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Case managers protected 
from liability by documenting 
CMs most vulnerable for discharge plans

As they go about their day-to-day activities, case managers should 
take steps to protect themselves from possible legal action if the 
patients whose care they manage experience an adverse outcome.

“The role of the case manager is becoming more and more important, 
and more and more clear as time goes on. Our society is not getting any 
less litigious and there is no doubt in my mind that case managers may 
be included in lawsuits if the plan of care they develop doesn’t meet the 
patient’s needs, is incomplete, or if the patient is referred to a provider 
that cannot provide appropriate care,” says Elizabeth Hogue, Esq., a 
Washington, DC, attorney specializing in healthcare issues.

It doesn’t matter what practice setting they are in, case manag-
ers can be held liable for damages if their actions fall below generally 
accepted standards of care, and the patient has a bad outcome, adds 
Joan Prudhomme, JD, BSN, manager at Huron Healthcare, a health-
care consulting firm based in Chicago. “Malpractice results when a 
case manager does not gather the information needed to develop an 
appropriate discharge plan or does something outside the standards of 
care and the decision he or she makes results in injuries or damages,” 

EXECUTIVE SUMMARY

In today’s litigious society, case managers need to protect themselves from 
vulnerability in lawsuits if patients whose care they manage experience an 
adverse outcome. 
• Thoroughly document everything you do in real time.
• Involve physicians and other providers and get them on board with your 
discharge plan.
• Make sure patients and family understand the plan, and agree with it. 
• If you’re recommending discharge home with services, make sure the 
patients are appropriate and have caregivers if they can’t care for them-
selves.
• Consider purchasing your own malpractice insurance. 
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Prudhomme says. “Case managers need to be 
aware of national standards of care and document 
their interventions.”

When it comes to defending against a lawsuit, 
there is no substitute for detailed and complete 
documentation, Hogue adds. Keep in mind the 
saying: “If it wasn’t documented, it was not 
done” and make sure that everything you do is 
fully documented in the patient record, she adds.

 Develop good habits and document in real 
time while your memory is fresh. It’s not neces-
sary to write out a narrative for documentation, 
but instead, when you’re on the telephone with 
a payer, a family member, another clinician, or a 

referral source, jot down notes during the conver-
sation. “It’s a very powerful tool and adds credi-
bility when case managers can say they took these 
notes while the conversation was going on, rather 
than waiting until the end of the day,” she says.

Prudhomme adds that the discharge plan is 
where case managers are most vulnerable to 
liability. Case managers can be at risk not only if 
they fail to set up an appropriate discharge plan, 
but they also might be liable for causing delays in 
discharge if patients develop complications as a 
result of remaining in the hospital, she points out.

To create an effective discharge plan, case 
managers should do a thorough assessment of 
the patient’s condition, and spend time with the 
patient and family to learn about the patient’s 
home environment and family dynamics. “The 
RN case managers should take a major role in 
the discharge planning process, and at least com-
plete the discharge assessment. Social workers 
and case managers need to work very closely to 
develop and execute the complex discharge plans, 
and meet the psycho-social needs of the patient,” 
Prudhomme says.

Make sure you have assessed your patients’ 
readiness for discharge and determined what level 
of care they will need. Talk to the physicians to 
make sure they are clearly communicating their 
patients’ condition and that they are on board 
with the discharge plan. Discuss the discharge 
plan with the patient and family, make sure they 
understand it, and when appropriate, give them 
the information they need to make a decision on 
post-discharge care.

“Case managers and social workers need to 
understand that they are patient advocates, and 
that their recommendations should always be 
in the patient’s best interest. At the same time, 
they have to recognize that patients have a right 
to self-determination. Patients have the right to 
make decisions that are not in their best interests. 
They have the right be homeless and refuse to go 
to a shelter, or refuse to receive post-acute ser-
vices,” Prudhomme says. Case managers should 
always document their recommendations and 
that patient’s decision not to follow the recom-
mendations, she adds. 

Case managers don’t have responsibility for 
what happens once a patient is discharged with 
an appropriate discharge plan in place, Hogue 
says. “The law generally says that case managers 
aren’t liable for what happens after appropriate 
referrals as long as they have no further involve-
ment in the patient’s care. That’s why it’s so 
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important for case managers to clearly and com-
pletely document their discharge plan and their 
discussions with patients and families,” she adds. 

The increase in patients who are uninsured or 
who have insurance that doesn’t cover discharge 
services adds to the complexity of discharge plan-
ning and creates challenges for case managers, 
Prudhomme says. She suggests that case manag-
ers attempt to find funding for post-discharge 
services and document the agencies and organiza-
tions they contact. Provide a referral to a social 
worker or a financial counselor. Engage patients 
in the discussion and allow them to make the 
final decision.  n

Make sure patients are 
appropriate for services
Caregivers must understand their role

In today’s healthcare environment, case manag-
ers are under more pressure than ever before to 

discharge patients from acute care as quickly as 
possible, often after a short stay, which makes it 
a challenge to develop an effective discharge plan. 
But if the patients are discharged prematurely 
and suffer damages, case managers are at risk 
for a lawsuit, says Elizabeth E. Hogue, Esq., a 
Washington, DC, attorney specializing in health-
care issues.

Case managers should make sure that patients 
are being discharged to the right level of care and 
if they are going home with home healthcare, 
home medical equipment, or hospice services, 
that their clinical needs can be met in the home. 
and that they are appropriate candidates for the 
services, Hogue says.

“As inpatient stays become shorter, referrals 
for post-acute services are increasingly frequent 
and can improve the quality of life for patients, 
but first case managers need to make sure the 
patient’s home is safe and able to accommodate 
the patient, and that the patient can care for him-
self or has a caregiver available to meet his or 
her needs in between visits from the professional 
staff,” she adds.

Before you make referrals for home health 
services, make sure that the patients thoroughly 
understand that the care they receive in the home 
will not be like the care they get in the hospi-
tal, and that they will need assistance much of 

the time. “Caregivers play a crucial role when 
patients receive home health or hospital care. 
Case managers must make sure that patients and 
their caregivers clearly understand the role before 
they make referrals for post-acute services,” 
Hogue says. 

Be as specific as possible about the role of pri-
mary caregivers, she advises. Help them under-
stand the tasks they will be expected to perform 
and realistically evaluate whether they can handle 
them. For example, if a patient will need assis-
tance with transfers, someone with back problems 
may not be appropriate for the role. If caregiv-
ers must deal with incontinent patients, dressing 
changes, or injections, they need to understand 
that up front. 

Discharging patients to home with post-acute 
services when they cannot care for themselves and 
have no primary care giver puts case managers 
at risk for legal liability, Hogue says. “It is also 
likely to violate the important ethical principle of 
justice, which dictates that all patients are entitled 
to appropriate care,” she says.  n

Protect yourself with 
malpractice insurance
Benefits outweigh the costs

When case managers purchase their own mal-
practice insurance, even if they are covered 

under their employer’s policy, they get peace of 
mind at a relatively low cost, Elizabeth E. Hogue, 
Esq., a Washington-DC based attorney specializ-
ing in healthcare issues, asserts.

“Malpractice insurance is not so expensive that 
it’s prohibitive, and the potential benefits far out-
weigh the costs,” Hogue says. Malpractice insur-
ance protects the insured’s assets in case they are 
liable for damages. “Case managers may think 
they don’t have any assets but they have wages 
from employment, home, an automobile, and a 
savings account, and they could lose those if they 
are sued,” she says. 

If there is a lawsuit filed on behalf of a patient 
with whom you were involved, expect to be 
included, Hogue says. “Attorneys are trained to 
include everyone who sees the patient in any mal-
practice lawsuits they file,” she says. “Their point 
of view is that they won’t know who is respon-
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sible for the injuries or damages the patient 
received until they sort it out later under discov-
ery. For the sake of risk management, they can’t 
afford to overlook someone and that means that 
case managers are going to be included.”

Attorneys tend to look at who has the deep 
pockets and that’s usually the employer. 

As long as they are acting within their scope of 
practice, case managers are likely to be covered 
by the malpractice policies that are paid for by 
their employers but it’s still a good idea for them 
to have their own malpractice policies for a num-
ber of reasons, Hogue says. In some instances, 
employers could claim that case managers should 
not be covered under their policies when damages 
occur. 

“If an employer’s legal counsel determine that 
the actions a case manager took are outside the 
scope of employment, the malpractice insurance 
company may decide there is no coverage for the 
claims filed against the case manager. Under these 
circumstances, the only insurance case managers 
may have is the coverage they purchased,” she 
says.

When claims are filed, your employer’s insur-
ance company will assign legal council to defend 
the claims. The legal counsel clearly represents 
the employer, not necessarily the employee, in 
this case, the case manager, Hogue says. If case 
managers purchase their own malpractice insur-
ance and they are included in a lawsuit, their 
insurer will assign a legal counsel whose only 
allegiance is to the case managers, and who has 
their best interest in mind. 

“If necessary, the case manager’s legal counsel 
can counter any arguments by the employer’s 
attorney that the employer’s insurance should not 
cover them,” she says.

If multiple claims are filed against the same 
provider, including the case manager the claims 
may exceed the limits of liability of the employ-
er’s policies. In these cases, the only coverage 
case manager may have are the policies they pur-
chased themselves, she says.

Sources
For more information contact:

• Elizabeth E. Hogue, Esq., a Washington-DC based pri-
vate practice healthcare attorney. Email: ElizabethHogue@
ElizabethHogue.net.

• Joan Prudhomme, JD, BSN, Manager at Huron Healthcare, a 
healthcare consulting firm, Chicago. Email: jprudhomme@ 
huronconsultinggroup.com.  n

Home-based program offers 
care for complex patients
Team acts as extension to primary care providers

When Cigna HealthCare of Arizona Medicare 
Advantage members are homebound, have 

complex care management issues, or are at risk 
for readmission to the hospital, the home-based 
care team from Cigna Medical Group, located 
in Phoenix, visits the patients in their homes, 
assesses their needs, and arranges for the services 
they need to stay healthy and safe in the home 
environment.

“Seeing patients in the home environment 
gives clinicians a totally different perspective on 
the challenges these patients face in adhering to 
their treatment plan. They can pick up on issues 
that they never would learn about in the office 
environment,” says Robert Flores, MD, medical 
director, population health for Cigna Medical 
Group. Cigna Medical Group the multi-specialty 
group practice division of Cigna HealthCare of 
Arizona. 

The home-based program started about seven 
years ago with a focus on homebound patients 
who had complex medical needs, who were not 
visiting their primary care physician regularly. It 
has been expanded to include high risk patients 
who are being discharged from hospitals or 
skilled nursing facilities, and frail and chronically 
ill patients whose care is difficult to manage.

 The home-based team includes physicians, 
nurse practitioners, registered nurses, licensed 
practical nurses, and social workers. They visit 
patients’ homes and serve as an extension to the 
patients’ primary care providers. The team can 
call in social workers, behavioral health spe-
cialists, pharmacists, or nurse educators when 
needed, as well as working closely with the dis-

EXECUTIVE SUMMARY

Cigna HealthCare of Arizona provides home visits for 
patients who are homebound, need complex care 
management, or are at risk for readmission.
• Home visits give practitioners insight they never 
would get in an office setting.
• The team assesses for safety issues, medication 
adherence, and social issues.
• The practitioners collaborate with primary care pro-
viders and back off when patients are stable.
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ease management and case management programs 
in the health plan. “This program is built on a 
holistic model that looks at patients in their home 
environment and pulls in whatever services are 
necessary,” Flores says. “We try to break down 
any barriers to care and collaborate with the 
patient’s other practitioners to ensure that the 
patients get what they need and that we don’t 
duplicate any services.”

It often was difficult to understand what was 
going on with patients , says Sara Steffen, RN, 
MSN, GNP, ANP-BC, nurse practitioner, who 
saw patients in the primary care office before 
joining the home-based team. The patients 
weren’t getting better when Steffen talked to 
them in the office setting. “Seeing them in their 
home environment helps me find out issues and 
challenges they face that they might be reluctant 
to tell me about,” she adds. (For details on how 
Steffen works with patients, see related article, 
right).

When it comes to safety issues, it’s more effec-
tive to have someone see the home environment, 
rather than relying on the patient’s description of 
what the home is like, Flores says. Team members 
always conduct a safety evaluation, look for fall 
risks, and educate patients on the spot about fall 
prevention. They can arrange for modifications 
necessary to protect the patient’s safety.

Cigna Medical Group analyzes claims data 
to identify Medicare Advantage members with 
extensive healthcare needs, who have not seen a 
doctor in a year, and patients who are being dis-
charged from a hospital or a post-acute facility, 
who are at high risk for readmission or have gaps 
in transitional care. “Patients being discharged 
from a healthcare facility have become the largest 
population we manage now as opposed to those 
who are truly homebound,” Flores says. 

In addition, primary care providers refer 
patients who are frail and/or chronically ill who 
need more personal attention than they can 
receive in the primary care office, or who have 
special educational needs that can be delivered 
better in the home setting. “This group of patients 
can almost overwhelm the primary care provider 
in terms of managing them in a high quality 
way,” Flores says. 

The team members help patients arrange visits 
with their primary care providers and keep the 
primary care physicians informed about what’s 
going on with the patient. “The primary care phy-
sician is still the main provider but uses the home-
based team to fill in the gaps,” Flores says.  n

Home visits help clinicians 
identify patient needs
They pick up on patients’ challenges 

When Sara Steffen, RN, MSN, GNP, ANP-BC, 
nurse practitioner on the home-based care 

team at Cigna Medical Group, based in Phoenix, 
visits patients in their home, she often realizes 
immediately that patients are facing a lot of chal-
lenges in their daily lives that make it difficult for 
them to care for themselves and adhere to their 
treatment plans.

“Many patients are reluctant to ask for help, 
even if they need it. They won’t admit that they 
can’t pay for their medications or that they don’t 
have food in the home,” Steffen says.

For example, some patients tell their primary 
care provider that they can take care of their 
activities of daily living but when Steffen visits 
the home, she can tell they are not able to do the 
cleaning or cooking. “I can look in the refrigerator 
and cabinets to see if they have an adequate sup-
ply of nutritious food, review their medication and 
make sure they are taking it correctly, and assess 
the home for safety issues,” she says. “By visit-
ing the home in person, I can tell if the patients 
are capable of getting bathed and dressed on their 
own and if they can take care of housekeeping and 
cooking meals.”

If the patients have psycho-social needs, she calls 
in a social worker to further assess the patient’s 
needs and arrange for services such as caregivers, 
to help with housekeeping, bathing, and dress-
ing, meals on wheels, help with transportation, or 
pharmacy assistance programs. 

The home-based care team has a unique oppor-
tunity to observe patients in their home environ-
ment and determine where problems occur, says 
Robert Flores, MD, medical director, population 
health for Cigna Medical Group. Flores tells of one 
patient who was visiting the emergency department 
frequently with symptoms that included dizziness, 
lightheadedness, and muscle weakness. Over time, 
the patient was examined by physicians in the 
emergency department, his primary care physician, 
and specialists but nobody could determine what 
was causing the symptoms. 

When he was referred to the home-based pro-
gram, the nurse practitioner visited his home, 
completed an assessment, and asked to review his 
medications. She found a large number of sedatives 
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and narcotics prescribed by multiple practitioners. 
After questioning the patient, she determined that 
he was overmedicating himself. She completed a 
medication review to find out which medication 
he should be taking, got rid of everything else, and 
educated the patient on the dangers of overmedi-
cating. The patient, who had been going to the 
emergency department several times a week, has 
not been there for months.

Steffen typically sees patients monthly or twice a 
month, depending on their needs. She may see sta-
ble patients every two months. The team sees the 
patients in person whenever needed but also works 
with them over the telephone. For example, nurses 
make outreach calls to patients with congestive 
heart failure to monitor their weight. If the patient 
has gained weight, Steffen may decide to increase 
the diuretic dose or see the patient in person. Then 
the nurse follows up by telephone to make sure the 
changes are working.

Steffen determines when patients are ready to 
transition back to the primary care provider but 
if something changes and the patient needs more 
care, she gets the case again.

“One of the major focuses of the program is 
to reduce hospital admissions by making sure the 
patients get the care they need, and that everything 
is in place to keep them safe at home,” she says.  n

Health plan reduces 
high-risk conditions
Members engaged in medical management

A proactive approach to engage at-risk mem-
bers before they have an adverse medical 

event is paying off for CareFirst BlueCross and 
Blue Shield, a Baltimore-based health plan.

The initiative utilizes a health risk assessment 
to refer members to medical management pro-
grams based on their answers. When the health 
plan analyzed the scores of members who took 
the health assessment two years in a row, the per-
centage of people who were at high risk dropped 
from 37% to 16% in the second year, according 
to Richard Safeer, MD, medical director of pre-
ventative medicine for the plan. One employer 
group has had three years of experience with 
the health assessment program. Overall wellness 
scores have increased and the average number of 
risks have dropped every year. 

EXECUTIVE SUMMARY

After beginning an initiative to engage at-risk mem-
bers before they have an adverse event, the percent-
age of Baltimore-based CareFirst Blue Cross and Blue 
Shield members whose health assessment scores 
indicated they were at high risk dropped from 37% 
to 16%. 
• Members are asked to take an annual health assess-
ment that measures health issues that may put them 
at risk for an adverse healthcare event. 
• The health assessment identifies people who could 
benefit from a medical management program and 
stratifies them into risk categories.
• Depending on their risk scores, members are 
referred for lifestyle coaching, disease management, 
or care management.

Engaging At-Risk Populations received a gold 
award from URAC, (formerly known as the 
Utilization Review Accreditation Commission), 
the independent healthcare accreditation organi-
zation, based in Washington, DC. 

“The health assessments help us identify peo-
ple who could benefit from interventions earlier, 
before they have a major illness of hospitaliza-
tion, and engage them in our medical manage-
ment programs,” Safeer says. “We usually know 
about those who already are sick, but there are 
a lot of people out there who don’t realize that 
they are at risk for an adverse healthcare event, 
or they realize it and don’t know how to get 
help.”

The assessment measures any health issue that 
places members at greater risk of an adverse 
event, such as high blood pressure, high cho-
lesterol, lack of exercise, smoking, poor dietary 
habits, as well as conditions such as diabetes, 
heart failure, and asthma. All members who 
choose to take the health assessment receive a 
report with details on their health risks and what 
resources are available through the health plan. 
The report is available in an electronic format as 
well as paper, based on the choice of the mem-
ber.

The health plan developed a proprietary algo-
rithm that determines which program would be 
best suited to which individual, based on their 
answers to the health assessment, and refers 
them for lifestyle coaching, disease management, 
or case management. Depending on the results 
of the assessment, members with health risks are 
invited to use web-based health coaching tools or 
to receive telephonic coaching, disease manage-
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ment, or case management. “The interventions 
the member receives depends the person’s stage 
of needing help with keeping their chronic con-
ditions under control. The higher the member’s 
risk, the more likely he or she is to receive a call 
offering telephonic support,” Safeer says.

For example, if a woman answers that she 
is pregnant, she is invited to participate in the 
health plan’s Great Beginnings, a case manage-
ment program designed to help women through 
pregnancy to optimize the outcomes and the 
health of the baby.

The health assessment identifies members who 
have high intensity needs for their current health 
situations and could benefit from one-on-one 
case management. Examples include members 
who are going through rehabilitation after an 
automobile accident or people who are waiting 
for an organ transplant.

When members indicate they have diabetes 
or another chronic disease on the health assess-
ment, a disease management case manager calls 
them and invites them to participate in the health 
plan’s disease management program.

“Some of these individuals may have been 
picked up early in our data mining but did not 
engage with a case manager. After the health 
assessment, a case manager will reach out again 
and offer to help them navigate the health sys-
tem,” Safeer says.

For members with lower risks, CareFirst 
offers a dozen online coaching programs rang-
ing from smoking cessation to healthy eating to 
taking care of your back. The program may be 
augmented by telephone coaches who work with 
individuals to help them make healthy lifestyle 
choices such as increasing the number of servings 
of fruits and vegetables and fiber in their diet. 
“We don’t focus on weight because we believe 
that if people eat well and exercise, weight will 
fall in line,” he says.

The health coaches ask members about the 
amount of fruits and vegetables they are eating 
and whether they are interested in changing their 
behavior. Based on their answer, the coaches 
can customize an online program and telephonic 
coaching. The health plan offers six different 
nutrition modules online.

“By moving people from a high-risk state to 
a lower risk, and by helping them navigate the 
healthcare system to get the care they need to 
manage their conditions, we help individuals get 
healthier and employers save on the coverage 
they provide,” Safeer says.  n

Tool that assesses 
home care has a flaw?

The assessment tool used by federal govern-
ment programs to measure whether a com-

munity health center is functioning as a “medical 
home” was developed by the nonprofit National 
Committee for Quality Assurance (NCQA). But, 
according to a new University of California, Los 
Angeles (UCLA) study published in the journal 
Health Affairs, there’s a problem: The NCQA tool 
doesn’t adequately evaluate the services that deter-
mine the quality of diabetes care in community 
health centers.1 In fact, the study found, there is no 
relation between how well a health center scored 
on the NCQA assessment and the quality of diabe-
tes care it provided. 

“The major issue here is that the NCQA assess-
ment tool was developed based on evidence of 
what worked for private primary-care practices 
that delivered care to insured patients,” said 
lead author Robin Clarke, MD, a physician in 
the Robert Wood Johnson Foundation Clinical 
Scholars program in the Division of General 
Internal Medicine and Health Services Research 
at the David Geffen School of Medicine at UCLA. 
“Because we have limited experience in applying 
the NCQA tool to community health centers, there 
is a question of what effective, patient-centered 
care for low-income patients actually entails.” 

For their study, the researchers had 30 Los 
Angeles County community health centers 
complete the 2008 NCQA Physician Practice 
Connections/Patient-Centered Medical Home 
(PPC-PCMH) tool, which assesses the operational 
systems the health centers use to identify, track, 
and treat their patients. Health centers are scored 
on a 0-to-100 scale and, based on their scores, are 
given recognition levels ranging from Level 3 on 
the high end to “not recognized” on the low end. 

Of the 30 participating community health 
centers, eight earned Level 3 recognition on the 
PPC-PCMH assessment tool, three were at Level 
2, and 19 were at Level 1. There was a wide range 
of NCQA scores on the tool, which indicated that 
some health centers had many more medical home 
components than others. There were also sub-
stantive differences in the quality of diabetes care 
within the sample. 

“We found that there was a broad distribution 
of NCQA scores and a broad distribution in the 
quality of diabetes care that these health centers 
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deliver,” Clarke said. “But there was no statisti-
cally important relationship in how well a clinic 
scores on NCQA and the quality of care it pro-
vides.” 

Clarke and his co-investigators write in the 
study that these federal programs launched by the 
healthcare reform law represent a special oppor-
tunity: a combination of stable insurance through 
healthcare reform and genuine patient-centered 
medical home care through a community health 
center, which could potentially help reduce illness 
and premature death among low-income diabetes 
patients. In addition, if these patients receive better 
primary care, they might be less likely to use emer-
gency departments and require hospital care. 

“There is a lot of potential for the positive 
effects that the patient-centered medical home 
model could have on community health center 
care,” Clarke said. “But the NCQA’s tool itself 
seems to miss the services that are important for 
low-income diabetes patients.” 
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Problem of substance use 
and rehospitalizations

Researchers have found that patients who 
are diagnosed with a substance use disor-

der are about twice as likely to be readmitted to 
the hospital as patients without this diagnosis. 
These findings suggest that hospitals could inter-
vene with substance use screening and programs 
designed to reduce subsequent hospital utiliza-
tion.1

“This paper shows that those who have sub-
stance use disorders are more likely to be read-
mitted to the hospital within 30 days,” says 
Brian Jack, MD, professor and vice chair in 
the Department of Family Medicine at Boston 
University School of Medicine/Boston Medical 
Center. Jack is the principal investigator for the 
Project RED — Re-Engineered Discharge pro-
gram. 

“Reducing readmissions is a very high priority 
across the country,” Jack says. “The amount of 
money that can be saved by reducing readmis-

sions from Medicare is in the tens of billions of 
dollars, and there’s a lot of interest in finding 
ways to do that.”

The study finding a connection between sub-
stance use and readmissions is a secondary analy-
sis, conducted on top of a Project RED study, 
says Alexander Walley, MD, MSc, assistant 
professor of medicine at the Boston University 
School of Medicine. The study controlled for 
other factors that can make someone at high risk 
of rehospitalization, including depressive symp-
toms, age, lack of insurance, and comorbidities, 
Walley says.

Their acute care utilization, which also 
included emergency department visits, was higher 
than the acute care utilization of patients who 
did not have the substance use disorder diagnosis, 
he adds. The study also found that 17% of the 
patients had a substance use disorder diagnosis. 
Substance use disorder diagnoses were based on 
discharge codes, and it’s likely a portion of poten-
tial diagnoses were missed, he adds.

The 17% finding would suggest that close to 
one out of five patients likely have a substance 
use problem, says Steven M. Vincent, PhD, LP, 
Care Center director, behavioral health services 
at St. Cloud (MN) Hospital. The hospital is part 
of the CentraCare Health System.

“Anytime we’re dealing with a healthcare con-
cern that might impact one out of five inpatients 
deserves attention,” Vincent says. “What we’ve 
done in our own hospital on this topic is use a 
set of protocols to observe for signs of alcohol 
or drug abuse and the potential for withdrawal 
[symptoms].”

Substance use is the latest in a series of identi-
fied risk factors for hospital readmission, Jack 
notes. It joins the more commonly known risk 
factors of low health literacy, long lengths of stay 
(LOS), having comorbidities, and being older.

“Other papers we’ve published show that 
people who have depressive symptoms are more 
likely to be readmitted within 30 days,” Jack 
says. “Also, patients who have a low score on the 
patient activation measure, which is a measure 
of their motivation and ability to influence their 
care, are more likely to be readmitted.”
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Avoid denials — 
Get it right from start

When an interdisciplinary team including patient 
access, insurance verification, and radiology 

personnel was formed to reduce claims denials, “real-
izing where denials are coming from was definitely 
our first step,” reports Brian A. Todd, CHAM, man-
ager of patient access staff development and training 
at Lourdes Health System in Camden, NJ. 

Here are changes that were made:
• Communication was improved between insur-

ance verification and the clinical departments.
First, members of the patient access staff call the 

physician’s office to obtain a new order for the addi-
tional study, which is immediately faxed up to the 
insurance verification personnel.

“This catches those procedures that must be done 
for the patient but were not included in the initial 
procedure schedules,” says Todd.  “If applicable, an 
authorization is then sought.”

• Patient-friendly scripting is used, in the event 
that a patient cannot have the additional services per-
formed due to insurance requirements. 

Access staff state, “There is an additional study 
that we and your physician would like to have you 
have done. However, it does need to be scheduled 
with our scheduling department prior to us perform-
ing it. They will make every effort to get you sched-
uled for this additional study on a date and time that 
is convenient for you.” 

“This type of ‘patient-first’ verbiage ensures that 
the patient doesn’t feel like some monetary factor is 
standing in the way of their testing,” says Todd. “The 
patient knows their healthcare is important to us, and 
we are protecting the financial viability of the organi-
zation.”

• The importance of “getting it right from the 
start” is emphasized.

“Our schedulers are kept up to date on all pro-
cedure changes that would affect how they would 
process and offer an appointment to a patient,” says 
Todd. 

Schedulers work with a “cheat sheet” so they can 
reference the insurance requirements at the point 
of scheduling. If an authorization is required, for 
example, it wouldn’t be in the patient’s best interest 
to schedule a procedure for the following day when 
it can take up to five business days to obtain the 
proper certification. “This concern is expressed to the 
patient as well, so everybody is on the same page,” 
Todd says. “For patients where there are no insurance 

Quality ED requires  
hospital efforts

A study published in The Journal of the American 
Medical Association (JAMA) found that there 

is no significant difference between safety-net and 
non-safety-net hospitals when it comes to the length 
of stay for emergency patients.1

In an accompanying JAMA editorial,2 Charles 
Emerman, MD, FAAEM, chair of the Department 
of Emergency Medicine at MetroHealth Medical 
Center, and professor of Emergency Medicine 
at Case Western Reserve University School of 
Medicine, both in Cleveland, OH, discusses the 
challenges and opportunities of reporting time-to-
treatment measures within emergency departments. 

“Measuring quality in an emergency department 
can be very complex,” said Emerman. “Modern 
departments face many challenges including an 
increase in patient visits combined with a decreasing 
number of emergency departments across the coun-
try as well as the proposed financial penalties asso-
ciated with readmissions and key quality measures.” 

The editorial discusses how quality improve-
ment initiatives for emergency departments should 
be based on measures that will improve patient 
outcomes. He believes that quality in emergency 
departments will improve greatly in hospitals that 
focus on changes within and outside of the depart-
ment along with supplying them with the necessary 
resources to care for increasing numbers and com-
plexity of patients. 

Under Emerman’s leadership, MetroHealth’s 
Emergency Department is making important 
changes to create a quality environment includ-
ing new Rapid Treatment Rooms that were added 
in October 2011, and improving processes in the 
department by incorporating industrial strategies to 
streamline patient flow.

requirements, though, we seek to get the patient an 
appointment as early as the very next available day.”

• Staff make sure the doctor, the organization, and 
the insurance company are “on the same page” with 
the description of the testing requested. 

“With us not necessarily being CPT code experts, 
the description on the patient’s script may not nec-
essarily match the description in the CPT book,” 
says Todd. “Ultimately, the insurance companies 
are referring to the test by that CPT number, so our 
effort is spent on making sure everything is ‘matchy-  
matchy.’”  n



46 case management advisor ™ / april 2012

By focusing on patient flow, proper staffing 
and utilization of the hospital’s short stay unit for 
patients with conditions expected to resolve in a few 
days, MetroHealth’s Emergency Department has: 

• maintained a “left-without-being-seen” rate 
that is much lower than the national benchmark;

• discharged patients in an average of 4.1 hours, 
well below the national average of 4.5 hours at 
similar hospitals;

• treated a record-breaking 100,000 patients last 
year.

“The increase in patient visits in our emergency 
department show that we are known for quality 
of care and our efficiency,” said Emerman. “We 
will continue to be a leader in emergency care and 
continue to improve our care for the benefit of our 
patients and our community.”
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Weight training 
improves Parkinson’s 

New research suggests weight training for 
two years significantly improves the motor 

symptoms of Parkinson’s disease compared to 
other forms of exercise such as stretching and bal-
ance exercises. The clinical trial, which compared 
two forms of exercise for Parkinson’s disease, 
will be presented at the American Academy of 
Neurology’s 64th Annual Meeting in New Orleans 
April 21-28, 2012.

“While we have known that many differ-
ent types of exercise can benefit Parkinson’s 
patients over short time periods, we did not know 
whether exercise improves the motor symptoms of 
Parkinson’s over the long term,” said study author 
Daniel Corcos, PhD, with the University of Illinois 
at Chicago.

For the study, 48 people with Parkinson’s dis-
ease were randomized to progressive resistance 
exercise, known as weight training, or they were 
assigned to the exercise known as fitness counts, 
which includes flexibility, balance and strengthen-

Medical debt 
keeps rising

Hard hit by one of the worst recessions in 
nearly a century, hundreds of thousands of 

Californians lost insurance coverage across the state 
as employers shed jobs and the health plans that 
came with those jobs, according to a report from 
the University of California, Los Angeles (UCLA) 
Center for Health Policy Research. (For information 
about the full report, see resource, p. 47.)

Among the most alarming trends resulting from 
the so-called Great Recession: a significant jump 
in California’s already high rate of residents with 
medical debt. In 2009, 2.6 million non-elderly 
Californians had some kind of medical debt, which 
was an increase of 400,000 since 2007, the new 
“State of Health Insurance in California” report 
shows. 

The report, published every two years with grant 
funding from The California Endowment and The 
California Wellness Foundation, uses the latest 
data from the California Health Interview Survey 
(CHIS) to paint a comprehensive picture of health 
insurance trends, access, and coverage status for 
California’s more than 37 million residents. 

The report found that medical debt was highest 
among those uninsured all of the year (of whom 
18.4% had debt) and among those uninsured for 
part of the year (23.2%). But even 9.1% of those 
with employment-based coverage reported some 
kind of medical debt. 

“No Californian should have to take on debt to 

ing exercises. The groups exercised for one hour, 
twice a week for two years.

The severity of motor symptoms, includ-
ing tremors, was measured using the Unified 
Parkinson’s Disease Rating Scale (UPDRS) after 
six, 12, 18, and 24 months of exercise. Scores were 
taken when the participants were not taking their 
medication.

While both forms of exercise reduced motor 
symptoms at six months of exercise, participants 
who did weight training saw a 7.3 point improve-
ment in their UPRDS score after two years, while 
the fitness counts group returned to the same 
scores they had at the start of the study.

“Our results suggest that long-term weight 
training could be considered by patients and doc-
tors as an important component in managing 
Parkinson’s disease,” said Corcos.  n
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pay medical bills or go without access to healthcare 
just because they lost their job,” said Shana Alex 
Lavarreda, PhD, MPP, lead author of the report 
and director of health insurance studies at the 
UCLA Center for Health Policy Research. “As this 
recession has so clearly shown us, linking health-
care to a volatile job market puts us all at risk.” 

Yet the report also discusses the potential 
positive implications of health care reform on 
California’s uninsured population. Robert K. 
Ross, MD, CEO and president of The California 
Endowment, says, “This data clearly indicates 
the need for successful implementation of the 
Affordable Care Act. The rate of uninsured 
Americans increases annually, and the burden 
that presents to our healthcare system is economi-
cally unsustainable. Healthcare reform will ensure 
that many millions of Californians need not fear a 
potential health catastrophe just because of an eco-
nomic downturn.” 

Among the report’s findings: 
• Californians living on ‘thin margin.’
About half of those with medical debt reported 

the amount to be below $2,000. Lavarreda noted, 
“It’s an indication that people are living on a very 
thin margin if they don’t have even $2,000 in sav-
ings to put towards medical debt.”    

• Medi-Cal under stress.
Among enrollees in Medi-Cal, the program 

that is intended to provide comprehensive care for 
low-income residents, 18.2% had medical debt, a 
level comparable to the uninsured (18.4%). “This 
suggests that the program may not be providing 
everything its enrollees need, either because certain 
services are not included in coverage or there are 
increasingly fewer doctors that accept Medi-Cal 
patients,” said Lavarreda. 

• Increasing reliance on high-deductible cover-
age.

More than 50% of Californians with individu-
ally purchased insurance participate in high-deduct-
ible health plans. Of these, only 8.8% purchase 
these risky plans with a health savings account that 
might protect them from financial hardship. 

• Recession’s toll.
In 2007, 61.8% of the uninsured were in families 

with a full-time worker. In 2009, only 46.3% of the 
uninsured were in families with a full-time worker. 
The proportion of the uninsured living in poor 
families (families with incomes below 100% of the 
federal poverty level) climbed from 29.0% in 2007 
to 33.1% in 2009, the highest level in a decade. 

• Lack of insurance equals lack of care.
Uninsured children and adults were signifi-

cantly more likely to report not seeing a healthcare 
provider in the past year (41.8% of children and 
49.9% of adults) than children and adults with 
employment-based insurance (8.3% and 13.4%, 
respectively). 

The authors noted that the estimated number of 
uninsured Californians may have grown since 2009 
(when the data was collected), as the federal sub-
sidy that enabled many laid-off workers to retain 
their employer-provided health insurance through 
COBRA has since expired.

Resource

• University of California, Los Angeles Center for Health Policy 
Research - http://bit.ly/xI4WDw.  n
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CNE OBJECTIVES

After reading this issue, continuing education partici-
pants will be able to:

1. Identify clinical, legal, legislative, regulatory, finan-
cial, and social issues relevant to case management.
2. Explain how the clinical, legal, legislative, regula-
tory, financial, and social issues relevant to case man-
agement affect case managers and clients.
3. Describe practical ways to solve problems that 
case managers encounter in their daily case manage-
ment activities.  
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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 references for 
further research.
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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 semester, your 
browser will be automatically directed to the activity 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
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1. According to Joan Prudhomme, JD, BSN, 
manager at Huron Healthcare, when are case 
managers most vulnerable to liability?
A. The initial assessment.
B. Continuing stay reviews. 
C. The discharge plan. 
D. Follow up after discharge. 

2. Before making referrals for home health ser-
vices, what should case managers do to ensure 
that their patients’ clinical needs can be met in 
the home and that they are appropriate for the 
services.
A. Make sure patients understand that the care 
they receive at home will not be like the care 
they receive in the hospital.
B. Make sure patients understand that they will 
need assistance much of the time.
C. Make sure the caregivers clearly understand 
their role in patient care.
D. All of the above. 

3. True or False: According to Elizabeth E. Hogue, 
Esq., an attorney specializing in healthcare is-
sues, malpractice insurance for case managers 
is not so expensive that it’s prohibitive and the 
benefits outweigh the costs. 
A. True 
B. False

4. How often does Sara Steffen, RN, MSN, GNP, 
ANP-BC, nurse practitioner on the home-based 
care team at Cigna Medical Group, typically 
see her patients?
A. Monthly or twice a month. 
B. Weekly or twice a week.
C. Every day for the first few weeks.
D. Every two months. 


