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COVID-19, Dying Patients,  
and Compassion Fatigue:  
How Can Case Managers Cope?
By Melinda Young

The anecdotal consensus among 
healthcare workers — at 
least among those who post 

information on social media or talk to 
journalists — is that they are frustrated, 
experiencing compassion fatigue, and 
view COVID-19 patients differently 
than they did a year ago.

“I think it’s becoming more 
difficult,” says Jenny Quigley-Stickney, 
MSN, BSN, RN, CCM, ACM-RN, 
case manager at Cape Cod Hospital 
in Hyannis, MA. “It was easier in the 
beginning of the pandemic, but as we 
moved on, there’s a lot of anger in the 
community, and it’s really tough. I just 
feel like how we could support each 
other in the past is not there anymore.”

The chief problem is public divisive-
ness, fueled by misinformation. Health-
care workers and the communities in 
which they work often are not pulling 
together as they did in the first year of 
the pandemic.

“I feel the divisiveness, pitting 
people against each other at a time 
when they’re supposed to be coming 
together,” says Joan M. Griffin, PhD, 
professor of health services research at 
the Mayo Clinic. “There is compassion 
fatigue. Case managers are not on the 
frontline, but coaching caregivers and 
helping them manage are difficult 
challenges.”

Compassion fatigue is especially 
challenging for healthcare workers when 
work demands are high, says Nada 
Fadul, MD, assistant dean for diversity, 
equity, and inclusion education 
programs and associate professor of 
infectious diseases at the University of 
Nebraska Medical Center. “I was just at 
a meeting and a few people talked about 
this. It’s becoming extremely tough for 
them, and nurses are quitting across the 
country because of compassion fatigue.”

A big contributor to their stress 
and compassion fatigue is the 
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EXECUTIVE SUMMARY

The delta variant wave of COVID-19 has led to signs of compassion fatigue 

among healthcare workers .

• Patients appear angrier, and the anti-vaccine misinformation is contributing 

to provider frustration and stress .

• Anti-vaxxer protestors and media messages that disparage the vaccine 

push the message that people should do what they think is best for 

themselves and not worry about public and community health .

• There also are fewer volunteers and support for hospital staff and family 

caregivers of sick patients and hospice patients .

misinformation about vaccines. (See 
story on patients’ anger in this issue.)

“All those patients who are still 
saying COVID is not real,” Fadul 
says. “The damage has been done 
by media and anti-vaxxers, and all 
of that is unbelievable. I don’t know 
how people can go to bed knowing 
false advertising is leading to deaths 
every single day.”

Hospital work is becoming more 
emotional for case managers. They 
are seeing many patients die from a 
preventable disease. The patients and 
families they serve are fearful.

Patients’ families and caregivers 
also are stressed, faced with grieving 
during a time of disorganization, 
when bedside good-byes and death 
rituals might be difficult because of 
infection prevention protocols.1

One possible solution is to 
encourage and embrace palliative 
care as part of case management. The 
palliative care approach helps people 
see the holistic picture that includes 
the patient, the family, their beliefs, 
and their spiritual and psychological 
well-being.

“Case managers can help families 
identify what is the best way to 
transition patients to another setting 
that would provide them with 
care, comfort, and resources they 
need,” Fadul explains. “That’s where 
palliative care training can help case 

managers understand how the disease 
affects the patient and family.”

As the pandemic progresses, case 
managers and healthcare providers 
need to acquire new skills in care 
decision-making and effective 
symptom control when patients are 
not receiving life-saving measures.2

“Palliative care opens the door 
to have conversations case managers 
might not have had with patients 
and caregivers before COVID-19,” 
Griffin says.

For instance, case managers could 
ask caregivers questions about their 
expectations:

• What do you want the end of 
life to look like?

• What do you want your care to 
look like?

• How can we help you make 
those things happen?

• What are your values?
“This is an opportunity for case 

managers to talk to caregivers about 
their own needs,” Griffin explains. “A 
lot of these conversations are difficult 
to initiate, and as part of a protocol, 
it’s helpful. Maybe it will change 
the way case managers are able to 
approach these difficult conversations 
because they have practice doing it 
now.”

“Most healthcare providers are 
going through emotional trauma 
right now,” Fadul says.
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The first wave of the pandemic 
was the learning phase. Healthcare 
providers did not know how best 
to care for COVID-19 patients 
because there were no guidelines or 
studies. But healthcare workers pulled 
together and were supported by their 
communities.

A year and a half later, delta vari-
ant outbreaks are causing overflow-
ing emergency departments (EDs) 
and ICUs. But this time, providers 
know how best to treat patients. They 
know the course of the disease. But 
a system problem is stressing health-
care workers and organizations, says 
Hariharan Regunath, MD, FACP, 
FIDSA, assistant professor of clinical 
medicine and medical director of the 
progressive care unit at University of 
Missouri Health Care.

“We now have some answers, and 
the disease burden has improved. But 
the system issues that are not being 
handled — and the politicization 
related to that — is stressing out 
healthcare workers,” Regunath 
says. “Most healthcare systems 
have vaccinated a majority of their 
employees, but a small minority have 
issues and make the personal choice 
of not getting vaccinated.”

There is political and societal 
tension between the public health 
message that everyone should be 
vaccinated, wear masks, and do what 
they can to prevent the spread of 
the deadly virus and the personal 
inclination of people to focus on their 
own health priorities.

“We are focused on the selfish 
picture of ourselves,” Regunath 
explains. “Without saying what it 
means to the public, focusing on 
self-protection and what is right 
and your freedom alone is what is 
misleading people. That is major 
misinformation.”

Before the COVID-19 vaccines 
received emergency use authorization 

(EUA), straightforward guidelines 
existed: Mask up, limit people in a 
room and keep distances, wash hands, 
and sanitize. When the vaccines were 
rolled out, restrictions, confusion, 
challenges, and mixed messages arose.

“Before the vaccines came out, 
there were clear guidelines,” Griffin 
says. “Now, there are so many more 
wrinkles.”

For instance, health systems 
struggled with whether to mandate 
staff vaccinations because of the 
competing pressure from some 
state governments that prohibited 
vaccine and mask mandates, and 
the workforce pressure of needing 
enough nurses to staff the now-full 
beds. A minority of nurses resisted 
vaccination, but all hands were 
needed on deck.

In September, President Biden 
announced that vaccinations would 
be required for all medical facilities 
relying on federal funding or with 
100 or more employees. Those who 
refuse vaccines will need to undergo 
weekly COVID-19 testing.3 This 
cleared up some ambiguity, but not 
all.

The federal vaccine mandate will 
help, Griffin notes. “If people are able 
to adhere to that mandate and follow 
it, this will be incredibly helpful to 
healthcare workers and caregivers to 
know they are not constantly being 
put at risk,” she explains. “It will ease 
the burden for some people.”

This might not be enough to 
prevent burnout and compassion 
fatigue because the enduring trauma 
of the pandemic and the overcrowded 
hospitals are not what providers 
imagined would happen post-
vaccine.

“At this point, we thought if we 
got the vaccines and did what we’re 
supposed to do, then we’ll move out 
of this crisis,” Quigley-Stickney says. 
“Now, I just got my booster shot the 

other day, but the truth is I haven’t 
had a vacation in forever.” There also 
is the frightening specter of the mu 
variant or other COVID-19 variants 
current vaccines might not be able to 
defeat, she adds.

Case managers, nurses, and 
hospice staff have so much more on 
their plates now than they did even a 
year ago, Griffin notes.

“We hadn’t completely come back 
to normal, and then [it happens] 
again,” she says. “When you add on 
the seriousness and risks attached to 
transmission of the disease, it seems 
overwhelming to people.”

When case managers help patients 
transition home or to hospice, they 
must be aware of more limited 
resources and support than they did 
pre-pandemic. Hospitals are doing 
without volunteers, and family 
caregivers might be on their own 
taking care of patients’ health and 
physical needs.

“Things like having volunteers 
or friends who can come by and 
relieve caregivers and hospice staff of 
some of the work they do — those 
people are not back yet,” Griffin 
says. “They’re not back into hospitals 
to offset the demands of healthcare 
workers.”  n
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Dealing with Angry Patients and Public  
During the Relentless Pandemic
By Melinda Young

One emergency department 
(ED) provider recently posted 

on Facebook about his frustration 
with the hundreds of people angry 
enough to protest outside his 
South Carolina hospital, shouting 
that hospitals should not mandate 
the vaccine or require N95s for 
unvaccinated staff.

“While this was happening, 
we were having the worst day I’ve 
seen in the [ED] in my career. Our 
hospital is full. All the hospitals are 
full. We are full with hundreds of 
nonvaccinated patients who didn’t 
listen to the experts, who gleefully 
discounted scientists and researchers 
and doctors, and who now have 
COVID-19, and are shocked — 
shocked — to find out that it is way 
worse than they were told it was 
going to be,” Zachary Kahler, MD, 
wrote in a viral post on Aug. 24.1

In September, Canadian ED 
physician Trevor Jain, MD, MSc, 
told a local paper that anti-mandate 
protestors at his hospital were 
“causing an extra layer of stress and 
anxiety to patients and healthcare 
workers that need our help … so 
we’re angry.”2

Case managers and other provid-
ers see patients who are frustrated 
by long waits and the numerous, 
sometimes-changing infection pre-
vention rules. The anger comes from 
more than just the patients who are 
sick with COVID-19.

The pandemic has affected case 
management for all patients, not just 
those with COVID-19, says Jenny 
Quigley-Stickney, MSN, BSN, RN, 
CCM, ACM-RN, case manager with 
Cape Cod Hospital in Hyannis, MA.

“People are much sicker than 
they need to be because they all 
waited too long to see a healthcare 
provider,” she explains. “Everybody 
walks in the door as an inpatient, 
and everybody waits too long.”

Whether patients need breast 
surgery, treatment for heart disease, 
or diabetes treatment, they waited 
until they are very sick to seek care. 

“All would be an overnight stay and 
out the door, but people waited too 
long, and you’ll hear [that story] 
throughout the whole country,” 
Quigley-Stickney says.

Another change for case managers 
is dealing with many angry family 
members. “That’s what has really 
changed — people are angry now,” 
she says. “They just walk in angry, 
and that’s what’s strange. It could 
be a buildup of everything that’s 
happening in the community.”

Anger from patients and their 
caregivers is directed at hospital 
infection prevention rules that limit 
visitors or require masking. As hos-
pitals try to adapt to shifting public 
health guidelines and priorities, they 
also have made multiple changes to 

rules governing visitors. “There’s a lot 
of adjusting, and I find the families 
are angry about it,” Quigley-Stickney 
notes.

For instance, in some states, 
hospitals have to verify whether 
patients and their caregivers are 
vaccinated, and with which vaccine. 
Some even ask to see vaccine cards. 
Patients might be matched according 
to which vaccine they took.

“The anger from family members 
is over how so much has changed, 
and it hasn’t stopped,” Quigley-
Stickney says. “If I discharge 
someone, I have to know whether 
they were vaccinated and they 
want their vaccine card.” This 
places considerable pressure on case 
managers to ask patients’ family 
members to show their cards.

Another problem involves com-
munication with patients. Before 
COVID-19, case managers could 
gain patients’ and their caregivers’ 
trust through in-person meetings. 
Since March 2020, communication 
takes place through videoconfer-
ences or in-person with masks. Using 
telemedicine and tablets have helped 
people maintain some connection 
during these difficult times.

Hospitals also use drive-thrus for 
patients to pick up medication or 
meet with a pharmacist. It helps, but 
is different from the way situations 
were managed pre-COVID-19, 
Quigley-Stickney says.

Other changes that can wear 
down healthcare workers’ emotional 
defenses include masks, gowns, 
and isolation rooms. Nurses, case 
managers, and others sometimes 
have to don and doff this personal 

“THAT’S WHAT 
HAS REALLY 
CHANGED — 
PEOPLE ARE 

ANGRY NOW. 
THEY JUST WALK 
IN ANGRY, AND 
THAT’S WHAT’S 

STRANGE.”
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protective equipment when they 
enter and leave a patient’s room.

“I’d help people put gowns on 
because it was their 10th time that 
day,” Quigley-Stickney says. “We got 
used to ‘Here’s a mask. Wear shield. 
Hold arms out. Put gown on. Tie it 
up.’”

Hospital staff learned these new 
protective steps quickly, but patients 
appeared to struggle with their 
providers wearing masks. “I have to 
wear a mask all day long. When I 
see people, they tell me, ‘I’m hard of 
hearing and how dare you wear that 
mask?’” Quigley-Stickney says. “I 
spend all day constantly apologizing, 
saying, ‘I’m so sorry. I have to do 
this. Could you please be patient 
with me?’”

This impedes the opportunity to 
build trust and puts the patient-case 
manager conversation in the wrong 
direction. “I have to start every 
conversation with an apology. If I 
start it any other way, people don’t 
have any patience left,” she explains. 
“I try to maintain my patience and 
do whatever I can to help myself: 
meditation, walking, even running 
over to my son’s house in another 
town and grabbing him for a walk.”

Quigley-Stickney acknowledges 
she has a low voice, so she is looking 
for a technological solution, such as 
adaptive ear devices she could offer 
patients.

“I could start by saying, ‘I have a 
really low voice. Can I offer you this 
so you can hear me better? You could 

put this in your ear and it elevates the 
volume in the room,’” she says.

When the pandemic began, a 
sense of camaraderie and team-
building arose among hospital staff.

“But as it continued, people are 
starting to look at how they can cope 
differently,” Quigley-Stickney says. 
“Something I’m looking at is what I 
need to do to take care of myself.”  n
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Ways for Case Managers to Cope  
During Trying Times
By Melinda Young

C ase managers are combatting 
stress, compassion fatigue, 

and burnout on several fronts as the 
COVID-19 pandemic surges across 
many parts of the United States.

They are fighting to help patients 
and families at a time when hospital 
resources are strained and care 
transitions are challenging. They 
are fighting their own grief as more 
patients die. They are combatting 
misinformation online and in person 
as anti-vaccine and anti-mask patients 
make their views loud and clear.

“It’s frustrating the healthcare 
system that good people, who 
did not take the vaccine, got sick. 
Doctors realize they would have 
taken the vaccine if the information 
got to them in the right way,” says 
Hariharan Regunath, MD, FACP, 
FIDSA, assistant professor of clinical 

medicine and medical director of the 
progressive care unit at University of 
Missouri Health Care (MUHC). “I 
[treated] a farmer, who was admitted 
and on oxygen. I asked him if we had 
the opportunity to rewind time a few 
weeks and he had known he would 
get COVID-19 if he would have 
taken the vaccine.”

The farmer said he would have 
taken the vaccine. “I asked him why 
he didn’t take the vaccine, and he said 
that he doesn’t even give his animals 
a vaccine that is not approved by the 
FDA, so why would he take one,” 
Regunath recalls. “We did not offer 
him the opportunity for clarifying 
that millions have had the vaccine, 
and the data are here; the message has 
been muted.”

Empathy for patients — even 
those who made a mistake and ended 

up in a hospital bed — can help 
case managers survive the frustrating 
pandemic weeks and months.

“I just rely on empathy — putting 
myself in their shoes and trying to 
look at things from their perspective,” 
says Nada Fadul, MD, assistant dean 
for diversity, equity, and inclusion 
education programs and associate 
professor of infectious diseases at 
the University of Nebraska Medical 
Center. “I ask more questions 
before coming to judgment. When 
I see a patient, for example, who 
is absolutely resistant to getting 
vaccinated, I ask them why that’s the 
case.”

Then, Fadul says, “I hear your de-
cision, and just want to understand.”

Her view is that it is not their fault 
because they are influenced by the 
media and others. “It’s important to 
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embrace empathy for patients because 
that’s why we came into this job in 
the first place,” she says. “Expressing 
that empathy is very important 
because it builds that trust.”

Healthcare professionals miss op-
portunities to connect with people 
and help them change their perspec-
tive if they do not show empathy for 
their patients. “If we say, ‘He’s just an 
anti-vaxxer’ and move on, we’ve lost 
an opportunity to make a difference 
in someone’s life,” Fadul says.

Case managers and others can 
cope with the continuing pandemic 
and its uncertainty with these tactics:

• Find a safe space. Healthcare 
workers need a safe space where they 
can express their feelings without 
feeling judged.

“You can have a huddle or brief 
meeting after a difficult situation,” 
Fadul suggests. “What’s happening 
right now is people are running 
from one thing to another and not 
having that time [to process]. They’re 
harboring feelings inside.”

Huddles and safe spaces are critical 
for healthcare staff so they can express 
frustration before they burn out, 
Fadul adds.

• Accept unreasonable 
conditions. The pandemic’s effect on 
hospitals and employees is not fair 
or reasonable. Hospitals that could 
celebrate their quick actions and 
tactics for getting though the pre-
vaccine period now find themselves in 
a worse situation through no fault of 
their own.

Researchers recently found 
frontline healthcare workers reported 
feeling more anxious, overwhelmed, 
that they were not sleeping, and that 
they feared death in 2020. At the 
same time, they mostly believed their 
administration was supportive.1

It helps when employees trust their 
employer is doing its best, even when 
the work environment is unreason-
ably overwhelming and stressful.

“We have seen waves when 
healthcare systems have been 
overwhelmed, and hospital census 
goes up,” Regunath says. “When the 
census increases by 50%, it stresses 
our hospital system, doctors, and 
nurses.”

Hospital employees are used 
to surges in patient populations 
in the winter during flu season, 
but those usually end by spring. 
With COVID-19, there is no way 
to predict how long a surge will 
last. They know how to cope with 
intermittent stress, but are finding it 
burdensome to accept the pandemic 
stress, which is lasting for months.

It is hard to accept unreasonable 
conditions. “It took me a while to 
come to this point. I was constantly 
in a fight mode,” Fadul says. “But 
that approach did not work at all, so 
I said, ‘Let me see what else might be 
done.’”

Fadul’s acceptance of the 
pandemic’s resurgence and patients 
who have not been vaccinated has 
made it easier for her to cope with 
the situation. “I’m not here to plug 

the ocean, just here to take care of my 
patients and do what’s best for them,” 
she explains. “Expressing empathy 
for the patient is very rewarding to 
do, and it helps us cope with the 
situation.”

• Offer/accept support. MUHC 
offers a program called the For You 
Team that supports physicians, nurs-
es, and other providers who believe 
they cannot move past lingering stress 
related to patient care or issues.

“For example, we had a young 
adult patient who was working [in an 
industrial building] and didn’t know 
there was carbon monoxide in the 
closed room. He had very young kids. 
He came into our ICU,” Regunath 
recalls. “The man died, and the 
nurse caring for that patient and my 
entire team were all very emotionally 
affected by that situation; it stuck on 
our hearts for a while.” The For You 
Team met with the providers and 
offered them counseling and support.

During COVID-19 surges, the 
For You Team helps staff find positive 
moments in their experience. Anyone 
can ask the support team for help for 
themselves or for a colleague. “I can 
say, ‘I think he needs help, so can you 
reach out to see if he’s doing OK?’” 
Regunath says.  n
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EXECUTIVE SUMMARY

The results of a recent study revealed a care transitions clinic can reduce 

emergency department discharge time and increase the clinic’s rate of 

successful transition to community primary care .

• Intervening within 72 hours of discharge is important for patient engagement 

and facilitating education about their health and care management .

• The care transitions clinic identifies the patient’s needs and refers them to all 

necessary services .

• 80 .6% of patients successfully connected with a primary care provider vs . the 

59% success rate from the pre-transitions clinic cohort .

Care Transitions Clinic Reduces Hospitalizations, 
ED Visits
By Melinda Young

A care transitions clinic that  
 provides newly discharged 

patients with a primary care provider 
(PCP) visit helped a health system 
reduce ED visits and hospitalizations.1

Researchers found a cohort of 
patients referred to primary care 
after discharge in the year before the 
transitions clinic opened in January 
2019 averaged one emergency 
department (ED) visit in the three 
months after their referral. Patients 
seen at the transitions clinic in its first 
year averaged 0.33 ED visits in the 
three months after referral.

Patients referred to the transitions 
clinic recorded significantly fewer ED 
visits and hospitalizations post-referral 
than in the three months before 
referral.

“The role of this clinic is to make 
sure patients who could benefit from 
primary care access shortly after 
discharge from the hospital were 
able to get primary care,” says Lisa 
Rotenstein, MD, MBA, assistant 
medical director of population health 
and faculty well-being at Brigham 
and Women’s Hospital. “The clinic 
mostly was for patients who did not 
have a primary care provider, but have 

needs that should be addressed by a 
primary care provider after discharge.”

The clinic is located across the 
street from the main Brigham and 
Women’s Hospital campus, says 
Caroline Melia, RN, BSN, nurse 
coordinator at Brigham and Women’s 
Primary Care Transitions Clinic.

The transitions clinic was intended 
to serve Medicaid accountable care 
organization (ACO) patients, but 
its focus quickly expanded. “We’re 
working with some patients in their 
70s and 80s who have never had a 
primary care physician,” Melia says.

Engaging with patients within 72 
hours of discharge is important for 
educating them about their health 
and care management.

“We realized there was a need 
for patients to be seen by primary 
care — in short order — after 
discharge,” Rotenstein notes. “There 
was a demand for the service, and 
we started seeing patients with 
all insurance types, and that has 
continued.”

Most of the patients referred to 
the transitions clinic were discharged 
recently from the ED or hospital. 
They do not have a community 

primary care provider who they 
can see within 24 to 72 hours after 
discharge.

“I’m a nurse coordinator, and I do 
coordination of care and in-person 
nursing teaching,” Melia says. “There 
also is a practice assistant/medical 
assistant.”

Melia teaches patients self-care 
techniques related to their injuries 
and illnesses, including instructions 
about wound care, abscess treatment, 
burns, and diabetes.

The transitions clinic is intended 
to be a quick first stop for patients 
after discharge — not to replace a 
PCP. Melia helps patients find a PCP 
to provide continuing care.

“We identify any skilled needs 
of the patient, including physical 
therapy and speech therapy, and we 
refer patients to all specialists and 
any elder services,” Melia says. “If a 
patient needs a personal care assistant, 
we refer them to an agency that can 
help.”

Patients also learn about 
medication management and 
receive help with durable medical 
equipment through the transitions 
clinic’s services. “I tell patients 
we’re temporarily that primary care 
site,” Melia says. “Any agency that 
communicates with us, we sign the 
orders.”

Referrals to the care transitions 
clinic come from physicians, 
nurse practitioners, or nurse care 
coordinators in the ED and inpatient 
settings. The clinic is staffed by a PCP 
or nurse practitioner every weekday 
afternoon, a full-time nurse care 
coordinator, and a full-time medical 
assistant.
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“We work with the case 
manager in the hospital to discuss 
what the plan is and how we’re 
going to maintain that plan after 
discharge,” Melia says. “I may make 
recommendations of adding a referral 
or visiting nurse.”

Melia makes sure patients or 
family caregivers will be home when 
medical equipment is delivered. 
She ensures patients receive their 
medication either before or right after 
they leave the clinic.

Hospital physicians benefit from 
better care transitions for their 
patients. “It provides peace of mind,” 
Rotenstein says. “It makes me feel 
like my patients have a clear plan and 
someone will follow up with them 
when they leave the hospital and are 
not plugged into community primary 
care.”

It also enables ED providers to 
make a quicker discharge because the 
care transitions clinic team can follow 

up with patients within 72 hours. The 
clinic has a good record of connecting 
patients to a PCP.

“At the time of the writing of 
the paper, 80.6% of patients were 
successfully connected with a new 
primary care provider, and we define 
that as being referred and keeping the 
first appointment with a PCP,” Melia 
explains.

When compared with the 
pre-transitions clinic cohort, the 
clinic’s rate of successful transition 
to community primary care is 
significantly improved. Only 59% 
of patients in the earlier cohort were 
successfully connected to a PCP, 
Rotenstein says.

The clinic’s work continued 
through the COVID-19 pandemic 
surges in 2020. “We were very busy 
and didn’t put it on pause,” Melia 
says. “In addition to having patients 
sick with heart failure, cancer, and 
other conditions, we were able to 

take post-discharge patients from 
the hospital who had been inpatients 
with COVID-19 and patients who 
were very sick and even intubated for 
45 days.”

Clinic providers cared for patients 
both virtually and in person after 
discharge. They identified patients’ 
emotional needs and created a plan 
to provide patients with virtual social 
workers.

“The takeaway is this is an effective 
way to bridge transition to primary 
care providers, and it’s an approach 
that allows us to move patients into 
our care system and to make sure 
they’re getting the care they need,” 
Rotenstein says.  n
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Going Beyond the Quadruple Aim  
Is a Worthy Goal for Pandemic Future
By Melinda Young

The case management and 
healthcare world grew and 

evolved in the nearly two years 
since the start of the COVID-19 
pandemic. The quadruple aim model 
for quality healthcare has evolved as 
well.

The quadruple aim includes:
• Improving population health;
• Lowering cost of care;
• Enhancing the patient 

experience;
• Improving provider 

satisfaction.1

“It’s a whole different world now 
with the pandemic, when compared 
to a couple of years ago,” says 

Susie Ratterree, BSN, RN, CCM, 
president of the Case Management 
Society of America Foundation. “A 
lot of the best practices we used to 
meet the quadruple aim are having 
to be rethought, especially in terms 
of delivery of care and customer 
service. One of the biggest things is 
social determinants of health.”

The quadruple aims of improving 
population health and provider 
satisfaction also must be addressed. 
It has become an issue at a time 
when healthcare professionals find 
that just doing their best to prevent 
infection and save lives can become 
part of pandemic politics.

“We have to go back to square 
one,” Ratterree says. “Messaging 
over the vaccine and masking did 
not work well. Unfortunately, this 
pandemic was allowed to become 
politicized.”

People are making healthcare 
decisions based on their political 
views and philosophy instead of 
focusing on their own health and 
the health of their families and 
neighbors.

“We need to develop a trusting 
relationship, and the place to begin 
is with patients’ own providers,” 
Ratterree adds. “Providers should 
make all kinds of attempts to educate 
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EXECUTIVE SUMMARY

The quadruple aim healthcare model continues to evolve as healthcare 

providers realize the importance of social determinants of health .

• The quadruple aim includes improving provider satisfaction .

• Healthcare professionals need to develop a trusting relationship with 

patients, which is part of the quadruple aim’s goal of enhancing patient 

experience .

• One tactic is to give patients confidence in their ability to manage their own 

healthcare .

them and talk about the importance 
of the vaccine and address their 
fears.”

From a case manager’s perspective, 
developing trust is paramount. It is 
particularly challenging during the 
pandemic.

“I’ve found that once I’ve 
introduced myself to a person, I 
ask the questions of ‘How are you 
feeling?’ and “How did you get 
here?’” Ratterree says. “Then, I sit 
back and truly listen to what they’re 
saying, and I make sure I understand 
and am nonjudgmental.”

Patients who feel judged will 
clamp down, and it will be hard 
to build trust. One example of 
broaching behavior change subjects 
without judgment involves infection 
prevention actions. A case manager 
could start talking about how 
washing hands often will help 
prevent the spreading of germs.

“If you’re listening, you may 
find out the person has a small 
child or someone who is vulnerable. 
You bring that situation into your 
teaching and say, ‘Hey, grandma 
is going through chemotherapy, 
and it’s really important she doesn’t 
get exposed to germs,’” Ratterree 
explains. “‘When you’re visiting with 
grandma, you can wash your hands 
really well because it helps her.’”

Case managers can use stories 
from their personal experience, if 

they are comfortable with sharing. 
These anecdotes engage patients and 
let them know they are not the only 
ones experiencing health challenges.

The goal is to meet patients 
where they are and try to help with 
education and confidence. “Give 
them confidence in their ability to 
manage their healthcare,” Ratterree 
says. “Once you gain their trust and 
give them enough education that 
they start to see the benefit, reinforce 
that [behavior change], saying, ‘Hey, 
you’re doing really good.’”

Case managers can tell patients it 
is OK if they forget to maintain their 
healthy habits once in a while as long 
as they get back up and improve the 
next day.

The quadruple aim also should 
be expanded to include social 
determinants of health. “Social 
determinants of health will help 
us understand our patients better 
and help us come up with a care 
plan that will help them reach the 
outcomes and be the best they can 
be,” Ratterree says.

The types of social determinants 
of health affecting patients varies by 
person. “Look at the community, 
the educational level,” Ratterree 
says. “There are a lot of different 
components.”

For instance, some patients have 
not graduated from high school, and 
might possess low health literacy. 

They could be distrustful of highly 
educated people giving them advice.

“If we don’t understand where 
they’re coming from, and if they 
have a history of not trusting the 
healthcare system, then it’s up to the 
case manager to try to change that 
and develop a trusting relationship 
with them,” she says. “If they don’t 
trust the medical community or their 
case manager, the education we’re 
trying to give them about their health 
condition will go in one ear and right 
out the other.”

The case management goal is to 
help patients change their lifestyle 
behaviors and mitigate risk. One 
of those risks involves vaccination 
against COVID-19, which creates 
challenges.

“It’s difficult with trying to get 
the messaging out about the benefits 
of the vaccine and hazards of the 
pandemic,” Ratterree says. “I’ve heard 
some older folks say, ‘I’m not going 
to get the vaccine,’ and it could be 
they have never had a vaccine at 
their age. Or, they may come from a 
community that is very distrustful of 
an authoritarian institution like the 
medical community.”

Case managers will not influence 
patients if they do not understand 
these cultural aspects.

“You have to figure out how to 
help them understand this vaccine 
might have come out quickly, but 
the technology or research has 
been going on for years and years 
on this type of vaccine,” Ratterree 
says. “Those are things that we as a 
medical community are missing the 
message on sometimes, especially 
with this pandemic.”  n
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EXECUTIVE SUMMARY

Inflammatory bowel disease (IBD) affects millions of Americans, and often 

results in expensive surgeries and treatment . Researchers studied how a care 

coordination program could affect patients’ symptoms and costs .

• The researchers found care coordination helped improve patients’ 

symptoms . It also was cost-neutral .

• It takes a multipronged approach to provide comprehensive care, tailored to 

patients’ needs .

• Patients reported their monthly symptom scores through the health system’s 

patient portal .

Care Coordination Approach Designed for IBD 
Also Could Help Others
By Melinda Young

H igh-risk patients with inflamma-
tory bowel disease (IBD) experi-

ence high direct costs and a substan-
tial symptom burden. Researchers 
designed a care coordination-based 
solution to improve their symptoms 
and reduce care costs.1

The solution was cost-neutral, but 
helped improve patient symptom 
scores.

“We showed that symptoms 
improved,” says Jeffrey Berinstein, 
MD, MSc, clinical instructor in the 
division of gastroenterology and 
hepatology at Michigan Medicine. 
Berinstein also is a member of the 
Institute for Healthcare Policy and 
Innovation at the University of 
Michigan.

IBD affects several million 
Americans. It is a high-cost, low-
prevalence condition that often results 
in surgeries, expensive medication, 
and hospitalization. Medication is 
important, but other factors can 
affect patients’ outcomes, including 
psychosocial issues.

“If you are depressed and have 
comorbid symptoms, you can’t get 
the care you need,” Berinstein says. 

“It takes a multipronged approach to 
provide comprehensive care tailored 
to the needs of patients — one 
size fits all does not work with this 
population. We also showed that 
patients utilized the intervention 
pretty well; there was good fidelity 
to the intervention. It did what it 
was supposed to do, and it was cost-
neutral.”

The care coordination model, 
designed for IBD patients at high 
risk of debilitating symptoms and 
high medical costs, added value to 
patients’ care without increasing costs. 
“Patients were satisfied,” Berinstein 
says. “Given the neutral costs and 
clear symptom benefits, there’s a 
strong argument to do this.”

This is how the care coordination 
intervention works:

• Tailored approach. Investigators 
designed it with a tailored, individual 
approach, based on each patient’s 
needs.

“We took the highest-risk patients, 
who would be the highest risk in 
costs, and randomized them to usual 
care or care coordination,” Berinstein 
says.

• Coordinator training. “I did 
most of the training, along with a few 
of my colleagues,” Berinstein says. 
“Basically, we had coordinator watch 
80 hours of videos online about 
patients so she could be familiar 
with inflammatory bowel disease. 
Then, I observed her with patients. 
Throughout the intervention, I would 
assess fidelity to the intervention.”

Berinstein selected cases to 
evaluate for each care coordinator. He 
provided feedback throughout the 
intervention.

• Monthly symptom scores. 
Each month, patients reported their 
symptoms through their electronic 
medical record (EMR) patient portal.

Validated patient-reported 
outcome measures addressed bowel 
symptoms, functional symptoms, 
systemic symptoms, daily coping, 
weekly life impact, and weekly 
emotional impact.1

Patients reported whether they 
experienced fever, chills, dehydration, 
discomfort with leaving their 
home or traveling, and depression. 
They were asked how their disease 
interfered with their life in the past 
seven days, including these questions:

- How much did your disease 
interfere with your ability to 
perform?

- How much did your disease 
interfere with your sleep?

- How much did your disease 
make leaving home difficult?

- How much did your disease 
make you less interested in sex?

- How much did your disease 
make it difficult to plan several days 
ahead?

The care coordinator monitored 
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the reported symptoms and made 
recommendations based on what 
he or she saw. If a patient reported 
depression symptoms, the care 
coordinator might recommend 
counseling.

“We recommended labs to the 
doctor and nurse, and follow up, 
accordingly,” Berinstein adds.

• Coping skills. People with IBD 
often experience bowel symptoms 
that cause great discomfort and make 
socialization challenging.

“Unfortunately, because it’s a 
bowel disease, patients might have 10 
bowel movements a day,” Berinstein 
explains. “If they have symptoms, 
they’re afraid to go out or use public 
transit.”

Sometimes, their problems are 
functional, which are not attributable 
to active inflammation. The care 
coordinator could refer patients to 
professionals to help them cope with 
their disease.

The care coordinator teaches 
patients simple coping mechanisms, 
including diaphragmatic breathing and 
progressive muscle relaxation. The care 
coordinator also uses YouTube videos 
and refers patients to social work and 
other services based on their needs.

• Streamlined coordination. Care 
coordination is a new position in the 
gastroenterology world.

“Obviously, care coordination 
has been around a long time in 
other conditions: diabetes, heart 
conditions, asthma,” Berinstein says. 
“It’s well established in those areas, 
but in gastroenterology, we did a more 
multidisciplinary care model.”

The multidisciplinary care model 
is costly, and it was not studied in a 
randomized, controlled trial.

“This randomized study did not 
involve a massive multidisciplinary 
team, and did not require widespread 
system re-engineering,” he says. “We 
did not have to change clinics or 

provide patients with clinics at home 
because we used the electronic medical 
record to send records and get scores 
sent to us.”

Patients can access the EMR’s 
patient portal on their computers or 
phones.

“About 90% of patients were 
using it, and we took advantage of it, 
sending screening questions once a 
month,” Berinstein says.

Once patients answered the 
screening questions, the care 
coordinator reviewed the data and 
decided what patients would need 
based on their answers, he adds.  n
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Improving Care for Long-Stay Patients
By Jeni Miller

In a perfect world, an ill patient 
would recover in the hospital and 

return home as soon as possible. 
When they are medically stable and 
can leave the inpatient care setting, 
nothing is holding them back.

Unfortunately, that does not 
always happen. Even when patients 
are medically ready to return home, 
they end up waiting in the hospital 
longer.

“This happens quite often,” says 
Whitney Stillwell, BSN, RN, CCM, 
regional director of case management 
at McLeod Regional Medical Center, 
McLeod Health Cheraw, and McLeod 
Health Clarendon in South Carolina. 
“Case managers and hospital staff ev-
erywhere face these challenges daily.”

A prolonged hospital stay typically 
is described as a stay that persists for 
a certain number of days (often 10 
days) past the patient’s geometric 
length of stay. The problem of 
prolonged hospital stays seems to be 
getting worse.

“This is happening more 
frequently than we would like,” 
says Patricia Wilson, MBA, BSN, 
RN, director of care transition 
management at Texas Health 
Presbyterian Hospital in Dallas. 
“The avoidable day numbers have 
significantly increased over the last 
18 months. Despite being medically 
ready, resources and processes are 
the logjam between acute and post-
acute.”

Wilson and Stillwell note 
this happens for many complex 
reasons, one of which is the effect of 
COVID-19.

“Initially, it was a challenge to find 
post-acute facilities accepting these 
patients with the first surge,” Wilson 
says. “There was no way to prepare 
or predict the needs of COVID 
patients. Families were not able to 
see their loved ones, visit post-acute 
facilities, or see the patients even at 
these accepting facilities. Early on, 
working virtually with families was 
a struggle. It soon became evident, 
in the older population, that this 
was not always ideal. We saw more 
avoidable days attributed to family 
during the spike of COVID. This was 
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true with the second and third wave 
as well. The acuity of these patients is 
also profound.”

Contributing Factors

Even before the pandemic, lack 
of family support, willingness to 
bring a sick family member back into 
the home, decisions on palliative 
or hospice care, or concern the care 
needed will be overwhelming can lead 
to longer stays for the patient.

Demographics and the service 
lines offered at a hospital also can 
contribute to prolonged stays. This 
occurs more frequently when dis-
charge criteria are not met. Social 
determinants play an instrumental 
role in successful transitions. Patients 
who have no safe discharge plan, 
combined with their challenging so-
cial determinants, may face prolonged 
hospital stays.

In hospitals with a Level II 
trauma center, such as Texas Health 
Presbyterian, case managers see these 
delays more often.

“You can expect a large percentage 
to be underinsured or uninsured,” 
Wilson notes. “Discharge planning 
relies on what benefits and resources 
the patient has to move through the 
continuity of care. Often, these pa-
tients remain as inpatient to optimize 
their potential to go home. Commu-
nity resources are limited due to the 
increased demands for assistance.”

Likewise, facility location also 
contributes to prolonged stays. 
“Smaller cities often don’t have as 
many resources and shelters, and 
sometimes no taxi service, so they 
see this challenge so much,” Stillwell 
says. “In some situations, the patient 
may be homeless, so they have a 
longer stay because of the social 
aspect.”

Stillwell describes how patients 
experiencing poverty often do not 
have funding for rehabilitation when 
needed. They go through rehab at 
the hospital while the case manager is 
seeking other discharge plans for the 
patient.

One of the longest delays can 
occur when the patient needs to 
apply for disability and/or Medicaid. 
“This process can take three to six 
months at a time,” Stillwell says. 
“If the patient truly does not have 
another plan, and they cannot stay 
alone, then sometimes the hospital 
will pay for an alternative residential 
stay or a hotel. But more likely, 
these individuals stay for three to 
six months while waiting for the 
approval.”

Hospitals might send patients 
to smaller facilities while they are 
awaiting their disability approval, 
which frees up capacity at the 
larger hospital. “But lately, so many 
hospitals have all been full, so that 
process has come to a halt,” Stillwell 
notes.

Response time for SSA also can 
contribute to prolonged hospital 
stays. “COVID has caused an 
unprecedented delay in process 
patient applications for SSI/SSDI 
in our state,” Wilson explains. 
“[At times], shifting some cases to 
another state to provide assistance 
[is possible]. We have patients who 
have waited greater than six months 
to hear a decision, [and often there 
is a] lack of facilities willing to take a 
Medicaid-pending patient.”

Wilson also notes the effect of 
location and demographics. “Do you 
provide care in an underserved area? 
Are your patients younger and able 
to afford insurance? Are you working 
with an aging population?” she asks. 
“Every case management assessment 
must identify barriers early on in 
order to provide the safest discharge 
plan. Your homeless population 
will have different challenges for 
determining medical necessity. The 
goal is always for a safe discharge. 
This may mean keeping a patient to 
complete IV ABX [IV antibiotics] 
here, where if this were a different 
patient, with a home or resources, we 
could have provided post-acute care 
in multiple care settings.”

Also notable are situations like 
those of behavioral health patients 
with medical care needs, as most 
behavioral health facilities decline 
accepting patients who need medical 
attention like wound care.
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There also are plenty of issues that 
can cause prolonged delays that are 
not quite so patient-centric. Staffing 
issues can contribute to longer stays 
and disrupt proactive discharge 
planning efforts, especially when the 
hospital is treating many more sick 
patients. Undocumented immigrants 
also might experience prolonged 
hospital stays due to the complexity 
of arranging care. They could require 
the attention of a complex care 
social worker, as these cases can drag 
out for more than a year and might 
include the involvement of a legal 
team.

Payer-related issues also arise 
when patients are waiting for an 
authorization for rehab or long-term 
care facility, which can take up to 
two weeks or more.

“There’s reluctance to approve 
IRF [inpatient rehab facility] or 
LTAC [long-term acute care] without 
the medical director reviewing the 
case,” Wilson notes. “Timeliness of 
approvals for next level of care delays 
from payers are increasing.”

Effects of Prolonged 

Stays

The unfortunate implications of 
these longer hospital stays, which 
often occur as a domino effect, 
include:

• Patient throughput/bed 
turnover as patients are held in the 
ED, post-acute anesthesia unit, or 
other units;

• Reduced capacity for bringing 
in patients from other hospitals in 
need of a higher level of care;

• Frustration among the care 
team, including physicians, many 
of whom are held accountable for 
shortening length of stay;

• Case management fatigue that 
often occurs with long-stay patients;

• Jeopardized patient safety as the 
risk of hospital-acquired infections is 
increased;

• Inability to steward resources for 
the hospital, physicians, and patients;

• Potential for the patient to be 
held responsible for any days not 
medically necessary. Since Medicare 
is not an unlimited plan, this can be 
especially difficult for patients with 
chronic illness.

Case managers can mitigate 
these effects and help manage 
prolonged-stay situations, bringing 
compassionate care to the patient 
and staff. Stillwell and Wilson’s 
recommendations include:

• An early and thorough initial 
assessment. Accurate information 
will drive the care team’s planning for 
post-acute level of care.

• Communication that paints a 
clear picture of available resources for 
the care team, patient, and physicians.

• Huddle often. Trust your team 
and leadership; do not be afraid to ask 
for help sooner than later.

• Work together as a team. One 
team member can help another to 
progress the patient.

• Identify patient goals. Are they 
realistic or obtainable?

• Know your resources. Sometimes, 
calling contacts in the state or an 
association can help.

• Identification of the primary 
caregiver. Work with the caregiver 
and patient to improve the discharge 
process.

• Prepare for the worst and hope 
for the best. Ask our staff to create at 
least a plan A and plan B with which 
all parties agree.

“Case managers need to be pre-
pared to adapt to where the patient 
is,” Wilson explains. “Understand 
the care team’s goal and if they are 
aligned with patient and families. 
Keep the lines of communication 
open with patients and their families, 

[and] notify the care team as soon as 
possible if something has changed; for 
example, family dynamics, insurance, 
or resources. I cannot stress enough 
how important communication is for 
long-term patients.”

The patient, most of all, feels the 
effects of a prolonged hospital stay, 
and the care team is a close second. 
Working together rather than against 
each other, as often as possible, can 
bring great rewards during a difficult 
situation.

“When you have long-stay 
patients — it could be 50, 60, or 
100 days — these individuals really 
become a member of the floor, and 
you’re like family to them because 
they’ve been there so long,” Stillwell 
says. “The cool thing about having a 
case manager assigned to that floor is 
that when a patient is not medically 
needing attention and the physicians 
need to focus on other patients, the 
case manager is then the point person 
for that patient. Often, we see that on 
holidays. The case manager brings in 
Christmas trees or celebrates birth-
days. They keep the patient connect-
ed, especially when they’re depressed 
because they’ve been there for so long 
in the same room. We can help keep 
their spirits up while they’re here and 
waiting.”

All things considered, case 
managers should know that, at the 
end of the day, they have done all 
that they can to help the patient and 
prepare for the uncertainties of the 
following days.

“I often say we make the best of 
the worst choices,” Wilson says. “As 
we see trends in payer process/denial, 
acuity, and fewer resources, working 
within those restraints often becomes 
the best of the worst choices. If you 
put the patient as the priority, then 
the case manager can leave for the 
day, knowing she or he has done their 
best.”  n
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Best Practices for Managing Denials
By Jeni Miller

When denials occur, case 
managers should create a plan 

to investigate and manage each one 
to determine why the claim was 
denied and how they can help. Using 
this approach, some managers have 
uncovered trends and root causes 
that can prevent future denials.

But is it worth the effort? Beverly 
Cunningham, RN, MS, ACM, 
partner and consultant at Case 
Management Concepts, LLC, says 
it is critical for case managers to 
hone this skill for the benefit of the 
patient and the hospital.

“The goal of the case man-
ager role is to coordinate utilization 
management, resource management, 
discharge planning, and care coordi-
nation,” Cunningham explains. “A 
denial indicates that the hospital will 
not be paid for the care provided to 
the patient. At times, a denial can be 
reversed, but it does require back-
office work that can be costly to the 
hospital. With some payers, a denial 
to the hospital may mean the patient 
has additional financial responsibility 
for the care provided to them.”

The denial management process 
is best approached proactively, “that 
of a good offense — ensuring the 
appropriate documentation in the 
record and timely interventions that 
decrease any possibility of a denial,” 
Cunningham says. Other best 
practices include:

• Following the Two-Midnight 
Rule regulations for traditional 
Medicare patients;

• Understanding the payer’s 
contract, which may include 
content from a commercial payer 
agreed upon by the hospital or the 
regulations from either a federal or 
state payer;

• Ensuring the correct payer is 
assigned to the patient. This should 
include accurate information from 
the patient that also is verified by the 
patient access department, whose 
detailed work is critical;

• Ensuring an effective physician 
advisor process. If documentation in 
the record does not support the level 
of care ordered, the case manager 
and the physician must discuss the 
issue. If additional documentation is 
unavailable, or still does not support 
the level of care ordered, a timely 
referral to the physician advisor must 
occur;

• Maintaining a case management 
presence at every entry point of 
the hospital. This supports the 
first suggestion of a good offense 
with appropriate documentation. 
Whether the entry point is the ED, 
cath lab or imaging, transfer into the 
hospital, a clinic or physician’s office, 
or a scheduled admission, a case 
manager should review the orders 
and refer to the physician advisor for 
review.

With a proactive denial 
management plan in place, case 
managers can turn their attention 
to a specific set of steps to begin the 
process. Cunningham details one 
way for RN case managers to handle 
the process, noting that staffing 
should be appropriated to support 
this role:

• Review the order for level of 

care, whether it is an admission or 
continued stay.

• Assess the medical record for 
documentation and supporting test 
results.

• See the patient. Effective denial 
management includes an “eyes on” 
view that cannot be replaced from 
behind a computer.

• Communicate with the 
attending physician if the 
documentation does not support the 
level of care ordered. A conversation 
with the physician providing care 
always should take place before a 
referral to the physician advisor.

• Understand the contract with 
the payer, including whether a 
peer-to-peer may occur during the 
hospital stay. If required, a physician 
advisor can speak with the payer’s 
medical director on behalf of the 
attending physician.

• Document the steps above in 
the hospital’s utilization management 
system. Utilization management 
documentation should not be placed 
in the medical record.

• Provide information to the 
payer as indicated in the contract. 
Keep documentation current.

• Close any case with the 
approved days from the payer. 
Follow up on any account with 
which the payer has not responded 
with approved or denied days.

“It definitely takes more time 
to review and appeal a denial than 
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CE QUESTIONS

1. During COVID-19 surges, a big 

contributor to providers’ stress 

and compassion fatigue is:

a . a lack of protective equipment .

b . fear of infection .

c . misinformation about vaccines .

d . staff layoffs .

2. The care transitions clinic at 

Brigham and Women’s Hospital 

was created to:

a . be a quick first stop for patients 

after discharge, but not replace 

the primary care provider .

b . provide patients with 

community resources to address 

social determinants of health and 

a medical home .

c . help patients lose weight and 

exercise more .

d . enroll patients in ongoing 

social and behavioral research 

to study the motivations behind 

their behavior change .

3. The quadruple aim has evolved 

to include goals of improving 

population health, reducing 

cost of care, enhancing patient 

experience, and:

a . expanding population health .

b . providing health equity and 

access .

c . promoting palliative care .

d . improving provider satisfaction .

4. Which is a possible solution 

to help patients, families, and 

caregivers deal with death and 

dying in the era of COVID-19?

a . Palliative care

b . Spiritual care

c . Hospice care

d . Home healthcare

5. One way to help staff cope 

during the continued surges in 

the COVID-19 pandemic is to:

a . hire people to offer staff 

10-minute shoulder massages 

during work breaks .

b . provide staff with a visit from a 

support team to help them ease 

lingering stress .

c . offer each employee a free 

consultation with a grief therapist .

d . give employees financial 

incentives as rewards for enduring 

a number of weeks during a surge 

period .

6. At the conclusion of the denial 

management process, feedback 

on any discovered denial trends 

should be reported by case 

management leadership to:

a . the patient .

b . hospital administration .

c . the utilization management 

committee .

d . the hospital social work team .

7. Researchers studying a care 

coordination intervention that 

improves symptoms in high-

risk patients with inflammatory 

bowel disease used an 

electronic medical record 

patient portal for patients 

report outcome measures of 

bowel symptoms, daily coping, 

weekly life impact, and:

a . housing status .

b . exercise and diet .

c . medication adherence .

d . weekly emotional impact .

it does to follow the steps above,” 
Cunningham notes.

After case managers have carried 
out this process several times, they 
might start to notice trends that 
will help them improve denial 
management. It also goes the other 
way, Cunningham shares, as trends 
“help the case manager to understand 
when he or she may not be following 
the steps.”

Trends also can appear during a 
physician’s exam, during a diagnostic 
test, or through a payer’s analysis.  
When these are uncovered, the case 
manager should report it to their 
leadership, who can then connect 
with the appropriate groups, 
including physicians and payers, to 
resolve it moving forward. Trends 
also should be reported to the 
hospital’s utilization management 
committee. Denial management 
as a whole sometimes can amount 
to a great deal of work for one case 
manager, so support should be 
brought in as needed.

“Best practice includes a denials 
and appeals case manager who can 
support the individual case manager 
and leadership when trends occur,” 
Cunningham says. “This case 
manager can provide feedback and 
reports that will assist the entire 
department, physician advisors, and 
any physician groups who may have 
been involved in the denial. Even if 
providers are not involved in denials, 
they should have the feedback so they 
can ensure their practice supports any 
denial management initiative.”

Denial management helps the 
entire hospital run as efficiently as 
possible considering its great effect 
on revenue and patient satisfaction. 
For that reason, Cunningham says, 
“case management department leaders 
should ensure that denial manage-
ment is included in their RN case 
manager orientation.”  n
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