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 A Publication for Health Care Delivery System Professionals
 T H E O F F I C I A L P U B L I C AT I O N O F T H E A M E R I C A N C A S E M A N A G E M E N T A S S O C I AT I O N
 T E A R I N G D O W N B A R R I E R S :
 Case Management without Walls
 Program Targets High-Risk
 Individuals
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COLLABORATIVECASE MANAGEMENT
 W I N T E R 2 0 1 4 • V O L U M E 1 1 • I S S U E 0 4
 “Case management in hospital and health care systems is a collaborative practice model including patients, nurses, social workers, physicians, other practitioners, caregivers and the community. The case management process encompasses communication and facilitates care along a continuum through effective resource coordination. The goals of case management include the achievement of optimal health, access to care and appropriate utilization of resources, balanced with the patient’s right to self-determination.”
 Approved by ACMA membership, November 2002
 PUBLISHER
 L. Greg Cunningham, MHACEOACMA / Little Rock, [email protected]
 EDITOR
 Tyler NeeseDirector, Public Policy and CommunicationsACMA / Little Rock, [email protected]
 EDITORIAL STAFF
 Laura ChambersCommunications CoordinatorACMA / Little Rock, [email protected]
 EDITORIAL BOARD
 Reggie Allen, MBA, RNSystem Director, Clinical OperationsCHRISTUS Health • Irving, TXPaul Arias, RN, BSN, MISClinical Services Head/Site LeadActiveHealth Management • Chantilly, VAFrank B. Bellamy, RN, MSN, ACMInterim Director, Case ManagementRockford Memorial Hospital • Rockford, ILColleen Booz Dittrich, LMSW, CCMManager, Case ManagementThe University of Kansas Hospital • Kansas City, KSJoan Brueggeman, RN, BSN, CPUMClinical Manager, Utilization Management and Care CoordinationGundersen Health System • La Crosse, WIDani Hackner, MDMedical Director, Case ManagementCedars-Sinai Medical Center • Los Angeles, CATimothy Morrison, LCSW, ACMDirector, Clinical Support ServicesStanford Hospital and Clinics • Stanford, CAAnn Scotti, LCSW, ACMDirector, Care CoordinationSt. Peter’s University Hospital • New Brunswick, NJNancy Sullivan, MBA, CMACDirector, Case ManagementMassachusetts General Hospital • Boston, MA
 Collaborative Case Management is published bimonthly by the American Case Management Association (ACMA) 11701 West 36th Street, Little Rock, AR 72211 Telephone: 501-907-ACMA (2262).Subscription is a benefit of membership in ACMA. Memberships are available at $135.00 per year. Student membership is open to individuals enrolled in a full time academic program at $60.00 per year. More detail about membership categories is available at the ACMA website, www.acmaweb.org or by calling 501-907-2262.Photocopying: No part of this publication may be reproduced in any form or incorporated into any information retrieval system without the written permission of the copyright owner. For reprint permission, please contact ACMA, 11701 West 36th Street, Little Rock, AR 72211.The statements and opinions contained in the articles of Collaborative Case Management are solely those of the individual authors and contributors and not of the American Case Management Association. The Publisher and Editor disclaim responsibility for any injury to persons or property resulting from any ideas or products referred to in the articles or advertisements.Copyright © 2014 American Case Management Association. All rights reserved
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 16 Partners in Healing: Doctors, Lawyers and Case ManagersCindy Carlson, MSW, LCSW
 20 The Implications of Bagnall v. Sebelius on the Practice of Case ManagementPaul Arias, RN, BSN, MIS
 24 Building a Bridge with Post-Acute ProvidersJacqueline R. Dinterman, MA, LSWA
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With the last issue of Collaborative Case Management, we unveiled a new layout and design for the journal. The September-October issue was also the first issue to offer expanded content with the addition of an extra article. These enhancements were made based on your feedback that Collaborative Case Management is a valuable source for best practice information and issues impacting case management.
 With this issue, I am pleased to share even further changes and announce the availability of continuing education for ACMA’s nurse and social worker members. These practitioners will now have the opportunity to earn free continuing education credits by reading the publication and passing the associated online quizzes. These credits are approved toward ACM™ Certification renewal.
 We are also in the process of securing approval to provide CMEs, and will soon offer ACMA’s physician members the same opportunity to earn continuing education through Collaborative Case Management.
 Thank you for reading and for providing feedback that helps ensure Collaborative Case Management is a valuable and relevant resource for our industry. Most importantly, thank you for your continued support of ACMA.
 L. Greg Cunningham, MHAPublisher, Collaborative Case Management, CEO, ACMA
 3
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COLLABORATIVE CASE MANAGEMENT | ACMAWEB.ORG
 4
 Read Collaborative Case Management, Earn CEsFree continuing education credits are available to ACMA’s nurse and
 social worker members who read the publication and complete the associated online quizzes with a passing score of 80%. To obtain continuing education credits, members must:• Read Collaborative Case Management• Successfully complete and submit the associated online
 quiz located in the Members Only section of the ACMA website. To login, go to www.acmaweb.org/login
 • A certificate will be available for print and download upon successful completion of the quiz
 • Each issue’s continuing education opportunity expires after one year (365 days)
 CE DETAILS
 This activity meets the qualifications for 1.0 hour of continuing education credit for MFTs, LPCCs, LEPs, and/or LCSWs as required
 by the California Board of Behavioral Sciences (CEP #4591). ACMA is a provider approved by the California Board of Registered Nursing (Provider Number CEP #15413) for 1.2 contact hours (1.0 CE in 60-minute states).
 ACMA is also a provider approved by the Florida Board of Nursing for 1.2 nursing contact hours (based on 50-minute hour) and 1.0 nursing contact hour (based on 60-minute hour); and the Florida Board of Clinical Social Work, Marriage and Family Therapy and Mental Health Counseling for 1.0 hour of continuing education credit – CE Broker Course Tracking #20-430708.
 ACMA is also a recognized CE provider for nursing and social work in multiple other states. Readers are responsible for verifying requirements of the applicable licensing board in their state.
 Continuing education credits are approved toward ACM™ Certification renewal.
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» Benefi ts investigation
 − Real-time results by phone or within 1 hour by fax‡
 » Prior authorization coordination§
 » Home delivery as early as next business day||
 » Same-day retail pickup‡
 Patients with commercial insurance
 » $15 out-of-pocket costs for 97% of eligible patients with coupon*†
 − Maximum savings apply* − Please see Terms
 and Conditions
 Patients with Medicare Part Dor Medicaid insurance
 » Identifi cation of potentialalternative funding sources
 FULFILLMENT
 By using the ZYVOXassist Coupon (“The Coupon”), you acknowledge that you currently meet the eligibility criteria and will comply with the terms and conditions described below:» The Coupon is not valid for prescriptions that are eligible to be
 reimbursed, in whole or in part, by Medicaid, Medicare, or other federal or state health care programs (including any state prescription drug assistance programs and the Government Health Insurance Plan available in Puerto Rico, formerly known as “La Reforma de Salud”)
 » The Coupon is not valid for prescriptions that are eligible to be reimbursed by private insurance plans or other health or pharmacy benefi t programs which reimburse you for the entire cost of your prescription drugs
 » This one-time coupon has a maximum benefi t of $600. If a patient’s co-pay is $615 or less, the patient is responsible for paying $15. If a patient’s co-pay is $650, the patient is responsible for $50 ($650 – $600 = $50)
 » You must deduct the value received under this program from any reimbursement request submitted to your insurance plan, either directly by you or on your behalf
 » The Coupon cannot be combined with any other rebate/coupon, free trial, or similar offer for the specifi ed prescription
 » The Coupon will be accepted only at participating pharmacies
 » The Coupon is not health insurance» Offer good only in the US and Puerto Rico» The Coupon is limited to 1 per person during this offering period and
 is not transferable» Pfi zer reserves the right to rescind, revoke, or amend the program
 without notice» The Coupon and program expire 12/31/2014
 Oral ZYVOX has benefi ts and risks. There may be other options. To learn more about oral ZYVOX, please see the accompanying brief summary.
 There are no membership fees.
 For help processing the ZYVOXassist Coupon, call 1-888-240-8389.
 TERMS & CONDITIONS
 * This one-time coupon has a maximum benefi t of $600. If a patient’s co-pay is $615 or less, the patient is responsible for paying $15. If a patient’s co-pay is $650, the patient is responsible for $50 ($650 – $600 = $50).
 † IMS Rx Benefi t Design Data from January 2013 – March 2013. PBMs and health plans may change co-pay amounts for a product without notice.
 ‡ Access to a live representative from 8 AM to 8 PM EST, Monday to Friday (except holidays), at 855-23-ZYVOX (855-239-9869).§ Not all third-party insurance plans allow US Bioservices to provide PA assistance. In those cases, if permissible, US Bioservices will provide the plan-specifi c PA forms.
 ||Referrals submitted before 4 PM EST, Monday to Friday (except holidays), may be eligible for delivery as early as the next business day.
 INSURANCEINVESTIGATIONSUPPORT
 *Maximum benefi t of $600.
 Please see brief summary for indications and safety information on adjacent pages.
 $15OUT-OF-POCKET
 As low as
 Healthcare Professionals may visit ZYVOXassist.com or scan here and enter password ‘zyvoxassist’ to access the ZYVOXassist eCoupon.
 Call 855-239-9869 to speak with a live representative‡ from 8 AM to 8 PM EST Monday to Friday (except holidays).
 For patients prescribed oral ZYVOX
 Savings for eligible patients and insurance plan investigation
 S:7”S:9.5”
 T:8.375”T:10.875”
 B:8.625”B:11.125”
 ZYVX3X0626_ZYVOXassist_JournalAd_Print_r15.indd 1 10/1/13 7:43 PM
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ZYVOX® linezolid injection, tablets and for oral suspension Brief summary of prescribing information.
 INDICATIONS AND USAGE ZYVOX is indicated for the treatment of infections caused by susceptible strains of the designated microorganisms in the specific conditions listed below. ZYVOX is not indicated for the treatment of Gram-negative infections. It is critical that specific Gram-negative therapy be initiated immediately if a concomitant Gram-negative pathogen is documented or suspected [see Warnings and Precautions]. Nosocomial pneumonia caused by Staphylococcus aureus (methicillin-susceptible and -resistant isolates) or Streptococcus pneumoniae. Community-acquired pneumonia caused by Streptococcus pneumoniae, including cases with concurrent bacteremia, or Staphylococcus aureus (methicillin-susceptible isolates only). Complicated skin and skin structure infections, including diabetic foot infections, without concomitant osteomyelitis, caused by Staphylococcus aureus (methicillin-susceptible and -resistant isolates), Streptococcus pyogenes, or Streptococcus agalactiae. ZYVOX has not been studied in the treatment of decubitus ulcers. Uncomplicated skin and skin structure infections caused by Staphylococcus aureus (methicillin-susceptible isolates only) or Streptococcus pyogenes. Vancomycin-resistant Enterococcus faecium infections, including cases with concurrent bacteremia. To reduce the development of drug-resistant bacteria and maintain the effectiveness of ZYVOX and other antibacterial drugs, ZYVOX should be used only to treat or prevent infections that are proven or strongly suspected to be caused by susceptible bacteria. When culture and susceptibility information are available, they should be considered in selecting or modifying antibacterial therapy. In the absence of such data, local epidemiology and susceptibility patterns may contribute to the empiric selection of therapy. The safety and efficacy of ZYVOX formulations given for longer than 28 days have not been evaluated in controlled clinical trials.
 CONTRAINDICATIONS ZYVOX formulations are contraindicated for use in patients who have known hypersensitivity to linezolid or any of the other product components. Linezolid should not be used in patients taking any medicinal product which inhibits monoamine oxidases A or B (e.g., phenelzine, isocarboxazid) or within two weeks of taking any such medicinal product.
 WARNINGS AND PRECAUTIONS Myelosuppression (including anemia, leukopenia, pancytopenia, and thrombocytopenia) has been reported in patients receiving linezolid. In cases where the outcome is known, when linezolid was discontinued, the affected hematologic parameters have risen toward pretreatment levels. Complete blood counts should be monitored weekly in patients who receive linezolid, particularly in those who receive linezolid for longer than two weeks, those with pre-existing myelosuppression, those receiving concomitant drugs that produce bone marrow suppression, or those with a chronic infection who have received previous or concomitant antibiotic therapy. Discontinuation of therapy with linezolid should be considered in patients who develop or have worsening myelosuppression. Peripheral and optic neuropathies have been reported in patients treated with ZYVOX, primarily in those patients treated for longer than the maximum recommended duration of 28 days. In cases of optic neuropathy that progressed to loss of vision, patients were treated for extended periods beyond the maximum recommended duration. Visual blurring has been reported in some patients treated with ZYVOX for less than 28 days. Peripheral and optic neuropathy has also been reported in children. If patients experience symptoms of visual impairment, such as changes in visual acuity, changes in color vision, blurred vision, or visual field defect, prompt ophthalmic evaluation is recommended. Visual function should be monitored in all patients taking ZYVOX for extended periods (≥ 3 months) and in all patients reporting new visual symptoms regardless of length of therapy with ZYVOX. If peripheral or optic neuropathy occurs, the continued use of ZYVOX in these patients should be weighed against the potential risks. Spontaneous reports of serotonin syndrome including fatal cases associated with the co-administration of ZYVOX and serotonergic agents, including antidepressants such as selective serotonin reuptake inhibitors (SSRIs), have been reported. Unless clinically appropriate and patients are carefully observed for signs and/or symptoms of serotonin syndrome or neuroleptic malignant syndrome-like (NMS-like) reactions, linezolid should not be administered to patients with carcinoid syndrome and/or patients taking any of the following medications: serotonin re-uptake inhibitors, tricyclic antidepressants, serotonin 5-HT1 receptor agonists (triptans), meperidine, bupropion, or buspirone. In some cases, a patient already receiving a serotonergic antidepressant or buspirone may require urgent treatment with linezolid. If alternatives to linezolid are not available and the potential benefits of linezolid outweigh the risks of serotonin syndrome or NMS-like reactions, the serotonergic antidepressant should be stopped promptly and linezolid administered. The patient should be monitored for two weeks (five weeks if fluoxetine was taken) or until 24 hours after the last dose of linezolid, whichever comes first. Symptoms of serotonin syndrome or NMS-like reactions include hyperthermia, rigidity, myoclonus, autonomic instability, and mental status changes that include extreme agitation progressing to delirium and coma. The patient should also be monitored for discontinuation symptoms of the antidepressant. Mortality Imbalance in an Investigational Study in Patients with Catheter-Related Bloodstream Infections, including those with catheter-site infections. While causality has not been established, this observed imbalance occurred primarily in linezolid-treated patients in whom either Gram-negative pathogens, mixed Gram-negative and Gram-positive pathogens, or no pathogen were identified at baseline, but was not seen in patients with Gram-positive infections only. Linezolid is not approved and should not be used for the treatment of patients with catheter-related bloodstream infections or catheter-site infections. Linezolid has no clinical activity against Gram-negative pathogens and is not indicated for the treatment of Gram-negative infections. It is critical that specific Gram-negative therapy be initiated immediately if a concomitant Gram-negative pathogen is documented or suspected. Clostridium difficile associated diarrhea (CDAD) has been reported with use of nearly all antibacterial agents, including ZYVOX, and may range in severity from mild diarrhea to fatal colitis. Treatment with antibacterial agents alters the normal flora of the colon leading to overgrowth of C. difficile. C. difficile produces toxins A and B which contribute to the development of CDAD. Hypertoxin producing strains of C. difficile cause increased morbidity and mortality, as these infections can be refractory to antimicrobial therapy and may require colectomy. CDAD must be considered in all patients who present with diarrhea following antibiotic use. Careful medical history is necessary since CDAD has been reported to occur over two months after the administration of antibacterial agents. If CDAD is suspected or confirmed, ongoing antibiotic use not directed against C. difficile may need to be discontinued. Appropriate fluid and electrolyte management, protein supplementation, antibiotic treatment of C. difficile, and surgical evaluation should be instituted as clinically indicated. Unless patients are monitored for potential increases in blood pressure, linezolid should not be administered to patients with uncontrolled hypertension, pheochromocytoma, thyrotoxicosis and/or patients taking any of the following types of medications: directly and indirectly acting sympathomimetic agents (e.g., pseudoephedrine), vasopressive agents (e.g., epinephrine, norepinephrine), dopaminergic agents (e.g., dopamine, dobutamine). Lactic acidosis has been reported with the use of ZYVOX. In reported cases, patients experienced repeated episodes of nausea and vomiting. Patients who develop recurrent nausea or vomiting, unexplained acidosis, or a low bicarbonate level while receiving ZYVOX should receive immediate medical evaluation. Convulsions have been reported in patients when treated with linezolid. In some of these cases, a history of seizures or risk factors for seizures was reported. Postmarketing cases of symptomatic hypoglycemia have been reported in patients with diabetes mellitus receiving insulin
 or oral hypoglycemic agents when treated with linezolid, a reversible, nonselective MAO inhibitor. Some MAO inhibitors have been associated with hypoglycemic episodes in diabetic patients receiving insulin or hypoglycemic agents. While a causal relationship between linezolid and hypoglycemia has not been established, diabetic patients should be cautioned of potential hypoglycemic reactions when treated with linezolid. If hypoglycemia occurs, a decrease in the dose of insulin or oral hypoglycemic agent, or discontinuation of oral hypoglycemic agent, insulin, or linezolid may be required. Prescribing ZYVOX in the absence of a proven or strongly suspected bacterial infection or a prophylactic indication is unlikely to provide benefit to the patient and increases the risk of the development of drug-resistant bacteria.
 ADVERSE REACTIONS Clinical Trials Experience Because clinical trials are conducted under widely varying conditions, adverse reaction rates observed in the clinical trials of a drug cannot be directly compared to rates in the clinical trials of another drug and may not reflect the rates observed in practice. Adults The safety of ZYVOX formulations was evaluated in 2046 adult patients enrolled in seven Phase 3 comparator-controlled clinical trials, who were treated for up to 28 days. The most commonly reported drug-related adverse reactions leading to discontinuation in patients treated with ZYVOX were nausea, headache, diarrhea, and vomiting. The percent of drug-related adverse events in at least 1% of adult patients in a trial involving the treatment of uncomplicated skin and skin structure infection comparing ZYVOX 400 mg q12h (n=548) to clarithromycin 250 mg q12h (n=537) with at least 1 drug-related adverse reaction were 25.4 and 19.6 respectively. The percent of patients discontinuing drug due to drug-related adverse events were 3.5 and 2.4 respectively. The incidence of drug-related adverse events occurring in >1% of adult patients were diarrhea 5.3 and 4.8; nausea 3.5 and 3.5; headache 2.7 and 2.2; taste alteration 1.8 and 2.0; vaginal moniliasis 1.6 and 1.3; fungal infection 1.5 and 0.2; abnormal liver function tests 0.4 and 0.0; vomiting 0.9 and 0.4; tongue discoloration 1.1 and 0.0; dizziness 1.1 and 1.5; and oral moniliasis 0.4 and 0.0 respectively. The percent of drug-related adverse events in at least 1% of adult patients in all other indications of ZYVOX 600 mg q12h (n=1498) versus all other comparators§ (n=1464) with at least 1 drug-related adverse event was 20.4 and 14.3 respectively. The percent of adult patients discontinuing due to drug-related adverse events‡ was 2.1 and 1.7 respectively. The incidence of drug-related adverse events occurring in >1% of adult patients were diarrhea 4.0 and 2.7; nausea 3.3 and 1.8; headache 1.9 and 1.0; taste alteration 0.9 and 0.2; vaginal moniliasis 1.0 and 0.4; fungal infection 0.1 and <0.1; abnormal liver function tests 1.3 and 0.5; vomiting 1.2 and 0.4; tongue discoloration 0.2 and 0.0; dizziness 0.4 and 0.3; and oral moniliasis 1.1 and 0.4. Pediatric Patients The safety of ZYVOX formulations was evaluated in 215 pediatric patients ranging in age from birth through 11 years, and in 248 pediatric patients aged 5 through 17 years (146 of these 248 were age 5 through 11 and 102 were age 12 to 17). These patients were enrolled in two Phase 3 comparator-controlled clinical trials and were treated for up to 28 days. In the study of hospitalized pediatric patients (birth through 11 years) with Gram-positive infections, who were randomized 2 to 1 (linezolid:vancomycin), mortality was 6.0% (13/215) in the linezolid arm and 3.0% (3/101) in the vancomycin arm. However, given the severe underlying illness in the patient population, no causality could be established. The percent of pediatric patients treated for uncomplicated skin and skin structure infections|| with either ZYVOX (n=248) or cefadroxil (n=251) and with ≥1 drug-related adverse event occurring in more than 1% of patients were 19.2 and 14.1 respectively. The percent of pediatric patients discontinuing due to a drug-related adverse event was 1.6 and 2.4 respectively. The incidence of drug-related adverse events reported in more than 1% of pediatric patients (and more than 1 patient) were diarrhea 5.7 and 5.2; nausea 3.3 and 2.0; headache 2.4 and 0.8; loose stools 1.2 and 0.8; vomiting 1.2 and 2.4; generalized abdominal pain 1.6 and 1.2; localized abdominal pain 1.6 and 1.2; eosinophilia 0.4 and 0.4; vertigo 1.2 and 0.4 and pruritus at non-application site 0.4 and 0.0 respectively. The percent of pediatric patients treated for all other indications¶ with either ZYVOX (n=215) or vancomycin (n=101) and with ≥1 drug-related adverse event occurring in more than 1% of patients were 18.8 and 34.3 respectively. The percent of patients discontinuing due to a drug-related adverse event were 0.9 and 6.1 respectively. The incidence of drug-related adverse events reported in more than 1% of pediatric patients (and more than 1 patient) were diarrhea 3.8 and 6.1; nausea 1.4 and 0.0; loose stools 1.9 and 0.0; thrombocytopenia 1.9 and 0.0; vomiting 1.9 and 1.0; anemia 1.4 and 1.0; eosinophilia 1.4 and 0.0; oral moniliasis 0.9 and 4.0; pruritus at non-application site 0.0 and 2.0. Laboratory Abnormalities ZYVOX has been associated with thrombocytopenia when used in doses up to and including 600 mg every 12 hours for up to 28 days. In Phase 3 comparator-controlled trials, the percentage of adult patients who developed a substantially low platelet count (defined as less than 75% of lower limit of normal and/or baseline) was 2.4% (range among studies: 0.3 to 10.0%) with ZYVOX and 1.5% (range among studies: 0.4 to 7.0%) with a comparator. In a study of hospitalized pediatric patients ranging in age from birth through 11 years, the percentage of patients who developed a substantially low platelet count (defined as less than 75% of lower limit of normal and/or baseline) was 12.9% with ZYVOX and 13.4% with vancomycin. In an outpatient study of pediatric patients aged from 5 through 17 years, the percentage of patients who developed a substantially low platelet count was 0% with ZYVOX and 0.4% with cefadroxil. Thrombocytopenia associated with the use of ZYVOX appears to be dependent on duration of therapy (generally greater than 2 weeks of treatment). The platelet counts for most patients returned to the normal range/baseline during the follow-up period. No related clinical adverse events were identified in Phase 3 clinical trials in patients developing thrombocytopenia. Bleeding events were identified in thrombocytopenic patients in a compassionate use program for ZYVOX; the role of linezolid in these events cannot be determined [see Warnings and Precautions]. Changes seen in other laboratory parameters, without regard to drug relationship, revealed no substantial differences between ZYVOX and the comparators. These changes were generally not clinically significant, did not lead to discontinuation of therapy, and were reversible. The percent of adult patients with at least one substantially abnormal hematologic** value in patients treated with ZYVOX 400 mg q12h or clarithromycin 250 mg q12h for uncomplicated skin and skin structure infections were as follows: hemoglobin (g/dL) 0.9 and 0.0; platelet count (x 103/mm3) 0.7 and 0.8; WBC (x 103/mm3) 0.2 and 0.6; neutrophils (x 103/mm3) 0.0 and 0.2 respectively. The percent of adult patients with at least one substantially abnormal hematologic** value in patients treated with ZYVOX 600 mg q12h or a comparator§ were as follows: hemoglobin (g/dL) 7.1 and 6.6; platelet count (x 103/mm3) 3.0 and 1.8; WBC (x 103/mm3) 2.2 and 1.3 and neutrophils (x 103/mm3) 1.1 and 1.2 respectively. The percent of adult patients with at least one substantially abnormal serum chemistry†† value in patients treated with ZYVOX 400 mg q12h or clarithromycin 250 mg q12h for uncomplicated skin and skin structure infections were as follows: AST (U/L) 1.7 and 1.3; ALT (U/L) 1.7 and 1.7; LDH (U/L) 0.2 and 0.2; alkaline phosphatase (U/L) 0.2 and 0.2; lipase (U/L) 2.8 and 2.6; amylase (U/L) 0.2 and 0.2; total bilirubin (mg/dL) 0.2 and 0.0; BUN (mg/dL) 0.2 and 0.0; and creatinine (mg/dL) 0.2 and 0.0 respectively. The percent of adult patients with at least one substantially abnormal serum chemistry†† value in patients treated with ZYVOX 600 mg q12h or a comparator§ were as follows: AST (U/L) 5.0 and 6.8; ALT (U/L) 9.6 and 9.3; LDH (U/L) 1.8 and 1.5; alkaline phosphatase (U/L) 3.5 and 3.1; lipase (U/L) 4.3 and 4.2; amylase (U/L) 2.4 and 2.0; total bilirubin (mg/dL) 0.9 and 1.1; BUN (mg/dL) 2.1 and 1.5; and creatinine (mg/dL) 0.2 and 0.6 respectively. The percent of pediatric patients with at least one substantially abnormal hematologic‡‡ value in patients treated with ZYVOX or cefadroxil for uncomplicated skin and skin structure infections|| were as follows: hemoglobin (g/dL) 0.0 and 0.0; platelet count (x 103/mm3) 0.0 and 0.4; WBC (x 103/mm3) 0.8 and 0.8; neutrophils (x 103/mm3) 1.2 and 0.8 respectively. The percent of pediatric patients with at least one substantially
 ZYVX3X0626_ZYVOXassist_JournalAd_Print_BS_r15.indd 1 10/1/13 7:44 PM
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abnormal hematologic‡‡ value in patients treated with ZYVOX or vancomycin for any other indication¶ were as follows: hemoglobin (g/dL) 15.7 and 12.4; platelet count (x 103/mm3) 12.9 and 13.4; WBC (x 103/mm3) 12.4 and 10.3 and neutrophils (x 103/mm3) 5.9 and 4.3 respectively. The percent of pediatric patients with at least one substantially abnormal serum chemistrya value in patients treated with ZYVOX or cefadroxil for uncomplicated skin and skin structure infections|| were as follows: ALT (U/L) 0.0 and 0.0; lipase (U/L) 0.4 and 1.2; and creatinine (mg/dL) 0.4 and 0.0 respectively. The percent of pediatric patients with at least one substantially abnormal serum chemistrya value in patients treated with ZYVOX or vancomycin for any other indication¶ were as follows: ALT (U/L) 10.1 and 12.5; amylase (U/L) 0.6 and 1.3; total bilirubin (mg/dL) 6.3 and 5.2; and creatinine (mg/dL) 2.4 and 1.0 respectively. Postmarketing Experience The following adverse reactions have been identified during postapproval use of ZYVOX. Because these reactions are reported voluntarily from a population of uncertain size, it is not always possible to reliably estimate their frequency or establish a causal relationship to drug exposure. Myelosuppression (including anemia, leukopenia, pancytopenia, and thrombocytopenia) has been reported during postmarketing use of ZYVOX [see Warnings and Precautions]. Peripheral neuropathy, and optic neuropathy sometimes progressing to loss of vision, have been reported in patients treated with ZYVOX. Lactic acidosis has been reported with the use of ZYVOX [see Warnings and Precautions]. Although these reports have primarily been in patients treated for longer than the maximum recommended duration of 28 days, these events have also been reported in patients receiving shorter courses of therapy. Serotonin syndrome has been reported in patients receiving concomitant serotonergic agents, including antidepressants such as selective serotonin reuptake inhibitors (SSRIs) and ZYVOX [see Warnings and Precautions]. Convulsions have been reported with the use of ZYVOX [see Warnings and Precautions]. Anaphylaxis, angioedema, and bullous skin disorders such as those described as Stevens-Johnson syndrome have been reported. Superficial tooth discoloration and tongue discoloration have been reported with the use of linezolid. The tooth discoloration was removable with professional dental cleaning (manual descaling) in cases with known outcome. Hypoglycemia, including symptomatic episodes, has been reported [see Warnings and Precautions].
 DRUG INTERACTIONS Monoamine Oxidase Inhibitors Linezolid is a reversible, nonselective inhibitor of monoamine oxidase. Adrenergic and Serotonergic Agents Linezolid has the potential for interaction with adrenergic and serotonergic agents.
 USE IN SPECIFIC POPULATIONS Pregnancy Teratogenic Effects – Pregnancy Category C Linezolid was not teratogenic in mice, rats, or rabbits at exposure levels 6.5-fold (in mice), equivalent to (in rats), or 0.06-fold (in rabbits) the expected human exposure level, based on AUCs. However, embryo and fetal toxicities were seen (see Non-teratogenic Effects). There are no adequate and well-controlled studies in pregnant women. ZYVOX should be used during pregnancy only if the potential benefit justifies the potential risk to the fetus. Non-teratogenic Effects In mice, embryo and fetal toxicities were seen only at doses that caused maternal toxicity (clinical signs and reduced body weight gain). A dose of 450 mg/kg/day (6.5-fold the estimated human exposure level based on AUCs) correlated with increased postimplantational embryo death, including total litter loss, decreased fetal body weights, and an increased incidence of costal cartilage fusion. In rats, mild fetal toxicity was observed at 15 and 50 mg/kg/day (exposure levels 0.22-fold to approximately equivalent to the estimated human exposure, respectively, based on AUCs). The effects consisted of decreased fetal body weights and reduced ossification of sternebrae, a finding often seen in association with decreased fetal body weights. Slight maternal toxicity, in the form of reduced body weight gain, was seen at 50 mg/kg/day. In rabbits, reduced fetal body weight occurred only in the presence of maternal toxicity (clinical signs, reduced body weight gain and food consumption) when administered at a dose of 15 mg/kg/day (0.06-fold the estimated human exposure based on AUCs). When female rats were treated with 50 mg/kg/day (approximately equivalent to the estimated human exposure based on AUCs) of linezolid during pregnancy and lactation, survival of pups was decreased on postnatal days 1 to 4. Male and female pups permitted to mature to reproductive age, when mated, showed an increase in preimplantation loss. Nursing Mothers Linezolid and its metabolites are excreted in the milk of lactating rats. Concentrations in milk were similar to those in maternal plasma. It is not known whether linezolid is excreted in human milk. Because many drugs are excreted in human milk, caution should be exercised when ZYVOX is administered to a nursing woman. Pediatric Use The safety and effectiveness of ZYVOX for the treatment of pediatric patients with the following infections are supported by evidence from adequate and well-controlled studies in adults, pharmacokinetic data in pediatric patients, and additional data from a comparator-controlled study of Gram-positive infections in pediatric patients ranging in age from birth through 11 years [see Indications and Usage]: nosocomial pneumonia, complicated skin and skin structure infections, community-acquired pneumonia (also supported by evidence from an uncontrolled study in patients ranging in age from 8 months through 12 years), vancomycin-resistant Enterococcus faecium infections. The safety and effectiveness of ZYVOX for the treatment of pediatric patients with the following infection have been established in a comparator-controlled study in pediatric patients ranging in age from 5 through 17 years: uncomplicated skin and skin structure infections caused by Staphylococcus aureus (methicillin-susceptible strains only) or Streptococcus pyogenes. Pharmacokinetic information generated in pediatric patients with ventriculoperitoneal shunts showed variable cerebrospinal fluid (CSF) linezolid concentrations following single and multiple dosing of linezolid; therapeutic concentrations were not consistently achieved or maintained in the CSF. Therefore, the use of linezolid for the empiric treatment of pediatric patients with central nervous system infections is not recommended. The pharmacokinetics of linezolid have been evaluated in pediatric patients from birth to 17 years of age. In general, weight-based clearance of linezolid gradually decreases with increasing age of pediatric patients. However, in preterm (gestational age < 34 weeks) neonates < 7 days of age, linezolid clearance is often lower than in full-term neonates < 7 days of age. Consequently, preterm neonates < 7 days of age may need an alternative linezolid dosing regimen of 10 mg/kg every 12 hours. In limited clinical experience, 5 out of 6 (83%) pediatric patients with infections due to Gram-positive pathogens with minimum inhibitory concentrations (MICs) of 4 mcg/mL treated with ZYVOX had clinical cures. However, pediatric patients exhibit wider variability in linezolid clearance and systemic exposure (AUC) compared with adults. In pediatric patients with a sub-optimal clinical response, particularly those with pathogens with MIC of 4 mcg/mL, lower systemic exposure, site and severity of infection, and the underlying medical condition should be considered when assessing clinical response. Geriatric Use Of the 2046 patients treated with ZYVOX in Phase 3 comparator-controlled clinical trials, 589 (29%) were 65 years or older and 253 (12%) were 75 years or older. No overall differences in safety or effectiveness were observed between these patients and younger patients, and other reported clinical experience has not identified differences in responses between the elderly and younger patients, but greater sensitivity of some older individuals cannot be ruled out.
 OVERDOSAGE In the event of overdosage, supportive care is advised, with maintenance of glomerular filtration. Hemodialysis may facilitate more rapid elimination of linezolid. In a Phase 1 clinical trial, approximately 30% of a dose of linezolid was removed during a 3-hour hemodialysis session beginning 3 hours after the dose of linezolid was administered. Data are not available for removal of linezolid with peritoneal dialysis or hemoperfusion. Clinical signs of acute toxicity in animals were decreased activity and
 ataxia in rats and vomiting and tremors in dogs treated with 3000 mg/kg/day and 2000 mg/kg/day, respectively.
 PATIENT COUNSELING INFORMATION Patients should be counseled that antibacterial drugs including ZYVOX should only be used to treat bacterial infections. They do not treat viral infections (e.g., the common cold). When ZYVOX is prescribed to treat a bacterial infection, patients should be told that although it is common to feel better early in the course of therapy, the medication should be taken exactly as directed. Skipping doses or not completing the full course of therapy may (1) decrease the effectiveness of the immediate treatment and (2) increase the likelihood that bacteria will develop resistance and will not be treatable by ZYVOX or other antibacterial drugs in the future. Patients should be advised that: ZYVOX may be taken with or without food. They should inform their physician if they have a history of hypertension. Large quantities of foods or beverages with high tyramine content should be avoided while taking ZYVOX. Foods high in tyramine content include those that may have undergone protein changes by aging, fermentation, pickling, or smoking to improve flavor, such as aged cheeses, fermented or air-dried meats, sauerkraut, soy sauce, tap beers, and red wines. The tyramine content of any protein-rich food may be increased if stored for long periods or improperly refrigerated. They should inform their physician if taking medications containing pseudoephedrine HCl or phenylpropanolamine HCl, such as cold remedies and decongestants. They should inform their physician if taking serotonin re-uptake inhibitors or other antidepressants. Phenylketonurics: Each 5 mL of the 100 mg/5 mL ZYVOX for Oral Suspension contains 20 mg phenylalanine. The other ZYVOX formulations do not contain phenylalanine. Contact your physician or pharmacist. They should inform their physician if they experience changes in vision. They should inform their physician if they have a history of seizures. Diarrhea is a common problem caused by antibiotics, which usually ends when the antibiotic is discontinued. Sometimes after starting treatment with antibiotics, patients can develop watery and bloody stools (with or without stomach cramps and fever) even as late as two or more months after having taken the last dose of the antibiotic. If this occurs, patients should contact their physician as soon as possible. Inform patient, particularly those with diabetes mellitus that hypoglycemic reactions, such as diaphoresis and tremulousness, along with low blood glucose measurements may occur when treated with linezolid. If such reactions occur, patients should contact a physician or other health professional for proper treatment. § Comparators included cefpodoxime proxetil 200 mg PO q12h; ceftriaxone 1 g IV q12h;
 dicloxacillin 500 mg PO q6h; oxacillin 2 g IV q6h; vancomycin 1 g IV q12h. || Patients 5 through 11 years of age received ZYVOX 10 mg/kg PO q12h or cefadroxil
 15 mg/kg PO q12h. Patients 12 years or older received ZYVOX 600 mg PO q12h or cefadroxil 500 mg PO q12h.
 ¶ Patients from birth through 11 years of age received ZYVOX 10 mg/kg IV/PO q8h or vancomycin 10 to 15 mg/kg IV q6-24h, depending on age and renal clearance.
 ** <75% (<50% for neutrophils) of Lower Limit of Normal (LLN) for values normal at baseline; <75% (<50% for neutrophils) of LLN and of baseline for values abnormal at baseline.
 †† >2 x Upper Limit of Normal (ULN) for values normal at baseline; >2 x ULN and >2 x baseline for values abnormal at baseline.
 ‡‡ <75% (<50% for neutrophils) of Lower Limit of Normal (LLN) for values normal at baseline; <75% (<50% for neutrophils) of LLN and <75% (<50% for neutrophils, <90% for hemoglobin if baseline <LLN) of baseline for values abnormal at baseline.
 a >2 x Upper Limit of Normal (ULN) for values normal at baseline; >2 x ULN and >2 (>1.5 for total bilirubin) x baseline for values abnormal at baseline.
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 TEARING DOWN BARRIERS:Case Management without Walls Program Targets High-Risk IndividualsTodd McClure Cook, MBA, MSW-C, CHCQM, FAIHQTHIS AUTHOR HAS NO FINANCIAL RELATIONSHIPS WITH COMMERCIAL INTERESTS TO DISCLOSE.
 High-risk individuals are significantly at risk for frequent readmission to the hospital as well as for poor health outcomes and even death. Many of these individuals have specific psychosocial issues that are not always evident or able to be addressed within the confines of the hospital setting. To intervene and keep patients well and in their own residences, Cottage Health System began its “Case Management without Walls” program at Santa Barbara Cottage Hospital. The health system hired a full-time case manager who, although an employee of the hospital’s case management department, works on the streets of the community to reach these high-risk patients.
 LEARNING OBJECTIVES
 1. Identify three patient populations who could be targeted for interventions by a community case manager.
 2. Outline important functions of the community case manager.
 3. List basic skill sets needed for competency in this role.
 ABOUT THE ORGANIZATION
 Cottage Health System is based in Santa Barbara, Calif. The regional health care system includes the Santa Barbara Cottage Hospital, a trauma level two teaching hospital on California’s central coast. It is the single, not-for-profit provider of acute hospital care in the greater Santa Barbara region. It also includes
 the Cottage Children’s Hospital, Cottage Rehabilitation Hospital, Goleta Valley Cottage Hospital, and Santa Ynez Valley Cottage Hospital. With four separate campuses, the health care system has 588 licensed beds and an operating budget of more than $1.2 billion.
 A COMPLEX POPULATION
 One could say that Richard (name changed) inspired the “Case Management without Walls” program at Santa Barbara Cottage Hospital. Richard is in his early 20s. He has Type I diabetes, and he is homeless. He engages in addictive behavior including illegal drug use and alcoholism. In 18 months, Richard came to Santa Barbara Cottage Hospital 55 times and was admitted 23 times to the critical care unit. His hospital visits resulted from both his
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 behavioral problems and his diabetes. Each time he came in, he was a little bit worse. He began to have trouble with his eyesight as a result of his diabetes, and he began to show symptoms of cardiomyopathy, which could lead to congestive heart failure. If something did not change, hospital staff feared that Richard was not going to live to age 30.
 What the hospital was doing to treat him was not working because Richard either could not or would not receive the necessary post-acute care. Additionally, Richard was a costly patient. His hospital visits had cost about $450,000, of which the hospital received $30,000 in reimbursements. What was happening was unsustainable on many levels.
 To truly address the wellness needs of patients like Richard, Cottage Health System decided to step back in order to gain a global perspective of why and how these patients were not receiving the care they needed that eventually caused them to return to the emergency department (ED). After identifying several gaps in the continuum of care, Cottage Health System designed the “Case Management without Walls” program, which is “street” or “community” case management targeted at high-risk individuals, such as Richard, who are at risk for continued readmission and eventual death.
 WHERE IT BEGAN
 Several years ago, Santa Barbara Cottage Hospital began looking at the use of its ED services. Many people were inappropriately using the ED in large part because they were not educated about the appropriate health resources they should have been using and how to access them, or because they had developed a reliance on the relative convenience and comfort of the ED.
 The case management department focused on 20 individuals who were the most frequent users of the ED. They accounted for 860 visits to the ED in one year. The hospital implemented some intensive case management resources in 2010, including increasing access to non-emergency and preventative care. In 2013, the number of visits from those 20 individuals was reduced to 13, representing a savings of almost $1.8 million to the organization.
 After overhauling its intensive care management resources, Cottage Health System wanted to focus on improving its acute care services. To accomplish this, the hospital pulled
 data on patients with frequent hospital admissions to determine whether the admissions were inappropriate, or if they could have been avoided with better health care or better patient education.
 Richard was one example of the kind of cases that were costly in terms of negative health outcomes and revenue. Drawing from its mission and vision to provide superior health care according to its “core values of excellence, integrity and compassion,” Cottage Health System decided the best way to prevent overuse of its acute services was to intervene before the patient was sick enough to require hospital admission.
 The hospital administration created the “Case Management without Walls” program that involved a community-based case manager to identify high-risk individuals who had received care at the organization and to follow-up with them after discharge. In order to be considered for the program, a patient must meet at least three of the following criteria:• Five or more hospital admissions
 within a year• Several chronic, complex
 comorbidities (such as COPD, CHF, DO)
 • Co-recurring mental health issues (such as severe depression or schizophrenia)
 • Psychosocial barriers (primarily homelessness)
 • Drug abuse• Limited access to funding
 Starting from an evidence-based and a literature-based framework, the program is designed to handle a caseload of 20 to 40 patients. The case mix is 25% dual eligible patients from the Depression-era age cohort. These patients are most likely to at least trigger the “five or more hospital admissions” criterion and the “chronic complex comorbidities” criterion for referral to the program. The remaining 75% of the case mix is any patient of any age that meets at least three of the requirements. The goal of the program is to create a successful transition and linkage of the patient to resources available within the community, so a patient is discharged from the program upon meeting specific objectives, such as meeting with his or her PCP regularly or demonstrating compliance with his or her blood monitoring.
 Using Richard as an example, the community-based case manager monitors specific health metrics with him, such as his blood glucose levels to manage his diabetes. In the past the poor management of his glucose levels combined with alcohol often sent Richard’s health spiraling, so he would present to the hospital. The idea behind the “Case Management without Walls” program is to educate and encourage Richard while he is in the community so that he has the tools, support and education he needs to maintain his health and prevent him from being readmitted to the hospital.
 If Richard is admitted, the community case manager ensures that prior to discharge he has an appointment with the county clinic. If necessary, she may visit the places he is known to stay, such as the beach, to find him. Then, she will drive him to his appointment. With Richard’s permission, she may even attend the primary care appointment with him. During this appointment she can make the physician aware of any ongoing issues, and later she can reinforce the care plan by reviewing with Richard the physician’s instructions.
 The community case manager might also take Richard to the laboratory to have his blood drawn when needed and if necessary, pick him up at the beach every day to take him to Alcoholics Anonymous meetings. When Richard tries to get to the meetings by himself, he gets distracted en route and does not attend. Having the case manager take him to the meetings ensures that he is engaged and receiving the support he needs to overcome certain psychosocial issues that affect his health.
 INTENSIVE MODEL
 As illustrated by the community case manager’s interaction with Richard, the role is part of an intensive case management type of model. The case manager is involved in face-to-face exchanges with individuals, intervening with patients who may not be compliant, due to choice or lack of resources, with their care plan. To ensure the case manager’s safety during these exchanges, the case manager is required to complete formalized assaultive behavior training.
 The community case manager identifies patients that are at high risk for readmission and develops care intervention strategies to
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 change the behaviors of these individuals. The interventions are assessed to determine their effectiveness so that the successful ones can be replicated. Drawing from Project BOOST, Project RED, the Coleman model, the Housing First model, and a global health care consulting firm, Cottage Health is in the process of
 creating an eclectic methodology of intervention called the Cottage Intervention.
 Because these interventions can require clinical and psychosocial expertise, the position was open to both social worker and nurse applicants. To be considered for the job, the applicants had to have experience with
 different health populations and patient-centered care, be able to quickly build relationships, and be able to creatively strategize in addition to having clinical acumen. Possessing this skill set and flexibility would enable the community case manager to achieve positive outcomes for the patients and the
 Cottage Health System Job DescriptionPOSITION TITLE: Community Case Manager
 JOB PURPOSE: The Community Case Manager (CCM) is responsible for supporting safe and sustainable transitions of care for patients of the hospitals of the Cottage Health System (CHS) who have been determined high-risk, or substantially at-risk for readmission, or who have failed to comply with essential care management planning to the detriment of the patient’s health and well-being.
 MAJOR ACCOUNTABILITIES:1. Provides clinical and/or care management services to selected patients
 • Percentage of time: 75%2. Assures quality patient care in daily operations at the individual level
 • Percentage of time: 10%3. Develops and assists in measuring efficient operations
 • Percentage of time: 5%4. Provides programmatic leadership, while fostering, engaging and continuously supporting collaboration
 with the CHS organization and its community care partners• Percentage of time: 5%
 5. Supports and fosters an environment and experience focused on quality and value• Percentage of time: 5%
 QUALIFICATIONS:
 Level of Education:• Minimum: RN or MSW• Preferred: BSN
 Certifications, Licenses, Registrations:• Minimum: Current, non-restricted California Registered Nurse license [for RN]. Valid class “C” California Driver License.
 Verification of acceptable driving record from the California Department of Motor Vehicles.• Preferred: Licensed Clinical Social Worker (LCSW) [if MSW]
 Technical Requirements:• Minimum: Knowledge of advanced clinical standards, practices, and procedures for managing high-risk/at-risk patient
 populations; Knowledge of payer standards, guidelines and regulations; Knowledge of, and skill in, the use of personal computer and related software; Knowledge of the normal signs of aging, including growth and development, and ability to provide age appropriate care; Knowledge of signs and symptoms of, and reporting mechanism for, suspected abuse or neglect; Skill in teaching, using theories of adult learning in individual and classroom situations.
 Years of Related Work Experience:• Minimum: Minimum of two years direct patient care experience in an acute care setting, or in managing high-risk patient
 populations in like programming. Other direct patient care experience may be considered.• Preferred: Previous experience as a community-based case manager working in conjunction with a hospital or health care
 system-based programming.
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 hospital. After reviewing candidates from a variety of backgrounds, Cottage Health hired an advanced practice nurse to fill the role.
 Cottage Health designed the “Case Management without Walls” program to address the needs of a variety of patients. The community case manager may work with someone like Richard, who is alcoholic, homeless, and living on the beach, or she may work with senior citizens, particularly those from the Depression-era who equate going to a physician with sickness and even death. These seniors avoid going to their physician and, therefore, are susceptible to developing complex chronic conditions that could be avoided with timely intervention. Left untreated, a cough, cold, or flu might not go away and could turn into more serious respiratory or cardiac problems. The hospital hopes the case manager can work with these seniors to encourage them to visit their primary care physician regularly so that they can stay healthy in their own homes and avoid multiple hospitalizations.
 If a senior citizen is hospitalized, the case manager might follow-up and ensure these patients see their primary care provider in the days or weeks immediately after discharge from the hospital. The case manager might follow-up to make sure their prescriptions were filled, that they are taking their medications, and taking them as prescribed. The case manager could also perform a home visit to see if the patient understands and is compliant with the care plan.
 WORKING WITH PARENTS AND CHILDREN
 Cottage Health System has also identified another group that needed to be educated about the importance of preventive health care at an appropriate level of care. Rather than taking their children to their primary care
 pediatrician for well child visits, some parents were relying on the Cottage Health System ED to treat an ill child.
 After taking time to speak with these parents to determine why they were not using primary care physicians, Cottage Health identified that many of them could not afford to miss work to care for a sick child during regular office hours. To solve this issue, case management was able to connect these families with primary care practices and physicians who kept evening office hours so the parents would not have to miss work to take a child to a physician.
 When Cottage Health was able to educate the parents about the importance of taking the children to a physician for preventive care, they were able to reduce ED visits by 5 to 10%. Another area hospital – with a similar population of patients – that did not perform any intervention saw rates increase 15 to 20%, according to CenCal Health (the local Medi-Cal managed payer) data.
 LEADING A COLLABORATIVE
 While Santa Barbara Cottage’s “Case Management without Walls” initiative is one way the hospital can contribute to improving the health of the surrounding community, as a health system Cottage Health is also leading a collaborative within the county.
 The health system partnered with several agencies to create and manage Santa Barbara’s first collaborative patient-centered medical home model. The model involves the Cottage Health System, CenCal Health, Santa Barbara County Health System, American Indian Health Services, Santa Ynez Valley Tribal Clinics, and Santa Barbara Neighborhood Clinics.
 The goal is to create a channel for transitional hand-off of high-risk, difficult-to-service populations and to achieve a new avenue for
 population-based management with risk/incentive payments from CenCal Health. By bringing these partners to the table, the health system plans to reduce hospitalizations and readmissions, encourage more wellness within the county, and stabilize or improve the chronic conditions of complex patients. By achieving these goals, the partnership will save lives and decrease costs for the hospital, patients and community.
 The metrics for success are whether the program is reducing hospitalizations and readmissions. While the hospital currently has satisfactory readmission rates and metrics, the challenge now is to maintain that success in the future. As more hospitals implement programs, like Cottage Health’s “Case Management without Walls” program, the creative and innovative measures can be replicated by other institutions looking for better methods that will streamline and sustain their own transitions of care programs.
 ABOUT THE AUTHORTodd McClure Cook, MBA, MSW-C, CHCQM, FAIHQ, the director of care management for the hospitals of the Cottage Health System based in Santa Barbara, Calif., from 2006 to 2013. Mr. Cook is currently the Chief Care Management Officer for Providence Health & Services, Southern California Region. He is a tenured health care executive, with more than 20 years working nationally in senior leadership roles with hospitals and health systems. He earned his bachelor’s degree from George Mason University in Fairfax, Va., and his master’s degree in business administration from California Pacific University in Escondido, Calif. He is currently a candidate for his master’s degree in social work from the University of Southern California in Los Angeles.
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 How to Establish and Advance a Career in Hospital Case ManagementSharon Mass, PhD, LCSW g Linda Van Allen, RN, PHN, CPUM, ACM g Christy Whetsell, BSN, RN, MBA, ACMTHIS AUTHOR HAS NO FINANCIAL RELATIONSHIPS WITH COMMERCIAL INTERESTS TO DISCLOSE.
 The demand for skilled, qualified case managers continues to rise in order to meet the requirements of health care reform and the needs of a growing population of elderly, complex patients. To aid professionals seeking entry into the field of case management or case managers searching for sound advice to give when asked how to become a hospital case manager, ACMA sought input from three ACMA leaders – both past and present. Sharon Mass (SM), PhD, LCSW, is the current president of ACMA. Linda Van Allen (LVA), RN, PHN, CPUM, ACM, is the immediate past president, and Christy Whetsell (CW), BSN, RN, MBA, ACM, is the president-elect. These innovators in hospital case management also addressed how to become a director or advance in case management once an individual secures his or her first job in the field.
 LEARNING OBJECTIVES
 1. List the recommended education, years of experience and credentials for a hospital case manager.
 2. Identify common functions of case managers within the hospital setting.
 3. Explain how a case manager can obtain a leadership position at his or her organization.
 How did you enter the field of hospital case management?SM: I was the Director of Utilization Management and Social Work at Cedars-Sinai Medical Center in Los Angeles. It was clear that with managed care and capitation, our work processes required redesign. Working with an interdisciplinary in-hospital team, we developed the concept of a case management approach which blended the UM and social work role. We have since redefined our processes, but in essence we are looking at the full continuum of care delivery.
 LVA: In 1990, I was working part time as a staff nurse in Labor and Delivery at a community hospital that started a pre-natal clinic for Medicaid patients. They needed a Spanish-speaking case manager to support the clinic patients. I didn’t have any case management experience, but since I could speak Spanish fluently, I got the job. I loved being able to work with patients and families to connect them to community services. The role was a wonderful experience and enabled me a few years later to get my first full-time job as a hospital case manager.
 CW: I entered the field of case management after having a wide experience in medical/surgical, ICU and emergency room nursing experiences. I was looking for a new challenge, and the development of this new department called “Care Management” was just the thing I was looking for. It enabled me to benefit the patient and the organization by combining my passion for patient care and my desire to do
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 meaningful work with the financial aspect of health care.
 What are some factors that one should consider before pursuing a career in hospital case management?SM: Although the work is exciting and challenging, it also has inherent pressures to make brief assessments, determine patient needs, and fulfill many roles of case management. If one is comfortable with change, crisis management, advocacy, brokerage, and one-to-one interpersonal contact, case management is an interesting and awesome career. Each day is different and provides opportunities to really make a difference for patients.
 LVA: For me, the biggest shift was moving from providing direct patient care to coordinating care and administering benefits. The question I had to ask myself was whether or not I was ready to give up direct patient care. I worked part time in two jobs, so I could do both for a few years. That process helped me transition and realize that as a case manager I was still working with patients and families to provide necessary services. I am passionate about my role to help patients use their insurance benefits to get needed care that is high-quality, timely and coordinated.
 CW: A career in case management is challenging. For people considering this career, they need to make sure that they like to investigate, develop plans, strategize how to overcome barriers, execute plans, and move on to the next challenge. This fast-paced arena can be hard to work in, but flexibility will help, as well as strong communication skills.
 What are the benefits of having a job in case management?SM: Knowing that you are responsible for ensuring the patients and their families are afforded the correct care at the correct place is a satisfying feeling. Working one-to-one with the health care team, representing the patient/family, and knowing your expertise will help to provide the best outcome possible is very satisfying.LVA: There are so many opportunities and options for nurses and social workers in case management. Case managers work in a variety
 of settings – hospital, home, community, and more. There is greater awareness under health care reform of the need for and benefit of effective case management services. In many organizations case management is a “hot job” that is heavily recruited. Case managers can choose from a wide variety of job opportunities.CW: A job in case management allows a nurse or social worker the ability to see a bigger picture of the patient and health care system, the clinical and financial aspects of care, and make interventions that have positive effects. You will find that no two days are exactly alike, and that there are challenges around each corner, but it’s the feeling of doing what is right for the patient and the smile of relief from the patient or a family member that keeps you coming back to do it again the next day.
 What clinical skill sets or experiences align well with the demands of hospital case management?SM: Nurse case managers are expected to have solid bedside nursing experience, which allows them to understand the disease process so that they may determine the patient’s level of care needs as well as treatments required. Social work case managers must assess psycho-social aspects of illness and hospitalization and its impact on patients. I believe that formal education (BSN, MSN, MSW) sets a standard whereby people learn critical thinking skills. One must be a clear communicator, have a solid background in health care delivery, bedside care, and awareness of regulations which impact how hospitals may function.Although the patient and family aren’t aware of the levels of care – to them being in the hospital means being admitted – case management staff are the patient advocates that must be aware of CMS rules and regulations as well. Systems and crisis theory awareness allows for decision making that is sufficiently global to protect all entities involved in case management. I believe respect for persons is the most important value required in working with vulnerable people. All patients are vulnerable. Communicating effectively, being a knowledgeable clinician, empowering the patient/family to prepare for future needs are important skill sets for case managers.LVA: Generally a broad nursing background for hospital case management is helpful. I had
 experience in public health and insurance as well as varied hospital work which all combined to create a strong foundation for the role. I find that case managers who have worked only in the insurance industry have a harder time adapting to the care coordination and transition planning responsibilities of the job. Social workers who have worked both in a community and a hospital setting are best prepared for hospital case management work.CW: I have felt that my experience in the ICU using critical thinking skills and experience in the emergency department of multi-tasking and prioritizing have served me well. It is very important that a case manager be able to communicate, prioritize, organize, brainstorm/critically think, and roll with whatever the day serves up. They must do this in a fashion that connects to a patient or team which allows them to produce successful outcomes for the endeavor.
 What are the responsibilities and tasks of a case manager at your facility?SM: Nurse case managers use guidelines to determine medical necessity for admission. They are also responsible for determining the level of care, facilitating care, and identifying variations that result in delays or denials. Social work case managers perform psychosocial assessments, develop transition of care/discharge plans, provide support counseling, and help patients/families cope with end-of-life issues. Additionally, they identify abuse – that is, elder, child and domestic violence. Both disciplines share in BIOETHICS referrals, Patient Financial Services referrals and coordinating appropriate medical staff/family conferences when needed.LVA: We have an integrated case management model which means that staff is responsible for both utilization management and transition planning. The rationale is that the clinical progression of care guides the transition planning and care coordination. The job descriptions are based on the framework outlined in the ACMA Scope of Services and Standards of Practice document. They incorporate all of the elements in the role for nurse, social work, and support and management staff positions in case management – utilization management, transition management, care coordination, compliance and education.
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 CW: Case mangers inside our facilities are responsible for utilization review and transitions of care/discharge planning. Overall, they must be a communicator, facilitator and executer of what needs to be done to benefit the patient in this hospital experience.
 When looking at job applications, what are the mandatory education and/or certification requirements? What are your preferences?SM: For nurses, it is preferable to have a BSN or higher level of education. For social workers it is required they have an MSW and hospital experience. The expectation for staff is that they will complete the requirements for the Accredited Case Manager (ACM) certification. When they successfully pass the ACM there are given a 3% salary increase at Cedars-Sinai.
 LVA: For nurse case managers, the requirements include an active Registered Nurse license with at least two years acute hospital patient care experience. Having a BSN degree, the ACM credential and acute hospital case management experience are all preferred.
 For social work staff, the requirements include BSW or MSW based on license requirements of the state in which the Tenet Hospital operates. Having an MSW or LCSW, the ACM credential and a minimum of two years acute hospital experience are preferred.
 For support staff, the requirements include a high school diploma or equivalent certificate. Having a bachelor’s degree; paramedic, EMT or nursing assistant license; and acute hospital experience are preferred.
 CW: When looking at job applications, I review for examples of collaborative endeavors and successful outcomes that support the case management scope of work/practice.
 I prefer to see an ACM certification, but I will look to see if they have pursued other certification in their past because this demonstrates a dedication to be the best in their field of practice.
 Overall, if they pass the application review, I look for “spark” in the applicant. This energetic attitude is a must in the field of case management.
 What types of internships should an undergraduate or graduate student pursue to prepare for a career in case management?SM: Whenever possible, interning in a hospital setting, especially where case management is an integral component to the hospital infrastructure, is definitely a plus.
 LVA: Any hospital, health plan or community case management internship program would be helpful. Some schools facilitate internships with hospitals and/or community programs which is a great way to gain experience as well as exposure to the hospital as a potential place of work.
 ACMA offers an annual social work fellowship in partnership with national leaders in education and health care.
 One option for staff nurses interested in case management is to ask their hospital if they offer case management training and education on site. This can be structured in a way for a staff nurse to test the role for a temporary six to eight-week training period without losing his or her nursing position to see if a case management position is something he or she would like to pursue.
 CW: An undergraduate or graduate student should seek internships in many different environments so as to find the niche that is a good fit for the individual. Multiple experiences are best (hospital environment, home environment, office environment) so that a full picture can be created of the interconnections, and appreciation for what all bring to the table.
 How many years of experience in a hospital setting should an applicant have in order to be considered?SM: With today’s scarcity of qualified nurse case managers, many case management administrators are opening their departments to nurses who have at least three years of bedside nursing and a willingness to learn a new skill. Often social workers who have an MSW in which their second year of study internship was in a hospital will open the door to employment in case management.
 Many administrators recognize that hiring a person who cares about people and has a “can do” attitude is more important than years of experience. Skills can be taught, but the authentic desire to learn, to be willing to make mistakes, to take risks, and to be open to new ideas and change is imperative to case management success.LVA: I would recommend at least two years of acute hospital experience. The rationale is that case management staff touches every department in the hospital and needs to understand how to address delays and progression of care. Nurses also need the foundation in providing patient care to have the assessment skills needed to understand and apply that knowledge for a successful transition plan.CW: At a minimum a nurse should have three to five years of experience in the hospital setting so as to fully comprehend the larger picture of what a patient needs.
 If a student or a professional wanting to make a career change is interested in becoming a case manager yet has no experience in health care, what would you recommend this person do?SM: Contact a hospital case management administrator and determine if shadowing a case manager professional for a few days would be possible. Additionally, taking some classes at the university on case management or attending a case management educational conference may also be recommended.LVA: Join a professional organization, such as ACMA. Attend some case management education sessions or conferences. Talk with as many people as you can who are in case management. Talk to both nurses and social workers in the role, and shadow them for a day if you can. Visit with case managers in a variety of settings so you can compare hospital and community practice settings. I highly recommend a bachelor’s degree as a foundation regardless of whether one wants to go in to a nursing or social work role.CW: I recommend that a person interested in the field of case management schedule a few shadowing events. They should experience a “day in the life” of a nurse or social worker, so
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 that they see up close the challenges and rewards that come from doing this type of job.
 Once someone has become a case manager, what additional experience or knowledge does he or she need in order to become a manager or director of the department?SM: In addition to a solid awareness of the role of case managers in health systems, one must have a full understanding of the department operations from a higher level of department functioning. Management includes oversight for budgetary processes, recruiting, and orienting staff, supervising staff, awareness of regulatory expectations, etc.
 I recommend that a person interested in moving into administration/management should share these aspirations with their director. Then as projects or supervisory needs arise, the individual might volunteer to be considered to take on these projects.
 LVA: First of all, do your job consistently well as a high performer in your department. Earn advanced certification as an ACM. Volunteer to take on a project. Don’t wait to be asked, but proactively identify an opportunity for improvement, do your homework, and market your idea to your supervisor. Take classes on budgeting, communication and management. Find a
 leadership mentor – someone who is a successful leader and can help coach you in the necessary skills.
 CW: I think there is a natural progression for a case manager to go through. First, learn how to manage a service line or unit. After that the individual should start to participate in projects at a higher level, such as a committee member representative for the joining of hospital case managers to outpatient case managers, or as a committee member representative to a disease specific certification initiative (for example, Joint Commission Stroke Certification, or Cancer Center Certification). Next, the person needs to learn how to manage larger complex patient issues with interactions at the management level of the facilities in preparing return-on-investment cases for review, and gaining more knowledge of the Revenue Cycle side of health care (patient access, contracting, and billing).
 It is important that while they are growing in their professional development, that they also work on their communication, organization and leadership skills. These skills are the oil that allows ideal situations to become reality. These skills are important because if you are unable to obtain support and inspire enthusiasm for a plan or program, then stagnation occurs to the detriment of everyone.
 ABOUT THE AUTHORS
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 PARTNERS IN HEALING:Doctors, Lawyers and Case ManagersCindy Carlson, MSW, LCSWTHIS AUTHOR HAS NO FINANCIAL RELATIONSHIPS WITH COMMERCIAL INTERESTS TO DISCLOSE.
 Every day health care providers witness issues in health care, housing, education and social services that undermine patients’ well-being and quality of life. Legislation has been passed to ensure all Americans are able to live in a healthy environment that meets their basic needs. Despite these protections many low-income individuals still experience social and living conditions that negatively affect their health. Health-ensuring initiatives are undermined when patients do not receive the benefits or protections that laws and assistance programs provide to them. Even if indigent individuals are aware of the legal protections afforded them, they are unable to pay for the legal assistance needed to correct the situation, and Legal Aid services
 often have long waitlists. The average low-income household has up to three legal needs per year, yet less than one in five legal problems are resolved.¹ To combat this issue sometimes referred to as “the justice gap,” a growing movement of medical-legal partnerships (MLP) has established a connection between existing public and pro bono legal services and the patients who need them to deal with civil legal needs that are adversely affecting their health. Other advocacy models do exist, but this article will focus on one health system’s experience with an MLP. This article will discuss the emerging trend of doctors, lawyers and case managers working together to overcome system barriers that impact a patient’s health.
 LEARNING OBJECTIVES
 1. Understand the function of a medical-legal partnership.
 2. Explain case management’s role within the medical-legal partnership.
 3. Identify how medical-legal partnerships can produce satisfactory outcomes for the hospital and the patient.
 BACKGROUND INFORMATION
 The MLP was the brainchild of Dr. Barry Zuckerman, Boston Medical Center’s then Chief of Pediatrics. Starting in 1993, Dr. Zuckerman collaborated with lawyers who agreed to address certain underlying causes of poor health in low-income patients. Through the MLP movement, patients
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 eligible for Supplemental Nutrition Assistance Program (SNAP) benefits gained financial assistance for food, landlords whose negligence resulted in unhealthy air quality were forced to remove mold from residences, and veterans who had been wrongly denied durable medical equipment received the devices to which they were legally entitled.
 The MLP is a health care and legal services delivery model that aims to improve the health and well-being of vulnerable individuals, children and families by integrating legal assistance into the medical setting. In an MLP, physicians and case managers act as the initiators and the lawyer acts as the consultant to help patients overcome their civil legal issues. Using the I-HELP tool (fig. 1), MLPs address social determinants of health and seek to eliminate barriers to health care in order to help vulnerable populations meet their basic needs and stay healthy.
 Although MLPs scrutinize each case using the I-HELP tool, only some of the civil legal needs affecting health can be resolved by this partnership. The following legal problems can be addressed by an MLP²:• Consumer – Payment of medical
 bills, debt relief through bankruptcy
 • Education – Ensuring that chronically sick/disabled children receive appropriate education
 • Employment – Allowing caregivers to take time off from work to help care for a sick loved one
 • Family stability – Childcare issues• Permanency planning –
 Guardianship; advance directive or will and/or consent to care
 • Housing – Unsafe or unsanitary living conditions affecting health
 • Utilities issues – Threatened shut-offs of utilities in the home environment
 • Public benefits – Eligibility for Medicaid/Medicare, disability benefits or eligibility for food assistance
 The following legal problems cannot be addressed by MLP:• Safety – Family violence, neglect or
 abuse; city/police involvement• Employment – Finding/keeping
 employment; health insurance issues• Family stability – Paternity/
 legitimation and child support
 • Permanency planning – Estate administration; probate matters
 • Housing – Purchase/sale of home; abandoned homes; criminal activity in and around homes
 • Public benefits – Detailed immigration status or change issues (these are referred to the appropriate agency)
 According to the National Center for Medical-Legal Partnership’s (NCMLP) website, MLPs annually serve more than 54,000 patients that are referred from more than 275 participating hospitals and health centers. Although MLPs began as an intervention for children, the partnerships now benefit multiple vulnerable populations including the elderly, veterans, pregnant women and people with chronic illnesses. In addition to providing individual legal counsel to needy patients, the NCMLP has expanded its focus to also (1) promote policy change at the institutional, local and national levels; (2) build the evidence base for medical-legal partnership; and (3) grow and support the MLP Network to achieve sustainability.³
 Many MLP models involve physician referrals directly to participating attorneys. However, physicians do not always have the time necessary to uncover the causes of patients’ civil legal issues, so several facilities have added case managers into this partnership. Doing so allows physicians to focus on treating the medical needs of the patient and case managers to triage the situation to determine if the patient already has a lawyer to address the issue or if a referral to the MLP is necessary.
 COUNTING THE COSTS
 An important consideration for facilities interested in an MLP is how to fund the implementation and operation of the program. Participation in an MLP has produced satisfactory outcomes for health care providers and patients in both rural and urban settings. After an initial investment to train medical staff, many facilities who partner with pro bono legal services experience cost-savings associated with a healthier community and a lower amount of readmissions and unnecessary emergency department visits.
 To participate in an MLP, a hospital or health system must commit to a financial contribution. Based off of that contribution, the MLP can provide a set amount of patient-level, clinical-level and policy-level legal care.
 I-HELP TOOL CHART
 LEGAL NEED EXAMPLE OF LEGAL NEEDS THAT AFFECT HEALTH
 Income/Insurance Insurance access and benefits, SNAP benefits, disability benefits, Social Security benefits
 Housing Shelter access, access to housing subsidies (section 8), sanitary housing conditions, foreclosure prevention, ADA compliance, utility access
 Education/Employment Discrimination, ADA compliance, Individuals with Disabilities Education Act compliance
 Legal Status Immigration, criminal record issues
 Personal/Family Stability Guardianship, custody, divorce, domestic violence, child and elder abuse cases, capacity/competency, advance directives/ POA/estate planning
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 For example, for $50,000 per year an MLP in Boston agreed to provide services including 100 consultations with the legal team, a bi-weekly on-site legal clinic, legal advice on 75 legal matters, and a four-part advocacy series for the health care team. If the contribution increased to $100,000 per year, the MLP would provide services including 200 consults with the legal team, a weekly on-site legal clinic, legal advice on 150 legal matters, a six-part advocacy series for the health care team, and two policy change collaborations.4
 In addition to a set financial contribution, the health care institution must provide the MLP: designated health care team directors with protected time; access to interpreter, translation, social work, domestic violence, and IT support services; private space for on-site MLP activities with necessary IT features; and periodic integration of other key health care leadership, such as Quality Improvement, Communications or Development.4
 ONE SYSTEM’S APPROACH
 Adventist Health System (AHS) is one of the health care providers that has implemented an MLP that involves
 collaboration among the physician, case manager and lawyer. The system’s flagship hospital, Florida Hospital, has seven campuses involved in the partnership – known as Partners in Healing (PiH).
 Florida Hospital began researching the feasibility of integrating an MLP in late 2010 after a recommendation by the hospital’s senior vice president chief legal counsel, who had prior exposure to MLPs. The hospital leadership agreed to explore the concept and initiated a site visit to an existing MLP in the state. The hospital’s legal team also attended NCMLP’s annual Medical-Legal Partnership Summit for more information.
 After the site visit and the annual summit, Florida Hospital’s leadership developed a program that incorporated existing legal resources with the MLP model. The hospital already had working relationships with eight local legal firms, and these firms were willing to provide pro bono services for the PiH program. Initially the program relied upon the physicians to refer patients to the program. Educational meetings among the attorney, the residents and the attending physicians who oversaw the residents taught the doctors when a referral to PiH might be necessary. The primary “red flags” discussed were guardianship and housing issues. However, the fast-paced nature of the hospital environment made it difficult for the physicians to determine if a patient could benefit from assistance by PiH. In fact, a patient’s need for civil legal intervention often went unidentified unless the need presented a barrier to discharge.
 The first patient referred to the newly implemented program demonstrated the
 need for an intermediary when he told his physician that his Social Security check was being withheld, and he was being evicted because without the check he could not pay his rent. Further investigation revealed the man had cashed his Social Security check but was robbed on his way back from the bank, so he did not have the money to pay his rent and was facing eviction. The attorney helped the patient with his legal needs regarding the robbery and the eviction, but no interaction with Social Security was required. The miscommunication of the patient’s civil legal issues demonstrated that the PiH program needed an intermediary who could dedicate time to uncover the details of the issue.
 A year into implementation of PiH at Florida Hospital, case management was incorporated into the model. The case managers’ knowledge, experience and caseload allowed them to better assess the situation to pinpoint a potential civil legal need that could be addressed by PiH. Now, the bulk of the referrals to the program come from case managers rather than physicians.
 When a case manager decides to refer a patient to PiH, the case manager emails the PiH administrator – who is part of the hospital’s legal team – and communicates the issue using the S-BAR (Situation, Background, Assessment, Recommendation) method (fig. 2). The legal team contacts one of the attorneys participating in the PiH program to arrange a meeting between the attorney and the patient. Additionally, Legal Aid may be asked to provide consulting services to the attorney and patient. Once the attorney has addressed the issue, the outcome is reported to the PiH administrator.
 MEDICAL-LEGAL PARTNERSHIPS
 BY THE NUMBERS
 145 Health Centers
 137 Hospitals
 108 Legal Aid Agencies
 48 Law Schools that include MLP Training
 47 Residency Programs that include MLP Training
 38 Medical Schools that include MLP Education
 CASE MANAGEMENT REFERRAL TO PIH PROGRAM
 SITUATION Ms. Jones has had repeated hospitalizations and MD visits for asthma and respiratory issues
 BACKGROUND Ms. Jones is a 52-year old woman with asthma. She resides alone in a low-rent apartment. She is on SSI/Medicaid and has access to regular healthcare
 ASSESSMENT Ms. Jones is on a waiting list for Section 8 housing. Her landlord has ignored her requests to eliminate mold issues in her apartment.
 RECOMMENDATION Attorney needed to intervene with the landlord, Mr. R. King, at 555-555-5555.
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 SUCCESS STORIES
 The PiH program has resolved a variety of civil legal issues including:
 • A pediatric patient who lived with his grandmother after the death of his parents. The grandmother did not have legal custody, so she could not make medical decisions on behalf of the child. The PiH attorney was able to help the grandmother complete the necessary paperwork to become the patient’s guardian.
 • A mentally handicapped woman lived with her sister who was her caregiver. The sister died in the home and remained there for several days. Once the situation was discovered, the mentally handicapped woman was taken to the hospital for evaluation and was kept there until a new caregiver (the stepson of the deceased woman) was identified. The PiH attorney facilitated the legal process to transition guardianship to the man.
 • A woman told her physician that she needed help filing for Medicaid, so the physician asked the case manager to perform an assessment to determine if the woman should be referred to the PiH program. The case manager discovered that the woman did require assistance in filing for Medicaid but was already receiving counsel from another lawyer. Therefore, no PiH intervention was necessary.
 • A man needed to be transferred to a retirement home to receive the care he required, but his apartment complex would not let him out of his lease unless he paid a large fee, which he could not afford. The PiH attorney worked with the apartment complex to get the man out of his lease without penalty.
 PARTNERSHIP RESULTS
 Since case management became involved with PiH in 2012, nearly 30 cases have been referred to the program. These referrals have come from the hospital as well as outpatient clinics owned by the system. Although AHS leadership expected more referrals within the program’s first year, the program has still saved AHS the money that Florida Hospital would have spent to care for indigent patients whose legal issues prevented them from being discharged.
 Other MLPs across the country have created similar savings for hospitals. From 2004 to 2007 an MLP in Buffalo, N.Y., recovered $923,188 for the hospital by addressing the complex insurance denials of 17 indigent patients. Patients who received MLP services also experienced a financial benefit. For example, two patients recouped $1,200/month in Supplemental Security Income (SSI) and Social Security Disability Insurance (SSDI). In another case, the patient recouped $17,000 in retroactive SSI/SSDI benefits and saw the payments increase by an additional
 $600/month. During this time period, the MLP received 280 other referrals for issues including guardianship, advance care planning and benefits advocacy.5 In rural Illinois an MLP reviewed 428 cases from 2002 to 2006. A majority of these cases were closed by the end of 2006, and 95 of these closed cases were settled in favor of the client. As a result of the MLP, the hospital that funded the program collected $287,573 and spent $115,438 during the 4-year period – a 149% return on investment.6
 Overall, AHS leadership has been pleased with the community benefit and savings generated by the program. If the number of referrals to PiH increases, AHS will consider devoting hospital funding to pay for a full-time attorney dedicated to addressing the civil legal needs of indigent patients in addition to continuing its existing partnership with the eight local legal firms.
 ABOUT THE AUTHOR
 Cindy Carlson, MSW, LCSW, has been the director of case management at Florida Hospital-Winter Park since 2003. She earned her bachelor’s degree in sociology from the University of South Florida, and her master’s degree in social work from Florida State University. During her career she has more than 30 years of experience in health care.
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 Doctor meets patient and identifies possible
 legal need based on screening tool
 Case manager/legal consultant reports progress/results to PIH administrator
 Patient meets with health care provider to
 follow up
 Doctor asks patient if he/she is interested in
 legal assistance
 Paperwork submitted to PIH administrator
 Case manager available to
 review patients progress/results
 Screening form given to case manager
 completes assessment to determine need
 Legal consultant identified and meets
 with patient to develop legal plan of action
 PROCESS OVERVIEW
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 The Implications of Bagnall v. Sebelius on the Practice of Case ManagementPaul Arias, RN, BSN, MISTHIS AUTHOR HAS NO FINANCIAL RELATIONSHIPS WITH COMMERCIAL INTERESTS TO DISCLOSE.
 ACMA continues its exploration of the important changes that surround observation services. In the September/October issue, an article adapted from the Center for Medicare Advocacy (CMA) discussed the dismissal of a lawsuit filed in Connecticut by CMA on behalf of Medicare beneficiaries who were kept under observation and were subsequently denied coverage for skilled nursing facility (SNF) care because they did not meet the three-day inpatient stay qualification. The following article will elaborate on the ramifications this ruling has on the practice of case management.
 LEARNING OBJECTIVES
 1. Explain why CMS is able to define “observation and “inpatient”.
 2. Identify what CMS requires to determine medical necessity.
 3. List recommendations for ensuring patients are aware of their financial obligations.
 BACKGROUND
 September 23 the United States District Court, District of Connecticut struck down a lawsuit by Medicare beneficiaries in which they challenged the regulations surrounding
 observation services and the lack of payment for the extended care benefits for care in a skilled nursing facility (SNF) following a hospital stay. The suit centered on how beneficiaries who have a hospital stay are classified as inpatients for purposes of payment post-hospital stay and how the Centers for Medicare and Medicaid (CMS) define the methodology to determine inpatient and outpatient. The court document stated, “Because patients on observation status are not yet inpatients, the services they receive while on observation status are covered under Part B as outpatient services. The consequence is that beneficiaries who are placed on observation
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 status have a greater financial responsibility for the hospital services they receive—and for any subsequent Skilled Nursing Facility (SNF) stay—than if they had been admitted as inpatients and the services were covered under Part A.”¹ The document clearly outlines a frequent complaint that is heard in hospitals when beneficiaries requiring a SNF stay have been treated under observation services.
 For years, the difference in repayments has caused case management departments and hospitals to spend thousands of man-hours and millions of dollars in operating cost to ensure that patients are admitted to a correct “status.” Additionally hospitals have been subjected to reviews by Recovery Audit Contractors (RACs) after the fact and have lost billions in revenue once claims are denied for being billed as inpatients rather than as an outpatient as determined by the contractor.
 DEFINING OBSERVATION
 The court observed that the Secretary’s clarification of the term “observation” in its policy manual was interpretive rather than a legislative intent. In particular the court concluded that, “the definition of observation services and the statement that patients receiving observation services are outpatients classifies a particular set of hospital services given at a particular time,” that fall outside the set of inpatient services². The distinction is important to curtail any further legal action and establishes further precedent since the court has clearly stated that CMS has the right to define observation and inpatient as they see fit since it is a CMS interpretation and not a law. A law or ruling has more public scrutiny as it is subject to an open comment period per the American Procedure Act, which requires public filing and comment periods prior to becoming effective such as the final ruling for each year’s Inpatient Prospective Payment System (IPPS).
 THE INFLUENCE OF NEW REQUIREMENTS
 Since the court confirmed what most case management departments have already been dealing with in establishing proper status and medical necessity, what needs to be further defined is how the ruling impacts beneficiaries and in particular their “status” in light of new regulations surrounding the two-midnight rule and the current definition of observation services. On Aug. 2, CMS issued the Fiscal Year 2014 IPPS Final Rule (CMS-1599-F) that contains the regulations on the two-midnight
 inpatient stay including the need to have a physician certify the stay.
 Under the finalized policy, hospital inpatient admissions are considered to be appropriate for beneficiaries who require more than one Medicare utilization day (defined by encounters crossing “two midnights”). An inpatient stay of less than two midnights (and not involving services designated by CMS as inpatient only) are considered to be inappropriate unless there is clear physician documentation in the medical record supporting the physician’s order and expectation that the beneficiary required care spanning at least two midnights. CMS warns that if a hospital is systematically prolonging the provision of care in order to cross two midnights, its contractors will disregard the presumption that stays of at least two midnights are appropriate when conducting review of that hospital. In addition to the presumption of the need to have a two-day stay (on the census as formally admitted to inpatient at midnight for two consecutive nights), there must be a physician or independent licensed practitioner certification that includes documentation of medical necessity.
 What is at odds with the new two-midnight rule is the current definition of observation services and the timeline for expected treatment or work-up of a patient assigned to observation. The Medicare Policy Manual Chapter 6 section 20.6 defines observation services as:
 Observation care is a well-defined set of specific, clinically appropriate services, which include ongoing short term treatment, assessment, and reassessment before a decision can be made regarding whether patients will require further treatment as hospital inpatients or if they are able to be discharged from the hospital. Observation services are commonly ordered for patients who present to the emergency department and who then require a significant period of treatment or monitoring in order to make a decision concerning their admission or discharge.
 Observation services are covered only when provided by the order of a physician or another individual authorized by State licensure law and hospital staff bylaws to admit patients to the hospital or to order outpatient tests. In the majority of cases, the decision whether to discharge a patient from the hospital following resolution of the reason for the observation care or to admit the patient
 CMS, by its own definition, states that most
 observation care should take place in less than
 24 hours and only in rare or exceptional cases
 should span more than 48 hours. The regulations
 create a quandary for most facilities in that it is
 expected that patients in observation stay less than 24 hours and that inpatients stay at least 48 hours leaving many patients in limbo and setting up hospitals
 for greater scrutiny by the auditors for patients
 that stay beyond 24 hours in observation.
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 as an inpatient can be made in less than 48 hours, usually in less than 24 hours. In only rare and exceptional cases do reasonable and necessary outpatient observation services span more than 48 hours.
 CMS, by its own definition, states that most observation care should take place in less than 24 hours and only in rare or exceptional cases should span more than 48 hours. The regulations create a quandary for most facilities in that it is expected that patients in observation stay less than 24 hours and that inpatients stay at least 48 hours leaving many patients in limbo and setting up hospitals for greater scrutiny by the auditors for patients that stay beyond 24 hours in observation. The time between initial observation and formal inpatient admission will need to be closely monitored, requiring more manpower to ensure that each beneficiary is in his or her proper status for each day. The recent trend in the United States has shown an increase in patients
 being placed in observation for greater than 24 hours with a large portion staying greater than 48 hours.
 WHICH DEFINITION APPLIES?
 Another issue with the finding, although the court did acknowledge the new rule, was their using the current definition of inpatient in the Medicare Policy Manual Chapter 1, which states the following:
 An inpatient is a person who has been admitted to a hospital for bed occupancy for purposes of receiving inpatient hospital services. Generally, a patient is considered an inpatient if formally admitted as inpatient with the expectation that he or she will remain at least overnight and occupy a bed even though it later develops that the patient can be discharged or transferred to another hospital and not actually use a hospital bed overnight.
 The physician or other practitioner responsible for a patient’s care at the hospital is also responsible for deciding whether the patient should be admitted as an inpatient. Physicians should use a 24-hour period as a benchmark, i.e., they should order admission for patients who are expected to need hospital care for 24 hours or more, and treat other patients on an outpatient basis.
 The rationale for using the old definition came from the timing of the lawsuit which was filed in November 2011 when the aforementioned rule was in place. The Medicare Policy Manual was last updated in 2010 and does not contain the new two-midnight rule. Case management departments must stay current with rulings in order to meet the standards and not be subjected to loss of revenue by auditors should they not follow the appropriate regulations.
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 THE PLAINTIFF”S ARGUMENT
 The beneficiaries argued that they received the same services as patients that had been formally admitted and thus should qualify for the extended care benefit. Indeed many case managers who have worked in hospitals and have cared for observation patients have not seen a difference in the care patients receive from nursing intervention, to medication administration to diagnostic workup. As a result, physicians are frequently told that the care received by patients is no different and that it is only a billing status. The court reasoned that since the definition, and thus the status, was a policy decision and not a law that the “admission” as interpreted by CMS and the hospital was the defining result and not the services rendered. In other words, since the beneficiary was not formally admitted, they then could not be considered an inpatient for purposes of receiving the extended care benefit.
 The beneficiaries also complained that the timing of the notices and unavailability of expedited determination violated the Medicare Act. They argued that beneficiaries are entitled to notice of their rights, including potential coverage or non-coverage of post-hospital services, at the time they are placed on observation status. The exception is beneficiaries who are initially admitted and then later placed on observation status, see 42 U.S.C. § 1395ff(b)(1)(F), 42 C.F.R. § 405.1205; however, nothing in the statute or the applicable regulations requires such notice when beneficiaries are placed on observation status. Indeed, the statute only requires notice of an initial determination within the 45-day period beginning on the date the fiscal intermediary or the carrier, as the case may be, receives a claim for benefits, 42 U.S.C. § 1395ff(a). Prudence would dictate that to avoid complaints and to assist the beneficiary in understanding their rights, case management departments should take the initiative and issue a notice to all patients being placed into observation services at the time of the initial order or soon thereafter. Even though early notification to all patients is not required per the court’s decision, the ruling did state that the only notification that is required by the hospital is one that is given if the patient is
 moved from a higher level of care to a lower level of care after a determination by the hospital’s utilization review committee.
 FURTHER CONSIDERATIONS
 What was missing from the court’s discussion and finding was the determination via medical necessity of the difference between an inpatient and an outpatient. The Medicare Policy Manual states that besides the definition of inpatient as stated above, the decision to admit a patient is a complex medical judgment which can be made only after the physician has considered a number of factors, including the patient’s medical history and current medical needs, the types of facilities available to inpatients and to outpatients, the hospital’s by-laws and admissions policies, and the relative appropriateness of treatment in each setting. Factors to be considered when making the decision to admit include such things as:• The severity of the signs and symptoms
 exhibited by the patient.• The medical predictability of something
 adverse happening to the patient.• The need for diagnostic studies that are
 appropriately outpatient services (i.e., their performance does not ordinarily require the patient to remain in the hospital for 24 hours or more) to assist in assessing whether the patient should be admitted.
 • The availability of diagnostic procedures at the time when, and at the location where, the patient presents.
 Medical necessity must be at the forefront of status decisions. Medical necessity has been defined by many, but the most intriguing and succinct definition was published in 1998 by the American Medical Association (AMA):
 Healthcare services or products that a prudent physician would provide to a patient for the purpose of preventing, diagnosing, or treating an illness, injury disease or its symptoms in a manner that is: (a) in accordance with generally accepted standards of medical practice; (b) clinically appropriate in terms of type, frequency, extent, site and duration; and (c) not primarily . . . for the convenience of the patient, treating physician, or other healthcare provider.³
 The terms outlined in the AMA’s definition lead one to believe the judgment of the physician is the determining factor to meet medical necessity for admission and to prevent a denial. In general practice a physician’s judgment is generally insufficient if it is not accompanied with documentation of a potential adverse outcome and the description of a patient’s clinical status that he or she is acutely ill and receiving treatment at an acute level of care. With the two-midnight rule requiring certification, Medicare has outlined how the documentation can be accomplished for certification. On Jan. 30, CMS published a guide on the certification process (http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/Downloads/IP-Certification-and-Order-01-30-14.pdf).
 CONCLUSION
 As it has done in the past, CMS leaves the interpretation as to what is medically necessary to the discretion of the admitting physician. Perhaps in the future, CMS will outline and provide samples of proper documentation, but until then case management departments will need to continue to work with physicians to ensure that the proper documentation is recorded. Courts can decide what the law is and can clear up misunderstandings of policies, rules and interpretations, but case managers will always need to care for their patients physically, mentally and holistically, and especially financially by ensuring that the patients are in their proper billing “status” and are made aware of this “status.”
 ABOUT THE AUTHORPaul Arias, RN, BSN, MIS, is currently pursuing a degree in health and corporate law from Concord Law School. He earned his bachelor’s degree from the University of Miami and his Master in Information Systems from the University of Phoenix. He has nearly 30 years of health care experience, including 19 years in nursing and nine years as a director and vice president of case management.
 REFERENCES¹ Bagnall v. Sebelius No. 3:11cv1703² Policy Manual, Ch. 6, § 20.6(A)³ AMA Policy H-320.953, 1998
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 Building a Bridge with Post-Acute ProvidersJacqueline R. Dinterman, MA, LSWATHIS AUTHOR HAS NO FINANCIAL RELATIONSHIPS WITH COMMERCIAL INTERESTS TO DISCLOSE.
 Faced with the recent federal and state mandate to reduce readmissions, Frederick Memorial Hospital had a good foundation on which to build. The hospital had already forged a strong connection with leaders at local nursing facilities and assisted living facilities whose residents came to Frederick Memorial for care. This article will examine how Frederick Memorial has successfully facilitated monthly meetings with post-acute care providers in order to strengthen relations between the facilities and achieve satisfactory outcomes for patients.
 LEARNING OBJECTIVES
 1. List three benefits of meeting with leaders from post-acute facilities
 2. Identify the logistics of planning and continuing regular meetings with these leaders
 3. Explain how to protect the intimacy and integrity of these meetings
 ABOUT THE ORGANIZATION
 Frederick Memorial Hospital is part of the larger Frederick Regional Health System located in Frederick, Md. The hospital has 300 licensed acute care beds and nearly 80,000 visits to its emergency department each year.
 It is the only acute care provider in Frederick County and has strong community support. It includes a physician practice organization, three immediate care locations, a home health service, and hospice and palliative care services.
 THE NEED TO WORK TOGETHER
 The meetings between post-acute care and hospital leaders began as a response to a simple observation: many times case management leaders were contacting local nursing facility administrators about the same topics or issues. Convening the key parties in one room to discuss those issues would allow people to put faces with the names of the individuals they
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 talked to on the phone. Case management leaders contacted all the local nursing facility administrators individually to explain the purpose of the meeting and invite them to participate. Originally, the plan was to bring everyone together twice a year. However, after the inaugural meeting in 1997, the participants suggested quarterly meetings that would take place at the hospital over lunch. Soon thereafter the group decided there was enough discussion to warrant a monthly meeting, which continues today.
 The meetings last about an hour and a half to two hours. The first half hour starts with lunch and networking time, which is followed by discussion about whichever topics appear in the meeting agenda. Originally designed to bring hospital and nursing facility leaders together, in 2000 the group welcomed leaders from assisted living facilities, who were facing similar issues as these facilities began admitting residents with ever-increasing need for a higher level of care. Other members of the group include administrators, directors of nursing, and admissions coordinators. Depending on the topic, the meetings can also attract medical directors or specific staff members, such as infectious disease staff.
 The monthly meetings provide a chance for all interested parties to learn from one another and discuss industry best-practices and regulations. Hospital leaders learn about nursing facility regulations and long-term care leaders learn about hospital regulations to which the facility must adhere.
 The first epiphany came quickly. Nearly 15 years ago, the hospital was concerned about the pace at which nursing facility residents with dementia or psychiatric issues were returning to the emergency department (ED) after receiving treatment. ED physicians were often prescribing a specific antipsychotic drug to help calm agitated patients. Unbeknownst to the physicians, nursing facility guidelines were cautioning those facilities about the unnecessary use of that antipsychotic drug. Because of this warning, the nursing facilities were not continuing residents on the medication prescribed in the ED, and the patients soon returned to the hospital. After the discrepancy was discussed and resolved during a meeting, the hospital held an educational session with its ED physicians about the nursing facility regulations and what medications could be prescribed for residents.
 KEYS TO SUCCESS
 The success of this cross-continuum committee, created to improve communication between acute and post-acute care providers, has increased efficiencies at the participating facilities by allowing leaders to work together on process improvements and to share information on how to best care for patients in a variety of settings. Initially the meetings were located at the hospital. Now different facilities host the sessions and often give a tour of their building after the meeting. Currently 10 to 12 nursing facilities and six or seven assisted living facilities participate in the meetings, so occasionally an attendance cap must be observed according to the space limitations of the host site to ensure all organizations can send a representative. By limiting attendance and meeting monthly, the group remains intimate. This format fosters the building of strong, trusting relationships that allow the group to tackle all discussions tactfully and respectfully.
 Even though health care providers are influenced by their different perspectives and regulations, everyone has the same purpose: enabling patients to achieve optimal health. The committee members may look at a problem from different views, yet they work together to resolve issues.
 In order to create solutions, everyone who attends the committee meetings must avoid blaming one organization or individual for
 an issue. If there is a specific issue to discuss with one nursing facility or assisted living facility, that discussion will occur privately with the leader from that facility. One strategy to avoid singling out an organization while ensuring each meeting is valuable for all participants is to solicit feedback from everyone in the group, thereby uncovering the most pressing, universal topics that require attention. In addition to only addressing pervasive issues, the committee members also must remember and respect that many of these facilities are competitors, which means that there could be certain topics or information they will not disclose within the group.
 To keep the meetings focused, it is important to follow an agenda for each meeting and take minutes. However, the group must also make adjustments to the meeting format or topic when needed. For instance, some committee members have asked for more of a clinical focus, so there are plans for a clinical collaborative in future meetings. To accomplish this, a meeting might focus on physical therapy and rehabilitation and include hospital staff from those departments. Already the group has planned a meeting in which the nurse practitioner in the health program will talk about heart failure and best practices in treatment. In another meeting, a clinical nurse will discuss the symptoms and signs of sepsis.
 NURSING FACILITY READMISSION RATE BY FY
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 Source: Jacqueline R. Dinterman, MA, LSWA, manager of care management, Frederick Memorial Healthcare System. Reprinted with permission.
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 HELPING TO REDUCE READMISSIONS
 The committee has helped open communication between the various providers. The nursing facilities and assisted living facilities have limited access to the hospital computer system, so when necessary they can look at portions of a patient’s record while also abiding by current patient privacy laws. By looking at the medical record, these facilities are made aware of a potential resident’s medical problems to avoid any surprises. Representatives of the long-term care facilities can also come into the hospital and talk to a patient prior to admitting them as a resident. This symbiotic relationship between hospital and other providers can help prevent readmissions of patients who are discharged to a facility that is unable to meet all the patients’ wellness needs.
 In fiscal year 2011, 57% of readmissions at Frederick Memorial Hospital were patients older than 65, compared to a state average of 45%. Nearly one-quarter of patients discharged to a skilled nursing facility (SNF) were readmitted within 30 days of discharge. Overall, 64% of all readmissions occurred within 14 days of discharge. Those statistics highlighted opportunities to improve readmission rates. The top five reasons for readmission at Frederick Memorial were: heart failure, chronic obstructive pulmonary disease (COPD) and pneumonia, diabetes, sepsis, and behavioral health.
 Since focusing on reducing readmissions, readmission rates for patients discharged to a nursing facility have continued to drop. The percentage of residents who returned to the hospital within 30 days has dropped from 24.99% in fiscal year 2011 to 15.33% to date in fiscal year 2014. To more fully identify the results of their efforts, the hospital plans to track readmissions from assisted living facilities in the future.
 The hospital has provided the nursing and assisted living facilities with extra education about preventing unnecessary readmission. The hospital’s knowledge and experience in reducing readmissions could be adapted to help the nursing facilities participating in the group that may soon have a financial stake in limiting hospital readmissions as a result of impending nursing facility regulations. It is expected that within a year, the Centers for Medicare & Medicaid Services (CMS) will implement new federal regulations that will penalize nursing
 facilities that unnecessarily send residents back to the hospital within 30 days.
 OTHER POSITIVE OUTCOMES
 The committee consisting of hospital, nursing facility and assisted living facility leaders has allowed the hospital to launch numerous projects and accomplish important goals. One of the projects that was a product
 of the committee’s collaboration is the universal transfer form that is now used when a nursing facility or assisted living facility needs to send a resident to the hospital. Frederick Memorial developed the form, and a nursing facility task force vetted it before giving final approval. As a result the form is quick and easy for the long-term care staff to complete and contains all the information that
 POSITIVE EFFECTS – BEYOND READMISSIONS
 • PositiveEffects-BeyondReadmissions– Improvedtransitions/handoffs
 • Finance:
 - ARR:- Baseline Readmission Rate = 10.6%- May YTD Readmission Rate = 8.6%- $2.2 million in “retained” revenue
 - CMS Partnership for Patients- Baseline: Readmission Rate = 10.6%- May YTD: Readmission Rate = 8.6%
 • Service (Patient Satisfaction)
 - Discharge Information Domain: - Baseline 78%
 • Post Care Transitions – 86%
 Source: Jacqueline R. Dinterman, MA, LSWA, manager of care management, Frederick Memorial Healthcare System. Reprinted with permission.
 READMISSION RATES
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 the hospital needs to know about the resident. The committee also helped develop a similar order form for the hospital nursing staff that is automated in the computer system.
 The monthly meetings have also allowed for the exchange of ideas between the different healthcare settings. When the hospital began an initiative to reduce patient falls and reduce restraint use, they asked the nursing facilities for ideas. Subsequently, when the nursing facilities had infection control questions, they sought help from the hospital. Nursing facility or assisted living representatives have also served on hospital committees, including a safe surgery initiative, a discharge project, a heart failure readmissions collaborative, and a safe-from-falls collaborative, as well as care transitions acute- and post-acute subgroups.
 The committee also provided a forum for the hospital to educate nursing facilities about Medicare’s observation service and inpatient
 status guidelines. The hospital explained that patients only qualify for Medicare coverage for SNFs if they have been admitted as an acute inpatient for at least three days. If patients are not admitted for inpatient acute care and are considered an outpatient under observation care, they will not receive Medicare coverage for follow-up care in a SNF even if they spent three days in the hospital. For those who qualify, Medicare covers 100% of a SNF stay for the first 20 days and 80% for days 21 to 100 (as long as they continue to qualify medically) when the patient meets the three-day inpatient hospital requirement.
 The rules were confusing to the SNF leaders, who were upset because they thought the patients were not receiving their skilled benefits to which they were entitled. To clarify the guidelines, there was a conference call with a Delmarva representative to explain the rules during one of the monthly meetings. Now the SNFs understand the three-day qualifying inpatient stay requirement, and the hospital issues letters to patients placed under observation to explain that the time spent in observation does not count toward CMS’s qualifying stay requirement.
 The hospital has also seen savings, as a result of reduction in the length of stay of patients. As a result of sharing the requirements of different regulations, the nursing facilities understand the need for patients to be discharged in a timely manner and are taking patients in the evenings and on weekends. The meetings have also provided a place for the hospital to educate long-term care providers about its patient-centered medical home education initiative and ID screening issues.
 This collaboration has yielded positive outcomes for both the hospital and the post-acute facilities. As demonstrated by Fig. 1, the nursing facility readmission rate has dropped from 24.99% in fiscal year 2011 to 15.33% in fiscal year 2014 to date. Beyond reducing readmissions, the solutions created through these monthly meetings have yielded other
 positive results, including improved transitions and handoffs. For example, Frederick Memorial’s baseline readmissions rate for both the Health Services Cost Review Commission (HSCRC) Admission-Readmission Revenue (ARR) program and the CMS Partnership for Patients program was 10.6%. By December 2013, the readmissions rate had dropped more than two percentage points to 8.07%. The decrease led to $2.2 million in retained revenue from the ARR program. The solutions created during the meetings with post-acute providers have also contributed to a post-care transitions patient satisfaction rate of 87%.
 By partnering with post-acute providers through monthly meetings, the case management staff at Frederick Memorial has been able to improve communication and establish relationships that more easily facilitate even the most challenging and complex of discharge plans. The participating facilities have a safe outlet to address issues as they arise and are able to learn from the best practices and expertise shared by other organizations during these meetings. As a result, the hospital experiences savings associated with reduced readmissions and the patients benefit from improved transitions and handoffs.
 ABOUT THE AUTHORJacqueline R. Dinterman, MA, LSWA, has been the manager of care management at Frederick Memorial Healthcare System in Frederick, Md., for 19 years and a care manager for 11 years prior to becoming a manager. She earned her master’s degree from Hood College in Frederick, Md., and her bachelor of social work degree from Shepherd University in Shepherdstown, W.Va. Ms. Dinterman has served on the ACMA Maryland chapter’s board of directors for the past five years. She currently serves as the chair of the education committee and co-chair of the membership committee for the ACMA Maryland chapter.
 REFERENCES1HSCRC website, http://www.hscrc.state.md.us
 Admission-Readmission Revenue (ARR)A voluntary revenue constraint program created by the Health Services Cost Review Commission (HSCRC). The ARR agreement imposes a case mix adjusted target for each participating hospital. The target applies to inpatient admissions and subsequent readmissions
 Health Services Cost Review Commission (HSCRC)The commission that sets the rates for all Maryland hospitals. All payers pay Maryland hospitals on the basis of the rates established by this commission.1
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At Kindred we understand that when a patient is discharged from a traditional hospital they often need post-acute care to recover completely. Every day we help guide patients to the proper care setting in order to improve the quality and cost of patient care, and reduce re-hospitalization.
 Discharged isn’t the last word on a patient’s healthcare journey. Recovery is. Come see how Kindred continues the care every day at continuethecare.com.
 Nationally, Kindred offers a continuum of post-acute care services through our Transitional Care Hospitals • Inpatient Rehabilitation Hospitals • Nursing and Rehabilitation Centers • Home Health • Hospice Care • RehabCare Contract Rehabilitation.
 FROM HOSPITAL TO HOME, WE HAVE RECOVERY COVERED.
 CONTINUE THE CAREcontinuethecare.com
 Scan this code on your smartphone to fi nd a facility near you.
 Follow the Kindred Continuum blog to receive news and notes from across the post-acute spectrum by visiting
 ContinuetheCareBlog.com
 blog to receive news and notes
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(800) 560-3962www.provenhcs.com/advantages.php
 Follow us:
 • Real-Time Remote Admission Review
 • Includes Free “Re-Review”
 Decrease Your Case Managers’ Workload
 Strengthen Your Utilization Review Process
 Medical Necessity Compliance 24/7/365
 Proven Healthcare Solutions Provides Admission Review: Real Time, All the Time
 • Uses Latest Web-Based InterQual Criteria® or
 Milliman Care Guidelines®
 • Flexible Coverage Options
 • Integrates into Normal Workflow
 Emergency Department
 Observation Areas
 Outpatient Areas
 333
 Submit Article Ideas for Collaborative Case ManagementACMA is now accepting article and author suggestions for Collaborative Case Management. See your name in print and gain recognition for your department or organization by authoring an article for ACMA’s peer-reviewed publication. If you want to author an article but lack the time, ACMA offers ghost writing services to accommodate case management professionals with busy schedules.
 Unsure of what topics to suggest or address? Collaborative Case Management articles focus on solutions to current issues, successful strategies, innovative interventions and effective tools needed by hospital case managers to enhance their practice.
 Collaborative Case Management11701 West 36th Street, Little Rock, AR 72211 Telephone: 501-907-ACMA (2262)
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HealtH Care SyStemCaSe management eduCation
 chicagochicago21st Annual Case Management Conference
 & 15th Annual ACMA MeetingApril 10-13, 2014
 McCormick Place • Chicago, IL
 www.casemanagementconference.com
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 WWW.ACMAWEB.ORG/ACM
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Developed by an interdisciplinary taskforce of case management leaders, Compass is a comprehensive program designed to provide training for new case management staff and to serve as a refresher for existing staff.
 n ONLINE TRAINING VIDEOS
 n ONLINE COMPETENCY TESTS TO VALIDATE COMPREHENSION OF VIDEO MODULES
 n HARDCOPY MANUAL COMPANION BASED ON THE MODULES THAT CAN BE USED AS A REFERENCE OR TEACHING AID IF DESIRED
 n AVAILABLE 24 HOURS A DAY, SEVEN DAYS A WEEK
 For more information, visit: www.acmaweb.org/compass
 ACMA Compare Benchmarking | www.ACMACompare.com
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