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Pay attention as patients move 
through the continuum
Ensure that care is coordinated

The most vulnerable patients in healthcare are those who are 
transitioning between levels of care, says Anne Tumlinson, 
senior vice president for Avalere Health, LLC, a healthcare 

advisory firm with headquarters in Washington, DC. 
The healthcare system needs a way to ensure that, no matter how 

many providers treat patients after hospitalization, the care is coor-
dinated, she says. “This makes common sense, but it’s hard to do in 
practice because the healthcare system is very siloed and is set up so 
there are no bridges between levels of care,” she adds.

“Care transitions are important when patients move between 
levels of care because we know that this is where gaps in care may 
occur and patients may suffer problematic outcomes,” says Elizabeth 
Barnett, BSN, JD, senior director of care coordination for Florida 
Blue, a health care insurer with headquarters in Jacksonville.  

When patients transition between the acute care setting and a sub-
acute facility, the acute hospital and home, or a subacute facility and 
home, it’s important for care managers to provide coordination to 
make sure patients understand the plan of care and that providers 

EXECUTIVE SUMMARY

Gaps in care and miscommunication may occur when patients move 
between levels of care, sometimes resulting in adverse outcomes.
• Make sure patients going home understand the treatment plan and medica-
tion regimen and are capable of doing what needs to be done to stay healthy.
• Communicate with receiving facilities to make sure they have everything 
they need to care for the patient as soon as he or she arrives.
• Network with your peers throughout the continuum to improve communi-
cation and provide consistency in care.
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understand the previous episode of care, she 
adds. (For details on Florida Blue’s physician at 
home and nurse transitionist program, see page 
111.)

“We know that patients are at risk during the 
first couple of days when they get home from 
the hospital. They may have a new disease state 
to learn to manage, new medications, and they 
need a follow-up visit with their physician,” 
adds Claire Greco, RN, MPA, CPHM, senior 
manager, care management for CareOregon, a 
Medicaid and Medicare health plan with head-

quarters in Portland.
Providers and insurers should take the 

opportunity to provide support to patients and 
caregivers during the critical time just after 
discharge, she adds. CareOregon takes a multi-
pronged approach to preventing readmissions, 
providing traditional telephonic post-discharge 
case management to at-risk patients and inten-
sive face-to-face case management for members 
at highest risk. (For details, see articles on page 
112 and page 114.)

Patients being discharged from the hospital 
have to have their care managed by someone in 
order to avoid readmissions, Tumlinson says. 
“One of the biggest challenges is identifying 
patients who are most likely to be readmitted, 
engaging them, and anticipating their needs,” 
she says.

It doesn’t matter which practice setting case 
managers work in, as medication reconciliation 
and adherence to the treatment plan are really 
important whether patients are transitioning 
from the hospital to a skilled nursing facility or 
rehab facility to home, Tumlinson says.

“When patients transition to home, case 
managers don’t always pay attention to 
whether they have the right support,” she 
says. Tumlinson recommends taking the time 
to make sure the patients have a way to get 
meals, that the throw rugs have been removed 
from the home and grab bars installed, and that 
patients have transportation to the pharmacy to 
get their prescriptions filled and to their physi-
cian appointments.

Take time to drill down and assess patients 
for psycho-social issues, such as whether they 
can afford their medication or if the electric-
ity was cut off while they were in the hospital. 
“We know that it takes more boots on the 
ground to manage patients than we thought in 
the past,” she says.

Engage patients and family members early 
in the stay, she recommends. Case managers 
should have an understanding of the degree to 
which patients can be involved in their own 
care or that family members can be activated 
to help. Make sure that patients or family 
members are able to take ownership of the care 
process.

“People who are facing a lot of challenges 
in life have various degrees of motivation 
or abilities to solve problems on their own. 
Some patients may have trouble taking owner-
ship of their own care. It’s very important for 
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case managers to become involved with these 
patients and engage them in caring for them-
selves,” she says. 

Often, patients are transferred to a skilled 
nursing facility for rehab, then discharged to 
home without their primary care physician 
knowing the details of what happened in either 
setting, she adds. Case managers need to ensure 
that the patient’s physician is integrated into 
the care plan. If they are going to a skilled nurs-
ing facility, the facility staff need to know what 
happened in the hospital and the primary care 
physician should be aware of the nursing home 
stay.

Make sure that patients are discharged with 
the prescriptions they need and that the phar-
macy at the receiving facility is open. “This is 
a huge issue, particularly for people in pain. If 
patients don’t have prescriptions, particularly 
on weekends, they may be without medication 
for several days,” she says. 

Communication is the key to good transi-
tions, Tumlinson says. Make sure everybody 
involved, including the treatment team at 
the next level of care and the patient, is clear 
on what patients need to do and look for. 
Incorporate case management transitions into 
the standard of care, and make sure that what 
is needed for good transitions becomes part of 
the process of care.

Providers throughout the continuum need to 
get together and share information, she says. 
“The most effective transition programs are put 
in place by networking by providers who make 
the effort to work together,” she says.

Data from Avalere’s research and a study of 
Medicare data shows that a typical hospital in 
an urban market discharges patients to an aver-
age of 50 different post-acute providers. Some 
large hospitals send patients to more than 130 
skilled nursing facilities, she says. 

“Our system is fragmented, and in order to 
improve care, we have to take a more coordi-
nated and integrated approach. A case manager 
trying to coordinate with 130 different provid-
ers has an impossible task,” she says.

Hospitals, physician offices, post-acute 
providers, and insurers are starting to work 
together and focus on care coordination across 
the continuum, she says. “Hospitals are just 
beginning to take note of who all the post-acute 
providers are, what services they offer, and how 
they perform. In the past, the focus was on lin-
ing up a bed to get patients out of the hospital. 

Transition care, in-home 
visits pay off for health plan
At-risk patients are targeted for interventions 

In the pilot of a program that provides phy-
sician visits at home to at-risk members, 

Florida Blue achieved savings of almost $2,500 
a month for each participating member.

“We got really good results from the pro-
gram, which originally focused on homebound 
patients. We’ve expanded the program to 
include a broader group of patients who are at 
risk for being readmitted to the hospital. Our 
commitment is to make sure members are cared 
for in the most effective way possible and to 
prevent readmissions and emergency depart-
ment visits,” says Elizabeth Barnett, BSN, JD, 
senior director of care coordination for Florida 
Blue.  

The Physician-at-Home program is an out-
growth of Florida Blue’s Physician Assessment 
Treatment and Consultation at Home (PATCH) 
program in which physicians and nurse prac-
titioners visited at-risk homebound patients in 
their home until the patients were able to man-
age their own care effectively. Patients targeted 
for the program were admitted to the hospital 
frequently or had frequent emergency depart-
ment visits.

Now, the health plan has expanded the pro-

EXECUTIVE SUMMARY
Florida Blue saved almost $2,500 a month per partici-
pating member when physicians and nurse practitio-
ners visited at-risk members at home. The program 
now includes more patients.
• Transition nurse case managers coordinate care 
for at-risk patients and refer appropriate ones to 
the physician-at-home program. Other patients are 
referred by other case managers, concurrent review 
nurses, hospital staff, and physicians.
• Physicians and nurse practitioners assess patients in 
the program at home and provide care for an aver-
age of four months.
• Transition case managers follow the patients for 
about six weeks. 

Now the incentives are changing and the focus 
is on the entire episode of care,” she says.  n
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gram beyond homebound patients to those who 
need extra care after discharge. Florida Blue’s 
transition nurse case management team works 
with members who have been readmitted to the 
hospital, those who have been identified as high 
risk for readmission, and those whose length of 
stay is 10 days or longer. The transition nurse 
case managers coordinate care as the members 
transition from the inpatient setting or a sub-
acute facility to home and provide short-term 
case management after discharge. They refer 
appropriate patients to the physician-at-home 
program. Other patients for the program are 
identified by case managers, concurrent review-
ers, hospital staff, or physicians. 

The transition case managers continue to 
work with the physicians and nurse practitio-
ners when patients are part of the physician-in-
the-home program. The physicians and nurse 
practitioners provide the medical care and the 
transition case managers provide care coordina-
tion services. The team has a social worker who 
helps refer members to community organizations 
and other resources that can meet their needs.

Typically, the physicians make the initial visit 
and nurse practitioners follow up, visiting the 
members at least once a month. The clinicians 
conduct medication reconciliation to make sure 
patients are taking their prescribed medication 
appropriately and are not taking medications 
that are duplicates or are contraindicated with 
their discharge medication. They may adjust 
medications to improve pain management, pro-
vide wound care, or consult with patients and 
families about palliative care. They give mem-
bers and their families the phone number of a 
physician to call 24-7 instead of calling 911 if 
problems or questions occur after regular physi-
cian office hours.

The transition nurses reach out while patients 
are still in the hospital or subacute facility. “We 
want to reach them while they are inpatients 
and are a captive audience and more likely to 
engage. We tried calling after discharge, but 
many of them were unable or unwilling to 
answer the phones and our success rate at reach-
ing them was less than 50%,” she says. 

The transition case managers don’t see every 
member personally. They make it a point to visit 
members with whom there have been challenges 
in the past while they are in the hospital. They 
contact the others by telephone while they are 
in the hospital and set up a time for a follow-up 
call.

When members have extensive psycho-social 
needs, the transition case managers call in the 
social work team to help connect patients with 
funding sources for services not covered under 
the plan or for assistance with co-pays. They 
help members apply for disability and other 
assistance and get involved if long-term place-
ment is needed. The nurses set up services such 
as Meals on Wheels or housekeeping assistance.

The program has a member-centered case 
management model with one case manager 
as primary coordinator. “Even though social 
workers, diabetic nurse educators, or other 
clinicians may get involved, the case manager 
remains the central point,” she says.

The transition case managers collaborate 
with Florida Blue’s concurrent review staff to 
ensure that the patient has a smooth discharge. 
The concurrent review staff also work with the 
hospital discharge planner on the discharge plan 
and post-discharge needs. The transition nurse 
works with the members to make sure they 
understand the plan and can follow through 
with what they need to do.

Under the PATCH program, physicians and 
nurse practitioners visit patients in their homes 
for an average of just over four months. The 
transition case managers generally work with 
them for about six weeks after discharge. “We 
want to get the members what they need after 
discharge. If they continue to need care coor-
dination or have complex needs, we generally 
transition them to long-term case managers who 
can provide coordination from a catastrophic or 
specialty perspective,” she says.  n

Outreach workers support 
members at highest risk
Assistance includes social and medical issues

At CareOregon, community outreach work-
ers focus on reducing waste among the 

10% of members who consume 50% of the 
health plan’s resources by acting as care coor-
dinators, social workers, health coaches and 
mentors to disadvantaged and disenfranchised 
Medicaid recipients.

“We do more than help with transitions. 
We provide holistic support for people who 
are high-risk and costly and help them get the 
resources they need,” says Rebecca Ramsay, 
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EXECUTIVE SUMMARY

CareOregon’s community outreach workers work 
with members at highest risk and help them get the 
psycho-social assistance and medical care they need.
• Members in the program have high-risk medical 
problems, mental health issues, and a history of 
trauma.
• Outreach workers evaluate them in the hospital 
and their homes, identify their needs and help them 
connect with community resources.
• They act as a liaison with members’ medical treat-
ment teams and help the member and doctors 
understand each other.

BSN, MPH, director of the Portland-based 
health plan’s Community Care program.

Services for members in the program are 
coordinated by community outreach work-
ers who come from a variety of backgrounds 
including mental health, addiction programs, 
and health education. About half of them have 
master’s degrees. All have at least two years of 
experience working with a disadvantaged high-
risk population as well as education in the men-
tal health field. “The outreach workers have 
good engagement skills and at least two years 
of experience working in the community. They 
have been trained in motivational interviewing 
and to understand the issues their clients face 
and why they may appear to be nonadherent,” 
Ramsay says.

The Community Care Team is centered 
around primary care practices but is employed 
by CareOregon. The community outreach 
workers work with high-risk patients treated 
by multiple provider teams. The target is for 
the community outreach workers to work with 
20 engaged members at any given time with 10 
more in the outreach phase where the workers 
are trying to find the members and get them to 
participate. The goal is that they will enroll 60 
unique clients over a year. The outreach work-
ers typically work with clients for three to nine 
months. “Some need just a short intervention, 
but others need a long period of time to get 
stable,” she says.

Members eligible for the program are iden-
tified through their patterns of utilization. 
They may have had multiple hospital stays and 
emergency department visits or recently been 
discharged from the hospital or emergency 
department. Others are referred by their provid-
ers who believe they need extra support.

In addition to having high-risk medical con-
ditions, many of the people in the program 
have behavioral health issues including mild 
to moderate depression, post-traumatic stress 
responses, anxiety, personality disorders, or 
severe persistent mental illness. Many have 
problems with addiction to alcohol, opiates and 
other street drugs and have unstable housing 
and food insecurity. “Often we have to deal 
with all of these issues before we get to the 
medical conditions,” she says. 

But the biggest common denominator among 
participants in the program is a personal his-
tory of trauma, Ramsay says.

“This creates a whole set of protective behav-
ior that often makes it difficult for others to 
work with them. They’ve not been treated well 
in the past and are distrustful. The outreach 
workers bring their knowledge to the care team 
to create compassion and understanding of why 
the patient appears to be non-compliant and 
difficult to work with. They also mentor the 
people in the program about how to act to get 
what they need,” she says.

When members are identified for the pro-
gram, they are entered into a registry and 
assigned to a community outreach worker 
who reviews the electronic medical record and 
claims data and contacts the patient’s primary 
care team for confirmation that the patient is a 
good candidate for the program. They contact 
the member and set up face-to-face meetings 
with them when they come into the primary 
care office whenever possible.

The outreach workers conduct open-ended 
assessments to find out what is working well 
and where the barriers to care are, and identify 
areas where the clients need assistance. They 
determine what is important to the clients and 
what goals they want to pursue.

“Our outreach is not prescriptive but is a 
collaborative process with the goal of keeping 
the client well connected to their physician, 
improving their health, and keeping them out 
of the emergency department and hospital,” she 
says.

The outreach workers try to set up a follow-
up appointment to see the clients in the home 
to determine the living situation and any barri-
ers to care. “By visiting the home, they can be 
the eyes and ears of the care team and deter-
mine any needs, such housing assistance, or 
help with meals or housekeeping,” she says. 
Some of the clients live in shelters, with friends, 
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EXECUTIVE SUMMARY
In order to improve transitions between levels of 
care, CareOregon has developed several initiatives 
to ensure that members get what they need after 
discharge.
• The benefits management and case management 
departments have been combined, and the concur-
rent review nurses notify case managers immediately 
when members are hospitalized and alert them to 
discharge needs and concerns.
• As part of a pilot project, a case management super-
visor visits eligible members in the hospital, explains 
the transition case management program, and 
obtains contact information.
• Transition case management nurses follow up with 
patients within three days after discharge, educate 
them on their disease and treatment plan, and coach 
them on questions to ask their doctors. 

CM, benefits collaborate 
to ease transitions
Health plan takes proactive approach

In order to provide better post-discharge care 
coordination for members with complex 

needs, CareOregon has aligned its case manage-
ment and benefits management programs and 
is piloting a project to see patients face-to-face 
while they are still in the hospital.

“By bringing case management and benefits 
management together, we can provide better 
care coordination. The minute we know mem-
bers are in the hospital, the concurrent review 
nurses notify the case managers. As they review 
for continued stay, they keep the case manag-
ers informed about what’s going on so they 
can have the information they need to coordi-
nate care in real time,” says Claire Greco, RN, 
MPA, CPHM, senior manager, care manage-
ment for CareOregon.

To increase the number of members who are 

or in single-room-occupancy facilities. “Their 
housing situation is variable and not predict-
able,” she says.

Seeing patients in their home environment on 
their own terms tends to level the playing field 
and build rapport, Ramsay says. “We want to 
get the patients out of the mindset that we are 
the experts and they are the patient,” she says.

The outreach workers make sure that cli-
ents are connected with whatever assistance 
they need. “The community outreach workers 
understand their unique communities and the 
resources that are available. Most work in the 
communities in which they live,” she says. 

“We do a lot of advocacy. Sometimes people 
haven’t been able to complete the applica-
tion for assistance or haven’t had an eligibility 
screen,” she says.

Outreach workers collaborate with phar-
macists to teach clients how to better manage 
their medication. They educate patients on the 
importance of taking their medicine and set 
up pill boxes with the guidance of a clinician 
when needed. They reinforce why the treatment 
plan was developed, help patients learn to fol-
low it, and teach self-management activities. 
For instance, they help patients with diabetes or 
heart failure learn to fill out a diet diary.

The outreach workers have more time to 
spend with their clients than the members of the 
clinical team. For instance, they may go grocery 
shopping with members to help them identify 
foods that fit into their recommended diet. 
“Instead of telling them what they need to do, 
they go shopping with the clients, find out their 
preferences and help them choose healthy foods. 
They also invite the caregivers to go along,” she 
says.

The outreach workers help the clients build a 
relationship with their primary care providers. 
“We find that because of CareOregon’s work 
around primary care transformation, most have 
a regular source of primary care but they are not 
utilizing it optimally. Many times the patient 
and the primary team have problems under-
standing each other. We try to get them working 
better together,” she says.

The community outreach workers go through 
a two-day workshop on motivational interview-
ing and additional training on chronic diseases, 
and working with people who have experienced 
trauma. They learn the effect of trauma on 
the brain, how it affects behavior, and how to 
provide a safe environment. They also attend 

physician-taught sessions on chronic pain 
and optimal treatment, addiction issues and 
resources, palliative care and hospice, and how 
to handle a loss. “There are a lot of deaths in 
this population, and the outreach workers get 
close to their clients. We want to help them 
cope with their grief,” Ramsay says.  n
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engaged in the transition case management pro-
gram, the health plan began a pilot project in 
August and sends a case management supervisor 
to visit eligible members in the hospital, explain 
the program and the services the case manager 
can provide, and verify contact information. 
“People may go to a family member’s or friend’s 
home after discharge and we can’t get in touch 
with them. We make sure the case managers 
have a number to call, tell the patients and fam-
ily members the name of the nurse that will be 
calling them after discharge, and let them know 
to expect the call,” Greco says.

The health plan stratifies members as to their 
risk level using their recent history, conditions, 
and other data. Those who meet the criteria for 
complex care management are enrolled in the 
transition program for 30 days and the complex 
case management program for 60 additional 
days. 

The health plan’s care concurrent review 
nurses follow members identified for the pro-
gram in the hospital and work with the dis-
charge planner to identify patient needs and 
alert the transition case managers about the 
members’ discharge needs and concerns. For 
instance, if the patient has a prescription for 
a drug that requires authorization or durable 
medical equipment that is difficult to obtain, the 
concurrent review nurse and case manager know 
ahead of time and can set things up in advance 
so the patient has everything he or she needs for 
a timely, safe, and effective discharge. 

When members targeted for the program are 
discharged from the hospital, transition case 
managers follow up with them by telephone 
within three days and cover a specific list of 
information. The interventions are based on 
the Care Transitions Model developed by Eric 
Coleman, MD, MPH, which aims to prevent 
readmissions. 

Transition care managers make sure patients 
understand the medication regimen and care 
plan, and have a follow-up appointment with 
their physician. Care managers talk to patients 
about their conditions, educate patients on 
self management, and make sure they know 
the signs and symptoms that indicate they 
should call their doctor or go to the emergency 
department.

The case managers coach members on how 
to talk to their physicians and encourage them 
to write down questions and take them to their 
follow-up appointment. They find out the mem-

CMs assist with transitions 
for at-risk members
Comorbidities, gaps in care are also targeted

When Cigna members at risk for readmis-
sion are discharged from the hospital, the 

health plan’s RN case managers follow them for 
an average of 30 days to assist with transitions 
and help the patients understand their treatment 
plan and follow it. 

Cigna targets diagnoses that have a high read-
mission rate and uses predictive modeling to 
identify other at-risk patients based on factors 
such as age, sex, the treating facility, and the 
length of stay, according to Eileen Scott, RN, 
BSN, project manager. 

Patients identified to the program are 
assigned to RN case managers who have an 
average of 25 years experience, including 10 
to 15 years as case managers. “They have the 
training and experience to engage members 
quickly in the process,” she says. 

bers’ support system and who can help them 
with their post-discharge needs and help them 
get to their appointments. They go over the 
member’s current health status, plan of care, 
and medication list and give them a number 
they can call with questions or concerns. “We 
educate the members on what they need to do 
to stay healthy and avoid trips to the emergency 
department or unplanned admissions and let 
them know that we’ll be available for 30 days if 
they need us,” Greco says. 

Following the first phone call, the case man-
agers have a goal of following up two more 
times. “Sometimes we make only one contact 
and sometimes it takes many more than three 
calls before the member is stable,” she says. 

The case managers talk with the caregivers 
if the member gives permission and coordinate 
with the primary care providers. They refer the 
members to community services if there are 
needs that are not covered by the health plan.

“The goal is to make sure members get all 
the services they need after discharge, learn to 
manage their own care so they will have opti-
mal outcomes, and avoid unnecessary readmis-
sions and emergency department visits,” Greco 
says.  n
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The case managers are dedicated to the 
post-discharge outreach program and typically 
receive seven to eight referrals for new cases 
each day.

The predictive modeling data prioritizes the 
members based on their risk scores so the case 
managers can reach out to those at highest risk 
first, Scott says. The case managers try to reach 
the patients by telephone within two days of 
discharge and explain the program. The health 
plan’s goal is to start the telephonic outreach 
before patients see their physician for a follow-
up visit to help fill the transition gap that occurs 
when patients are treated by a hospitalist in the 
hospital and then see their primary care pro-
vider, Scott says.

During the initial telephone call, the case 
managers perform an extensive assessment to 
determine the members’ understanding of their 
condition and their treatment plan, their sup-
port system, and any psycho-social issues. They 
ask if the members have filled their prescriptions 
and understand how to take them and make 
sure they have a follow-up appointment with 
their primary care physician or a specialist. “We 
work with them on questions to ask their pro-
vider and remind them to take their discharge 
instructions with them to their follow-up visit so 
their physician will know they have been in the 
hospital and what medications they were pre-
scribed,” Scott says.

The case managers have access to Cigna 
records and identify any other diagnoses or 
conditions and make sure patients are getting 
the necessary treatment for them. They look 
for gaps in care and encourage members to get 
the recommended tests and procedures. For 
instance, if a patient has been discharged after a 
myocardial infarction and also has diabetes, the 

Take steps to fully leverage 
case managers in the ED
CMs become integral part of the care team

With patient volumes on an upward trajec-
tory and ongoing budgetary pressures 

forcing ED administrators to stay focused on 
performance and efficiency, some hospitals 
are looking for new ways to better leverage 
the skills of case managers in the emergency 
setting. The University of Virginia Medical 
Center (UVAMC) in Charlottesville has taken 
this tack, and among the benefits are increased 
capacity and improved patient satisfaction, say 
administrators. But nearly two years into the 
new strategy, the hospital is aiming for still 
higher rewards, and ED leaders believe such 
gains are possible now that emergency physi-
cians and nurses are on board with having case 
managers work alongside them as part of the 
medical care team. 

“This has been extremely successful. We are 
currently staffing one case manager in the ED 
12 hours a day, seven days a week, and we 
have been doing that since the beginning of 
this project,” says Jill Laird-Sanders, RN, MN, 

case managers makes sure they have had a reti-
nal exam, a foot check, and are checking their 
blood sugar regularly.

The case managers follow up with the mem-
bers as needed to make sure they have seen 
their physicians and that the gaps in care have 
been filled.

“We don’t have a set time frame for them to 
follow patients, but the average time is 30 days 
to make sure they have seen their physician 
after discharge, are engaged in following their 
treatment plan, and can be discharged from the 
program,” she says.

The case managers have a database of com-
munity organizations and other resources, such 
as medication assistance, they can use to get 
patients what they need to stay healthy. 

If the case managers identify patients with 
extensive needs that go beyond outreach calls, 
they refer them to Cigna’s complex case man-
agement program or specialty disease manage-
ment programs where they can be managed for 
longer periods of time.  n

EXECUTIVE SUMMARY 

Cigna case managers follow members at risk of read-
mission for 30 days to improve transitions.
• A predictive model identifies eligible patients and 
prioritizes them according to their risk of readmission 
so case managers can call the ones who have the 
highest needs first.
• Case managers call patients after discharge, con-
duct an extensive assessment of needs and follow up 
as needed.
• Members who need case management for a longer 
time or have complex needs are referred to other 
programs at the end of 30 days. 
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NEA-BC, director of Care Management, at the 
University of Virginia Health System. “We chose 
9 a.m. to 9 p.m. because most of the admissions 
to the hospital from the ED occur between 11 
a.m. and 11 p.m., and we wanted to be on the 
front end of that.”

The case managers can’t see every patient 
who comes through the ED, but they are making 
rounds and identifying for themselves patients 
that they can make a difference with, explains 
Laird-Sanders. “The things they are doing 
that are helping us as an organization include 
preventing inappropriate admissions by find-
ing alternative solutions to meet the needs of 
patients,” she says. “At times the case managers 
are getting prescriptions, getting clinic and spe-
cialty appointments established, and there have 
even been a couple of occasions when they have 
been able to get nursing home beds procured.”

In addition, the case managers are handling 
home health referrals as well as some level-of-
care assessments to make sure that patients meet 
InterQual criteria for admission, adds Laird-
Sanders. “That is not their primary focus, but it 
is something they have been able to get a good 
head start on for us,” she says. 

Select the right people

Getting case managers more involved in the 
ED was actually part of a larger, hospital-wide 
improvement effort aimed at improving capac-
ity as well as overall patient flow, explains 
Becca LaFond, MHA, senior director at Huron 
Healthcare, a Chicago, IL-based consulting firm 
that worked with UVAMC on the project. “In 
terms of the ED being the front of the hospital, 
the big impetus was to create a better experience 
for patients so that the ED could be competi-
tive in the market, and to make sure that it was 
capturing patient volume,” she says, noting that 
patients were waiting longer than they wanted 
to be seen in the ED, and other hospitals were 
advertising that they could connect patients to 
care faster. 

When the effort began, there were two case 
managers working the ED, but their function 
was really to do back-office, utilization manage-
ment work, says LaFond. “They did all of their 
work using computer tools, but did not neces-
sarily engage with the care team, so it was a 
completely different role than what best practice 
would be for a case manager anywhere, let alone 
in the ED,” she says. 

However, transitioning to the new approach 
was hardly a simple matter of changing job 
descriptions. “To put this best-practice role into 
place, it has to be the right person and right 
personality,” says LaFond. 

For instance, she explains that a success-
ful ED-based case manager needs to be able to 
conduct difficult conversations with patients, 
families, and even physicians. “What we are 
finding is that in this current health care envi-
ronment, a case manager has to have both a 
working knowledge of the regulation situation, 
which changes every day, so you have to be able 
to keep up with that, and then also you have 
to have the right personality to be able to have 
strong discussions with some of your health 
care team who you may see as peers, but they 
may not see you as a peer,” LaFond says.

Such conversations can be difficult, especially 
in an academic environment, says LaFond, 
because case managers are not only dealing 
with the attending physicians, but also with 
residents and even sometimes medical students, 
who may not be particularly focused on perti-
nent regulatory issues. “That is not the number 
one priority that they are taught in medical 
school, so they are still learning about this piece 
of health care and often times a case manager 
needs to educate them about why she or he 
is involved, and why regulatory criteria are 
important,” she says. “They are not thinking 
about the back-end, when denials or readmis-
sions might happen.”

The ED-based case manager role is chal-
lenging but also crucial, adds LaFond. “I don’t 
think that hospitals are going to successfully 
make this move to value-based reimbursements 
unless they have effective case managers in this 
type of role,” she says. “The role has become 
very dynamic. It is the type of role where you 
become a specialist.”

Involve stakeholders in planning

The hospital ultimately tapped three nurses 
to handle the ED case manager role so that they 
could cover the ED 12 hours a day, seven days 
a week. “Two of the nurses work three 12-hour 
shifts per week, and one of them works one 
12-hour shift in the ED and then she also picks 
up some shifts on the inpatient side,” explains 
Laird-Sanders. 

It definitely helped that the candidates were 
not starting out in an unfamiliar environment, 
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Address frequent utilizers

Patricia Higgins, RN, MBA, the ED director 
at UVAMC, did not come to work at the facil-
ity until after the case managers were deployed, 
but she says they are now an integral part of ED 
operations. “Many times we don’t even think 
of them as being case managers. They are just 
members of our team who are there to help sup-
port what is happening on a daily basis,” she 
says. “They are the go-to persons if you need to 
get a patient into the system. They are the peo-
ple who lead the way to do that, and they can 
free you up so you can move on to something 
else.”

At UVA, the physicians and the shift manag-
ers run flow rounds, but the case managers are 
in attendance so that they can follow-up on 
clinic appointments or other arrangements that 
need to be made before dispositions can occur, 
explains Higgins. “Also, if a nurse or a physi-
cian has a patient who needs resources that are 
beyond [the scope of the] ED, then they will 
seek out the case manager for help,” she says. 
“They are right out there in the thick of things. 
That is where their real office is, and so people 
feel very comfortable going to them with issues 
or concerns.”

The hospital does not yet have any official 
data to share regarding the impact of having 
case managers more integrally involved in the 
ED, but Laird-Sanders says they are prevent-
ing several inappropriate admissions per week, 
and they have also begun to tackle the issue 
of frequent utilizers. “The case managers have 
started to establish relationships with patients 
and to anticipate why patients are coming to the 
ED,” she explains. “In some cases, they are able 
to address the situation before a patient even 
makes it to the door. We have one patient the 
case managers are calling twice a week just to 
check on, and that is preventing her from com-
ing to the ED for a non-medical reason.”

In the coming months, the hospital plans to 
address frequent utilizers in a more comprehen-
sive fashion, making full use of the case manag-
ers. “We will be looking at this case by case, 
and working with an interdisciplinary team to 
establish a plan for these individuals who are 
using the ED for non-urgent medical needs,” 
explains Laird-Sanders. “That is our next step. 
We have identified this as a real opportunity to 
improve.”

The hospital is also planning to expand cov-

Laird-Sanders says. “Two of the ED case man-
agers worked in the ED before so they were 
known commodities, and the third case man-
ager had not worked in the ED before, but she 
was experienced on one of the inpatient units, so 
she knew the environment of the hospital.”

Administrators discussed and fine-tuned how 
the new approach would be implemented for eight 
months before the case managers were deployed in 
the ED. “There was a lot of planning, discussing, 
working with stakeholders, and sharing informa-
tion,” explains Laird-Sanders. “And there was a 
lot of involvement of the leadership that would be 
affected.”

The hardest part of the implementation was 
actually getting the staff to appreciate that case 
management was now going to mean something 
different than it did six months ago, says LaFond. 
“A lot of that required individual conversa-
tions with physicians and nurses, and getting the 
case managers out there to meet all of these new 
people,” she says. “It was almost a rebranding of 
what case management was in the ED, because 
everyone had prior thoughts about what case man-
agement was, and we had to change that culture.”

While there was some initial resistance to the 
approach, it dissolved quickly, Laird-Sanders says. 
“As soon as the physicians and nurses saw the 
positive benefits, it stopped being an issue at all,” 
she says. “In fact, if a case manager is sick and 
we don’t have a replacement, we hear about that. 
‘Where is the case manager today?’”

One strength of the UVA model is that it has 
dedicated case managers in the ED, says LaFond. 
“I have been to hospitals where they rotate case 
managers through the ED, and although that 
is better than nothing, I would say the ideal is 
this model where you have a few FTEs [full time 
employee] who really get to the know the ED 
space really well, and that is what they specialize 
in,” she says. “They develop those relationships 
with the ED physicians, they get to really under-
stand the inpatient criteria, and they come to 
know all those resources that are out there in the 
community. That is not something that you can 
expect 25 people in a department to all learn.”

According to a report that Huron prepared 
about the implementation of case managers in the 
ED at UVAMC, the approach helped to lower 
medically unnecessary length-of-stay by 34 min-
utes, and this freed up enough capacity for the 
hospital to treat up to 4,000 additional patients 
per year. 
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erage by case managers in the ED so that they 
are available on a 24/7 basis. “The impact has 
been so positive that we are looking at how 
to deal with the FTEs, and we will have to 
post, hire, and train, so it will be another six 
months before we can roll that out,” says Laird-
Sanders. “But that is a decision that has already 
been made at the higher levels of the organiza-
tion based upon the effects we have seen so 
far.” 

SOURCES
• Patricia Higgins, RN, MBA, Director, Emergency 
Department, University of Virginia Medical Center, 
Charlottesville, VA. E-mail: pjh8c@virginia.edu. 
• Becca LaFond, MHA, Senior Director, Huron Healthcare, 
Chicago, IL. E-mail: blafond@huronconsultinggroup.com.
• Jill Laird-Sanders, RN, MN, NEA-BC, Director, Care 
Management, University of Virginia Health System. E-mail: 
jrl2x@hscmail.mcc.virginia.edu. n

n Helping Medicaid 
members with psycho-
social challenges 

n Opportunities in 
patient-centered 
medical homes

n Steering patients 
to the right place for 
treatment

n Putting the latest 
technology to work for 
you

Get hospital leader sup-
port for ED case managers
Other departments should also have buy-in

This will, no doubt, make the task more 
challenging, but any significant change 

in the way case managers are leveraged in the 
emergency setting should actually be a hospi-
talwide initiative, according to Becca LaFond, 
senior director at Huron Healthcare, headquar-
tered in Chicago, IL. “What we have found in 
implementing this is that it can’t be an ED-only 
change. It has to be something the hospital 
supports and that the other departments are 
involved with,” she says. “These case managers 
are interfacing not only with the ED physicians, 
but oftentimes with the admitting physician 
who isn’t even in the ED, so there has to be 
relationships built beyond the ED’s four walls.”

Historically, the ED has been siloed off on its 
own, says La Fond, but that no longer works 
in the type of dynamic environment that health 
care is moving into, she stresses. “You can’t just 
make a change in the ED and expect things to 
magically be better,” she says. “It might help 
the ED, but you are still going to have concerns 
upstream in the inpatient world.”

One other task that LaFond recommends to 
hospitals that are implementing any large-scale 

change is to continually check-in with staff to 
see how they are faring with the new process. 
“Change is hard and you want to make sure 
they are seeing the light at the end of the tunnel 
when you are in the middle [of the transition] 
so that by the end, you have a good result.”  n
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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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1.  According to Anne Tumlinson, senior vice 
president for Avalere Health, LLC, people who 
are facing a lot of challenges in life have vari-
ous degrees of motivation or abilities to solve 
problems on their own. 
A. True
B. False

2.  What criteria does Florida Blue use to identify 
members for its transition case management 
program?
A. Members who have been readmitted to 
the hospital
B. Members whose length of stay is 10 days 
or longer
C. Members identified as being at high risk 
for readmission
D. All of the above.

3.  At CareOregon, how many engaged mem-
bers do community outreach workers typi-
cally work with at a time?
A. 20
B. 60
C. 10
D. 30

4.  How long do Cigna’s case managers follow 
at-risk members after discharge?
A. 90 days
B. 60 days
C. 45 days
D. 30 days


