beneficiary is not clear, preventing 
denials to our organization is impor-
tant in these uncertain times.”

At Westchester Medical Center, 
the beds must be optimized relatively 
quickly, says Kurtz. The discharge 
planning system already in place has 
served them well during the crisis.

an agency): Always hire a certified 
nursing assistant from an agency 
licensed in your state. This ensures 
a thorough check of background, 
certification, and overall safety 
training.

This especially is critical for a 
patient who lives alone and is being 

discharged home, she adds. “They 
are very vulnerable, so it’s important 
to have a trusted advisor get them 
set up with the necessary services, 
whether they need delivery of meals 
or medications. An elderly patient 
should not be in a grocery store right 
now.”

As the situation is evolving, she 
is spending time on Zoom calls with 
care managers around the country, 
talking about best practices, says 
Barlowe. “We are ready to help in 
these situations and will assist families 
to ensure a safe and comfortable 
transition home.”  n
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She has set up six-week rotating 
shifts for case managers and social 
workers in a discharge planning unit. 
When they are not rotating into those 
units, they are assigned a nursing 
unit.

Kurtz explains how it works: Two 
case managers and two social workers 
work together as discharge planners 
every six-week rotation. The nurse 
case manager sets up home care. The 
social worker coordinates transfers to 
skilled nursing facilities. All is coor-
dinated via phone, including patient 
and family interactions.

When nursing and social work 
staff rotate their shifts, all staff have 
an opportunity to keep their case 
management and discharge planning 
skills sharp, she explains. “This also 
ensures bench accessibility if your 
units become undercovered because 
of sick calls.”

Kurtz adds: “Discharge planning 
has so many components. It should 
always be a very holistic process 
so there are no gaps that result in 
readmission. The social worker staff 
does a tremendous job in screening 

for social determinants of health that 
bring patients back.”

Case managers are like air traffic 
controllers over home discharges. 
“Case managers have had a challenge 
with home health referrals in recent 
times, as many home care agencies in 
the area are understaffed,” says Kurtz. 
“If we can’t get someone in the home 
within the first two days, we often 
delay discharge until we can prevent a 
readmission.”

During the COVID-19 crisis, 
discharge planning challenges have 
been enhanced, says Kurtz. “If a 
COVID-positive patient is going 
home, and no one can pick them 
up, we can’t just put them in an 
ambulance or a taxi.”

She coordinated with an 
ambulance company to provide 
transport for COVID-19 patients. 
The service picks up the patient 
wearing full PPE, takes them home, 
then sanitizes the ambulance. “This 
transportation arrangement has 
been very successful and helpful for 
our medical center with challenging 
discharges,” she says.

To date, says Kurtz, their hospital 
has had sufficient ventilators to 
manage their patient volume. But 
staff face plenty of anxiety, including 
the emotional stresses caused by 
social distancing. “If they’re working 
at home, it’s challenging, especially 
if they’re single because they’re not 
experiencing any human contact or 
socialization as a family would,” says 
Kurtz. “We focus on discharges and 
other inspirational stories from our 
staff and the community. Emotional 
support is available for staff via the 
psychiatry department’s dedicated 
employee support line.”

Kurtz praises the case manag-
ers and social workers, as they have 
adapted to the new work environ-
ment — and continue to hit all pro-
ductivity and compliance targets.

“During the past five years, as this 
case management department reports 
to revenue cycle, the staff have learned 
the impact they have on preventing 
denials and improving revenue,” she 
says. “This has helped them value the 
work they do. I call them my rock 
stars. They are true diamonds.”  n

Nurses, Case Managers Can Build Resilience  
in Difficult Times
By Melinda Young

C ase management and nursing 
were stressful jobs before the 

pandemic. Now, hospital nurses 
are facing unimagined stressors, 
all setting the stage for possible 
emotional crises and moral distress.

Moral distress can develop 
when nurses feel as though they are 
prolonging a patient’s dying and can 
only provide interventions that might 
be inappropriate, said Alexander 
Wolf, DNP, RN, APRN, palliative 
care nurse practitioner with TriHealth 
in Cincinnati.

Wolf studied moral distress among 
critical care nurses, finding that 
many do not feel prepared to provide 
palliative care to patients. While 
palliative care is needed in situations 
in which patients are ill, it sometimes 
is inadequate because clinicians have 
not received palliative information or 
training.1

“I’ve been very impressed with 
our ICU [intensive care unit] doctors 
and nurses; they get us [palliative 
care] involved early, and that’s when 
palliative care specialists do their best 

work,” Wolf explained. “We are there 
to be a support to all types of patients 
with serious illnesses, even if they’re 
getting better and want aggressive 
treatment.”

Case managers in some hospitals 
have seen their jobs change to include 
working in critical care units (CCUs) 
and ICUs. Their concerns about 
handling new responsibilities and 
duties could contribute to stress.

Nursing and case management 
leaders also are experiencing new 
forms of stress as their roles evolve 
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when hospitals gear up for a surge of 
COVID-19 cases.

“This is an unprecedented and 
challenging time for leaders in nurs-
ing and all healthcare professions,” 
says Michelle Sanchez, MSN, RN, 
Beacon Program manager with the 
American Association of Critical-Care 
Nurses (AACN).

With COVID-19 patients, there 
are no recommended treatments to 
cure the disease. Providers can provide 
only symptom relief, experimental 
treatment, and/or palliative care. Also, 
hospital staff deal with the stress of 
conserving personal protective equip-
ment (PPE) because of nationwide 
shortages and supply chain obstacles.

“Despite their years of experience 
and education, most nurse leaders are 
facing a new landscape when it comes 
to navigating the evolving COVID-19 
crisis,” Sanchez says. “What we know 
about staffing, PPE, and practice 
challenges is continuously changing, 
making it difficult for nurse leaders 
to answer questions and share 
information that is vital to their staff’s 
work.”

This situation can cause leaders, 
nurses, and case managers to experi-
ence moral distress and helplessness.

“We’re also seeing an increase 
in moral distress among healthcare 
leaders and providers,” Sanchez says. 
“Leaders are asking their staff to not 
only provide care to critically ill and 
infectious patients, but to be the sole 
source of support for those patients, 
whose family members are not permit-
ted at their bedside. These leaders also 
are seeing their co-workers and peers 
contract the virus and, in some cases, 
losing their life to it.”

Information about the pandemic 
changes daily — even hourly. This 
contributes to stress.

“One of the hardest things, and 
this gets back to the moral distress 
issue, is what healthcare workers, 

nationally, are facing with PPE — 
guidelines which change by the day,” 
Wolf explained.

Resource allocation and staffing 
challenges during the crisis require 
innovation to provide safe and effec-
tive care, Sanchez says. “Nurse leaders 
can help themselves and their staff 
through the pandemic by including 
a moment of gratitude in daily shift 
huddles, and by employing criti-
cal incident stress debriefings, when 
needed,” she adds.

Leaders also should keep in mind 
that their staff’s stress and concerns 
include personal concerns about 
their own health and the health of 
their families. “There are a number 
of things that are morally distressing 
to staff for different reasons, and one 
is that everyone is scared of bringing 
the viruses back to their families, and 
getting sick and dying and not being 
there for their families,” Wolf said.

Healthcare leaders can help nurses, 
case managers, and others reduce 
stress and prevent burnout by fol-
lowing various methods for building 
resilience. For example, leaders can 
maintain awareness and help staff 
keep aware of stress. (For more infor-
mation, visit: https://bit.ly/2xmDufD.)

“As nurse managers and leaders, 
we are going through the stress of this 
pandemic just like our employees,” 
says Caryl Goodyear, PhD, RN, 
NEA-BC, CCRN-K, FAAN, practice 
excellence programs manager with 
the AACN. “Acknowledging that we 
are all sharing this same experience 
can help glue us together, now more 
than ever, as we navigate the highs 
and lows of caring for patients with 
COVID-19. This support is vitally 
important, particularly in crisis situa-
tions, where there is minimal time to 
debrief and renew.”

Peer support helps with destress-
ing. Case managers and nurses can 
share their experiences, and a shared 

hope can help staff find a new mean-
ing in the midst of chaos, she adds.

Personally, healthcare workers can 
write down or acknowledge the things 
they did well in a day’s work. It is one 
way to build resilience, Goodyear 
says.

“This idea of recognizing the good 
things we have accomplished comes 
from J. Bryan Sexton, PhD, associate 
professor in psychiatry and behavioral 
sciences at Duke University School of 
Medicine, and a well-known expert in 
personal and professional resilience,” 
Goodyear says. “He states that we 
are conditioned to remember the bad 
things that happen to us, but if we 
consciously make ourselves remember 
the good, we can retrain the brain to-
ward positive thinking, thus helping 
us to become more resilient.”

For nurses and case managers on 
the front lines of the pandemic, it 
is important to take time to reflect, 
grieve, and remember.

“Many critical care units are so 
busy, staff is unable to pause and per-
form their usual ritual of remember-
ing the life of a patient or loved one. 
This can add to the emotional and 
mental toll on care providers,” San-
chez says. “One way that leaders can 
help is to make time for ‘moments.’ 
For example, after losing a critical 
care nursing peer, one New York City 
nursing team met in the middle of 
the unit to pause for a moment of 
remembrance and grace.”

These types of moments are 
important, Sanchez notes. “Most 
importantly, leaders need to take care 
of themselves in order to effectively 
lead their staff.”  n
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CE INSTRUCTIONS

CE QUESTIONS

1. The Centers for Medicare & 

Medicaid Services enacted 28 

pages of waivers of federal 

requirements, including:

a . temporarily suspending 

paperwork requirements .

b . temporarily suspending 

Emergency Medical Treatment & 

Labor Act requirements .

c . temporarily suspending 

maximum work hour 

requirements .

d . temporarily suspending all 

Conditions of Participation .

2. Why are some hospitals 

providing iPads for staff and 

patients during the COVID-19 

pandemic?

a . Patients need a distraction 

while in the intensive care unit, so 

they can watch streaming videos 

through the iPads .

b . Some patients do not have 

their own cellphones, so the iPads 

provide them with a way to access 

the electronic world .

c . Hospital staff need iPads 

to quickly complete their 

documentation .

d . Hospital patients are isolated 

from their family and friends, 

and the iPads give them a 

way to communicate through 

videoconferencing apps .

3. Which is a requirement for long-

term care facilities accepting 

patients, according to Liz 

Barlowe, MS, CMC?

a . Patients must bring a private 

care manager to assess their 

health condition .

b . The patient’s family must be 

available to bring the patient 

home if suspected of COVID-19 .

c . Patients must be quarantined 

for the first 14 days .

d . Patients should bring their own 

phone or tablet to communicate 

with caregivers .

4. Which is a major contributor to 

hospital case managers’ stress 

during the pandemic?

a . They are seeing too few 

patients .

b . Their jobs may have changed 

to include working in critical care 

units or intensive care units due to 

the COVID-19 surge .

c . They are taking on more 

leadership responsibilities .

d . Their role has been broadened 

to include administering 

COVID-19 tests and blood draws .
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CASE MANAGERS 
NEGOTIATE 

WHEN THERE MAY 
BE DIFFERING 

OPINIONS AS TO 
HOW TO SOLVE 

A PROBLEM. THE 
NEGOTIATION MAY 
BE BETWEEN TWO 

OTHER PARTIES, 
OR IT MAY BE 

BETWEEN YOU 
AND ANOTHER 

INDIVIDUAL.

The Case Manager’s Toolbox: The Essential Skills 
of an Effective Case Manager, Part 2
By Toni Cesta, PhD, RN, FAAN

Introduction

In this month’s Case Management Insider, we will 
continue our discussion of the essential skills RN 
case managers and social workers need. Last time, we 

discussed the case management process and the tools and 
techniques needed to be effective in assessing, planning, 
and managing patient care, utilization 
management, and discharge planning. 
We also covered the leadership skills 
needed to provide the highest level of 
case management. This month, we will 
continue discussing the leadership skills 
and traits you need to apply every day.

Leadership and the  

Case Manager

If you are an RN or social work case 
manager, you probably do not think 
of yourself as a leader. You may not 
realize that you need some specific skills 
in leadership to affect your roles and 
functions in a positive way. In the last 
issue, we discussed the leadership traits 
of advocacy, clinical reasoning, critical 
thinking, and negotiation. Let’s continue 
our discussion of negotiation and the skills necessary to use 
this trait effectively.

As we reviewed, case managers negotiate when there 
may be differing opinions as to how to solve a problem. 
The negotiation may be between two other parties, or it 
may be between you and another individual. The other 
individual may sometimes be the patient or the patient’s 

family member. As a negotiator, you may help end an 
impasse preventing the patient’s care from progressing. You 
may have to negotiate with a third-party payer or with a 
physician. What are the specific skills you need to master 

the role of negotiator?

Negotiation Skills

Methods for better negotiation 
in case management are listed below. 
Consider how well you handle each of 
these and where you might need some 
improvement.

• Always use clear, factual, and 
pertinent data.

• Do not lose sight of the long-term 
goal.

• Know the players well, including 
their values, beliefs, and scope of 
responsibilities.

• Plan, prepare well, and practice 
before negotiating.

• Always keep alternate solutions or 
options in mind.

• Cultivate an interactive, collaborative 
relationship rather than an antagonistic relationship.

• Focus on interests, not positions.
• Focus on the exchange of the information.
• Do not give up.
• Avoid becoming emotional.
• Trust the person with whom you are negotiating. 

Distrust is destructive.
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• Do not miss your chance.
• Focus on negotiation as a 

process, not an event.
• Ask questions.
• Avoid talking too much.
• Wait for the right moment to 

make your pitch.
• Listen carefully and acknowledge 

the person with whom you are 
negotiating.

• Brainstorm for solutions.
• Be creative.
• Appreciate small wins; they are 

as important as the larger ones.
As with any skill set, there always 

are pitfalls to avoid. Below is a list 
of the behaviors to avoid when 
negotiating:

• Making the other side feel guilty.
• Offering options that are only 

favorable to you.
• Threatening the other side.
• Using sarcasm, cynicism, or 

putdown statements.
• Playing games or tricks.
• Rushing the process.
• Jumping at the first offer.
• Giving away the store.
• Trying to score all the points.
• Distorting the facts.
• Acting emotionally.
• Acting aggressively.
• Dealing with the other person as 

an enemy.
Your negotiations may take any of 

three forms:
• Power play. With this tactic, one 

side makes an unfair offer expecting 
the other side to counter with an 
equally unfair offer. This assumes the 
stronger party will win.

• Taking positions. Both sides dig 
in, taking fixed positions and making 
an inflexible stand. This produces a 
win-lose situation.

• Collaboration. This is a 
problem-solving tactic wherein both 
sides work together to reach the best 
possible outcome.

Collaboration is the most desired 

negotiation approach. It is the only 
of the three approaches in which 
all involved can be satisfied with 
the outcome. It also makes the 
process more efficient, positive, 
and amicable. Avoid the other 
two approaches, as they can be 
unproductive and divisive, and may 
work against building teams and 
effective relationships. The power 

play approach usually is aggressive, 
intimidating, and condescending. 
In the taking positions (haggling) 
approach, the process of negotiation 
becomes a contest of wills. This is 
unprofessional and never a good 
option.

Resource Management

Clinical guidelines are useful 
for determining the allocated 
resources for a particular diagnosis. 
Complications, delays in care delivery, 
or comorbid conditions can help a 
case manager anticipate extra costs, 
such as longer hospitalizations, 
expensive antibiotic treatment, or 
pain management.

The case manager plays a key role 
in communicating the overuse of lab 
tests and repetitive diagnostics, or 
the underuse of cheaper antibiotics. 

Case managers can ensure delivery of 
high-quality of care while being more 
cost-efficient in the process. One of 
the driving forces behind every great 
case manager is maximizing patient 
outcomes and quality of care while 
staying aware of dwindling resources 
available to provide that care.

Patient and Family 

Education

Another leadership skill is that of 
educator. This is a big responsibil-
ity because it covers a broad array of 
educational needs as patients transi-
tion toward discharge. Educating the 
patient and family is a key element 
of a successful discharge and mainte-
nance in the community. It is impor-
tant that case managers consider the 
patient’s language, cultural diversity, 
and healthcare beliefs. In our constant 
awareness of the pressures to reduce 
length of stay, education is sometimes 
missed or neglected. Nevertheless, 
timely education is crucial, especially 
as patients experience shorter hospital 
stays. Placing education at the bottom 
of the priority list can have devastat-
ing effects on outcomes.

For example, a family decides 
to care for their loved one, who is 
dependent on a ventilator, at home. 
Home care plans are arranged: 
the respiratory company has been 
contacted, the home is prepared, and 
the nursing visits are on schedule. 
Everything seems to be ready, but a 
crucial element is missing: No one 
taught the family how to care for the 
patient at home, ventilator function, 
or resuscitation. Without education, 
the discharge plan runs the risk 
of failure, costly extra days in the 
hospital, or potential readmission due 
to the family’s lack of knowledge and 
their inability to handle the patient’s 
care.
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Do the patient and family 
respond better to verbal or nonverbal 
communication, audio or video, 
written words or pictures, discussion, 
or demonstration? Understanding 
the most effective ways to educate the 
patient and family is an important 
component of the process. The other 
critical component is repetition. 
Since patients may be sedated, 
in pain, or not feeling well, they 
may not be able to absorb lots of 
information in short periods. They 
also may experience issues with health 
literacy. Understanding the patient’s 
situation will inform the best ways to 
educate them. Start any educational 
process with an assessment of the 
patient’s readiness to learn and 
ability to understand and retain the 
information.

Communication and 

Interpersonal Skills

Communication and other 
interpersonal skills are the lifeline 
that connects us to our world. Good 
communication is essential as the 
technological world moves faster. 
Communication is a core managerial 
function for good leadership and 
decision-making. As managers and 
leaders, case managers must master 
effective communication to be 
successful.

Communication is the transfer of 
information, ideas, understanding, 
or feelings. Case management is 
working with and through others. 
Communication is necessary so that 
each person knows his or her role in 
the process of accomplishing goals.

In the role of a case manager, 
communication should not be treated 
lightly. Miscommunication can lead 
to poor outcomes for a hospital, 
payer, patient, or family member. It 
is easy to miscommunicate: At any 
point, external issues — or “noise” 
— can interfere with effectiveness, 
clarity, or accuracy. Noise can be 
physical, such as he beeping of 
cardiac monitors; psychological, 
including fear or anxiety; or 
anything else that distracts from the 
information presented.

Communication includes four 
elements. The first is the sender, 
who communicates the message. 
The second is the message, 
including verbal and nonverbal 
communication. The third is the 
receiver. If all goes well, the message 
received will be the intended message 
sent. The fourth component is the 
context of the message. Context 
includes the patient’s condition, 
cultural background, health beliefs, 
and values. These elements must be 
tailored to the person receiving the 
message — in this case, the patient. 
Consider the patient’s preferred 

method of communication, readiness 
to learn, and receptivity to the 
message.

Physical Barriers  

to Learning

Case managers must use every 
means of assessing patients’ readiness 
to learn and/or potential barriers to 
learning. The preferred and most 
appropriate method of education 
must be determined.

The first step is to ensure the 
patient receives the message. The case 
manager must take full responsibility 
for reducing physical barriers to 
communication.

Consider this case study: The 
case manager enters Mrs. Smith’s 
room to discuss her discharge plan. 
Her TV is on, two visitors are 
present, housekeeping personnel are 
emptying the garbage, and the lunch 
carts are rolling down the hall. Very 
little effective communication will 
occur unless the physical barriers 
are removed. First, ask the patient’s 
permission to turn off the TV. Next, 
invite visitors to participate in the 
meeting if agreeable to the patient 
and appropriate for the meeting. 
Then, explain why you are there and 
make eye contact. If distractions 
remain, wait until the housekeeper 
has left the room and the dietary cart 
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has passed in the hallway. Then you 
can proceed because you have taken 
control of the physical environment 
and reduced the physical interference 
that would have negatively affected 
your communication effort.

Psychological Noise

The root cause of psychological 
noise is distraction. Anxiety, 
depression, anger, hunger, 
medication, and fear can affect 
how much information the patient 
understands and retains. Methods 
such as the teach-back method, 
asking for feedback, and providing 
feedback can identify psychological 
noise or barriers to learning.

Barriers to Information 

Processing

The human brain can take in 
large amounts of data but can only 
consciously process one thought at 
a time. Communication overload 
is a classic example of a processing 
barrier. A person becomes overloaded 
when too much information is sent 
at once. The receiver then becomes 
overwhelmed and shuts down.

An example of this is teaching 
a patient to test his or her blood 

sugar. The nurse recites the process: 
pricking the finger, dabbing blood 
on the test strip, and feeding the 
strip into the glucose monitor. If 
the information is explained too 
quickly, the patient may become 
overwhelmed and shut down.

Perceptual Barriers

Everyone brings a unique set of 
experiences to communication that 
influences how he or she perceives 
the communication. We interpret 
everything we experience from our 
vantage point and past experiences. 
We tend to assume that the way we 
see things is the way that they really 
are and the way everyone else sees 
them.

Handling Psychological 

Barriers

Consider this case study: A case 
manager approaches Mr. Jones, 
an 80-year-old man admitted for 
dehydration and intractable diarrhea. 
Asking “How are you today, Mr. 
Jones?” elicits a nonverbal response 
of sighing and wringing his hands, 
but a verbal response of feeling 
fine. His expressions and actions 
do not match his verbal reply, and 

the case manager interprets this as 
anxiety. The case manager probes 
further and learns he is exhausted 
and preoccupied with his daughter 
and son-in-law, who are “after his 
money.”

This may not be the best time 
to explain discharge planning 
options to Mr. Jones, as he is 
grappling with a clear psychological 
barrier: his relationship with his 
daughter and son-in-law. He may 
believe that discussing personal or 
family problems with a nurse is 
inappropriate. Before discussing 
his personal life, the case manager 
should establish trust to help him 
feel more comfortable. Beginning 
with a less emotionally charged topic 
would be advantageous in building 
rapport and becoming better 
informed about this patient. The case 
manager would be more successful 
when approaching this sensitive 
subject with him in the future.

Summary

This month, we continued 
our discussion of the traits and 
skills needed to be an effective 
case manager. Next month, we 
will dig deeper into the role of 
communication in successful case 
management.  n
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