
  Professional Case Management 
 Vol. 19 ,  No. 1 ,  4 - 15 
 Copyright 2014 © Wolters Kluwer Health | Lippincott Williams & Wilkins  

Copyright © 2014 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.

4    Professional Case Management    Vol. 19/No. 1

  •     Framing that recognizes the value of competency-
based performance in a highly competitive health 
care environment.    
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 A B S T R A C T 
   Purpose/Objectives:     The purpose of the third of this 3-article series is to provide context and justifi cation for a 
new paradigm of case management built upon a value-driven foundation that 

  •      improves the patient’s experience of health care delivery,  
  •      provides consistency in approach applicable across health care populations, and  
  •     optimizes the potential for return on investment.    

   Primary Practice Setting(s):     Applicable to all health care sectors where case management is practiced. 
   Findings/Conclusions:     In moving forward the one fact that rings true is there will be constant change in our 
industry. As the health care terrain shifts and new infl uences continually surface, there will be consequences 
for case management practice. These impacts require nimble clinical professionals in possession of recognized 
and fi rmly established competencies. They must be agile to frame (and reframe) their professional practice to 
facilitate the best possible outcomes for their patients. Case managers can choose to be Gumby or Pokey. This 
is exactly why the defi nition of a competency-based case management model’s time has come, one suffi ciently 
fl uid to fi t into any setting of care. 
   Implications for Case Management Practice:     The practice of case management transcends the vast array 
of representative professional disciplines and educational levels. A majority of current models are driven by 
business priorities rather than the competencies critical to successful practice and quality patient outcomes. 
This results in a fragmented professional case management identity. While there is inherent value in what each 
discipline brings to the table, this advanced model unifi es behind case management’s unique, strengths-based 
identity instead of continuing to align within traditional divisions (e.g., discipline, work setting, population 
served). This model fosters case management’s expanding career advancement opportunities, including a 
refl ective clinical ladder.   
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         I n the months since COLLABORATE ©  Parts I and II 
were published, we received spirited feedback about 
the model from the professional community. Themes 

have included but are not limited to the Paradigm’s: 

  •     Implementation potential across practice settings, 
with particular use for ambulatory care and 
community-based programs.  

  •     Value to human resources with application to 
hiring and performance appraisals.  

  •     Clear focus on performance metrics as outcomes.  
  •     Worth as an integral tool to measure and validate 

overall case management returns on investment.  
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 W e are inspired by industry recognition of the 
positive impact that a competency-based model, such 
as COLLABORATE © , poses for professional case 
management’s future. As we noted at the conclusion 
of Part II, quality improvement implementation of 
COLLABORATE ©  requires top–down organizational 
alignment in combination with the full commitment 
of every stakeholder involved in the effort. Toward 
the purpose of engaging in this mindset, the goals of 
this article are to:  

 1.     Discuss performance management implications 
that must be addressed as part of operationalizing 
COLLABORATE © .   

 2.     Raise awareness of likely organizational obstacles 
to change.   

 3.     Review barriers to change within the case 
management industry.    

 Part I of COLLABORATE ©  provided a histori-
cal retrospective to validate the model’s foundation, 
including a general presentation of the included com-
petencies ( Treiger & Fink-Samnick, 2013a , p. 133). 
Part II focused on expanding the explanation of each 
competency ( Treiger & Fink-Samnick, 2013b ). To 
avoid repetition within Part III, please review these 
articles.  Table 1  has appeared in Parts I and II of the 
COLLABORATE ©  series. This visual, which high-
lights each competency and its respective key ele-
ments, is included herein for ease of reference.  

 As you engage in Part III, we would like to make 
a suggestion. Those who contend that they are more a 
Pokey than a Gumby should begin to limber up now. 
Having defi ned performance expectations inevitably 
leads to fl exing and bending in directions you may 
not have thought possible ( Treiger & Fink-Samnick, 
2013b ). It is Time to Prime your Pump for Making 
the Paradigm Shift©.   

 C ONSIDERATIONS FOR  M AKING THE  
P ARADIGM  S HIFT  

  Change is the law of life and those who look only to 
the past or present are certain to miss the future.  

  —John F. Kennedy  

 Perhaps you are thinking, “How do I know if a para-
digm shift is needed?” Consider the questions posed 
in  Figure 1  when deciding if it is time to propose an 
organizational change of this magnitude.  

 While prior generations of case managers might 
have entered their fi rst day of employment hoping for 
long-term career stability, a different reality emerged 
over the past several decades. The health care environ-
ment has been fraught with continuous change. Steadi-
ness and status quo quickly became regarded as stagna-
tion. In fact, how many organizations in the 21st century 

 TABLE 1 
  The COLLABORATE© Competencies  

Acronym Competency Key Elements

 C Critical thinking Out of the box creativity

Analytical

Methodical approach

 O Outcome-driven Patient outcomes

Strategic goal-setting

Evidence-based practice

 L Life-long learning Valuing:

 Academia and advanced 
degrees

 Professional development

 Evolution of knowledge 
  requirements for new 

and emerging trends (e.g., 
technology, innovation, 
reimbursement)

 Practicing at top of licensure 
 and/or certifi cation

 Acknowledging no one 
  case manager can and 

does know all

 L Leadership Professional identity

Self-awareness

Professional communication

Team coordinator

 A Advocacy Patient

Family

Professional

 B Big picture orientation Biopsychosocial–spiritual 
assessment

Macro (policy) impact on micro 
(individual) intervention

 O Organized Effi cient

Effective

 R Resource awareness Utilization management

Condition/population-specifi c

Management of expectations 
per setting

 A Anticipatory Forward thinking

Proactive vs reactive practice

Self-directed

 T Transdisciplinary Transcending

 Professional disciplines

  Across teams

 Across the continuum

 E Ethical–legal Licensure

Certifi cation

Administrative standards

Organizational policies and 
procedures

Ethical codes of conduct

  Note . Copyright,  T. M. Treiger and E. Fink-Samnick (2012). 
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 FIGURE 1 
  You might need a Paradigm Shift if ….  

 FIGURE 2 
  Infl uencers on health care diminished performance.  

have you seen promote their constancy as opposed to 
status quo? ( Cameron & Quinn, 2011 , p. 1). 

 The shift in health care’s business culture framing 
of the 1980s into the 1990s saw increased competition. 
This was fueled in part by expansion of medical 
knowledge from biomedical research and manifest-
ing technology yielding expanded care options and 
longer lives for health care consumers ( Fink-Samnick, 
2008 , p. 338). In tandem, a tidal wave of mergers and 
acquisitions (M & A’s) occurred as free-standing hos-
pitals consolidated and/or became part of larger sys-
tems, some forming care continuums. There were 310 
M&As at the height of these actions in 1997 ( Cuellar 
& Gertler, 2003 ). Those of us employed in the health 
care industry during these years endured signifi cant 
occupational fl uctuations as a result of these events. 
For some individuals working in case management, 
this translated to simultaneously managing their own 
changing titles, jobs, roles, and functions along with 
expanding clients, members, and benefi t plan struc-
tures, often with little or no warning or training for 
taking on new responsibilities. However, case man-
agers adapted to ensure both their own employment 
and the delivery of health care. 

 Fast forward to the present and the infl uence of 
advancing information technology (e.g., electronic 
health records, case management software, the use 
of personal computers, and the Internet), health care 

reform legislation, and delivery models innovation 
(e.g., Accountable Care, Patient-centered Medical 
Homes, transition of care initiatives). The result is 
an interweaving of intricate fabric that wraps around 
every care setting like a Christo installation ( Christo 
and Jean Claude, 2013 ). Suffi ce to say, change is a 
constant across the health care continuum.   

 U RGENCY FOR A  U NIFYING  M ODEL  
  The world hates change, yet it is the only thing that 
has brought progress. 

—Charles Kettering  

 In addition to the historical grounding provided in 
Part I, the urgency for adopting a practice model that 
may be applied across the care continuum benefi ts 
from a few more points of reference. The Affordable 
Care Act took aim at many targets to open up access, 
lower cost, and improve quality of health care across 
the nation. However, during the same time period as 
numerous efforts to implement improvements in care 
delivery met with variable success (and resistance), 
spending for health care increased from 13% to 
almost 19% of Gross Domestic Product ( Hernandez 
& Shewchuk, 2011 , p. 253). Ironically, diminished 
performance on many indicators of health system effi -
ciency, declining population health metrics, and more 
pronounced health disparities have been observed 
despite these dramatic spending increases ( Common-
wealth Fund, 2011 , p. 15). Other considerations that 
occur at the levels of health care system, legislation/
regulation, employer/organization, and individual 
are identifi ed in  Figure 2 .  
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 Case managers have a key role to play in man-
aging change of our professional development and 
work settings if these efforts are to ultimately result 
in care that is more consumer-centric and continuity-
conscious. However, we must fi rst address our individ-
ual and collective shortcomings to push the needle in 
a direction of positive growth. A consistent model of 
practice that de-emphasizes setting of care and focuses 
on personal accountability to specifi c behaviors and 
skills takes a giant step forward in that direction. 

 The lack of professional unity is ultimately con-
cerning. Over recent decades, case management has 
failed to coalesce in a manner that demonstrates the 
likelihood of lasting cohesion. As a result, case man-
agement is not generally considered to be an orga-
nized force within health care. While some of this 
may be related to the disjointed nature of the U.S. 
health care system, many professional disciplines 
in the health and human services sector have man-
aged to develop both umbrella entities and numer-
ous specialty practice groups without it being seen as 
divisive; this includes, but is not limited to, medicine, 
nursing, social work, and so forth. Why does case 
management not follow this same path for profes-
sional advancement and sustainability? 

 There is also the point that case management 
developed as a dependent rather than a parent fi gure. 
In other words, case managers are generally task-
oriented employees within large organizations rather 
than employers or contractors of their own services. 
This seems to be signifi cantly impacting the ability to 
see case management develop beyond current limita-
tions enforced by legislation, regulation, or organiza-
tional policy and procedure. 

 The collective “we” have failed to communicate 
and cooperate across the various stakeholder enti-
ties that represent case/care management practice. 
In a desire to emphasize the uniqueness of a given 
setting of practice or population, additional profes-
sional, accreditation, and certifi cation bodies were 
established. This ultimately divides our numbers and 
results in far less powerful political clout. At times 
stakeholders appear to be working at odds with each 
other, while contributing to what presents as Case 
Management Identity Disorder ( Treiger & Fink-Sam-
nick, 2013a , p. 129). 

 General confusion as to the differences and dis-
tinctions between professional organizations, certi-

fi cation entities, and commercial enterprises contin-
ues. There has not been a lasting concerted effort to 
address this confusion, perhaps because it may be 
viewed as benefi cial to maintain the lack of clarity? 
Rather than leaving the issue unaddressed, a more 
constructive approach is to collaboratively develop a 
professional career path that includes involvement in 
professional development activities, continuing edu-
cation, and subsequent certifi cation. 

 When we overlay case management industry-
specifi c issues onto systemwide obstacles, it is a 
testament to dogged determination that case manage-
ment still exists. However, in the absence of recogniz-
ing and acting upon the deleterious impact of these 
multiple factors, quasi-case management roles con-
tinue to proliferate within the industry. At this point 
in time, no single entity appears to have the support 
of the rank-and-fi le case management majority. These 
issues should be considered as priorities to industry 
stakeholders. The clock is ticking and dumb luck may 
run short if there is not a call (issued and heeded) for 
concerted professional advocacy, a competency inte-
gral to all case managers. In this way, the workforce 
may strive to address the issues over which our indus-
try is accountable, by taking prompt action.   

 R ESISTANCE   +  C HANGE   =  G ROWTH  
  The greatest danger in times of turbulence is not the 
turbulence-–it is to act with yesterday’s logic.   

 —Peter Drucker  

 It is important to be cognizant of the reasons why 
change in a health care-related fi eld has been so prob-
lematic. Simply put, it is diffi cult to push a rope and 
the U.S. health care system has proven to be espe-
cially rope-like due to special interests associated 
with politics, economics, and public perception. 
Blank (2012) summarized this issue well, “Forces in 
opposition [to change] include politicians who over-
promise; drug companies, big medicine and a medi-
cal research community whose lifeblood is continual 
expansion of profi t-making medical technologies; 
physicians who will not say no to patients and are 
paid more to provide more care; tort lawyers who 
argue negligence when not all that is possible is done 
for their client; and patients and their families who 
demand everything that might help be done because 

 As the use of checklists providing specifi c intervention activities expands, so does the 
risk of overlooking vital information that may not be collected by these effi ciency-

focused tools. 
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cost should be of no concern if a third party is paying 
for it” (p. 420). 

 Another point to reconcile as we forge into the 
future of health care is that of the shift in point-of-
care delivery. McDeavitt et al. (2012) point out that 
“health care is increasingly delivered by large orga-
nizations. As payment constraints tighten, it is likely 
that consolidation of providers will accelerate, with 
smaller hospitals being absorbed into larger systems” 
(p. 141). 

 Business change impacts case management in a 
number of ways, including the consolidation of case 
management roles and functions into existing staff 
positions and the use of unlicensed, nonclinical staff 
to address specifi c tasks. This is problematic because 
identifying and addressing barriers to care and health 
should not be moving further away from discovery 
during a comprehensive Bio-Psycho-Social-Spiritual 
assessment. As the use of checklists providing spe-
cifi c intervention activities expands, so does the 
risk of overlooking vital information that may not 
be collected by these effi ciency-focused tools. When 
a barrier assessment is reduced to an oversimplifi ed 
transaction, why would an organization pay for a 
clinical profession to do it when a less-qualifi ed per-
son will simply do as they are instructed? Nonclini-
cal and underlicensed workers lack the education 
and training that ground the Critical Thinking com-
petency. These actions also contribute to the defi ning, 
advanced intellectual and analytical skills that are the 
hallmark of an independent practitioner. While there 
is a defi nite role for nonclinical administrative sup-
port staff in the delivery of high-quality patient care, 
these valued members of the care team can never take 
the place of a professional case manager. “The use 
of nonclinical staff, as well as licensed individuals 
without appropriate education or training, to per-
form case management activities has already begun 
taking place. In this scenario, cost appears to be the 
driver for utilizing lower wage workers. The impact 
that this approach to staffi ng has on quality of care 
or value for service delivered has yet to be clearly and 
consistently demonstrated” ( Treiger, 2011 , p. 48). 

 There is also a risk of off-shoring case manage-
ment services. As pointed out in a Remington Report 
article, “As the education, skill set, and sophistica-
tion of case management progresses, it is increas-
ingly likely that there will be a rise in compensation. 
One risk associated with higher salary expense is the 
consideration by health care organizations to out-
source case management responsibilities, in some 
cases to offshore entities. This potential scenario is 
another valid argument in favor of offi cially codify-
ing case management into legislation and regulation 
to prevent the performance of activities requiring a 
specifi c level of clinical education and competency 

to individuals without adequate knowledge gained 
through licensure, certifi cation, education, or training 
within the United States healthcare system” ( Treiger, 
2011 , p. 48). 

 If case management is to remain relevant in the 
future, our combined leadership must work synergis-
tically to achieve the following: 

  •     defi ne professional case management practice and 
career paths,  

  •     defi ne case management’s value proposition,  
  •     identify case management best practice, and  
  •     defi ne optimal consumer and organization-specifi c 

outcomes.    

 We achieve this by defi ning competencies for 
professional practice; ones that are agnostic to edu-
cational background, professional training, practice 
setting, population served, and licensure and/or cer-
tifi cation. While there are certainly specialty-specifi c 
requirements that must be clearly documented, they 
should be touchstones on purposeful career paths 
geared to formal higher education degrees and cer-
tifi cations. A single-level certifi cation may have been 
a giant leap forward 20 years ago, but today’s health 
care environment demands a more robust and orga-
nized framework to recognize knowledge, skill, and 
professional achievement.  

 Change and Best Practice 

 Because professional case managers are Big-Picture-
Oriented, examining practices outside of case man-
agement is vital. It has become all too easy for some 
to embrace a defi ned best practice model simply 
because it is held up as such. The choice of a method-
ology should not come at the expense of a clear vision 
as to the implication of making signifi cant changes 
within any organization. Hallencreutz and Turner 
(2011) raise interesting considerations pertaining to 
the use of best practice, the fi rst of which is not hav-
ing an accepted defi nition of best practice (within 
one’s organization) and the second being the lack of 
organization consensus on a best way to implement 
change (p. 61). A lesson learned in the business sec-
tor was how overreliance on best practice might lead 
to complacency in approaching change, “Not tak-
ing advantage of what change management has to 
offer, will almost certainly delay the project further, 
whereas systematic change management throughout 
the project can signifi cantly speed up the project” 
( Garde, 2010 , p. 405). 

 Finding a change management approach best 
suited for your organization may prove challeng-
ing. While Kotter is considered a “go to” model, 
Applebaum et al. (2012) pointed out that his model 
“appears to derive its popularity more from its 
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 FIGURE 3 

  COLLABORATE© Queries.  

direct and usable format than from any scientifi c 
consensus on the results” (p. 764). Ultimately, their 
review found support for most of Kotter’s approach, 
which was fi rst published in his 1996 book,  Lead-
ing Change . Although additional study was recom-
mended, the straightforward steps would be a good 
point from which to begin.  Figure 3  is an adaptation 
of Kotter’s steps and includes a few points to consider 
for each part of the process.    

 O RGANIZATIONAL  C ULTURE  A MID  O THER  I NTEGRAL  
I NFLUENCES  

  Culture does not change because we desire to 
change it. Culture changes when the organization 
is transformed—the culture refl ects the realities of 
people working together every day.   

 —Frances Hesselbein  

 Navigating the culture of your environment is never 
easy. Transformation is diffi cult even when you have 
managed to get through similar efforts undertaken in 
the past. However, some level of cultural change is 
essential to implement COLLABORATE © . While this 
may present as a foreboding task, you may achieve 
greater clarity as to how to strategically position this 
effort by acknowledging three issues. 

 First, one must distinguish between and under-
stand the concepts of  organizational culture  and 
 organizational climate . Both serve to defi ne the entity 
you are employed for by infl uencing how the industry 
stakeholders view it. 

 By defi nition,  organizational culture  is enduring 
and entrenched for it refers to the overt, observable 
attributes of an organization. These attributes include 
its mission, core values, and core characteristics. On 
the contrary,  organizational climate  is a far more fl uid 
dynamic that consists of the temporary attitudes, 
feelings, and perceptions of the individuals employed 
by the organization. It takes into account any per-
spectives that are modifi ed as situations change based 
on new information. In a nutshell, organizational 
culture refers to the way things are as opposed to 

the  organizational climate  that encompasses the atti-
tudes employees have about the culture ( Cameron & 
Quinn, 2011 , p. 21). 

 With respect to case management, an example of 
 organizational culture  might be to promote the belief 
that all engage in best practice to meet the needs of 
their target patient population. This is operational-
ized by the expectation that case managers achieve 
specialty certifi cation, attend requisite continuing 
education programs, and strive for advanced degrees. 
However, the  organizational climate  fi nds that while 
employees want to embrace the culture, they are, in 
reality, resentful of it because professional education 
benefi ts were cut as part of budget reduction. As a 
result, case managers must pay out of pocket for the 
very education that the organization hired them for, 
and relies on them to maintain. This has resulted in 
signifi cant personal fi nancial impact for all clinical 
employees. 

 Some may contend that both  organizational 
culture  and  climate  are subjective and nebulous, 
though as Bellot ( 2011 ) frames  organizational cul-
ture  exists. To that end it cannot be avoided. It can 
be ambiguous, but it is unique to each institution 
and malleable. Every organization has a unique and 
distinct culture; each inherently fuzzy for they incor-
porate contradictions, paradoxes, ambiguities, and 
confusion (p. 33). 

 Second, one must recognize the underlying chal-
lenges that accompany any change to  organizational 
culture . As Denning  (2011)  discusses, changing an 
 organization’s culture  is one of the most diffi cult lead-
ership challenges, due in part to its complex composi-
tion of factors.  Organizational culture  comprises an 
interlocking set of factors including goals, roles, pro-
cesses, values, communication practices, attitudes, 
and assumptions, each subject to the individual input 
of an array of involved stakeholders who bring their 
unique belief systems of best practice to the effort. 
While stakeholders present with the best intentions, 
the mutual competing and confl icting agendas meet 
the reality of the organization and a huge disconnect 
can occur. Implementation of the cultural transforma-
tion effort proceeds, hoping to yield profi table return 
on investment. Of course, this will be accomplished 
through the grand efforts, which accompany any 
restructuring and streamlining of department opera-
tions, including but not limited to the following: 

  •     Reframing job roles and functions.  
  •     Developing new titles for some, if not all of these 

jobs.  
  •     Reallocating staff.  
  •     Generally overhauling overall service delivery.    

 Of course, no one is quite sure if the outcomes 
will yield the return on investment estimated or, if so, 
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over what timeframe, including those who developed 
the plan. After several fi scal quarters if that long, the 
plug is pulled on a cultural change effort that is no 
longer responding to life support despite massive 
resuscitation efforts. Everyone in the organization 
now breathes a huge sigh of relief, until the next great 
organizational culture change moment is recognized 
and the process begins anew. Consider your own 
employer and how many such restructuring efforts 
can you recall? Perhaps you developed situational 
amnesia or simply lost count. 

 Over the past 30 years, health care has endured its 
own cultural shift from care of the patient’s health to 
the care of the business of health care ( Fink-Samnick, 
2008 , p. 338). Case managers lived through the ongo-
ing shift by being fl exible and accommodating evolving 
roles and functions that resulted from reorganization 
initiatives during their employment tenure. In fact, it 
should give pause to consider that 75% of reengineer-
ing, total quality management, strategic planning, and 
downsizing efforts fail entirely or create problems seri-
ous enough to threaten the survival of the organiza-
tion ( Cameron & Quinn, 2011 , p. 1). 

 Third, assessing and diagnosing the culture are 
critical to moving forward. Case managers are trained 
to break down the complexities before them, whether 
organizational culture, interpersonal dynamics, and/
or patients. A frequently used model is Cameron and 
Quinn’s Organizational Culture Assessment Instru-
ment (OCAI), based on their Competing Values 
Framework ( Cameron & Quinn, 2011 , p. 28). The 
OCAI’s purpose is twofold; it is designed to help iden-
tify an organization’s current culture. Then by using 
the same instrument, works to identify the culture 
employees believe should be developed, one to match 
future demands and opportunities anticipated over 
the next 5 years. Just as there is no right or wrong 
culture, the OCAI supports the same premise by not-
ing that there are no right or wrong responses. Imag-
ine the OCAI as the meeting of a Strengths, Weak-
nesses, Opportunities, and Threats (SWOT) analysis 
with a crystal ball (p. 29). 

 The OCAI is one of many options available to 
assess and diagnose cultural change. While it might 
present as an easy one to recommend, it is far from 
the only one. Given the diversity that underlies 
both the organizational culture and climate of each 
unique employer, readers are encouraged to explore 

assessment methodologies to ascertain an appropri-
ate match. Much like the art of diagnosing patients, 
ask any 10 case management leaders that assessment 
tools have worked for them and you will get 10 dif-
ferent recommendations. It may be helpful to begin 
with a few queries specifi c to your organization, as 
presented in  Figure 4 .     

 T HE  L EADERSHIP OF  C HANGE  
  There is nothing more diffi cult to take in hand, 
more perilous to conduct, or more uncertain in its 
success, than to take the lead in the introduction of 
a new order of things.  

  —N. Machiavelli  

 So now you have identifi ed the need for change in 
your organization. How exactly does one pursue 
making a change? In considering how we work with 
clients to make lasting change, this may not seem like 
a very wide chasm, but if it was so easy we would all 
be much further along the professional development 
path by now. It is critical to recognize and accept 
several factors. 

 There is a clear distinction between change man-
agement and change leadership that Kotter (2011) 
considers to be apples and oranges, “Change man-
agement, which is the term most everyone uses, refers 
to a set of basic tools or structures intended to keep 
any change effort under control. The goal is often to 
minimize the distractions and impacts of the change. 
Change leadership, on the other hand, concerns the 
driving forces, visions, and processes that fuel large-
scale transformation. Both are integral principles for 
case managers to reconcile. 

 As a case manager, you are a leader, whether you 
are in a formal leadership role in that “C-Suite” or 
not. Case management leadership happens in every 

  Over the past 30 years, health care has 
endured its own cultural shift from 

care of the patient’s health to the care 
of the business of health care.  

FIGURE 4 
  COLLABORATE© Queries Adapted from Kotter’s process 
for leading change (1996).  
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aspect of practice and professional identity ( Treiger 
& Fink-Samnick, 2013b ). Discussions with count-
less corporate directors of case management fi nd an 
increasing trend, recognition of case managers as the 
drivers, if not team leaders, of the care coordination 
processes in their respective organizations. This is 
consistent with efforts by regulatory entities and ini-
tiatives, such as those framed by  The Joint Commis-
sion (2012)  and the Institutes of Medicine’s (2010) 
Future of Nursing . It is noted by the Patient Protec-
tion and Affordable Care Act, which emphasizes case 
management’s opportunity to lead the health care 
team, discussed extensively in Part I ( Treiger & Fink-
Samnick, 2013a , p. 125). 

 The current hot topic of hospital readmissions 
for Medicare benefi ciaries within 30 days in Octo-
ber 2012 alone supports case management’s powerful 
role on the transdisciplinary health care team as a 
facilitator of both change leadership and change 
management. Some in health care’s transdisciplinary 
workforce saw the writing on the wall early on, 
which foretold the need to reframe discharge plan-
ning and care coordination interventions. Zander 
(2010) stated, “If case management is not given the 
authority to be the central coordinator of the multiple 
activities involved to prevent readmissions, respon-
sibilities will remain divided and never be totally 
effective”  ( p. 190). 

 The fi nes ensued with an initial $280 million in 
2012 ( Rau, 2012 ). As of August 2013, an additional 
$227 million in fi nes were levied against hospitals 
in all but one state as part of a second go-round, 
impacting some 2225 facilities ( Rau, 2013 ). Dr. Eric 
Coleman, a national expert on readmissions and 
Director of the care transitions program at University 
of Colorado, offered clear messaging to the industry, 

“People are starting to recognize that renaming dis-
charge planning does not actually improve your read-
missions rate” ( Rau, 2013 ). 

 Case managers bring value to this arena by virtue 
of their education and training, including assessing 
and engaging in proactive interventions toward facili-
tation of the care process. Through operationalizing 
the key elements identifi ed in COLLABORATE © ’s 
Outcomes, Leadership, Advocacy, and Anticipa-
tory competencies ( Treiger & Fink-Samnick, 2013b , 
p. 220), case managers are primed to support the 
organizational imperatives that take on the chal-
lenges of committed quality management and perfor-
mance improvement.  

 O BSTACLES TO  C HANGE  
  All progress is precarious, and the solution of 
one problem brings us face to face with another 
problem.   

 —Martin Luther King Jr.  

 Understanding the barriers to change is a task under-
taken by case managers each and every day. How-
ever, it is a task performed in the context of identi-
fying obstacles faced by health care consumers, not 
by employers and certainly not those blocking per-
sonal and professional advancement. Probably the 
most signifi cant infl uencer of incongruity is that one 
involves taking measure of someone else’s problem, 
rather than focusing in one’s own backyard. But if 
one is to honestly appraise the current state of case 
management practice, it requires critical examination 
of individual and collective performance. It is one 
thing to point and say, “this is what you should be 
doing” or “this is how you should be doing it” or “if 
you don’t do it this way, you aren’t really doing it.” 
But it is quite another matter to step up and take on 
the issue of professionalization of case management. 
Consider this, is it time for naysayers to give up the 
wheel and allow those with clearer vision of what lies 
ahead to drive? 

 Some may argue that a more measured approach 
be advisable. Well, okay. Let us stop and assess where 
we are now after having taken decades of measured 
steps. Has the conversation really changed that much 
from where it was last month, last year, or last cen-
tury? If you think not, take a moment to mull over the 
fact that case managers continue to be manipulated 

  There is a clear distinction between change management and change leadership…. 
“Change management … refers to a set of basic tools or structures intended to keep 
any change effort under control …. Change leadership … concerns the driving forces, 

visions, and processes that fuel large-scale transformation.  

  Discussions with countless corporate 
directors of case management fi nd 
an increasing trend; recognition of 
case managers as the drivers, if not 

team leaders, of the care coordination 
processes in their respective 

organizations.  
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by the structures they work within. Bemoaning the 
lack of recognition of case management’s value to the 
health care equation does not advance the practice. 
We can debate which credential is superior. We can 
divide our strength by splitting off into professional 
organizations that focus exclusively on practice set-
ting or population served. Yes, we can continue to do 
all of those things (and more), but one can bet dol-
lars to donuts that it will not move case management 
forward from the perspective of professional clinical 
practice. It will yield no shift in the positioning of 
case management from advanced practice to full-
fl edged profession. Case management will continue in 
neutral unless stakeholders across academia, profes-
sional organizations, and certifi cation/accreditation 
bodies agree to work together in taking on the real 
challenges of transforming case management practi-
tioners from mid-level functional technicians to war-
riors on a mission to transform health care delivery. 

 The time has come to collaborate, no pun 
intended. One is hard-pressed to see the benefi t of 
continuing mutually exclusive efforts to advance rec-
ognition of case management. Working as partners 
will certainly improve the likelihood of attaining a 
consensus-driven defi nition and career paths for pro-
fessional practice, defi ning our value proposition 
across the health care continuum, and identifying 
best practices, and leveraging meaningful outcomes. 
Why? Perhaps it is because individual efforts favor 
the needs of the few, rather than benefi ts for the many. 

 In 2013, the Effective Health Care Program 
issued its report addressing key questions regarding 
case management. The project, titled Comparative 
Effectiveness of Case Management for Adults With 
Medical Illness and Complex Care Needs, intended 
to determine the effectiveness of case management. 
However, the defi nition of case management that 
was used for the project was “a process in which a 
person (alone or in conjunction with a team) man-
ages multiple aspects of a patient’s care” (2013). Not 
familiar is it? One hazards to guess that this verbiage 
was used because there is not a single defi nition that 
the entirety of case management stands behind. Vari-
ous organizations made minor modifi cations in the 
original defi nition as a way in which to distinguish 
themselves. If case management leaders cannot agree 
on a defi nition, it is not reasonable to expect others 
to select one over another. 

 The research that was selected and evaluated 
by the expert panel was identifi ed as case manage-
ment, but researchers recognized that heterogeneity 
of the included studies was problematic to ascertain-
ing effectiveness due to the variance in factors such 
as practice scope, roles, functions, and activities. The 
Effective Health Care Program acknowledged that 
“Case managers typically performed multiple func-

tions. These included, but were not limited to, assess-
ment and planning, patient education, care coordina-
tion, and clinical monitoring. In general, emphasis on 
specifi c functions varied according to patients’ condi-
tions and the primary objectives of specifi c case man-
agement (CM) interventions. For example, interven-
tions among patients with cancer typically focused 
on coordination and navigation, while interventions 
for patients with diabetes and congestive heart failure 
(CHF) focused more on patient education (for self-
management) and clinical monitoring. Most studies 
did not carefully measure the amount of effort case 
managers devoted to different functions, making it 
diffi cult to discern the degree to which emphasis on 
different case manager functions impacted CM effec-
tiveness” ( Hickam et al., 2013 , p. 21). 

 The report examined three key questions (note 
 Figures 5 ,  6 , and  7 ). Findings were summarized as 
“on balance, CM had limited impact on patient-cen-
tered outcomes, quality of care, and resource utili-
zation among patients with chronic medical illness. 
The most positive fi ndings are that CM improves the 
quality of care, particularly for patients with serious 
illnesses that require complex treatments (cancer and 
human immunodefi ciency virus). For a variety of 
medical conditions, CM improves self-management 
skills. CM also improves Quality of Life in some 
populations (CHF and cancer) and tends to improve 
satisfaction with care. For the caregivers of patients 
with dementia, targeted CM programs improve lev-
els of stress, burden, and depression” ( Hickam et al., 
2013 , p. ES-15).      

 The lack of strong and consistent evidence dem-
onstrating case management interventions as a valu-
able asset in health care management is disappoint-
ing. Positive report fi ndings would have provided a 
solid platform on which to catapult future work in 
the fi eld. However, the fi ndings that were uncovered 
could be leveraged as a tremendous opportunity to 
unite case management stakeholders, critically eval-
uate the fi ndings, and use the lessons learned as a 

 FIGURE 5 
   Effective health care program: Key question 1. 

PCMv19n1-Treiger.indd   12PCMv19n1-Treiger.indd   12 11/21/13   12:37 AM11/21/13   12:37 AM



Professional Case Management    Vol. 19/No. 1    13

Copyright © 2014 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.

springboard for charting a course for the future of 
collective practice improvement and success. 

 The distractions to unifi ed practice improve-
ment need to be carefully evaluated because they may 
prove themselves to be inconsequential in hindsight. 
It is time to be audacious. It is time to take a stand 
within the health care community. We must put aside 
any long-standing debates about case management 
and place professional survival on the fast track. Fail-
ing this, case management may be doomed to remain 
in the shadows unable to maintain its relevance as 
health care delivery continues to progress.   

 C OMPETENCY -B ASED  E DUCATION  L EADING TO  
C OMPETENCY -B ASED  P RACTICE  

 Competency-based methodologies have grounded 
academia and licensure regulation for the past 
decade, as discussed in Part I ( Treiger & Fink-Sam-
nick, 2013a , p. 131). However, despite operationaliz-
ing professional and discipline-specifi c competencies 
with their related practice behaviors, students and 
new professionals continue to voice concerns about 
the relevance of theoretical content to the real world. 
Potential employers echo this concern through recent 
surveys, with one from Hart Research Associates pro-
viding compelling validation. Ninety-three percent of 
the employers surveyed identifi ed that a candidate’s 
ability to demonstrate the capacity to think critically, 

communicate clearly, and solve complex problems 
was far more important than what their undergradu-
ate major may have been. Seventy-fi ve percent indi-
cated that colleges should place increased emphasis 
on competencies that refl ect critical thinking, com-
plex problem-solving, written and oral communica-
tions, and applied knowledge in real-world settings. 
How can new graduates demonstrate to potential 
employers they have actually mastered these compe-
tencies no matter what their major ( Tempera, 2013 )? 

 Individuals who pursue higher education should 
expect a new methodology to assess the outcome(s) 
of academia’s current competency-based approach. 
An innovative examination promises to accomplish 
this task in the spring when administered to some 
200 colleges and universities. The Collegiate Learn-
ing Assessment Plus, developed by the Council for 
Aid to Education, will test the critical thinking abil-
ity of graduates. Time will tell what the evidence will 
show, although experts expect that it will support the 
value of competency-based learning as the new stan-
dard of academic practice. 

 As explored in Part I ( Treiger & Fink-Samnick, 
2013a , p. 132), this competency-based organiza-
tional culture change is in sync with the competency-
based domains identifi ed by the Interprofessional 
Education Collaborative. Add the Collegiate Learn-
ing Assessment Plus to all other competency-based 
models presented through Parts I and II of this article 
series and validation for COLLABORATE ©  is further 
supported.    

 C ONCLUSION  

 As we strive to ensure consistent, top-notch case 
management practice in a constantly changing health 
care environment, any attempt to wrap this article 
series up with a neat bow would discount the empha-
sis we have placed on fl exibility in response to ongo-
ing challenges and dedication to continual learning. 

 It is time to take a stand within the 
health care community. We must 

put aside any long-standing debates 
about case management and place 

professional survival on the fast track. 
Failing this, case management may 

be doomed to remain in the shadows 
unable to maintain its relevance as 
health care delivery continues to 

progress. 

FIGURE 6 
   Effective health care program: Key question 2. 

FIGURE 7
   Effective health care program: Key question 3. 
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These articles are just the fi rst volley over the bow 
of case management practice. We challenge you, 
our valued colleagues, to engage in the important 
dialogues that impact your career, to pursue perfor-
mance excellence in your professional practice, and 
never to forget that the medical record you touch, the 
computer screen you look at, and the telephone call 
you make or receive in some way affects the health 
and well-being of a human being. Although some of 
our tasks may seem rather rote by their very nature, 
it is critically important that we undertake our 
responsibilities with professionalism and pride. The 
COLLABORATE ©  competency-based model pro-
vides a framework for delivering high-quality case 
management service. One question remains: are you 
ready to make the paradigm shift? 

  If you always do what you’ve always done, you’ll 
always get what you’ve always got.   

 —Anonymous        
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