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Acute Care Management During a
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ABSTRACT

Purpose/Objectives: During the global pandemic of Covid-19, the hospital setting transitional care
management was challenged by the complexities of the rapidly changing health care environment, requiring
the implementation of an innovative approach to hospital discharge planning. The purpose of this article is to
review the experiences of an integrated urban health system, exploring the strategic tactics to ensure effective
communication between team members, patient and family engagement in discharge planning, establishing
and maintaining trust, connecting patients to appropriate next level of care services, and providing transitional
care management support.

Primary Practice Settings: The Covid-19 pandemic response stimulated the rapid transformation of the acute
care management model amidst the tremendous challenge of meeting the discharge planning needs of the
hospitalized population in one large, urban, integrated health care system.

Findings/Conclusions: Patients transitioning to the community setting following discharge are vulnerable and
at risk for adverse sequelae, and transitional care management that does not end when the patient leaves the
hospital setting is integral to promoting positive patient outcomes (Naylor, Aiken, Kurtzman, Olds, & Hirschman,
2011). The care management approach during the pandemic in one health care system precipitously shifted to
an entirely virtual, remote model, and the team continued to provide transitional care support for hospitalized

patients to avoid the common pitfalls that are associated with unfavorable outcomes.

Implications for Case Management Practice: The insights gleaned from one health system’s experiences
during the pandemic are transferable to other facets of care management in routine circumstances, with
emphasis on the avoidance of the common care management snares that lead to less than optimal patient
outcomes. The development and implementation of multifaceted interventions, with the goals of supporting
health-promoting behavior changes and self-care capacity for at risk populations, are relevant in the current

health care environment.

Key words: acute care management, Covid-19, discharge planning, transitional care management

he world is experiencing a global pandemic of
Covid-19, posing challenges to hospital setting
transitional care management and discharge
planning. The purpose of this article is to review the
experiences of an integrated urban health system and
the strategic approach to applying innovation and
technology to discharge planning for hospitalized
patients in the acute care setting during the Covid-19
pandemic. Transitional care management in an acute
hospital setting is a complex and individualized pro-
cess, directly impacting throughput and readmission
rates and aiming to ensure a supportive safety net of
resources for the patients. The insights gleaned from
one health system’s experiences during the pandemic
are transferable to other facets of care management
in routine circumstances, with emphasis on the avoid-
ance of the common care management pitfalls that
lead to less than optimal patient outcomes through
an innovative approach.
The Covid-19 pandemic response stimulated the
rapid transformation of the acute care management

model amidst the tremendous challenge of meet-
ing the discharge planning needs of the hospital-
ized patient population. The incidence of confirmed
Covid-19 cases was approaching 1.8 million people
in the United States as of early June 2020 (Johns
Hopkins University, 2020). In one integrated health
system, the care management approach shifted to a
remote, virtual model to contribute to the conser-
vation of personal protective equipment and reduce
the risk of exposure to the virus. The team leveraged
technology and implemented virtual processes to
maintain high standards of patient care and promote
the provision of high-quality acute care management
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Prior research has identified recurring themes that represent discharge planning issues
that lead to adverse consequences, including mistrust between older adults and health
care team members, insufficient engagement of patients in self-care management
activities, disintegration of care across the continuum, communication breakdown
between care team members, and inadequate access to resources.

to the patient population served, mitigating the bar-
riers associated with post-acute placements and con-
necting patients with resources.

Patients who are transitioned to the community
setting following discharge are vulnerable and at risk
for adverse sequelae, and transitional care manage-
ment that does not end when the patient leaves the
hospital setting is integral to promoting positive
patient outcomes (Naylor, Aiken, Kurtzman, Olds,
& Hirschman, 2011). The care managers in the
integrated health system ensured safe and smooth
transitions of care for patients discharged from the
emergency department (ED) and hospital settings in
an intensive approach that was reflective of the para-
digm that the care management does not begin and
end with the acute care episode.

VirTuaL HeattH CARE MANAGEMENT

The care management approach during the Covid-
19 pandemic precipitously shifted to an entirely
virtual, remote model for one integrated health
care system. Prior research has identified recurring
themes that represent discharge planning issues that
lead to adverse consequences, including mistrust
between older adults and health care team members,

insufficient engagement of patients in self-care man-
agement activities, disintegration of care across the
continuum, communication breakdown between care
team members, and inadequate access to resources
(Hansen, Young, Hinami, & Leung, 2011; Naylor
et al., 2018). The care management team members
provided transitional care support for hospitalized
and discharged patients in an innovative approach to
avoid the common pitfalls that are associated with
unfavorable outcomes (see Figure 1).

Communication Between Team Members

Maintaining effective communication and collabora-
tion between health care team members is integral to
the provision of care management for medically com-
plex patient populations in the hospital setting and
following discharge. Patient safety and the quality of
care delivery are positively impacted by interprofes-
sional collaboration, which is exemplified by open
communication, clearly defined shared objectives, and
routine discussion about plans of care and goals (Fox
& Reeves, 2015). During the pandemic situation, the
care management team reinforced efforts to remain
in close contact with interdisciplinary care provid-
ers through the use of available technology such as

Patient and family
engagement in discharge
planning

Effective communication
between team members

Establishing and
maintaining trust

Connecting patients to
appropriate next level of
care services

Providing transitional care
management support
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interviewing technique
telephonically, to support
patient engagement
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and goal-setting
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member(s) during
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compassion and
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connectivity with
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and safe transitions of
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nursing facility database,
detailing the most current
admission parameters for
each facility

Leveraged payer-specific
waivers and loosened
parameters for
discharging patients to
next level of care, as
appropriate

tele-health monitoring
services to patients with
CHF and COPD

Addressed psychosocial
patient assessments
virtually, through video
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Streamlined the
deployment of portable
oxygen tanks in the
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setting

Provided telephonic
symptom triage and care
advice for patients
diagnosed with Covid-19,
following discharge from
the hospital or emergency
room

FIGURE 1

Avoiding the common pitfalls of discharge planning: A summary of the innovative approach to acute care
management in one health system during the pandemic. CHF = congestive heart failure; COPD = chronic
obstructive pulmonary disease.
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contact with interdisciplinary care providers through the use of available technology

such as the electronic health record and other secure telecommunications.

the electronic health record and other secure tele-
communications. Electronic forms and e-mail to fax
functions were utilized to ensure patients and all next
level of care service providers received all documents
to support handoff communication, including clinical
information, orders, and medication prescriptions.

The most illustrative example of interprofes-
sional teamwork within the acute hospital setting dur-
ing the pandemic situation was the implementation
of virtual daily transition rounds. These telephonic
meetings functioned with the goal of identifying,
communicating, and mitigating the risk caused by
barriers to safe and smooth transitions of care. Inter-
professional communication and shared responsibil-
ity for decision making through the implementation
of interprofessional transition rounds are associated
with improved perception of collaboration between
the team members and reduced potentially harmful
patient outcomes (Urisman, Garcia, & Harris, 2018).
The rounds involved a telephonic conference between
interprofessional team members, including discharge
planning, social work, utilization management, nurs-
ing, physicians, and, in some cases, specialists or ther-
apists. The discussion of every hospitalized patient
daily allowed each discipline the opportunity to pro-
vide insight into the assessment findings and data and
to discuss potential barriers to self-care and success-
ful transitions to the next level of care. Interprofes-
sional rounding enhances communication and team-
work between the disciplines, serving as an effective
strategy to avoid such breakdowns in the sharing of
key clinical information between team members in
the acute care setting (Ashcraft, 2017). The virtual
transition rounds supported an environment that was
conducive to supporting mutual respect between the
health care staff members and the transparent shar-
ing of ideas and insights.

In alignment with the transitional care model par-
adigm, patients were not discharged but were transi-
tioned to the next appropriate level of care during the
Covid-19 pandemic. Information and communication
breakdowns associated with insufficient documenta-
tion, unclear recommendations, and untimely updates
on the progression of the discharge plan are perceived
barriers to effective acute care management across
the continuum of care (Pinelli, Stuckey, & Gonzalo,
2017). These inherent risks were mitigated during the
pandemic through the electronic communication pro-
cess, effectively closing the communication loop and
providing pertinent details and information to support
the clinical individualized discharge plan of care. The
care management teams effectively facilitated com-
munication across the continuum to virtually connect
patients, family members, health care team members,
health plan case managers, post-acute service provid-
ers, primary care provider, and specialists.

The transmission and exchange of important
information between clinical team members and
across the continuum of care were critical to the aim
to limit the disruption to care management and safe,
timely discharge planning throughout the Covid-19
pandemic. The relationships between the care team
members were strengthened by the common sense of
purpose that aligns both teams and their goals of pro-
moting enhanced self-management.

Engaging Patients and Family Members in Discharge
Planning

Care management is optimal when the patient is
directly involved in the discharge planning process.
Activation is defined as “an individual’s knowledge,
skill, and confidence for managing their health and
health care” (Hibbard, Mahoney, Stockard, & Tusler,

potentially harmful patient outcomes.
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2005). Patient activation levels and participation in
care lead to improved clinical outcomes and self-
efficacy in behaviors supporting health and cost
avoidance for patients managing chronic conditions
(Coulter et al., 2015; Viau et al., 2016). Patient
engagement in activities contributing to improved
health and wellness was the central value to care
management efforts during the Covid-19 pandemic.

The acute transitional care management team uti-
lized the motivational interviewing therapeutic com-
munication technique to actively listen and engage
patients in their care, encouraging a high level of trust
and activation. Motivational interviewing is defined
as a collaborative communication style for eliciting
an individual’s own motivation and commitment to
make health-promoting behavior changes (Miller &
Rollnick, 2013). The technique is strengthened both
through the demonstration of empathy and through
the promotion of self-care (Beaulieu-Volk, 2015).
During the Covid-19 pandemic, the care managers
assumed a telephonic approach to assess the hospi-
talized patients’ perceptions of the benefits of chang-
ing behavior and reflections on the opportunities for
change, recognizing the patient as an active member
of the health care team. The barriers and benefits of
health-related behavior change were assessed, identi-
fied, and discussed, and the care manager facilitated
the risk mitigation through the promotion of shared
decision-making to develop the individualized plan of
care, including discharge goals.

Knowledge gained through health coaching
and goal-setting activities leads to improved patient
assurance to participate in health promotion activi-
ties, patient activation, perceived self-efficacy, and
improved clinical outcomes for patients (Hibbard,
Greene, Sacks, Overton, & Parrotta, 2017). Self-care
management capacity was strengthened through the
provision of health-related education, including infor-
mation relevant to Covid-19, to ensure patients and
family members or caregivers were well informed on
symptom and medication management and health-
related care plans.

The hospital visitor restrictions contributed to a
communication gap between the clinical care teams
and the family members for the hospitalized patients.
The care management department addressed the risk
of fragmented communication with family members
by developing a dedicated family communication

team. Between the dates of April 6, 2020, and June
1, 2020, a team of ambulatory care nurses served in
the role of bridging the gap in communication with
family members. Four licensed practical nurses and
registered nurses (RNs) were available to serve in
this capacity, as their usual ambulatory roles were
impacted by the decreased office visits and elective
surgeries that were experienced during the pandemic.
The hospital care managers sent referrals to the fam-
ily communication team members through a secure
messaging function in the electronic health record.
The family communication nurses reviewed medi-
cal records and performed telephonic outreach to
the family member or caregiver to provide pertinent
clinical updates and ongoing support during the hos-
pitalization. A template was used to guide the con-
versation, including the provision of updates on labo-
ratory test results, tests, procedures, progress notes,
and care plans (see Figure 2). The family communi-
cation team addressed more than 139 referrals over
the course of 8 weeks, promoting the engagement of
family members in care and discharge planning.

Establishing and Maintaining Trust in a Virtual
Environment

Trust between patients and health care team members
exemplifies the belief in another’s good intentions and
will, which were demonstrated consistently during
the Covid-19 pandemic through virtual interactions
that conveyed empathy and high levels of emotional
intelligence. The emotionally intelligent care manager
remains self-reflective to understand and effectively
manage central emotions and demonstrates an appre-
ciation of the emotions of others through the empa-
thetic expression of respect and awareness (Yekta &
Abdolrahimi, 2016). Through conveying compassion
and emotional intelligence telephonically, the acute
care managers established trusting relationships with
hospitalized patients during the pandemic.

The engagement of patients through the therapeutic
motivational interviewing approach was integral to the
sustained trusting connections maintained by the care
managers. Gaining an understanding of an individual’s
motivation to make health-related behavior changes is
a critical element in the promotion of self-care man-
agement. The individual’s desire to engage in behavior
change is elicited through active listening, resisting the

The hospital visitor restrictions contributed to a communication gap between the
clinical care teams and the family members for the hospitalized patients. The care
management department addressed the risk of fragmented communication with family
members by developing a dedicated family communication team.
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s Situation: What is the situation you are calling about?

| Hi, my name is llland I'm a nurse calling from the I Health System. | am on a team that
ey =

is calling family b P about their loved ones’ care and progress in the
hospital. We realize this is a dlfflcull time for you and your family, and we want to be sure that we are
'g Imp P with you.

The nurse has asked me to call you to share updates about (*patient's name*) and his/her care. Is
this a good time for you to talk for a few minutes?

the situation could include the following:
+  The admitting diagnosis and date of admission

*  Most recent vital signs

Background: Pertinent background information related to | am sharing information that | have leamed by reviewing the patient's chart, as | am not in the
B hospital providing direct care for him/her.

(*Patient’'s name*) was admitted on
«  List of current medications, allergies, IV fluids, and labs  The physicians and care teams are taking great care of him/her.

+  Lab results: provide the date and time |cs| was done Pro;?::ut:;emew e hoso sey et e h
and results of p tests for P Recent vital signs

+  Other clinical information Clinical information and current treatment (nutrition, activity, meds, etc.)

Testing completed
Assessment: What is the nurse's assessment of the I reviewed the nurses’ notes, and wanted to share the tid from thes aixsing
A situation? perspective, including:

Pain control
Systems review (cardio, pulm, uro, Gl, etc.)
Nursing care plans and goals

, and the diagnosis is

R Recommendation: What is the nurse's recommendation
or what does he/she want?

| Thank you for trusting INto care for your loved one during this challenging time. | can
ensure you that we have a passi team of givers providi

| Do you have any questions about any of the information | shared with you?

g care for (*Patient's name*).

FIGURE 2

Template to guide the family communication team’s conversations with hospitalized patients’ family members in

order to provide pertinent updates.

urge to correct a problem, and providing suggestions to
support the patient’s development of individualized dis-
charge plans and goals. The core competencies of care
management are well aligned to support these aims, as
the primary purpose is to activate patients to become
better managers of their own health (Agency for Health-
care Research and Quality, 2016). These competencies
include supporting self-management goals, connecting
with resources, developing a care plan, providing edu-
cation, and ensuring safe transitions of care (Agency for
Healthcare Research and Quality, 2016). Sustaining a
virtual environment for the patient and the care man-
ager to communicate in an authentic and transparent
manner about goals of care was intuitive for the care
managers during the pandemic, establishing trust in the
virtual context.

Post-Acute CARE

Mitigating the challenges and barriers associated with
managing post-acute service placements for patients
during the Covid-19 pandemic presented unique chal-
lenges for the care management team in one health sys-
tem. Although Medicare and many managed care pay-
ers waived or loosened precertification requirements to
aid in timely patient discharges to the next appropriate
setting of care, post-acute care setting nuances and com-
plexities drove significant delays in throughput. Skilled
nursing facilities (SNFs) imposed parameters and

requirements that varied by facility and were constantly
changing. The care management team navigated these
complexities in support of the aim to ensure the right
level of care at the right time for patients.

Facilitating transitions for patients from the hos-
pital to post-acute care facilities was simplified when
the Centers for Medicare & Medicaid Services (CMS)
and managed care payers reduced the administrative
burden on care management by enacting waivers and
loosening the parameters for discharging to the next
level of care. On March 13, 2020, the CMS commu-
nicated an emergency declaration that (at least tem-
porarily) waived the requirement for the 3-day prior
hospitalization for patients to become eligible for
coverage of an SNF stay (CMS, 2020a). The CMS
3-night stay waiver and the relaxing of the usually
stringent precertification requirements by managed
health plans were enacted to support throughput for
patients to the appropriate level of care during the
pandemic, promoting safe and smooth transitions of
care for patients as they discharge from the hospital
setting. The care managers were empowered to help
patients transition from the hospital setting without
the usual payer-related barriers to throughput during
the pandemic.

Skilled nursing facilities analyzed referrals for
patients to admit to the facility, imposing param-
eters and requirements that varied by facility and
were perpetually being changed. The CMS (2020b)

Vol. 26/No. 1  Professional Case Management 15

Copyright © 2021 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.




issued guidance on April 2, 2020, for SNFs to isolate
patients with unknown Covid-19 status for 14 days.
Many facilities had limited geographical ability to
isolate new admissions or returns from the general
population or had limited supplies of personal pro-
tective equipment to safely implement the guidance.
Post-acute service providers and the acute care man-
agement team members worked in collaboration to
support the patient’s choice of discharge disposition,
maintaining strong collegial working relationships to
mitigate the risk of exposure and to ensure high-qual-
ity, safe, and continuous transitions of care for all
patients. The hospital care management team created
and maintained an SNF database, updating the docu-
ment with the most current admission parameters for
each facility in the geographic regions in proximity to
the hospitals. The length of stay index for the month
of April 2020 for patients discharging to the SNF
level of care revealed a 0.08 increase from the prior
year, reflecting the challenges relative to discharging
to facilities during the pandemic.

Access 10 RESOURCES

The development and implementation of multifac-
eted interventions to support the self-care manage-
ment capacity and health of high-risk populations
were imperative in the changing health care environ-
ment. Complex chronic illnesses and social determi-
nants of health issues present challenges to effective
self-management for the expanding aging population
(Cacchione, 2018). The care transition team devel-
oped and implemented rapid change projects during
the Covid-19 pandemic to address and mitigate iden-
tified needs for high-risk patient populations. Three
of these innovation solutions aiming to improve the
access to resources included:

1. A tele-monitoring service for patients with heart
failure (HF) and chronic obstructive pulmonary
disease (COPD);

2. The completion of virtual social work psychiat-
ric-related assessments in the ED; and

3. The implementation of a process to discharge
patients with oxygen directly from the ED.

The home health tele-health monitoring platform
was extended to support the at-risk HF and COPD
patient populations, especially during the pandemic,
when access to routine primary and specialty care
was often disrupted. The tele-monitoring programs
were monitored by experienced RNs who monitor
daily biometrics and vital signs, escalating positive
triggers and early warning signs to providers. There
was an assurance of medication adherence through
ongoing monitoring and improved virtual connectiv-
ity between the nurse, patient, and provider through

16 Professional Case Management Vol. 26/No. 1

this platform. The implications for practice are con-
siderable, as the core concepts of the project are
applicable to addressing the health of other high-risk
populations.

Addressing psychosocial assessments for patients
in a virtual approach was augmented through the
leveraging of video visit technology in the ED set-
ting. Virtual psychiatric-focused specialty social
work assessments were initiated in the system EDs
through an electronic platform, enabling audio and
visual connectivity with this vulnerable population.
This social worker provided a remote psychiatric
assessment, providing recommendations for care and
connecting the patient with appropriate resources to
mitigate further risk. This technology allowed the
system to optimize the effective and efficient use of
the specialized social work resources, promoting sen-
sitive, individualized care for at-risk patients across
multiple EDs.

Many patients with a Covid-19 diagnosis were
able to be safely discharged from the ED setting, with
instructions for self-management at home. The health
care system implemented a process to streamline the
deployment of portable oxygen tanks in the ED set-
ting, supporting transitions to home for patients in
need of home oxygen supplies. The durable medical
equipment supplier provided each ED with a supply
of portable, ready oxygen tanks on consignment.
The provider identified a patient in need of oxygen
and appropriate for discharge, communicating this
resource need to the care manager to expedite the
ordering process. A dedicated care management team
member completed the referral process, enabling the
patient to receive an oxygen tank on demand in the
ED, and a concentrator that would be delivered to the
home. The medical equipment company deployed a
staff member to provide education on oxygen use and
care in partnership with a home health care agency in
the home setting. This process enabled the potential
avoidance of unnecessary hospitalization, improving
access to needed medical equipment to support clini-
cal outcomes while remaining in the home.

TrRANSITIONAL CARE SUPPORT

The transition of care for patients from the hospital
to the community setting was supported through care
management efforts that were integrated across the
continuum of care. Patients who receive transitional
care management services experience decreased
adverse outcomes and costs following an index hos-
pital episode of care (Bindman & Cox, 2018). The
care managers engaged discharged Covid-19-positive
patients in an intensive cadence and approach to sup-
port transitional care management in the home set-
ting. Nurses provided outreach to patients within

Copyright © 2021 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.




24 hr of ED or hospital discharge and then daily
between Days of Illness 8 and 14. They leveraged an
electronic nursing triage platform and Covid-19 tri-
age guidelines, based on emerging evidence, to assess
symptoms, providing individualized care advice and
education. Scripting was used to support the engage-
ment of Covid-19-positive or recovered patients in
the convalescent plasma donation program. The care
managers described the plasma donation opportunity
and asked for the patient’s permission for a program
representative to outreach to provide further infor-
mation about the prospect of donating plasma. The
care management team provided 7 day per week sup-
port to Covid-19-positive or suspected patients, pro-
moting transitional care management and effective
self-management.

ConcLusion

The common pitfalls for acute care management
and discharge planning were mitigated through a
comprehensive, progressive, innovative approach
during the Covid-19 pandemic. The care manage-
ment strategies may be transferable to other health
care systems or acute care settings. The development
and implementation of multifaceted interventions,
with the goals of supporting health-promoting
behavior changes and self-care capacity for patient
populations are relevant in the current health care
environment. The innovative approach to acute
care management supported effective communica-
tion between team members, patient and family
engagement in discharge planning, establishing and
maintaining trust in a virtual environment, connect-
ing patients to appropriate next level of care ser-
vices, and transitional care management support for
patients discharging from the hospital.

The evaluation of the implementation of these
interventions will ensue following the pandemic situ-
ation. The qualitative feedback from the interprofes-
sional team members, care managers, patients, and
family members has been overwhelmingly positive.
The hospital unit staff members acknowledged that
the in-person approach to collaboration with care
management is preferable for relationship-building
purposes; however, there was limited disruption expe-
rienced for the transitional care communication and
processes. The care management leaders are commit-
ted to studying the quantitative impact of the tran-
sitional care management interventions on the out-
comes of hospital length of stay, readmission rates,
and patient satisfaction scores. The results of the anal-
ysis will be used to inform future strategic approaches
to acute care management for the health system.

The conversion of care management to a remote
and virtual approach during the Covid-19 pandemic

drove one integrated health system to rapidly develop
and implement an innovative, progressive model by
implementing processes and an approach that are
transferable to general care management practice.
The creation and deployment of these plans enabled
this team to provide high-quality, comprehensive
transitional care planning and management, mitigat-
ing the risk posed by the common pitfalls through an
integrated approach that does not start and end dur-
ing the hospitalization.

REFERENCES

Agency for Healthcare Research and Quality. (2016).
Care coordination. Retrieved from http://www.ahrq.
gov/professionals/prevention-chronic-care/improve/
coordination/index.html

Ashcraft, S. (2017). Interprofessional clinical rounding:
Effects on processes and outcomes of care. Journal
for Healthcare Quality, 39(2), 85-94. doi:10.1097/
JHQ.0000000000000039

Beaulieu-Volk, D. (2015). How motivational interviewing
can help reach noncompliant patients. Medical Eco-
nomics, 25(92), 54-57.

Bindman, A., & Cox, D. (2018). Changes in health care
costs and mortality associated with transitional care
management services after a discharge among Medi-
care beneficiaries. JAMA Internal Medicine, 178(9),
1165-1171.

Cacchione, P. (2018). Nursing innovation and the Chronic
Care Act of 2018. Clinical Nursing Research, 27(7),
767-769.

Centers for Medicare & Medicaid Services. (2020a). Covid-
19 emergency declaration blanket waivers for health
care providers. Retrieved from https://www.cms.
gov/files/document/covid19-emergency-declaration-
health-care-providers-fact-sheet.pdf

Centers for Medicare & Medicaid Services. (2020Db).
Covid-19 long-term care facility guidance. Retrieved
from https://www.cms.gov/files/document/4220-
covid-19-long-term-care-facility-guidance.pdf

Coulter, A., Entwistle, V. A., Eccles, A., Ryan, S., Shepperd,
S., & Perera, R. (2015). Personalised care planning
for adults with chronic or long-term health condi-
tions. The Cochrane Database of Systematic Reviews,
2015(3), CD010523. doi:1002/14651858.CD010523.
pub2

Fox, A., & Reeves, S. (2015). Interprofessional collabora-
tive patient-centered care: A critical exploration of two
related discourses. Journal of Interprofessional Care,
29(2), 113-118.

Hansen, L., Young, R., Hinami, K., & Leung, A. (2011).
Interventions to reduce 30-day rehospitalization: A
systematic review. Annals of Internal Medicine, 155,
520-528.

Hibbard, J. H., Greene, J., Sacks, R. M., Overton, V., &
Parrotta, C. (2017). Improving population health
management strategies: Identifying patients who are
more likely to be users of avoidable costly care and
those more likely to develop a new chronic disease.

Vol. 26/No. 1  Professional Case Management 17

Copyright © 2021 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.



http://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/index.html
https://www.cms.gov/files/document/covid19-emergency-declaration-health-care-providers-fact-sheet.pdf

Health  Services Research, 52(4), 1297-1309.
doi:10.1111/1475-6773.12545

Hibbard,, J. H., Mahoney,, E. R., Stockard,, J., & Tusler,,
M. (2005). Development and testing of a short form
of the Patient Activation Measure. Health Services
Research, 40(6), 1918-1930.

Johns Hopkins University. (2020). COVID-19 United States
cases by county. Retrieved from https://coronavirus.
jhu.edu/us-map

Miller, W., & Rollnick, S. (2013). Motivational interview-
ing (3rd ed.). New York, NY: The Guilford Press.

Naylor, M., Aiken, L., Kurtzman, E., Olds, D., &
Hirschman, K. (2011). The care span: the importance
of transitional care in achieving health care reform.
Health Affairs, 30(4), 746-754.

Naylor, M. D., Hirschman, K. B., Toles, M. P, Jarrin, O. E,
Shaid, E., & Pauly, M. V. (2018). Adaptations of the
evidence-based Transitional Care Model in the U.S.
Social Science ¢& Medicine, 213, 28-36.

Pinelli, V., Stuckey, H., & Gonzalo, J. (2017). Exploring
challenges in the patient’s discharge process from
the internal medicine service: A qualitative study of
patients’ and providers’ perceptions. Journal of Inter-
professional Care, 31(5), 566-574.

Urisman, T., Garcia, A., & Harris, H. (2018). Impact of
surgical intensive care unit interdisciplinary rounds
on interprofessional collaboration and quality of
care: Mixed qualitative—quantitative study. Intensive
and Critical Care Nursing, 44, 18-23. d0i:10.1016/].
icen.2017.07.001

Viau, K. S., Jones, J. L., Murtaugh, M. A., Gren, L. H.,
Stanford, J. B., & Bilder, D. A. (2016). Phone-based
motivational interviewing to increase self-efficacy in
individuals with phenylketonuria. Molecular Genet-
ics and Metabolism Reports, 6, 27-33. doi:10.1016/j.
ymgmr.2016.01.002

Yekta, Z. P., & Abdolrahimi, M. (2016). Concept analysis
of emotional intelligence in nursing. Nursing Practice
Today, 3(4), 158-163.

Kelli Chovanec, DNP, RN, NE-BC, is the System Director for
Care Navigation at ProMedica Health System, where she drives the care
management strategy and model across the continuum of care with a
focus on integration and population health management. Kelli provides
strategic, operational, and thought leadership to support the organiza-
tional goals in the value-based health care environment. She is passion-
ate about empowering nurses to work to the top of licensure to support
patients in the self-management of oftentimes complex chronic condi-
tions and serves as a systems expert regarding population health pro-
grams in various care settings. Kelli has 15 years of progressive nursing
leadership experience in the areas of transitional and longitudinal care
management, inpatient rehabilitation, and acute nursing. She earned a
Bachelor of Science in Nursing degree from the University of Toledo in
2005, a Master of Science in Nursing degree in 2008, and a doctorate
degree in Nursing Practice from Chamberlain University in 2020. Kelli is
a Board Certified Nurse Executive through the American Nursing Associa-
tion and a member of the Case Management Society of America.

Nicole R. Howard, BSN, RN, is the System Educator for Acute Care
Navigation at ProMedica Health System, where she designs and provides a
structured and integrated curriculum for acute care management onboarding
and continuous education programs. Nicole provides direct education and is
considered a systems expert regarding post-acute resources and transitional
care management needs across the continuum. Onboarding new employ-
ees, and empowering them to work at the top of licensure, is a critical facet
of her position and providing these new team members with the resources
and knowledge necessary to drive an integrated transitional care practice in
the hospital setting. She is the manager of a team of clerical support staff
members in the Care Navigation Resource Center, who manage referrals and
all post-acute needs. Nicole is a passionate leader/educator and encourages
growth through continuous education and goal setting. Nicole has 12 years
of progressive nursing experience in the areas of education, transitional care
management, hospice case manager, home health care administrator, and
acute nursing. She earned a Bachelor of Science in Nursing degree from
Lourdes University in 2008 and is currently applying for a Master of Science
in Nursing program. Nicole plans to pursue a Doctorate in Nursing Practice
in the future.

For more than 35 additional continuing education articles related to
Case Management topics, go to NursingCenter.com/CE.

Instructions:
e Read the article. The test for this CE activity can only
be taken online at www.nursingcenter.com/ce/PCM.
You will need to create (its free!) and login to your per-
sonal CE Planner account before taking online tests.
Your planner will keep track of all your Lippincott
Professional Development online CE activities for you.
There is only one correct answer for each question.
A passing score for this test is 7 correct answers. If
you pass, you can print your certificate of earned
contact hours and access the answer key. If you fail,
you have the option of taking the test again at no
additional cost.
 For questions, contact Lippincott Professional
Development: 1-800-787-8985.

Continuing Education Information for Certified Case
Managers:

This Continuing Education (CE) activity is provided by
Lippincott Professional Development and has been preap-
proved by the Commission for Case Manager Certification

(CCMC) for 1.0 contact hours. This CE is approved for
meeting the requirements for certification renewal.

Registration Deadline:January 1, 2022

Continuing Education Information for Certified Profes-
sionals in Healthcare Quality (CPHQ):

This continuing education (CE) activity is provided by
Lippincott Professional Development and has been ap-
proved by the National Association for Healthcare Quality
(NAHQ) for 1.0 CE Hours. CPHQ CE Hours are based on a
60-minute hour. This CE is approved for meeting require-
ments for certification renewal.

This CPHQ CE activity expires on January 1, 2022.

Continuing Education Information for Nurses:
Lippincott Professional Development will award 1.0
contact hours for this continuing nursing education activity.
LPD is accredited as a provider of continuing nursing
education by the American Nurses Credentialing Center’s
Commission on Accreditation.
This activity is also provider approved by the California
Board of Registered Nursing, Provider Number CEP

11749. LPD is also an approved provider by the District of
Columbia, Georgia, and Florida CE Broker #50-1223.

The ANCC’s accreditation status of Lippincott Professional
Development refers only to its continuing nursing educa-
tional activities and does not imply Commission on
Accreditation approval or endorsement of any commercial
product.

Registration Deadline for Nurses: January 1, 2022

Disclosure Statement:
The author and planners have disclosed no potential
conflicts of interest, financial or otherwise.

Payment and Discounts:

o The registration fee for this test is $12.95

* CMSA members can save 25% on all CE activities from
Professional Case Management! Contact your CMSA
representative to obtain the discount code to use when
payment for the CE is requested.

DOI: 10.1097/NCM.0000000000000487

18 Professional Case Management

Vol. 26/No. 1

Copyright © 2021 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.



https://coronavirus.jhu.edu/us-map
http://NursingCenter.com/CE
http://www.nursingcenter.com/ce/PCM

