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To succeed, hospitals 
improve transitions of care 
Case managers should communicate throughout continuum

Healthcare reform mandates, new reimbursement requirements 
from the Centers for Medicare and Medicaid Services (CMS), 
and pressure from payers to keep patients out of the hospital and 

emergency department all mean that hospitals need to do a better job of 
transitioning patients to another level of care. 

The words “transitions of care” are peppered throughout the Patient 
Protection and Affordable Care Act (PPACA), says Cheri A. Lattimer, 
RN, BSN, executive director of the Case Management Society of America 
(CMSA) in Little Rock, AK. “There’s no doubt in anybody’s mind that 
we, as providers, are charged with doing a much better job,” Lattimer 
says. This job is not only to prevent readmissions, “but to put patients and 
family members in the center of everything we do,” she says, “also provid-
ing them with good quality care and the information they need for making 
good decisions in conjunction with the clinical team.”

The recommendations coming out of the PPACA are what case manag-
ers already know about the importance of coordination of care and tran-
sitions between levels of care, Lattimer says. “We recognize the need for 
hospitals and post-acute providers to work together to manage the care of 
patients and improve transitions,” she says.

Communicate to ensure a safe transition
With the emphasis on preventing readmissions and emergency department 
visits following a discharge, it’s more important than ever before for hospi-
tals to ensure that patients transition safely and successfully between levels 
of care. In this issue, we’ll tell you why good transitions are so important 
and how to improve communication as patients move to another venue. 
We’ll look at how one hospital facilitates transfers to a long-term acute care 
facility for appropriate patients and how a health system has improved com-
munication with skilled nursing facilities. You’ll learn how a transition coach 
cuts down on readmissions and the value of teaching heart failure patients 
to recognize when they need to seek medical attention. It’s all in this issue of 
Hospital Case Management. 
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Beginning with readmissions on or after Oct. 1, 
2012, hospitals will receive reduced payments from 
CMS if they have excess readmissions for acute 
myocardial infarction, heart failure, or pneumonia. 
In the Inpatient Prospective Payment System (IPPS) 
final rule for fiscal 2012, CMS announced that it 
is considering adding other conditions to the reim-

bursement reduction initiative in 2015. CMS also 
announced a new quality measure that assesses Part 
A and Part B Medicare spending for beneficiaries 
from three days before a hospital admission through 
30 days after discharge. The measure will be used 
for the Hospital Inpatient Value-Based Purchasing 
program and the Hospital Inpatient Quality 
Reporting program. (For more details on the IPPS 
final rule, see related article on p. 148.)

All of these initiatives mean that planning for 
transitions must extend far beyond just moving the 
patients out of the hospital, says Carolyn Holder, 
MSN, RN, GCNS-BC, manager, transitional care, 
Summa Health System in Akron, OH. In addition 
to creating a discharge plan, case managers also 
must ensure a smooth transition to the next level of 
care. Sending patients to another level of care with-
out a good hand-off not only increases the risk of 
readmissions that could affect the hospital’s bottom 
line, but also increases risks for the patients, Holder 
points out. Lack of information between levels of 
care can impede a patient’s recovery at home or 
in a post-acute facility and, in some cases, can put 
patients in danger of losing their ability to care for 
themselves, she adds. 

“It’s so important that we develop communica-
tions between levels of care as well as increasing 
our efforts to help patients and families manage 
better during transitions from one level of care to 
the next,” Holder says. (For information on how 
Summa Health System has partnered with nursing 
facilities to improve transitions, see related article 
on p. 157.)

With all the reimbursement changes com-
ing down the pike, hospitals are going to have to 
focus more on making it a successful transition 
when patients move to the next level of care, says 
Maryanne P. Dixon, RN, BSN, CPUR, long-term 
acute care hospital (LTACH) liaison at Hershey 
(PA) Medical Center. This focus means case manag-
ers need to start proactively thinking about the next 
step for their patients and begin working on transi-
tions early in the stay, Dixon says. (For details on 
Hershey Medical Center’s LTACH transition pro-
gram, see related article on p. 150.) “Case managers 
should identify what patients are likely to need after 
discharge and advocate for that level of care,” she 
says. 

The patient should not be someone you work for 
but someone you are working with, Lattimer says. 
This shift means involving patients and family mem-
bers in developing a care plan and in transitions of 
care. “The healthcare system has given lip service 
to patient-centered care for years,” Lattimer says. 
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“Now it’s time for them to walk the walk and truly 
deliver care that is patient centered.”

If you work under the case management stan-
dards of practice, have the education of a nurse or 
social worker, and are looking at obtaining certi-
fication as a case manager, you already have the 
baseline skills for ensuring a smooth transition of 
care, she says. “Beyond that, case managers need 
interpersonal skills such as listening, creating trust 
and respect, and making the patient and caregivers a 
part of the clinical team in planning the transition,” 
she says.

Data from several studies show what provid-
ers need to do when patients transition from one 
level of care to another, Lattimer says. These pieces 
include managing medication, reconciling medica-
tions, sending detailed information to the next level 
of care, and ensuring that the patient and family 
are involved. (For details on how to improve com-
munication as patient’s transition through the con-
tinuum, see related article at right.)

“We have all the tools and resources and a 
number of transition improvement models show-
ing good return on investments. The hardest chal-
lenge is going to be to change the work flow and 
processes, the culture of the healthcare system, and 
individual behavior,” Lattimer says. “Those need to 
go hand in hand with transition improvement ini-
tiatives. If we can’t change the culture and move to 
patient-centered, collaborative care, we’re going to 
continue to have problems with transitions.”

For this reason, Lattimer encourages the execu-
tives who work with case management to conduct 
an assessment of the tasks for which the case man-
agement department is responsible to determine 
what resources the department needs to do the best 
job possible. “Unfortunately, case managers have, 
in many cases, become checklist task masters and 

documenters,” Lattimer says. “They would rather 
be professionals who practice what they are trained 
to do — being patient advocates, providing transi-
tions of care planning and coordination, and build-
ing education and awareness in helping patients and 
their caregivers manage their health.”

Collect data so you can demonstrate the value 
of taking time up front to work with patients to 
improve transitions. “If hospitals don’t ensure that 
patients and caregivers understand what they’re 
supposed to do in the next level of care, hospital 
personnel will, in many instances, spend a lot of 
time on readmissions and medical errors,” Lattimer 
says.

CMSA was instrumental in organizing the 
National Transitions of Care Consortium in 2006 
in partnership with Sanofi-aventis U.S. to address 
gaps that affect safety and quality of care as patients 
transition from one level of care to another. The 
coalition of 32 organizations has developed tools 
and resources to help with transitions of care. They 
are available to healthcare professionals, consumers, 
and policymakers at http://www.NTOCC.org.

SOURCES

For more information, contact: 

• Maryanne P. Dixon, RN, BSN, CPUR, Long-term Acute Care 
Hospital Liaison, Hershey (PA) Medical Center. E-mail: mary-
annedixon@gmail.com.
• Carolyn Holder, MSN, RN, GCNS-BC, Manager, Transitional Care, 
Summa Health System, Akron, OH. E-mail: holderc@summa-
health.org.
• Cheri A. Lattimer, RN, BSN, Executive Director of the Case 
Management Society of America, Little Rock, AR. E-mail: clattimer@
acminet.com.  n

EXECUTIVE SUMMARY 
The emphasis on preventing readmissions and emer-
gency department visits after patients are discharged 
from the hospital makes it imperative for hospitals to 
improve transitions from one level of care to another.
• Communication between levels of care is essential.
• Patients and family members should be involved in 
planning for post-acute care.
• Case management departments should be ade-
quately staffed so case managers can spend the time 
necessary to ensure a successful discharge. 
• Follow up with accepting facilities and patients and 
families ensures a smooth transition.

Communication is key 
to successful transitions
Make sure patients, providers understand 

Case managers do a good job of telling patients 
what they should do after discharge, and 

patients do a good job of nodding and saying “yes.” 
However, the transition falls apart when case man-
agers don’t make sure the information resonated 
with the patients and family members, that they 
understand what to do and have voiced their ques-
tions, says Cheri A. Lattimer, RN, BSN, executive 
director of the Case Management Society of America 
in Little Rock, AR.
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Case management guidance is essential to help 
patients obtain the resources they need to make 
good decisions and work with the treatment team, 
Lattimer adds. “We can talk about patient engage-
ment, education, and activation, but if patients don’t 
understand and feel comfortable with what they 
are supposed to do, it will be difficult to get their 
participation,” she says. “Until they understand the 
expectations about their behavior and care, the next 
steps to be taken, and even the language healthcare 
providers use, they can’t be accused of being non-
adherent.”

Case managers are in such a hurry to take care 
of all the tasks they are assigned that they often fail 
to make sure both parties, the patient and the case 
manager, understand what the other is saying. Case 
managers should go beyond just telling patients what 
they should do. They must make sure the patient 
understands what to do and how to do it, and they 
should make sure the patient is comfortable with it. 
“It’s taking those few minutes to make sure patients 
can repeat their instructions and clarify any misin-
formation that reduces medication errors, ensures 
that patients will make a follow-up appointment, 
and improves the healthcare experience and quality 
of care for the patient and caregiver,” Lattimer says. 

It’s difficult for patients and family members to 
absorb all the discharge instructions when they are 
preparing to go home, says Carolyn Holder, MSN, 
RN, GCNS-BC, manager, transitional care, Summa 
Health System with headquarters in Akron, OH. 
“Patients and family members may not fully under-
stand what they need to do after discharge, and their 
recovery may fall apart,” Holder says. For example, 
a sizeable number of patients fail to make a follow-
up appointment with their primary care physician 
because they don’t understand the importance. 
Patients might not understand the need to get their 
prescriptions. Another possibility is that they may 
take the medication they were taking before they 
were hospitalized as well as those prescribed at dis-
charge, and they end up back in the hospital.

Case managers need to take more than a just few 
minutes to plan transitions and educate the patient 
and family, Holder says. “The information we glean 
in the hospital, the skilled nursing facility, the physi-
cian’s office, all needs to be shared when the patient 
transfers to the next level of care,” she says. 

Maryanne P. Dixon, RN, BSN, CPUR, long-term 
acute care hospital (LTACH) liaison at Hershey 
(PA) Medical Center, suggests that case managers go 
beyond just sending information to post-acute facili-
ties along with the patient’s discharge orders. Once 
the post-acute providers receive information from 

the hospital, make sure they are comfortable with 
it and that they have everything they need, Dixon 
adds. “A hospital’s responsibility doesn’t end with 
sending the medical records and reports,” she says. 
“It ends when the accepting facility has reviewed the 
information and has no remaining questions regard-
ing the care to be rendered at the LTACH.” 

When Hershey Medical Center began working on 
its LTACH transition program, improving commu-
nication between the hospital and the LTACH was 
one of the biggest challenges, Dixon says. “When 
we improved the types and detail level of informa-
tion we were sending with the patients, our return 
rate from LTACHs dropped,” she says. (For details 
on the type of information the hospital sends to the 
LTACH, see related article on p. 150.)

Holder recommends that case managers make 
sure information on the patient’s stay is forwarded 
to the primary care physician. Because many 
patients are managed by hospitalists, if the hospital 
doesn’t forward discharge information to the pri-
mary care physician, he or she may not have all the 
information they need to manage the patient’s care 
in the future, Holder adds.

According to Lattimer, as part of their job 
description, case managers are charged with advo-
cating for patients, helping patients understand 
their illness and how to self-manage their condi-
tion, and communicating with providers at the next 
level of care. All of these steps translate into better 
transitional care, she says. “I’ve seen many state-
ments by physicians, advanced practice nurses, and 
pharmacists saying that case managers are the key to 
ensuring continuity from one level of care and one 
provider to the next,” Lattimer says. “The changing 
healthcare arena give us new challenges and oppor-
tunities to be recognized for the value we bring to 
the healthcare system.”  n

Rule emphasizes quality
and cost savings
Case managers work to improve transitions 

When the Inpatient Prospective Payment System 
(IPPS) final rule for 2012 was issued, the 

Centers for Medicare and Medicaid Services (CMS) 
stated that its goal is to encourage hospitals to pro-
vide higher quality of care at a lower cost and to pro-
mote greater efficiencies across all care settings and 
throughout the entire health system. 

The emphasis on improving the quality of care 



october 2011 / hospital case management ™  149

gives case managers the opportunity to work with 
their hospital’s clinical documentation specialists 
and quality staff to make sure that all three groups 
are aligned toward the common goal of improv-
ing patient quality, documenting appropriately, 
and getting paid appropriately for the effort, says 
Michael Taylor, MD, vice president of operations at 
Executive Health Resources, a Newton Square, PA, 
healthcare consulting firm. 

“In the IPPS for 2012, CMS is sending an unmis-
takable message that quality is going to affect the 
hospital’s bottom line.  This, along with the changes 
that will occur when ICD-10 goes into effect in 
2013, means that improved documentation by 
physicians and other staff is going to be neces-
sary, not only to meet quality reporting demands, 
but to satisfy the type of documentation required 
for the expanded coding fields under ICD-10. (For 
more information on ICD-10, see “Prepare Now 
for the Implementation of ICD-10,” Hospital Case 
Management, July 2010, p. 102.)

The good news for hospitals in the final rule 
is that CMS backed away from a proposed .5% 
decrease in the payment rate for hospitals that report 
quality data.  Instead, the final rule sets a payment 
increase of 1% for hospitals that participate in the 
Inpatient Quality Reporting project. CMS says the 
difference between the proposed and final payment 
rate is based on using more recent data to calculate 
the market basket update and the adoption of a 
lower documentation and coding adjustment than 
originally planned. 

In the final rule, CMS announced plans for a 
Medicare spending-per-beneficiary performance 
measure that will go into effect in fiscal 2013. The 
performance measure will calculate Part A and Part 
B payments for beneficiaries starting from three 
days before a hospital admission until 30 days after 
discharge. CMS plans to use the measure for its 
Inpatient Quality Reporting program and for the 
Value-Based Purchasing program required by the 
Affordable Care Act. CMS has not yet released 
details on how it will use the information to calculate 
hospital reimbursement. 

“The implementation of a global spending-per-
admission performance measure means hospitals 
are going to be evaluated on all of the Part A and 
Part B beneficiary spending during the specified 
time period,” Taylor says. “If hospitals fail to pre-
pare patients for discharge, and they are readmitted 
or visit the emergency department or incur other 
outpatient spending, it could have an effect on the 
hospital’s bottom line.” (For more details on the 
Medicare spending-per-beneficiary and Value-Based 

Purchasing initiatives, see next month’s issue of 
Hospital Case Management).

In the final rule, CMS added four new qual-
ity measures, all involving infection control, to the 
Inpatient Quality Reporting program. Hospitals will 
be required to report data on catheter-associated uri-
nary tract infections beginning in fiscal 2014. They 
will be required to report on influenza vaccinations 
among healthcare providers, methicillin-resistant 
staphylococcus aureus (MRSA) bacteremia, and 
C-difficile standardized infection ratios, beginning in 
2015.

In addition CMS eliminated seven quality mea-
sures that have “topped out,” including aspirin at 
arrival for heart attack, ACE inhibitor or angiotensin 
receptor blocker for left ventricular systolic dysfunc-
tion; beta blocker prescribed at discharge for heart 
attack; smoking cessation advice for heart attack, 
heart failure, and pneumonia; and appropriate hair 
removal for surgical patients. (“Topped out” means 
that the measure has a high, unvarying performance 
among hospitals with little opportunity for improve-
ment, and that consumers would not be able to see 
meaningful distinction in performance among hospi-
tals.) The final rule also deletes the timing of initial 
antibiotic for pneumonia patients, but it keeps the 
appropriate initial antibiotic selection as a quality 
measure.

CMS clarified that the three-day payment window, 
which bundles services provided at a clinic wholly 
owned by the hospital with hospital services, applies 
to diagnostic and non-diagnostic services.  To read 
the final rule in its entirety, see: http://www.ofr.gov/
OFRUpload/OFRData/2011-19719_PI.pdf.

SOURCE
For more information contact: 

• Michael Taylor, MD, Vice President of Operations at Executive 
Health Resources, Newton Square, PA. E-mail: mtaylor@ehrdocs.
com.  n

EXECUTIVE SUMMARY
The Centers for Medicare and Medicaid Services 
(CMS) emphasizes improving quality and efficiencies 
across settings in the Inpatient Prospective Payment 
System (IPPS) final rule for 2012.
• Hospitals will receive a 1% market basket increase in 
reimbursement.
• CMS announced a Medicare spending-per-benefi-
ciary measures that will be used in the Value-Based 
Purchasing program and the Hospital Inpatient Qual-
ity Reporting program.
• CMS is adding new quality measures involving 
infection control in 2014 and 2015.
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LTACH liaison aids 
appropriate level of care
Increase patient transfers significantly 

At Pennsylvania State University (Penn State) 
Milton S. Hershey Medical Center in Hershey, 

PA, a long-term acute care liaison evaluates patients 
with complex needs for potential placement in a 
long-term acute care hospital (LTACH), coordinates 
a comprehensive plan for transition with the treat-
ment team, and works with the accepting facility 
and the patients’ insurers to ensure a smooth transi-
tion. 

As a result, the hospital has increased the number 
of patients it transfers to LTACHs each month from 
an average of 18 before the program was established 
to about 30 patients a month now.

“For long-stay patients with complex conditions, 
LTACHs can be a bridge between the acute care 
hospital and rehabilitation facilities, skilled nursing 
facilities, or home. It’s a more appropriate level of 
care for patients who no longer meet inpatient cri-
teria but can’t safely be transferred to a lower level 
of care,” says Amy Cutman, BSN, RN, manager 
of care coordination at Hershey Medical Center, 
which is a 473-bed tertiary care hospital with certi-
fied stroke and heart failure programs. As a Level 1 
trauma center, the hospital often treats patients who 
have severe traumatic injuries or complex cardiac or 
neurological conditions that require lengthy hospital 
stays, Cutman adds.

Maryanne P. Dixon, RN, BSN, CPUR, LTACH 
liaison, reports that her position was created to 
decrease lengths of stay and improve utilization of 
intensive care beds. “We had so many patients who 
needed intensive care that they were backing up into 
our post-acute care unit, and being held in other 
areas,” she says. “We needed a way to get them to 
a level of care where they can get the care they need 
on a long-term basis.”

A large component of Dixon’s job is to ascertain 
when the patient is stable enough to go to another 
level of care but still requires a high level/complex 
level of care. “Identifying the individuals to ensure 
that the window of opportunity is not missed is a 
critical aspect of what I do on a daily basis,” she 
says.

Dixon works closely with the case manager/social 
worker teams assigned to the hospital’s service lines 
to identify patients who might be good candidates 
for an LTACH stay. She meets with each team 

EXECUTIVE SUMMARY
The long-term acute care liaison at Pennsylvania 
State University Milton S. Hershey Medical Center 
identifies patients eligible for a long-term acute care 
hospital (LTACH) stay and coordinates their transition. 
• The LTACH liaison works with the case management 
and social work staff to identify patients early in the 
stay and give families information they can use to 
make an informed decision about a facility.
• The liaison follows up with the LTACH treatment 
team to ensure that they have all the information 
they need and feel comfortable about the treatment 
plan.
• As a result of the program, the hospital has in-
creased the number of patients it transfers to LTACHs 
each month from about 18 to about 30.

weekly, reviews their list of patients, and researches 
their care needs and insurance coverage. She also 
reviews the long-stay list, which includes any patient 
who has been in the hospital longer than 10 days, to 
determine if they might qualify for an LTACH stay.

“Part of the challenge is trying to identify patients 
who may qualify for an LTACH stay early in their 
stay so we can begin educating the families about 
LTACHs. We try to stay three or four steps ahead of 
the physicians so the family will have time to make a 
decision,” she says.

When it’s early in the stay, the liaison doesn’t 
know precisely what care the patient will need and 
often recommends that the families and patients 
consider several options for post-acute care, includ-
ing LTACHs and acute rehab. “We arm the families 
with information and empower them to make the 
best decision,” Dixon says.

Each day, Dixon manages the care of 25-30 
patients, in varying stages in the discharge process, 
with the case manager/social worker team. She typi-
cally transfers five to nine patients to an LTACH on 
a weekly basis. The hospital has hired a PRN critical 
care nurse to work as an adjunct to Dixon and to 
cover when Dixon is on vacation, which ensures that 
safe transitions occur and no detail is missed.

Once patients have been identified as potential 
transfers to LTACHs, Dixon works with the care 
coordination team to facilitate movement through 
the hospital as quickly as possible. 

She educates the treating physicians about 
LTACHs in terms of the services they provide and 
their role in the healthcare continuum. Cutman 
says, “While RN case managers and social workers 
understand the value of moving patients through the 

continued on p. 155
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CASE MANAGEMENT 
INSIDER

Case manager to case manager

By Toni Cesta, PhD, RN, FAAN
Senior Vice President
Lutheran Medical Center
Brooklyn, NY

The recruitment and retention of good case 
managers has never been more impor-
tant than it is today. In the early years of 

hospital case management, many case managers 
transitioned into the role from utilization review 
or discharge planning positions. Those case man-
agers coming out of utilization review picked up 
the discharge planning functions on the job. For 
the discharge planners, the opposite was true. 
Eventually everyone melded into case managers. 
Those who could not, or did not, want to take on 
the new functions moved on to other roles. 

At this point in time, case management leaders 
must look to other clinical areas from which to 
draw the new case manager. These might include 
those working outside the walls of the hospital. 
Strong case manager candidates may come from 
managed care, home care, or long term care. 
However, it is likely that the majority of the next 
generation of case managers will come from the 
bedside.         

The next generation will have to be our best 
and brightest clinicians, those capable of tran-
sitioning their clinical skills to incorporate the 
additional skills they will need to be effective 
hospital case managers. (For examples of Case 
Manager leader challenges, see box, on right) 
They will be staff nurse and social workers who 
can take their clinical skills and enhance them 
with an additional skill set that will transform 
them beyond the bedside to a broader and deeper 
scope of care.  For the case management leader, 
this change brings an additional set of new and 
exciting challenges.

Recruitment is only the first step. Retention is 
equally important and should be given as much 
emphasis as recruitment. Unfortunately, due to 

The CM leader’s role in recruitment and retention
time constraints and other resource limitations, it 
is sometimes forgotten or over looked. 

The first element of retention is an accurate 
and up-to-date job description. Review your job 
descriptions annually to ensure that they match 
with the ever-changing roles and functions associ-
ated with case management. Also be sure that the 
departmental policies and procedures are also in 
sync with the job description and expectations of 
the department and the roles of the staff. 

As the staff transition to higher levels of com-
petence, consider challenging them with more 
complex projects. Give them more challenging 
and/or long-term assignments that will help them 
grow professionally and apply their knowledge 
and expertise. Expect more from them, and you 
probably will receive more from them.

Also consider a clinical ladder if that is a possi-
bility in your organization. If possible, create one 
or more higher level positions that might include 
some supervisory responsibilities. The position 
should also include more financial compensation 
and be seen as a reward for the best performers in 
the department. 

Data and feedback

Conduct regularly scheduled staff meetings. 
Use these meetings as an opportunity to provide 
written reports to the staff that reflect the out-
comes of their work. 

If your department uses case management 
report cards, these should be shared with the 

Case Management Leader Challenges

• Hiring the right clinicians
• Educating and orienting the new staff
• Retaining the best staff
• Keeping the staff and the department moving 
forward
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staff. Specific opportunities for improvement 
should be identified based on the data presented. 
Set departmental goals based on the information 
presented in the report cards, and then develop 
action items that the entire staff can agree on. 
This time is also great for soliciting feedback 
from the staff regarding their thoughts and ideas 
on specific topics and how the processes can be 
improved. 

During staff meetings, review and discuss 
regulatory changes and updates. In the con-
stantly changing world of case management, the 
staff members need to understand why they are 
asked to perform certain roles and functions. 
Compliance is always enhanced when employees 
understand the rationale behind functions they 
are asked to perform. As roles are added, assess 
what tasks can be taken away. Sometimes tasks 
become outdated, redundant, or unnecessary, but 
we forget to remove them from the daily work of 
the staff. These tasks can be a great dissatisfier for 
the staff. 

Include your clerical staff in these discussions 
as they may have great suggestions for removing 
barriers or improving processes. After all, you 
want to retain them as well as the professional 
staff. 

Another significant dissatisfier can be the 
expectation that the professional staff perform 
routine clerical tasks as part of their daily work. 
Clerical staff as well as software programs are 
necessities in today’s case management depart-
ment. Not only are they time savers for the pro-
fessional staff, they also improve staff satisfaction 
by allowing the staff to spend more time in direct 
patient and family contact. 

Encourage the staff to attend outside confer-
ences and educational programs. These programs 
can be stimulating and provide a supportive 
network for the staff. Also encourage them to 
become members of case management profes-
sional organizations and to attend these meetings 
as well. All of these activities provide a profes-
sional environment that provides a positive work 
environment. Having the entire department 
participate in case management webinars as a 
group can provide a learning as well as a bonding 
opportunity.

Encourage the staff to read professional 
journals. Consider starting a journal club. 
Provide articles that you find particularly help-
ful. These might come from financial, The Joint 
Commission, or other sources in paper as well as 
electronic format.

Keeping the department moving forward

As the leader of your department, stay 
informed and aware of the barriers your case 
managers are facing on a daily basis. Help them 
address these barriers and frustrations so that 
they can remain focused on their work. You, as 
the leader of the department, are in a better posi-
tion to address serious concerns that might have 
political or hierarchal ramifications. 

Be sure that your staff understands the “chain 
of command.” They should never feel as though 
they do not have administrative support every 
step of the way. Review what issues should be 
escalated on a regular basis so that they feel 
comfortable doing that as needed. If the staff 
members do not escalate appropriately, then they 
should be held accountable when a problem is 
not resolved. If you have a physician advisor, 
then consider having them attend meetings so 
that they can hear the frustrations that the staff 
are facing and can help be part of the solution. 
Even informal lunches or after-work gatherings 
can set the framework for a cohesive and produc-
tive department. 

One thing is true for sure, case manage-
ment’s day has come: value-based purchasing, 
the Affordable Care Act, readmission payment 
penalties, coordination of care across the con-
tinuum, and the list goes on. Work is not going 
to get easier. Keeping your staff motivated and 
moving forward is the best strategy for achieving 
excellent outcomes for your department and your 
organization.  n

Recruiting methods that 
stand out in a crowd  
By Toni Cesta, PhD, RN, FAAN
Senior Vice President
Lutheran Medical Center
Brooklyn, NY

Where will we find the new case managers 
and what will the new candidate look like?  

They might not be the seasoned clinician as you 
would hope for. As we need more and more case 
managers and social workers, some of us might 
need to look even more broadly for our candi-
dates.

Recruiting is a two-way street. Do not assume 
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that every candidate will choose your organiza-
tion to come and work. More than likely they 
will have several organizations trying to recruit 
them, so you will have to be creative in your 
methods for making yours stand out above the 
rest! Ask yourself these questions:
• What special niche do I have to offer?
• How do I define my case management depart-

ment?
• What have been its successes and failures?
• How can I demonstrate organizational support 

for my case management department?
• What kind of professional growth or career lad-

der can I provide? 
Once you have been able to bring the staff in 

for an interview, you will want to make a case for 
your hospital. Use the talking points listed above, 
and be prepared to enthusiastically describe your 
department. Consider allowing the candidate to 
speak to some of your more enthusiastic informal 
leaders in the department. While interviewing 
the candidate, look for the special skills that will 
help you make a selection. (For more information 
see Characteristics and Core Competencies of 
Potential Candidates, above.)  n

Characteristics, Core Competencies 
of Potential Candidates

• 3- 5 years of clinical experience when  
possible

• Team-working skills
• Time management skills
• Decision-making and problem-solving skills
• Critical thinking
• Organizational skills
• Ability to delegate
• Verbal and written communication skills
• Political acumen
• Tolerance and patience
• Commitment to the position and to the  

organization
• Ability to teach patients
• Comfort with change
• Conflict resolution skills
• Leadership potential

Elements to consider
to chose a candidate

By Toni Cesta, PhD, RN, FAAN
Senior Vice President
Lutheran Medical Center
Brooklyn, NY

Most of the items in in the box 
“Characteristics and Core Competencies 

of Potential Candidates” (left) are inherent and/
or learned over time. If the candidate does not 
have experience as a case manager, you can 
teach them what they need to know; however,  
you want to have some sense that they come 
to the position with at least half of the talents 
listed in that box. You provide the rest. 

Inherent skills, years of knowledge, and clini-
cal experience cannot be taught on a classroom 
or on the job. These are the foundation upon 
which the case management skill set is built. 
Without that strong foundation, you cannot 
expect your staff to grow and flourish and you 
will be always trying to fit square pegs in round 
holes. It will never work no matter how hard 
you try. 

Also provide time for the candidate to inter-
view with other key members of the interdisci-
plinary team. If these individuals are involved in 
the decision-making process, they will be much 
more likely to support your candidate once they 
are hired and start in the position. Some of the 
key stakeholders to include would be the nurse 
manager, representative case managers, repre-
sentative social workers, physicians, and other 
case management leaders in the department

If you don’t make the selection in isolation, 
you will have a much greater chance of having 
your candidate accepted and ultimately success-
ful in their new role. 

In addition to the skills listed in the box, 
there are other elements to consider in your can-
didate:

• core competencies (see box, Characteristics 
and core competencies of potential candi-
dates, above left);
• educational preparation; 
• certification in case management;
• clinical experience;
• case management experience.  n
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Job descriptions define 
perfect candidates
By Toni Cesta, PhD, RN, FAAN
Senior Vice President
Lutheran Medical Center
Brooklyn, NY

Your job descriptions should clearly define the 
minimum amount of education that you require 

for the role of case manager or social worker. While 
most hospitals today look for a bachelor’s degree for 
the case manager, you might have difficulty recruit-
ing this level of employee. Consider keeping your job 
description flexible if this is an issue in your area. For 
example you might want to indicate “bachelor’s pre-
ferred.” 

As you consider what educational preparation you 
would like your candidates to have, here are some 
points to consider:

• the level of education related to your depart-
ment’s goals and expected outcomes;

• the roles and functions of the position;
• your budget;
• your ability to fill the positions.
In terms of requiring certification in case manage-

ment, you might want to say that you prefer certi-
fication or that you expect the candidate to achieve 
certification within two years of employment. If you 
are hiring staff without experience, it is reasonable to 
expect that passing the certification exam might take 
at least two years. There are many added values in 
expecting that your staff achieve certification:

• upholds the quality of the profession;
• establishes the minimum level of knowledge and 

experience regarding the practice of our profession;
• ensures that certificant meets acceptable uniform 

national standards;
• promotes consumer protection;
• establishes a professional identity;
• promotes continuous learning and upgrading of 

skills.
As you review your expectations in terms of clini-

cal and/or case management experience, consider the 
following points:

• number of years of experience in case manage-
ment and/or clinical experience;

• total years in the profession;
• previous experience in related areas such as 

discharge planning, utilization management, quality 
management, psychosocial counseling, home care, 
etc.  n

Educating and orienting 
the new staff

By Toni Cesta, PhD, RN, FAAN
Senior Vice President
Lutheran Medical Center
Brooklyn, NY

Orientation should be geared to the experien-
tial level of the new staff. The novice case 

manager will require a different orientation than 
the experienced case manager. You will need to 
determine this based on an assessment of the new 
staff member. Your ability to prepare your new 
staff member for their role will play a part in 
their retention down the road. 

The orientee should have weekly goals estab-
lished that are in writing. These goals should be 
reviewed with the employee, the preceptor, and 
supervisor each week. By following this process, 
the preceptor and supervisor will be able to 
determine whether components of the orienta-
tion need to be repeated and/or reinforced. 

Key points to consider when individualizing 
orientation:

• Adopt the educational topics to the new 
employee’s experience. 

• Include didactic as well as precepted experi-
ences.

• Develop an orientation that addresses the:
— competencies; 
— specialty knowledge: patient flow, coordi-

nation and facilitation of care,  utilization man-
agement, discharge planning, and any other roles 
relevant to your department.

• Provide copies of the department’s policies 
and procedures.

• Provide any reference materials they may 
need such as review criteria, choice lists, etc.

• Gear the length of the orientation to the 
learning needs of the person being orientated:

— Provide a written test to determine their 
baseline level of knowledge.

— Consider their years of experience as well 
as what types of experience they have.

— Categorize them as novice or expert.
• Be prepared to extend the orientation if nec-

essary
(Editor’s note: Next month, we’ll cover transi-

tioning from staff nurse to case manager.)  n
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system, we initially encountered a lot of resistance 
from physicians who were reluctant to discharge 
patients to an LTACH for fear they wouldn’t get the 
care they need.” Dixon can share quality data and 
other information to make physicians feel comfort-
able with an LTACH transfer.

When a patient is identified as a candidate for an 
LTACH stay, the case manager/social worker team 
on the unit has the first conversation with the fam-
ily, then brings in Dixon to explain the LTACH level 
of care in more detail. She gives the families infor-
mation about individual LTACHS and invites them 
to meet with the LTACH liaisons in the hospital. 

Patients and families need a great deal of sup-
port during the process, and it’s time consuming 
to ensure that all of the details of the transfer are 
addressed. “By managing this population, I free 
up the other case managers and social workers on 
the unit to focus their attention on their remaining 
patients,” she says.

Dixon and the social work team created a Levels 
of Care information sheet that explains in lay lan-
guage the various levels of care and what care is 
rendered at each. They have developed a list of ques-
tions that family members can ask when they visit 
LTACH facilities so they’ll have the information 
they need to make an informed decision. 

“We tell the family members that a transfer to an 
LTACH means the patient is getting better and no 
longer needs the kind of care they get in an acute 
care hospital,” Dixon says. “We want to send them 
somewhere where they are at less risk for infection, 
where they can receive therapy and attention to their 
medical conditions. When appropriate, the stay will 
give families a longer time to make decisions for care 
for the patient in the future.”  n

rate from 23% to 10% in a short time.
A study of the reasons for readmissions 

showed that variation in discharge plans and 
lack of patient preparation for managing their 
care were the main reasons for the readmis-
sions, says Mary Osborne, RN, MSN, MBA, 
executive director of Innovative Cardiac 
Solutions, a management company with which 
the hospital contracts to manage its cardiac 
service line. The hospital serves five counties in 
the Appalachian region of southeast Kentucky. 
Those counties are in a rural area with low 
income levels and high rates of obesity, coro-
nary artery disease, and diabetes. Cardiology 
represents about 65% of hospital business, 
Osborne adds.

The program includes face-to-face encoun-
ters with patients by Shalan Gibbs, RN, BSN, 
the hospital’s heart failure and AMI transition 
coach who visits them in the hospital, calls 
them after discharge, and sees them in the heart 
failure and AMI clinics within a week after 
discharge.  The clinics are run by mid-level pro-
viders who see patients only once or twice dur-
ing the 30 days following discharge. “We aren’t 
trying to replace the primary care physicians or 
cardiologists in the community,” Osborne says. 
“The clinic supports patients through the acute 
phase of recovery.”

Gibbs attributes the success of the program 
to meeting patients face-to-face and getting to 
know them. “We establish rapport before the 
patient leaves the hospital,” she says. “They 
know I’ll call and see them at the clinic, and 
they know they can call me any time. I still get 
calls from some patients who have questions 
months after discharge.”

The hospital started the program in mid-
2010 and focused on heart failure patients 

EXECUTIVE SUMMARY
A heart failure and acute myocardial infarction (AMI) 
readmission reduction program at Saint Joseph-
London Hospital in London, KY, has reduced 30-day 
readmissions from 27.7% to 15.9% for heart failure 
and from 23% to 10 percent for AMI.  A transition 
coach visits patients in the hospital and sees them in 
the hospital clinics when they come for a follow-up 
appointment.
• The coach calls them in between face-to-face visits 
to go over their treatment plan and answer any ques-
tions.
• Program lasts for 30 days after patient is discharged.

Coaching helps cut
readmissions

Program includes face-to-face encounters

A year after Saint Joseph-London Hospital 
in London, KY, began a heart failure 

readmissions program, 30-day readmissions 
dropped from 27.7% to 15.9%. A similar pro-
gram for patients admitted for acute myocar-
dial infarctions (AMI) reduced the readmissions 

continued from p. 150
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initially, then rolled it out to include AMI 
patients. Each day, Gibbs reviews the entire 
hospital census to identify heart failure patient 
and AMI patients. She visits them, usually on 
the second day of the hospital stay, to educate 
them on their disease process and to review 
their diet, medication, and other parts of the 
treatment plan. With AMI patients, she usually 
waits to see what kind of intervention they are 
having so she knows what kind of education 
they will need. She often sees patients having a 
coronary artery bypass graft before discharge.

“I work hand in hand with the case manag-
ers to get patients ready for discharge,” Gibbs 
says. “The difference is that I have the time 
to sit down and talk to them for as long as 
needed, whereas the case managers have other 
jobs to do as well as educating patients. I stress 
to them that they can call me when they get 
home if they are having any problems or have 
questions.”

If patients qualify for home health services, 
Gibbs follows up with the patients to make 
sure services are coordinated. “If they don’t 
have a primary care physician, I make sure 
they have one before they are discharged,” she 
says. Gibbs sets up an appointment with the 
heart failure or AMI clinic within a week of 
discharge. “Many patients who are readmit-
ted come back within the first seven days. We 
like to see them in the clinic to take care of 
any issues that could cause a readmission,” she 
says. 

Gibbs calls the patients within 72 hours after 
discharge and goes over their treatment plan 
and their medication regimen, and she makes 
sure they have scheduled an appointment with 
their primary care physician in addition to the 
clinic visit. “If they aren’t following their dis-
charge plan, I determine what the barrier is and 
work to overcome it,” she says. Many times, 
patients didn’t fill their prescriptions because 
they couldn’t afford it. In those cases, Gibbs 
helps them sign up for the hospital’s phar-
maceutical assistance program, which helps 
patients who qualify obtain heart and diabetic 
medicines. 

According to Osborne, about 90% of 
patients who visit the heart failure clinic need a 
medication adjustment. “We can get the medi-
cation adjusted early and avoid problems down 
the road,” she adds.

With heart failure patients, the biggest road-
block to compliance is diet. Gibbs says, “I pull 

up a footstool and sit next to the bed and talk 
about what they like to eat. By making small 
talk, I usually can pick up where the problems 
are.”

Gibbs gives heart failure patients a list of 
foods they should avoid. She urges them to get 
rid of their salt shaker, and she shares recipes 
and seasonings that can substitute for salt.  
“Many patients are elderly and eat things that 
are quick and easy to prepare but are chocked 
full of sodium,” Gibbs says. “Canned soup is 
what lands a lot of people back in the hospital. 
I suggest that they look for low sodium soup. 
It still has a lot of sodium, but at least they are 
cutting back.”

A year after the program started, most of 
the heart failure readmissions are patients 
with end-stage disease, Osborne says. “We are 
working to get them referred to hospice care 
if that is appropriate,” she says. “It’s been a 
challenge because thinking about hospice is so 
difficult for patients and their families.”

Many of the heart failure patients already 
have Medicare and/or Medicaid. AMI patients 
frequently are younger and many have no 
insurance. About 80% of the AMI patients did 
not know they had a heart problem until they 
came to the hospital. Gibbs says, “It’s a totally 
new experience for them. They tend to be 
more compliant about that than heart failure 
patients because of the fear that comes with 
having a heart attack, but they need far more 
resources.” 

Many of the patients are self-pay and don’t 
follow up with their physician or get their pre-
scriptions filled because they can’t afford it, 
she says. A hospital social worker is called in 
and gives them a voucher for two weeks supply 
until the medication from the pharmaceutical 
assistance program is available.

Gibbs visits them after their interventions 
and goes over their treatment plan with them. 
She discusses the need to exercise, and she edu-
cates them on a heart healthy diet. Gibbs asks 
them to sign a contract agreeing to take their 
medication and follow their treatment plan. 
“I educate them on why it’s important to take 
their medication and urge them to call me if 
they run out and can’t get it,” she says.

SOURCES

• Mary Osborne, RN, MSN, MBA, Executive Director of 
Innovative Cardiac Solutions, London, KY. E-mail: mos-
borne@ics-cardiac.com.  n
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Hospitals, SNFs team up 
to improve transitions
LOS, readmission rates decline

After Summa Health System and Akron, 
OH, area nursing facilities formed the Care 

Coordination Network to improve communication 
throughout the continuum of care, lengths of stay 
and readmissions for patients transferred to facili-
ties in the network dropped.

When the network was established in 2003, the 
average length of stay for patients discharged to net-
work facilities was 7.3 days, says Carolyn Holder, 
MSN, RN, GCNS-BC, manager, transitional care, 
for Summa Health System with headquarters in 
Akron, OH. The figure has been as low as 7 days 
in previous years, she says. Readmissions within 31 
days from Care Coordination Network facilities 
dropped from 26% in 2003 to 19% in 2010. 

“We invited all the nursing facilities in the Akron 
area to come to a meeting to discuss how they 
could work with Summa to improve the quality 
of care, especially as patients transition from one 
level of care to another,” Holder says. “We wanted 
the nursing facilities to share with us what went 
well and what didn’t go well when patients were 
transferred from the hospital. They welcomed the 
opportunity because in the past, they were hesitant 
to complain because they were afraid of losing busi-
ness.”

Initially, 26 facilities signed a contract to work 
collaboratively with Summa. The number has since 
grown to 40 nursing facilities. Joining the network 
of Summa preferred providers does not involve any 
financial considerations, but the facilities agree to 
work collaboratively with Summa to improve qual-
ity of care and care transitions. 

The multidisciplinary team of representatives 
from the hospitals and nursing facilities meets regu-
larly to discuss how the transfer process between 
venues can be improved. Among the initiatives 
the network has instituted are a new transfer form 
that the hospital uses when transferring patients to 
nursing facilities, a tool that guides nursing facility 
nurses on what to tell the physician when a patient’s 
condition changes, and a transfer form that nursing 
facilities use when sending patients to the emergency 
department. (To see copies of the transfer forms, 
visit the Akron Regional Hospital Association web 
site at www.arha.org. Look under “ARHA Forms” 
on the left hand side of the page.)

The team members started by examining trans-
fers that were problematic, and they determined 
that lack of information was the reason in many 
cases. “We recognized early on that the hand-off 
between the hospital and the nursing home often 
was incomplete,” Holder says. “We asked the nurs-
ing facilities to tell us what they needed and why 
they needed it.”

In some cases, the hospital staff didn’t realize the 
kind of information nursing facilities needed to meet 
government regulations. For example, if a patient 
on an IV is transferred to a nursing home, regula-
tions say the nursing home has to have information 
in their records about when the IV was initiated. 

Working with the nursing facilities, the hospi-
tals developed a standardized transfer form that 
includes the transfer order, a brief patient history 
from the physician, orders for care in the nursing 
facility including medications, nursing updates, 
current treatment plan, information on advanced 
directives, and information from the patient chart 
such as therapy notes and medication administra-
tion records. As a result of the Summa initiative, the 
Akron Regional Hospital Association Continuum of 
Care committee reviewed the form and process with 
its members. Now all 18 hospitals in the Akron area 
use a similar transfer form, Holder says. 

Skilled nursing facilities typically do not have a 
physician on staff on the day of the transfer, which 
means it might be a week or longer before a newly 
transferred patient is seen by a doctor. “If a nursing 
facility does not receive complete and clear informa-
tion, patients may develop problems in the first few 
days and have to be readmitted to the hospital,” 
Holder says. “These days, patients are sicker than 
ever before when they go to the nursing home. This 
means the nursing home staff need a clear set of 

EXECUTIVE SUMMARY: 
Summa Health System and Akron, OH, area nurs-
ing homes are working together to improve patient 
transitions and quality of care.
• Readmissions have dropped from, 26% to 19% and 
length of stay has dropped from 7.3 days to a low of 
7 days. 
• Multidisciplinary teams meet regularly to discuss 
better ways of handing off patients.
• The team developed a standardized transfer form 
that hospitals use when transferring patients.
• Nursing facilities started using the Situation-Back-
ground-Assessment-Recommendation (SBAR) form 
to organize information for physicians when patients 
have a change in condition.
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orders, a detailed discharge summary, and a clear 
medication list of what the patient is taking when he 
or she is transferred.”

Before a patient is transferred from the hospital 
to the nursing facility, the patient care coordinator 
or social worker handling the discharge reviews the 
transfer form to be sure the nurses and physician 
have included the details necessary for a smooth 
transition. The discharge might be delayed until the 
form is filled out completely. 

When the team looked at reasons patients were 
being readmitted to the hospital from the nursing 
home, they determined that, in many cases, the nurs-
ing home physicians weren’t getting enough informa-
tion about changes in patients’ conditions from the 
nurses at the skilled nursing facilities. “Sometimes 
the nurses would call the physician and just say that 
the patient didn’t look right and without specific 
information, the physician would send the patient 
back to the hospital as a precautionary measure,” 
Holder says.

The Care Coordination Network developed a 
Change in Condition tool that assists the nurses in 
organizing the information about a patient’s symp-
toms and presenting it to the physician. Now the 
nursing home nurses use the Situation-Background-
Assessment-Recommendation (SBAR) form when 
communicating with physicians. (For details about 
the SBAR form, see http://www.ihi.org/knowledge/
Pages/Tools/SBARToolkit.aspx.)

Hospital representatives reported that many times, 
when patients were transferred back to the hospital 
from the nursing home, the emergency department 
staff didn’t have complete information on what 
symptoms brought back the patient. The team cre-
ated a standardized emergency department transfer 
form that nursing facilities use when sending patients 
back to the hospital. The one-page form has space 
for information on the patient’s chief complaint, cur-
rent medication, recent laboratory and test results, 
vital signs at time of transfer, advance directives and 
Do Not Resuscitate (DNR) status, and other perti-
nent information. 

Staff at the nursing facilities were concerned that 
the social workers and discharge planning staff were 
unfamiliar with the services each facility offered, so 
they worked to raise awareness. The nursing facilities 
have provided transportation to their facility for dis-
charge planning staff to take a tour. In addition, each 
nursing facility presented their facility at a discharge 
planning staff luncheon. One brought a patient to 
their assisted living wing to talk about what it was 
like to move from home to assisted living.

“We want our patients and family members 

to have good choices. Because of the Patient Self 
Determination Act, we can’t make recommenda-
tions, but we can give them the information they 
need to help them choose,” Holder says.  n

Education and follow-up 
cut HF readmissions
Use of Heart Failure Zones is a key

A pilot project providing coaching and follow up 
for heart failure (HF) patients who are readmitted 

frequently resulted in a 50% drop in the readmission 
rate at Indiana University (IU) Health Ball Memorial 
Hospital in Muncie, IN. 

The pilot project focused on patients admitted by 
the hospitalist team, which admits most patients at the 
350-bed hospital, says Traci Strauch, RN, BSN, RN 
case manager. At IU Health Ball Memorial Hospital, 
case managers are assigned by unit, with the excep-
tion of Strauch and Patty Williams, RN, BSN, CCM, 
lead RN case manager. Those two manage the care of 
patients being followed by the hospitalist team.

Williams says, “We were pulled off the unit two 
years ago when the hospital-based hospitalist program 
was begun.”

The project originated when Pat Gorman, RN, 
MSN, CPHQ, administrative director for the hospital 
who oversees case management, asked Strauch and 
Williams to develop and carry out a project to focus on 
heart failure patients who were readmitted frequently. 
Based on the success of the pilot, the hospital has since 
hired a full-time heart failure coach, Wilma Carrier, 
RN, BSN, case manager. In the future, the hospital will 
roll out the program to include patients on the cardiac 
telemetry unit, regardless of who admits them. Strauch 
and Williams act as back-up coaches and fill in when 
Carrier is on vacation.

The program provides intensive education through-
out the patient’s stay, follow-up within 48 to 72 hours 
after discharge, and weekly calls for the next four 
weeks for patients who are discharged to home, as well 
as those going to skilled nursing facilities or assisted 
living facilities. 

Williams says that when a patient with heart failure 
is admitted, the case managers meet with them, discuss 
the reasons for admissions, and begin the educational 
process. “They visit the patient throughout the stay, 
teaching them about their medication and diet, deter-
mining their home situation and support system, and 
assessing their need for medication assistance.  Then 
they start educating the patient on the plan to follow 
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CNE OBJECTIVES

After reading each issue of Hospital Case 
Management, the nurse will be able to do the fol-

lowing:
• identify the particular clinical, administrative or 

regulatory issues related to the profession of case 
management

• describe how the clinical, administrative or regula-
tory issues particular to the profession of case man-
agement affect patients, case managers, hospitals or 
the health care industry at large 

• discuss solutions to the problems facing case man-
agers based on independent recommendations 
from clinicians at individual institutions or other 
authorities.  

COMING IN FUTURE MONTHS

after discharge,” she says.
Strauch adds, “In every encounter, we use teach-

back questions to make sure they understand the 
disease process and their treatment plan. We ask if 
they’re following their diet and if they are having any 
problems.” 

After discharge, the case managers call the patients 
within 48-72 hours to make sure they have filled their 
prescriptions, to make sure that they have a follow-up 
appointment with their primary care physicians and/
or specialists if needed, and to reinforce the discharge 
teaching they began on the unit. After that call, they 
call the patients on a weekly basis and go through the 
treatment plan.

A key component of the program is teaching 
patients how to use the Heart Failure Zones,1 a one-
page tool that uses the colors of the stoplight to help 
patients learn to manage their condition. (For more 
information on the Heart Failure Zones, see Sources 
on right) The Green Zone means symptoms are under 
control. The Yellow Zone lists shortness of breath, 
swelling in feet and ankles, some weight gain, and 
other symptoms, and it instructs patients to call their 
doctor. Symptoms in the Red Zone alert patients to 
seek emergent care and include difficulty in breathing, 
chest pain, and confusion. 

Everyone on the treatment team educates the 
patients on the heart failure zones. The nurse caring for 
the patients has them explain each day how they feel 
and correlate it to the zones and the patient’s weight. 
Williams says, “This way, when they go home, they 
know what symptoms to look for and what to do if 
they occur, which helps them avoid an exacerbation 
that could bring them back to the hospital.” 

Strauch says the project gave the hospital case man-
agers a chance to develop close working relationships 
with home health agencies and skilled care facilities. 
“We don’t limit telephone calls to patients who go 
home,” she says. “We also call the skilled care or 
assisted living facilities.”

The hospital invited home care agencies with tele-

health and heart failure disease management programs 
to become part of the team and learn about the zones 
so the patients receive the same information after dis-
charge as they receive in the hospital. “We educated 
our skilled care facilities on the zones and send a Heart 
Failure Zones sheet with the patients who are dis-
charged to nursing facilities,” Strauch says.

The team revised its skilled nursing facility order 
sets, adding one for heart failure that specifies weighing 
the patients every day, putting them on a low sodium 
diet, and giving them a rescue dose of furesomide if 
they gain 2 pounds in 24 hours. 

Willliams says: “We’re continuing to looking at 
going outside the hospital walls to coordinate patient 
care. We have placed social workers in some of our 
clinics and assigned an RN case manager to the at-risk 
population in the hospital’s insurance group.” 

SOURCE/RESOURCE
For more information, contact:

• Patty Williams, RN, BSN, CCM, Lead RN Case Manager Indiana 
University Health Ball Memorial Hospital in Muncie, IN. E-mail: 
pwilli10@iuhealth.org.

Heart Failure Zones were developed by Improving Chronic Illness Care, 
a Robert Wood Johnson Foundation program housed at the MacColl 
Institute for Healthcare Innovation in Seattle. For more information, 
visit www.improvingchroniccare.org. Click on “Resource Library,” then 
“Critical Tools” and “Red-Yellow-Green CHF tool.”  n 

EXECUTIVE SUMMARY
A heart failure pilot project at Indiana University 
Health Ball Memorial Hospital in Muncie cut the 
readmission rate by 50%.
• Patients receive intensive coaching while in the 
hospital, and they receive weekly follow-up calls 
after discharge.
• Team members use the teach-back method to en-
sure patients understand their treatment plan.
• They teach patients to use the Heart Failure Zones 
to determine what to do if their conditions change.

n What value-based 
purchasing will mean to 
case managers

n How your peers are 
reducing readmissions

n How to prepare 
for future changes in 
reimbursement

n Why case managers 
need to prepare for ICD-10
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CNE instructions 

Nurses participate in this continuing education program 
and earn credit for this activity by following these 

instructions.
1. Read and study the activity, using the provided refer-
ences for further research.
2. Log on to www.cmecity.com to take a post-test; tests 
can be taken after each issue or collectively at the end of 
the semester. First-time users will have to register on the site 
using the 8-digit subscriber number printed on their mailing 
label, invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you will be 
allowed to answer the questions as many times as needed 
to achieve a score of 100%. 
4. After successfully completing the last test of the semes-
ter, your browser will be automatically directed to the activ-
ity evaluation form, which you will submit online. 
5. Once the completed evaluation is received, a credit letter 
will be e-mailed to you instantly.  n

1. When will hospitals receive reduced reimbursement 
if they have excess readmission rates for heart fail-
ure, pneumonia, and acute myocardial infarction? 
A. Oct. 1, 2012
B. Oct. 1, 2011
C. Oct. 1, 2013
D. Oct. 1, 2015

2. In the Inpatient Prospective Payment System (IPPS) 
final rule, Medicare announced its intentions to 
add four new measures to the Inpatient Hospital 
Quality Reporting Program. What category do they 
fall under?
A. Surgical procedures
B. Infection control
C. Heart failure
D. Patient satisfaction

3. What is the average caseload of Maryanne P. Dixon, 
RN, BSN, CPUR, long-term acute care hospital liai-
son at Penn State Milton S. Hershey Medical Center 
in Hershey, PA? 
A. 10-15 patients
B. 15-20 patients
C. 20-25 patients
D. 25-30 patients

4. As part of an initiative to reduce heart failure read-
missions at Indiana University Health Ball Memorial 
Hospital, how long does the heart failure coach 
follow patients after discharge?
A. Four weeks
B. Three weeks
C. Two weeks
D. One week


