
Experts: On-the-job training isn’t 
sufficient for today’s case managers
A formal orientation and education program is a must

In the past, many nurses became case managers by the “poof method.” 
One day they were a nurse, then poof: The next day, they were a 
case manager. Often, they receive minimal on-the-job training from 

another case manager who was trying to do his or her own job at the 
same time.

In today’s complicated healthcare arena, on-the-job training may not 
be enough to prepare new case managers to handle documentation, care 
coordination, compliance, and discharge planning requirements. Payers 
and providers need a strong formal program to educate and train case 
managers, but it’s not happening, says BK Kizziar, RN-BC, CCM, owner 
of BK & Associates, a Southlake, TX, case management consulting firm. 
“In every area of practice I have worked in, the organizations had a gen-
eral employee orientation program but no case management-specific edu-
cation,” Kizziar says.

“The Affordable Care Act and other healthcare initiatives offer numer-
ous opportunities these days for case managers to rise to the top, but it’s 
become a real issue to figure out what the basic training should be,” says 
Margaret Leonard, MS, RN-BC, FNP, senior vice president for clinical 
services at Tarrytown, NY-based Hudson Health Plan.

When people become case managers by the “poof” method, it’s a dis-
service to patients and to case managers and the profession as a whole, 
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EXECUTIVE SUMMARY
In today’s complicated healthcare arena, new case managers need a 
strong educational program to learn all the components of the job.
• Nurses who are becoming case managers need to work closely with a 
skilled mentor in addition to going through a case management orienta-
tion program.
• Experienced case managers should have ongoing education to keep up 
with all the rapidly changing rules and regulations. 
• Achieving certification is one way that case managers can refresh their 
understanding of best practices in case management. 
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Leonard says. 
“The idea that people can float into this 

role is simply erroneous. There are practice 
standards that case managers should follow, 
resources they need to know about, and spe-
cific tasks they need to complete. If people are 
never exposed to them, they can’t do the job 
their organizations expect them to do and pro-
duce the outcomes that organizations hope they 
have,” she says. In addition to completing edu-
cational modules on case management offered 
by the Case Management Society of America 
(CMSA), Hudson Health Plan case managers are 
trained on motivational interviewing and how to 

work in an interdisciplinary team.
As she presents case manager training seminars 

across the country, Catherine M. Mullahy, RN, 
BSN, CCRN, CCM, president and founder of 
Mullahy and Associates, a Huntington, NY, case 
management consulting firm, frequently hears 
from participants that they never received any for-
mal training in the process of case management.

It’s not sufficient to hire someone, provide a 
week of orientation, hand them a manual, and 
assign them to a unit, Mullahy says. “New case 
managers can read books or take online courses, 
but until they experience working with families 
with problems, coordinating care for people with 
mental health issues, or collaborating with physi-
cians, they can’t know what the job is really like,” 
she says.

Develop a core training program

Even experienced registered nurses who have 
been at the bedside still need a core entry level 
case management curriculum to start a founda-
tional study of case management, says Wendy 
De Vreugd, RN, BSN, PHN, FNP, CCDS, MBA, 
senior director of case management services for 
Kindred Healthcare, West Region, with head-
quarters in Westminster, CA. De Vreugd devel-
oped an orientation and mentorship program for 
her region. The program includes four weeks of 
“onboarding” that involves the organizational 
mission and vision, as well as case management 
basics and standards of practice, followed by a 
mentorship period when case managers work 
one-on-one with a preceptor and gradually take 
on a bigger caseload. (For details on Kindred’s 
program, see page 28.) 

Utilize mentors

Nurses can’t learn everything they need to be 
a case manager in an orientation program, adds 
Brenda Keeling, RN, CPHQ, CCM, president of 
Patient Response, Inc., a Durant, OK-based health-
care consulting firm. “New case managers need a 
true mentoring program so they understand the job 
and everything involved,” she says.

The person training and mentoring a case man-
ager should be someone who knows the job well, 
has proven competencies, and performs effectively, 
Keeling points out. “The new case manager will 
only be as good as what he or she is taught. If the 
person doing the training doesn’t have the skills 
and competency to be a good case manager, the 
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new hires won’t know how to do the job and will 
continue the same sloppy practices as the trainer,” 
she says.

As case managers become comfortable in the 
role, they tend to forget the basics that they per-
form automatically and they tend to leave them 
out when they’re training a new person, Kizziar 
says. “The basic problem is that the people who 
end up telling the new person what their role 
entails often became a case manager the same 
way. This creates a vacuum in learning and com-
petencies, and when you multiply this by 20 years 
of staffing, there’s very little growth or innova-
tion in the case manager role,” she says.

Case managers need to learn how to handle a 
myriad of tasks that may differ according to the 
environment in which they work, Kizziar says. At 
the same time, there are so many strict compli-
ance and discharge planning requirements that it’s 
hard for new case managers to remember them all. 
That’s why they need a lot of training and rein-
forcement, she adds.

Ongoing education for experienced case manag-
ers is also important, Leonard says.

“All the healthcare rules and regulations are 
changing so quickly that all case managers, even 
experienced ones, must be proactively seeking 
information to help them do their job, regardless 
of the setting in which they practice. It’s the indi-
vidual case manager’s responsibility to know what 
resources exist and to see where opportunities lie,” 
she says.

“Case managers need education and training. A 
good way to make sure you have the right person 
in the case management role and that they know 
what they are doing is to require that they become 
certified within two years. This improves the over-
all department and forces the staff to study and 
understand their job,” Keeling says.

Sources for case management education

Professional organizations that support the 
practice of case management offer resources that 
include educational conferences, webinars, and 
online education.

• American Case Management Association 
(ACMA), acmaweb.org

• American Nurse Credentialing Center 
(ANCC), www.nursecredentialing.org.

• Case Management Society of America 
(CMSA):  www.cmsa.org.

• Commission for Case Manager Certification 
(CCMC) http://ccmcertification.org.  n

Filling vacancies always 
a challenge
RNs, CMs each have some advantages

Finding good case managers to fill vacancies is 
not always easy, asserts BK Kizziar, RN-BC, 

CCM, owner of BK & Associates, a Southlake, 
TX, case management consulting firm.

“The average age of practicing case managers 
is over 45, according to organizations that track 
those statistics. It’s an aging population and there 
are not a lot of new people entering the profes-
sion,” she says.

Nurses have the clinical background to be case 
managers, but they have to change the way they 
approach their role, Kizziar says. Nurses practice 
by the hour observing and evaluating patients, 
providing treatment and direct care. But when 
they become case managers, nurses must change 
their focus from the plan for the day to developing 
a plan for the stay, and looking ahead to the dis-
charge process.

Hiring experienced case managers can have its 
pitfalls, adds Catherine M. Mullahy, RN, BSN, 
CCRN, CCM, president and founder of Mullahy 
and Associates, a Huntington, NY, case manage-
ment consulting firm. Sometimes case managers 
from another organization find it hard to adjust to 
how their new department operates or bring in bad 
habits from the other organization. “It may be bet-
ter to take someone who is not experienced in case 

EXECUTIVE SUMMARY
Filling case management vacancies can be chal-
lenging, and directors often have to decide 
whether to recruit nurses with no experience, or 
experienced case managers with the mindset of 
their previous employer.
• Case managers need to have a strong clinical 
background, at least a year of clinical experience, 
and knowledge of how to move patients through 
the continuum.
• Candidates should have a passion for the job and 
be willing to look at the whole picture — utilization 
review, quality, resource consumption, and dis-
charge planning.
• Starting in utilization review gives new case man-
agers an opportunity to understand medical criteria 
and clinical needs of patients before they move 
into the care coordination role.
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management and teach them what they need to 
know to work in your department,” she says. 

Wendy De Vreugd, RN, BSN, PHN, FNP, 
CCDS, MBA, senior director of case management 
services for Kindred Healthcare Hospital Division, 
Western Region, Hospital Division with headquar-
ters in Westminster, CA, suggests looking at new 
graduates from a master’s in nursing program with 
a focus in case management. “Many are ‘second 
career’ students and come with a wide variety of 
tested, proven skills, and transferrable in the work 
field, as well as more advanced critical thinking 
skills, even as they need to be supported in entry-
level nursing practice,” she says. 

Regardless of their background, good case man-
agers have to have passion for the job, says Brenda 
Keeling, RN, CPHQ, CCM, president of Patient 
Response, Inc., a Durant, OK-based healthcare 
consulting firm. “Case management entails look-
ing at everything. If the incentive and desire is not 
there, case managers are going to be just going 
through the motions. That’s what happens if you 
hire someone with no experience and no real desire 
to take on the case management role,” she says.

Keeling recommends hiring case managers who 
are willing to look at the whole picture — utiliza-
tion review, quality, resource consumption, and 
discharge planning.

Whether they are working for an insurer, a 
hospital, a physician office, or another area, case 
managers need a strong clinical background and 
knowledge of basic medical and surgical clinical 
information as it relates to appropriate care plans 
or patient progress, Kizziar says. “Regardless of 
the setting in which they practice, case managers 
need to be able to determine the appropriateness of 
recommendations being made by providers. There 
are those who believe you don’t have to have a 
clinical background to be a case manager and that 
case management can be taught. But having clini-
cal knowledge is a huge advantage, and it would 
be difficult to be a competent and effective case 
manager without it,” she says.

Kizziar recommends that new case managers 
have at least a year’s worth of clinical experience. 
In some settings, particularly hospitals and man-
aged care organizations, utilization review is a 
good place to start new case managers, she says. 

“Utilization review is very specific in terms of 
work flow. It involves using algorithms to work 
through most of the determination and gives new 
case managers the opportunity to understand med-
ical criteria and clinical needs as well as what both 

the provider and payer are looking for in terms of 
substantiating the need for services,” she says.

Starting in utilization review allows case manag-
ers to smoothly move into the care coordination 
role, which has more of a focus on progression of 
care, she says.  n

New LTACH case  
managers are mentored
Curriculum prepares for complex patients

Case managers who will work in a long-term 
acute care hospital (LTACH) in Kindred 

Healthcare’s Western Division go through a two-
part mentoring program — a four-week “onboard-
ing” program at a centralized location followed by 
an individualized six month to one year preceptor-
ship at their assigned hospital.

“The four-week onboarding period helps the 
new case managers adjust to the role, learn about 
the organizational culture and acquire the neces-
sary knowledge, skills and behaviors to become 
effective in their new role. We want to ensure that 
they have all the knowledge and tools they need 
for success in managing the care of their complex 
patient population,” says Wendy De Vreugd, RN, 
BSN, PHN, FNP, CCDS, MBA, senior director of 
case management services for Kindred Healthcare, 
Western Region, Hospital Division with headquar-
ters in Westminster, CA. 

To fill openings, De Vreugd recruits students 
who are graduating with a master of science in 
nursing (MSN) degree with a specialization in 
case management, as well as bedside nurses who 
already work for Kindred who may want to transi-
tion into case management. 

“MSN graduates have extensive education on 
case management theories but little clinical experi-
ence. The bedside RNs have clinical experience 
and are familiar with the company but have little 
case management knowledge. We had to develop a 
program to successfully onboard them together,” 
she says.

The onboarding curriculum includes modules 
on interpersonal communication and negotiation 
skills, such as dealing with different personality 
types, Kindred’s computer system and electronic 
medical record, and financial-related issues includ-
ing managed care and other payer requirements. 

The new case managers receive instruction in 
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utilization review, discharge planning, care coordi-
nation, clinical documentation improvement, and 
patient advocacy. They spend time with clinicians 
who provide complex care, including respiratory 
therapists, a wound care nurse, and an infection 
control nurse, and they spend a day with a bedside 
nurse to learn about the challenges of providing 
care for patients with multiple complex conditions 
in a long-term acute care setting, where lengths of 
stays average 25 days. 

After the month-long training program, new 
case managers go to their assigned hospital and 
work with a preceptor. During the first month 
with the preceptor, the new case managers sit 
down at the end of the week, reflect on the week’s 
events, and conduct a SWOT (strengths, weak-
nesses, opportunities, and trends) analysis. 

“The first year as a case manager is challenging. 
We encourage reflective thinking about where their 
strengths and weaknesses are, what their oppor-
tunities are, and where they feel threatened, such 
as if they are frightened to approach physicians or 
in dealing with more experienced colleagues. This 
helps get them in the habit of analyzing and think-
ing about how they are doing on a regular basis 
and how they may approach a situation differently 
to attain a positive outcome,” she says. The weekly 
SWOTs also give the trainees a “diary of sorts” 
which they can reflect upon and realize their prog-
ress later, she adds.

The case managers initially are assigned two to 
three cases and work on them under the supervi-
sion of the preceptor. “We start them with a small 
caseload and watch how they perform and gain 
proficiency. As they progress, we add patients 
to the caseload for a maximum of 15. This usu-
ally takes from one to three months. It is at this 

point that they start rapidly gaining experience. 
Mentorees are encouraged to constantly research 
new diagnoses they encounter,” she says.  n

EXECUTIVE SUMMARY
New case managers who work for Kindred 
Healthcare’s Western Region, Hospital Division go 
through an extensive education and mentoring pro-
gram to give them the tools they need to manage 
the care of complex patients.
• Case management trainees include graduates of 
master’s degree programs with a specialization in 
case management, and Kindred bedside nurses.
• New case managers attend a four-week “onboard-
ing” program that includes the organization’s mis-
sion and vision, and knowledge and skills needed for 
their new role. 
• They work with a preceptor for six months to a 
year, starting with one or two patients and gradually 
increasing their caseload.

HF program reduces 
readmissions by 49%
Coordination through continuum is key 

After Sharp Rees-Stealy Medical Centers 
implemented a heart failure disease manage-

ment program, 30-day readmissions for the San 
Diego-based medical group practice’s senior HMO 
patients discharged with a primary or secondary 
diagnosis of heart failure dropped by 49%.

“We analyzed data to identify trends in hos-
pital admissions and readmissions among our 
chronically ill population and targeted heart failure 
because it is a major cause of readmissions in the 
San Diego area. One of our goals is to decrease 
hospitalizations and give our patients a better qual-
ity of life,” says Janet Appel, RN, MSN, director 
of population health for Sharp Rees-Stealy.

In recognition of its innovative program, Sharp 
Rees-Stealy received the 2013 Doyle Award for 
Innovation and Leadership in Healthcare from 
MCG (formerly Milliman Care Guidelines). The 
medical group practice has more than 450 phy-
sicians and 21 locations and is part of Sharp 
HealthCare, with headquarters in San Diego.

A key element of the success of the program is 
developing a care team that works together and 
moves patients smoothly along the continuum of 
care without duplicating efforts and confusing 
patients, Appel says.

“Before we started this initiative, the inpatient 
and outpatient teams all had heart failure activi-
ties in place, but the effort was not consistent or 
coordinated. The hospital staff provided education 
and instruction while the discharge planners coor-
dinated future appointments and follow up. The 
patient also received post-discharge hospital calls 
and more education and follow-up calls from the 
physician office. It was all good information, but it 
was delivered by many sources and could be piece-
meal and confusing to the patient,” she says.

Now the patient and care team create a shared 
action plan that is communicated to every care-
giver along the way, driving patient-centered deci-
sion making, Appel adds. The educational process 
starts when patients are in the hospital and con-
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tinues after discharge. “No longer does everybody 
in the continuum start at the beginning, but they 
build on the education patients have received from 
other team members,” she says.

Care for heart failure patients is coordinated 
by a team of case managers who work seamlessly 
together. The heart failure care managers are the 
team leaders in the process and work with patients 
over the telephone from a central location. In addi-
tion, the team includes Sharp Rees-Stealy inpatient 
case managers who work in Sharp HealthCare 
hospitals and case managers embedded in primary 
care offices. 

The heart failure case managers and the rest of 
the team work with the patients to set goals and 
support them in working toward the goals. “A 
big part is determining the patient’s mindset and 
motivation. Each patient is very different in the 
way they want to approach care. For example, 
some may want to work only on their diet at 
first. Others choose an activity goal to pursue, 
while another may just try to accomplish weigh-
ing themselves each morning. We don’t try to tell 
them what to do, but we help them achieve small 
successes along the way working on the things 
they want to work on until they learn how to self-
manage their heart failure,” Appel says.

When a Sharp Rees-Stealy patient is admitted to 
the hospital with a diagnosis of heart failure, the 
Sharp Rees-Stealy inpatient case manager notifies 
the heart failure case manager and then visits the 
patient. During the visit, the inpatient case man-
ager explains the program, starts patient educa-
tion, and tells the patient to expect a call or visit 
from the heart failure case manager. The inpatient 

case manager and the heart failure care manager 
collaborate while the patient is in the hospital and 
let the patient know that when they see their doc-
tor, they will meet with the nurse embedded in the 
physician practice.

“Patients know that while their care will be 
coordinated by different nurses at different parts 
of the continuum, they all work together with 
the physician to provide coordinated care. When 
patients are discharged, they no longer feel like 
they’re receiving fragmented care but see their care 
coordination as a team effort,” Appel says.

When patients see their physician for follow up 
after being hospitalized, the case managers embed-
ded in the physician offices meet with the patients, 
accompany them into the examination room and 
stay while they see the physician, and share infor-
mation from the visit with the heart failure case 
manager. The nurses in the physician offices may 
see the patients briefly every time they come into 
the physician office or for a longer visit if they are 
alerted by the heart failure case manager that a 
patient is experiencing problems and would ben-
efit from face-to-face support.

The program provides patients with electronic 
scales that ask a series of questions and transmit 
data back to the heart failure care management 
team, which checks the data every day to make 
sure patients are doing well. 

The heart failure case managers may talk to the 
patient every day just after discharge then taper 
off to weekly calls. But when the data show that 
patients didn’t weigh themselves, have gained 
weight, or report signs or symptoms that indicate 
their condition is worsening, the heart failure case 
manager calls to find out what’s going on and 
intervenes. 

Each heart failure case manager has a caseload 
of about 140 patients at a time.

The case managers typically follow patients 
for six months. “We give them the tools for self 
care during the first few months. They learn to 
weigh themselves daily and what to do when signs 
and symptoms indicate problems. After about six 
months, patients know how to take care of them-
selves,” she says.

Part of the reason for the program’s success is 
that it maximizes the time of each clinician and 
eliminates duplication, creating a seamless transi-
tion between team members, Appel says.

“In this day and age, with the emphasis on 
readmissions, we have to be efficient. This pro-
gram takes all the resources we have and partners 

EXECUTIVE SUMMARY
Sharp Rees-Stealy Medical Center’s heart failure dis-
ease management program reduced readmissions 
for heart failure by 49%.
• The physician practice’s embedded case manager 
visits patients in the hospital, explains the program, 
and starts the educational process.
• A heart failure case manager contacts the patient 
by phone or in person before discharge, then follows 
the patient by telephone and monitors weight and 
other data transmitted from the electronic scale pro-
vided to patients.
• A case manager who works in the physician practice 
accompanies patients to their first follow-up visit 
and share the information with the heart failure case 
manager.
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them together to create a care team. Everyone is 
giving patients the same message, introducing the 
next person who will be working with them, and 
preparing patients for the next step. Patients feel 
cared for and know that everybody is working 
together,” Appel says.  n

Embedded crisis workers 
help decompress ED
Look to other health systems for solutions

With diminished funding for mental health 
(MH) services in Pennsylvania, patients with 

MH or substance use concerns have been present-
ing to area EDs, explains Michael Turturro, MD, 
FACEP, the chief of emergency services at the 
University of Pittsburgh Medical Center (UPMC)-
Mercy. “Over a two-to-three year period, while 
our overall volume in the ED went up by about 
20% to 25%, the volume of patients presenting 
for MH and/or addiction issues requiring inpatient 
care went up by more than 300%.”

As budget cuts forced the closing of area 
facilities that had been providing inpatient and 
outpatient care to MH patients, the situation at 
UPMC-Mercy reached a crisis stage by the sum-
mer of 2012. “Our ED became overburdened and 
overcrowded, with behavioral health and detoxi-
fication patients lining the hallways since we 
were one of the few facilities still providing both 
of those services,” says Turturro. “In 2009 … we 
had 2,150 visits for BH and addiction medicine. 
In 2012 we had nearly 7,000 visits.”

Hospital administrators as well as faculty 
and staff from Western Psychiatric Institute and 
Clinic of UPMC were all focused on the prob-
lem, but they realized that meaningful solutions 
were going to require a more comprehensive 
view, explains Turturro. “We pulled all of the 
stakeholders together to try looking at this as 
a community and as a region rather than as an 
individual hospital or an individual health sys-
tem,” he says.

This collaborative approach produced several 
interventions that have succeeded in not only eas-
ing some of the pressure on the ED, but also in 
reducing wait times and lengths of stay (LOS). 
Further, patients with MH or addiction-related 
issues are being linked with the kind of care and 
resources that they need in a much more expedi-

tious fashion, says Turturro.
Such swift progress in tackling an increasingly 

complex set of issues has attracted the attention 
of Urgent Matters, a national initiative funded 
by the Robert Wood Johnson Foundation, which 
recently presented to UPMC its Emergency Care 
Innovation of the Year Award.

Enlist assistance of crisis workers

One of the most visible changes that has been 
implemented in the ED is the addition of front-
line workers who essentially triage patients who 
have presented with MH or addiction needs. 
“These are workers from an outpatient, mobile 
crisis center [called re:solve] who we have hired 
to work for us,” explains Turturro. “What these 
people do is work with patients to determine if 
their needs require hospitalization or if they pri-
marily have social needs that are exhibiting them-
selves in a MH kind of a complaint.”

The re:solve workers are primarily bachelor’s-
level clinicians who have demonstrated abilities 
to perform MH-crisis services, explains Ellie 
Medved, RN, MSN, vice president of ambula-
tory services at Western Psychiatric Institute and 
Clinic. “They maintain their crisis identity, so 
they are still part of the crisis program,” she says.

Patients are always evaluated by emergency 
providers first to take care of any medical needs 
and perform medical screening exams; however, 
many of these patients still have social or BH 
issues that need to be addressed. In these cases, 
the emergency provider will hand the patient off 
to one of the crisis interventionists to work with 
them, notes Medved.

“What we wanted to do was some type of 
intervention that would expedite that ED visit, 
but then also give the person some tools or 
resources that might prevent future presentations 
to the ED,” says Medved. “So the emergency 
staff will identify the person, and then the crisis 
program staff will work with the individual while 
[he or she] is in the ED to help him or her transi-
tion back to the community.”

For instance, there might be a housing or 
transportation issue, or there might be a need for 
long-term outpatient treatment, says Medved. 
“The [crisis interventionists] take a problem-
identification-and-solving type of approach in 
the ED to get the person linked up with whatever 
they might need that brought them to the ED,” 
she says.
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Leverage community resources

The crisis interventionists are well-versed in 
what resources are available in the community 
because this type of knowledge is a backbone of 
the region’s crisis program. “We have to know 
what is out there, and we have made hundreds 
and hundreds of visits to different community ser-
vices, whether they involve housing, shelters, food 
banks, formal or informal treatment providers for 
behavioral health, spiritual organizations, or law 
enforcement,” explains Medved. “This is one of 
the reasons why we keep the [ED-based crisis inter-
ventionists] as part of the re:solve staff — so they 
can maintain the integrity of, and stay linked with, 
the program.”

When the crisis interventionists work with 
patients, they don’t create a typical ED discharge 
plan; it’s more of a game plan for how the per-
son can get through their crisis, adds Medved. 
“They’re not doing treatment planning, and they’re 
not focused on diagnosing,” she says. “They’re 
focused on what the person’s presentation is, and 
what kinds of skills and strengths they have to help 
them get through [their current crisis].”

For instance, it is very common for people who 
have MH or substance abuse problems to come 
to the ED when they need some type of interven-
tion because the ED is one resource that is readily 
available, notes Medved. “Knowing that people 
seek intervention in the ED when they are feeling 
really lousy, we wanted to put an intervention in 
there that they could access,” she says. “The idea 
is to give people skills and tools that can prevent 
them from having to rely on ED services, and train 
people on how to use community services.”

The roll-out of the approach in the ED, which 
began in January 2013, went smoothly, which was 
a bit of a surprise to Medved. “I thought it would 
be bumpier than it was, but interestingly enough, 
the emergency staff and [the crisis interventionists] 
found their way working together,” she says. “The 
ED staff have embraced the crisis workers because 
EDs are busy places, and all hands are appreci-
ated.”

Further, ED providers understand that the types 
of issues that the crisis interventionists deal with 
are typically not addressed in the ED, so they are 
relieved to have the added resource, notes Medved. 
“It is frustrating when a person comes in and you 
can’t address all of the issues that you see before 
you,” she says. “The crisis interventionists can pick 
up on all of those issues.”

An added bonus is that there is evidence that 
the crisis interventionists and emergency staff are 
picking up valuable techniques and information 
from each other. “Sometimes the emergency staff 
are expediting cases on their own because they 
have learned about a resource that they can share 
with a patient who doesn’t need to be with a crisis 
worker,” says Medved. “They are building off of 
each other’s skills.”

There are usually one or two crisis intervention-
ists working in the ED, depending on patient vol-
ume. “Their schedules are based on the ED’s peak 
times and days of the week when the ED sees the 
most patients requiring behavioral health interven-
tion — typically evenings and weekends,” adds 
Medved.

Begin discharge planning sooner

Along with the addition of the crisis interven-
tionists, hospital administrators have also made 
some other internal changes aimed at speeding 
throughput and meeting the surging demand for 
MH services. For example, to free up inpatient 
beds, the discharge planning process now begins 
as soon as a MH patient is admitted. “In the past, 
the common scenario was that someone would be 
ready for discharge, but needed to go to some type 
of environment between the hospital and home, 
and would have to wait several days for that 
[placement] to occur,” explains Turturro. “We 
have now been able to facilitate that in a much 
more timely manner, which has created inpatient 
space.”

The hospital has also instituted protocols that 
essentially get MH patients through their inpatient 
stays more quickly, adds Turturro.

Further, on the addiction medicine side, the 
hospital has worked with community partners to 
make sure that inpatient beds are preserved for 
those patients who are too sick to be detoxed in 
outpatient settings. For example, most patients 
requiring opioid detox services can be managed 
through an outpatient protocol handled by an 
outpatient rehabilitation center or an ambulatory 
detoxification program unless they are at risk for 
medical decompensation, says Turturro.

Such steps have eased pressure on the ED 
because BH and detox patients are no longer lin-
ing the hallways while they wait for inpatient 
space. “The only patients we were boarding were 
psych and detox patients, and our clinical decision 
unit, which was meant to be used as an extension 
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of the ED, had basically turned into a holding tank 
for patients who were too sick to leave because 
they were waiting for a detox or a MH bed,” he 
says. “The clinical decision unit is now being used 
as it was intended.”

In just one year, the interventions UPMC put in 
place have produced identifiable benefits. The time 
it takes for a detox patient to be seen in the ED has 
decreased from one hour to less than 15 minutes, 
and the time it takes for a patient to be admitted to 
a detox unit has gone from about 20 hours to six 
hours, explains Turturro.

“We are tracking the number of people who 
come in with a BH or addiction chief complaint 
… and we track the number of admissions,” he 
says. “What we are finding is that since we have 
put these interventions in place, the percentage of 
patients who are admitted has declined since we 
are applying that inpatient resource a little more 
appropriately.”

Reach out to other health systems

How much of what UPMC has done is general-
izable to other hospitals? It’s a question Turturro 
has pondered quite a bit in recent months. He 
notes that while every site is going to have its own 
unique challenges and solutions, there are some 
lessons other health systems can borrow from the 
UPMC experience. For example, Turturro advises 
hospital administrators to take steps toward break-
ing down the competitive walls that exist between 
different health systems, and try to approach the 
demand for MH services as a community. “If 
everyone pools their resources together, you will 
find there are gaps that can be filled by one system 
that may not be present in another system,” he 
says.

Further, Turturro advises hospital administra-
tors to thoroughly investigate what resources are 
available in their regions. “Until we started look-
ing, we really didn’t know how much we had 
within our community and within our county on 
the outpatient side that was really being under-
utilized,” he says. Find a way to tap into all the 
group homes, detox clinics, halfway houses, and 
other resources that can help patients get to the 
point where they can function independently in the 
community, he says.

To take this one step further, efforts are under-
way in Pennsylvania to create a statewide database 
of available beds for MH and addiction medicine 
so that placement can be found quickly for patients 

who need these services. “Maryland instituted a 
voluntary statewide database for these types of 
beds, and it is being used by about half of the hos-
pitals. It has been useful to frontline clinicians,” 
says Turturro. Such a resource is particularly valu-
able when you have patients who you cannot dis-
charge because it would be too unsafe, but the ED 
is not appropriate for the level of care that they 
require either, adds Turturro.

Many hospital systems may find that they can 
leverage area crisis services in much the same way 
that UPMC has done, but Medved encourages 
hospital and ED administrators to explore all of 
their options. “If you have a hospital that does not 
have behavioral health, you really have to start 
that conversation with a provider to learn about 
the various levels of care in behavioral health that 
are available,” she says. “In our situation, and I 
think in many situations, crisis services make the 
most sense, but there may be other types of indi-
viduals or program staff that make sense in your 
ED.”

One other important recommendation is to be 
sure to reach out to payers to ensure that they 
will support what you plan to do with MH, adds 
Medved. “Early on we connected with our payers 
and regulators just to make sure they were aware 
of what we were doing and that we had their sup-
port to move forward,” she says.

It is still too early to predict how healthcare 
reform will impact UPMC’s MH interventions, but 
Medved would not be surprised to see demand for 
MH services increase. “People who didn’t have 
access to this before may have access to it now. 
There may be new people in the system trying to 
learn how to navigate services,” she says. “When 
those types of things happen, you usually see a 
spike in the use of crisis services, so that may be 
the case, but it is too soon to tell.”  n

All the tools in the box 
and no one to use them
Underused methods to cut readmissions

You join a collaborative because you want 
access to data and ideas. Together you might 

find something out that individually you could 
not. That’s the theory. And it works. Over and 
over in healthcare there have been successful col-
laborative efforts on everything from heart attack 
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data to surgical infections. But according to a 
study in the November 2013 issue of the Journal 
of Hospital Medicine, hospitals aren’t using tools 
available to them in collaboratives designed to 
reduce rehospitalizations.1

The study looked at hospitals that were enrolled 
in one of two collaboratives: the State Action on 
Avoidable Rehospitalizations (STAAR) initiative, 
launched in 2009 by the Institute for Healthcare 
Improvement that operates in four states — 
Massachusetts, Michigan, Washington, and Ohio 
— and the Hospital to Home (H2H) project, spon-
sored by the American College of Cardiology. The 
STAAR project was designed to leverage commu-
nity organizations and hospital leaders, while H2H 
focused on specific patients — heart failure and 
myocardial infarction — and used a series of chal-
lenge projects to engage participants. 

The study in question received completed sur-
veys from 599 hospitals, says Leslie Curry, PhD, a 
senior researcher at the Global Health Leadership 
Institute at Yale and one of the study authors.

The surveys asked hospitals about the strategies 
they were using from the collaboratives, and the 
results were startling. Only just over half of the 
hospitals in both groups reported having quality 
improvement teams devoted to reducing readmis-
sions; half or fewer of the hospitals reported that 
they monitored how quickly discharge summaries 
were sent to primary care providers or whether 
patients had appointments with primary care phy-
sicians within seven days; less than 20% in either 
initiative measured if patients were being read-
mitted to another hospital; most of the hospitals 
in both programs did not have a pharmacist in 
charge of medication reconciliation; most patients 
did not get discharged with an appointment 
already made for follow-up care; and less than 
half the hospitals in either program had anyone 
follow up on pending test results that come in 
post-discharge.

The authors note in the paper that these strate-
gies have been in the literature as good ideas for a 
few years now, so what gives? Curry thinks that 
part of it is that the evidence base is not as clean 
as it could be. “Something like how to reduce 
your door-to-balloon time is a lot clearer than 
how to reduce your readmissions,” she says. She 
also notes that these are two very different col-
laboratives. STAAR is the big innovator, and it’s 
focused on what’s going on in four states, not 
four walls. It’s looking across stakeholders, so it 
could be that what this survey asks might not be 

applicable to the way these particular people are 
thinking.

She doesn’t want to take away from “great, 
well-meaning people” who are doing this work 
and finding progress slow. “Some people are see-
ing readmission rates falling, but maybe it’s hard 
to see what is considered statistically meaningful 
change. But there is still room for improvement. 
We have to figure out why, with all this effort, 
that is.”

A lot of the problem may be time and man-
power related — getting all the things done that 
recommendations suggest with the people on 
hand in the time required; it could be too much 
except on the slowest of days. “Nurses and 
pharmacists and social workers know what they 
have to do, and if they have time, they can do 
it. But this is very complex, to coordinate all the 
communications and all the paper,” Curry says. 
“And there is still uncertainty about what works. 
The evidence is not compelling. If there are two 
things you should do, which two? And are they 
the same two that the hospital across the street 
should do?”

So if you don’t know which two items are 
silver bullets, should you do nothing? No, she 
says. Choose three or four items from the list 
and you’ll probably improve your performance. 
Remember too that readmissions are not all 
about what happens in the hospital, but about 
what happens in the community. Increasingly, 
hospitals will have a financial stake in what 
takes place out there as well, so while Curry 
says it’s “kind of nebulous how to connect in a 
way with those other folks in other parts of the 
continuum,” it’s worth your while to start think-
ing about that now. In the not-to-distant future, 
you’ll come out ahead for having done so, and so 
will your patients.

“Look at the 10 strategies and think about 
your facility,” says Curry. “Focus on a few that 
you think will work best where you are. More is 
better, but be gentle, and pick something where 
you can do some internal tracking and get an 
easy early win. That boosts your ego so you can 
tackle some of the harder stuff.”

Lastly, Curry says if you have not made really 
good friends with everyone who works in the 
emergency department, do. They should be the 
quality departments’ best friends because no one 
knows better about the patients who come back 
into the hospital when they should not, “and this 
is an area for contribution and reaching out.”
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NQF endorses Medicare 
cost measure
Second try’s a charm

After a negative vote in October that led to 
further discussions and input, the National 

Quality Forum (NQF) Board of Directors finally 
endorsed a measure related to assessing the total 
cost of services for hospitalized Medicare benefi-
ciaries. The measure includes “costs incurred prior 
to, during, and following a hospital stay” and 
is used in the Centers for Medicare & Medicaid 
Services’ (CMS) Hospital Inpatient Quality 
Reporting Program and its Hospital Value-based 
Purchasing Program, according to a news release 
from NQF.

At its first pass before the board, some stake-
holders were concerned that there wasn’t enough 
risk adjustment for socioeconomic status, nor 
enough emphasis that the majority of cost driv-
ers occur in post-acute settings. NQF sought 
more input before bringing it forward again in 
December. 

In the news release, Christine K. Cassel, MD, 
president and CEO of NQF, said, “NQF works 
to foster constructive, collaborative discussions 
between knowledgeable stakeholders on the 
toughest issues affecting our healthcare system. 
The complex and controversial nature of this 
measure demanded further conversation, so NQF 
made sure members’ voices were effectively heard 
before any endorsement decision was made.”

The measure focuses on “how to hold hospitals 
accountable for providing high-quality, equitable 
care,” but still recognizing that some communities, 
like those who are economically disadvantaged, are 
more challenging to treat, according to the release. 
Hospitals also vary in how able they are to impact 

what happens after the patient leaves the hospital. 
NQF is working to address these issues, includ-

ing creating an expert panel that will zero in on risk 
adjustment and socioeconomic status. It will con-
vene in early 2014.  n

Hospital Report blog
For further analysis and discussion of topics important 
to hospital professionals, check out Hospital Report, 
AHC Media’s free blog at http://hospitalreport.blogs.
ahcmedia.com/. Case Management Advisor’s executive 
editor Russ Underwood and associate managing edi-
tor Jill Drachenberg both contribute.  n

n Opportunities in the new 
health homes

n Managing care for dual 
eligibles

n Health coaching: the 
new frontier

n Seniors need special care
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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.  

CNE INSTRUCTIONS 
Nurses participate in this continuing education program and earn 

credit for this activity by following these instructions.
1. Read and study the activity, using the provided references for 
further research.
2. Scan the QR code below or log on to www.cmecity.com to take a 
post-test; tests can be taken after each issue 
or collectively at the end of the semester. 
First-time users will have to register on the 
site using the 8-digit subscriber number 
printed on their mailing label, invoice or 
renewal notice. 
3. Pass the online tests with a score of 100%; 
you will be allowed to answer the questions 
as many times as needed to achieve a score 
of 100%. 
4. After successfully completing the last test of the 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 Brenda Keeling, RN, 
CPHQ, CCM, president Patient Re-
sponse, Inc. , in addition to orientation, 
new case managers need a true men-
toring program so they understand 
the job and everything involved. 

 A. True 
 B. False

2. What is the minimum amount of clini-
cal experience BK Kizziar, RN-BC, CCM, 
owner of BK & Associates, believes a 
case manager should have?

 A. Six months
 B. One year
 C. Two years
 D. Depends on their education

3. How long are Kindred HealthCare’s pre-
ceptorships?

 A. One month
 B. One year
 C. Six months to a year.
 D. Three to five months

4. What is the average caseload of Sharp 
Rees-Stealy’s telephonic heart failure 
case managers? 

 A. 140 
 B. 125
 C.100
 D. 75


