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W ithout a doubt, we are in 
turbulent times. It seems 
almost everywhere you 
look, there is some 

degree of uncertainty about the future. 
Much of what we believe in is being 
questioned, discredited, or eliminated. 
Whether it is our work life or our per-
sonal life, everything is changing. In 
work, we are faced with uncertainty: 
Do I have a job? Will I be laid off? 
Will funding be cut? How can I care 
for more patients with fewer resources, 
including fewer staff? In life, we are 
faced with uncertainty: How do I care 
for the family and my relationships? 
Will I be able to afford groceries? How 
do I balance my life? How do politics 
and government impact my life? It is 
hard not to feel overwhelmed. Most 
of these influences are outside your 
control. You may feel stuck, frozen, or 
helpless. How do you navigate in these 
turbulent and chaotic times? 

Here are some suggestions that I 
use. They are not in any order, and 
I use different strategies in different 
situations.
1.	Practice mindfulness. Stay pres-

ent every day and focus on today. 
Sometimes taking one day at a time 
is good and the best you can do.

2.	Be grateful and show gratitude. 
There is so much to be grateful for. 
Look around and focus on the posi-
tive. Practice random acts of kindness 
to family, friends, and strangers. It 
makes you feel good.

3.	Connect with supportive friends. 
Seek out friends and family who are 
supportive. Give yourself time to 
enjoy yourself. Ask for help. 

4.	Set realistic goals. Goal setting is an 
effective strategy when you want to 
accomplish something or see the light 
at the end of the tunnel. Set goals in 
a range: easy to difficult to achieve. 
Setting unrealistic goals is a good way 
to feel bad.

5.	Learn from the past. History is 
important. Many things keep repeat-
ing themselves. So, learn from the 
past.

6.	Take care of yourself. You must take 
care of yourself. Everyone does this in 
a different way. Figure out what your 
way is and do it. It could be simple, 
or it could be dramatic.

7.	Limit exposure to negative mes-
sages. If the only things you hear are 
negative, you easily get overwhelmed 
and doubt yourself. Oh, believe me, 
there are plenty of negative messages. 
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Navigating in Turbulent Times
By Gary S. Wolfe, RN, CCM, FCM, Editor-in-Chief 

continues on page 27

F R O M  T H E  E D I T O R - I N - C H I E F

Gary S. Wolfe

The future is before us! Although we are currently faced with 
uncertainties in healthcare, we understand the challenges that you, 

our readers, and the entire healthcare community are facing.
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P rofessional case managers 
are likely to agree that the 
most important elements in 
the case management process 

are communication and collaboration. 
Books have been written about both, 
and surely successful outcomes cannot 
be achieved without employing both.

Many organizations dismiss the 
importance of these components and 
mistakenly believe that individuals in 
nursing, social work, and other disci-
plines have already received education 
and training in these and, therefore, 
move along and provide educational 
support in the other aspects of case 
management—e.g., legal and ethical 
issues, time management, informa-
tion technology, healthcare systems, 
resources, and so much more. 

Communication and collaboration 
are related but decidedly different. 
Given the increasing complexity of our 
patients, the management of a wide 
array of medical conditions, fragmented 
healthcare systems, lack of effective 
resources, and, of course, the continu-
ing problems with staffing shortages, 
we really do need to go “back to the 
basics” and then take a closer look at 
the problems that result from ineffective 
communication and collaboration.  

To add to the complexity of com-
munication and collaboration, and 
in response to the realization that 
breakdowns in communication are 
responsible for the increasing num-
bers of readmissions, patient safety 

problems, and unacceptable HCAHPS 
scores (Hospital Consumer Assessment 
of Healthcare Providers and Systems), 
organizations are employing systems to 
address and improve these processes. 
Collaboration systems are helpful, but 
effective communication also requires 
interpersonal skills (once again, “back 
to basics”). In a recent post, and 
despite technology, it was reported that 
employees are still wasting over 300 
hours a year in inefficient or ineffective 
communication. How is that possible? 
I’m sure, however, that most of our 
readers can attest to that finding.

Collaboration systems provide 
an easy way to communicate, but 
exchanging messages isn’t collaborat-
ing. The terms “communication” and 
“collaboration” are sometimes used 
interchangeably, which makes it harder 
to identify the real reason for weak, or 
nonexistent, collaboration. Let’s take a 
closer look at each.

Communication is simply sharing 
or exchanging information. Sending 
an email, speaking with a colleague 
in the break room, or leaving voice 
messages are just a few ways employees 
communicate at work. Conversations 

where we work are mostly work-re-
lated but often include happenings of 
daily life. Communication does not 
always contribute to collaboration, but 
collaboration cannot happen without 
communication. 

Collaboration is working with others 
collectively toward a common goal to 
create something or solve a problem. 
In many organizations, employees with 
diverse expertise collaborate to accom-
plish an objective more effectively. 
In other organizations, individuals 
work separately and complete tasks 
at the end of an endeavor instead of 
discussing matters, asking questions, 
and providing feedback along the way. 
Everyone applies and shares their skills 
to achieve something greater than any 
individual could achieve alone. We are 
familiar with and perhaps have been a 
member of organizations where staff in 
departments “work in silos” and then 
become amazed when we know so little 
about what others do. 

Effective communication ensures 
that information is shared clearly and 
accurately. For healthcare profession-
als, effective communication is essential 

Catherine M. Mullahy

F R O M  T H E  E X E C U T I V E  E D I T O R

Communication and Collaboration:  
Which Comes First, the Chicken or the Egg? 
By Catherine M. Mullahy, RN, BS, CRRN, CCM, FCM

continues on page 27

Many organizations dismiss the importance of [communication 
and collaboration] and mistakenly believe that individuals in 

nursing, social work, and other disciplines have already received 
education and training in these.
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THE COMMISSION FOR CASE MANAGER CERTIFICATION

N E W S  F R O M

T he Commission for Case 
Manager Certification 
(CCMC) relies on the exper-
tise and dedication of a group 

of Commissioners who work closely 
with executive staff. Currently, 14 
Commissioners volunteer their ser-
vice, including two new members who 
recently joined to fill vacancies on the 
Commission. 

Rosalyn Burns, BA, MEd, CCM, 
CCHW, is Director of Training 
for Medical Management and 
Rehabilitation Services (MMARS), 
which provides independent care 
management and coordination ser-
vices to both the public and private 
sectors. With over 30 years in case 
management, Rosalyn has expertise 
in home- and community-based care 
services, workers’ compensation, and 
disability services. 

Rosalyn’s interest in case manage-
ment began with her studies at Coppin 
State University’s Master of Education 

in Rehabilitation Counseling program. 
After earning her advanced degree 
and becoming certified in rehabili-
tation counseling, she also pursued 
the Certified Case Manager (CCM) 
certification. 

Before becoming a Commissioner, 
Rosalyn had been volunteering with the 
Commission, including item writing and 
serving on special taskforces. “Through 
these experiences, I’ve met some of the 
most caring professionals and gained 
invaluable knowledge,” she states.

Dawn Taylor, MSN, RN, CCM, is 
a Medical Case Manager at the Naval 
Medical Center in San Diego, special-
izing in behavioral health. With more 
than 38 years of experience in nursing, 
she has worked as a case manager for 
18 years. In addition, she retired from 
the United States Army Nurse Corp 
after serving for 20 years. She received 
her BSN from Hampton University in 
Hampton, Virginia, and her MSN from 
Salisbury University in Salisbury, MD. 

Dawn’s journey into case manage-
ment was through a kidney care/dial-
ysis company and continued after she 
joined the Warrior Transition Battalion 
for the Army, while on active duty. “I 
loved assisting soldiers who were heal-
ing and returning to duty or who were 
transitioning out of the military as vet-
erans in the community,” she explains. 

Before becoming a Commissioner, 

she became active with the Commission 
as a subject matter expert, reviewing 
questions and participating in item 
review for the CCM certification exam-
ination. “Being a member of a pro-
ductive and healthy team gives me a 
feeling of accomplishment. I am hon-
ored and humbled to have been elected 
to serve the Commission,” Dawn adds.

As these brief discussions of their 
backgrounds show, Rosalyn and Dawn 
bring to the Commission experiences 
in diverse care settings, such as com-
munity-based care delivery and the 
military. Other current Commissioners 
have backgrounds that include insur-
ance, hospital-based case management, 
disability management, workers’ com-
pensation, vocational counseling, social 
work, and mental health counseling. 

As the first and largest nationally 
accredited organization that certifies 
case managers and disability man-
agement specialists, the Commission 
believes such broad representation 
among its Commissioners is import-
ant. The CCM credential attests to 
the competency of generalist profes-
sional case managers who practice 
across health and human services. 
The CDMS credential similarly con-
firms the highest level of knowledge 
and skills related to leave and absence 
management in the employer space.

CCMC Welcomes Two New Commissioners
By MaryBeth Kurland, MPA, CAE, ICE-CCP

“Being a member of a productive and healthy team gives me a 
feeling of accomplishment. I am honored and humbled to have 

been elected to serve the Commission.”

MaryBeth Kurland, MPA, 
CAE, ICE-CCP, is the 
Chief Executive Officer of the 
Commission for Case Manager 
Certification. The Commission 
is the first and largest nation-
ally accredited organization that certifies more 
than 50,000 professional case managers and 
disability management specialists. With more 
than 25 years of experience in the nonprofit 
sector, MaryBeth is a credentialing segment 
leader at an association management company 
where she oversees the strategic direction and 
operational excellence of credentialing pro-
grams for several associations and organiza-
tions, including CCMC. continues on page 26
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I n 2025, the Case Management 
Society of America (CMSA) 
proudly marks its 35th 
Anniversary—a significant mile-

stone for the organization that has 
become the driving force behind the 
development, advancement, and recog-
nition of the case management profes-
sion. This year’s National Conference, 
to be held in Dallas, TX, will reflect 
this momentous occasion with the 
theme: “Case Management: Innovative 
Solutions, Improved Outcomes.”

This theme speaks directly to the 
work that case managers do every day 
across the continuum of care—prob-
lem-solving in real time, navigating 
increasingly complex systems, and 
crafting creative, patient-centered solu-
tions that genuinely make a difference. 
The 2025 conference will serve as a 
rallying point for professionals ready 
to share, learn, and lead into the next 
era of case management.

Honoring 35 Years of Impact
Founded in 1990, CMSA has spent 
more than three decades advocating 

for the professionalization of case 
management, establishing standards of 
practice, advancing certification, and 
supporting the development of lead-
ers across various healthcare settings. 
The 35th Anniversary Conference 
will celebrate this remarkable leg-
acy while showcasing how the field 
is adapting to meet today’s—and 
tomorrow’s—challenges.

A Conference Designed for 
Innovation and Application
The CMSA 2025 Conference promises 
an agenda filled with fresh ideas, evi-
dence-based strategies, and actionable 
tools. Designed to support case man-
agers at all levels and practice settings, 
the sessions will focus on what matters 
most to today’s professionals:
•	 Emerging Technologies and Care 

Delivery Models: AI, digital health, 
telehealth case management, and 
predictive analytics in population 
health

•	 Social Determinants of Health and 
Health Equity: Practical frameworks 
for addressing disparities through 
innovative program design

•	 Acute and Transitional Care 

Strategies: Enhancing patient 
outcomes and reducing 
readmissions through collaborative 
discharge planning and bundled 
payment models

•	 Leadership and Professional 
Growth: Empowering case 
managers to grow as innovators, 
influencers, and advocates

•	 Special 35th Anniversary 
Programming: A gala celebration, 
legacy reflections, and special 
recognitions to honor CMSA’s 
founders and key contributors
Whether you’re new to the profes-

sion or an experienced leader, this 
conference intends to energize your 
practice, expand your toolkit, and con-
nect you with peers and pioneers from 
across the country.

Reimagining Outcomes Through 
Collaboration
With their unique practice compe-
tencies, case managers can drive 
improvement in clinical, financial, 
and humanistic outcomes. The 2025 
conference will highlight how interdis-
ciplinary collaboration, data-informed 

Dr. Colleen Morley, DNP, 
RN, CCM, CMAC, CMCN, 
CMGT-BC, ACM-RN, 
FCM, FAACM, is Immediate 
Past President of the Case 
Management Society of 
America National Board of Directors and prin-
cipal of Altra Healthcare Consulting in CO.

CASE MANAGEMENT SOCIETY OF AMERICA

N E W S  F R O M

Case Management: Innovative Solutions, 
Improved Outcomes
Celebrating 35 Years of Advancing the Practice at CMSA’s 2025 National Conference

By Dr. Colleen Morley, DNP, RN, CCM, CMAC, CMCN, CMGT-BC, ACM-RN, FCM, FAACM

Whether you’re new to the profession or an experienced leader, this 
conference intends to energize your practice, expand your toolkit, and 

connect you with peers and pioneers from across the country.

continues on page 26
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E very five years, a disability 
management field practice 
study is conducted, with the 
results used to evaluate, val-

idate, and, where necessary, update 
the content of the Certified Disability 
Management Specialist (CDMS) certi-
fication examination. The latest field 
study, which is also known as a job-
task analysis (JTA) or a role and func-
tion study, is currently underway.

The JTA is being conducted by 
the Commission for Case Manager 
Certification (the Commission), which 
administers the CDMS credential. 

The Commission has partnered with 
Data Recognition Corporation (DRC), 
a provider of assessment solutions, to 
conduct the analysis, which seeks to 
validate the core knowledge areas in 
disability management practice.

The previous JTA was conducted 
in 2020. At that time, the essential 
knowledge areas, or domains, of 
disability management practice were 
identified as:
•	 Disability and Work Interruption 

Case Management
•	 Workplace Intervention for 

Disability Prevention 
•	 Program Development, 

Management, and Evaluation 
•	 Employment Leaves and Benefits 

Administration 
These 2020 findings provided a 

baseline for the 2025 JTA to determine 
if the essential knowledge areas should 
be altered, expanded, amended, 
replaced, or otherwise changed.

The latest study began with a panel 
of subject matter experts (SMEs) con-
vened to review and propose updates 
to the content outline of the CDMS 
examination, effective in 2026. Based 
on the SMEs’ input, a survey was 
sent in Spring 2025 to the disability 
management community. After that 
survey ends, the findings will be ana-
lyzed by DRC and then presented 

to the Commission for review. Once 
approved, the JTA findings will inform 
a new CDMS exam blueprint, starting 
with the 2026 examinations.

A Legacy of Field Research 
The latest field survey of disability 
management practice is the second 
such evidence-based research con-
ducted recently by the Commission. In 
late 2024, the Commission approved 
findings from a JTA survey into case 
management practice to support its 
Board Certification in case manage-
ment: the Certified Case Manager 
(CCM) credential. (Findings of the 
CCM field survey will be summarized 
in an upcoming article.) 

Field research ensures that creden-
tials such as the CDMS and the CCM, 
as well as their respective certification 
examinations, remain relevant and 
reflective of the current knowledge 
required for competent practice. 
Conducted every five years, JTAs 
reveal insights into the field of practice 
at the time research is conducted and 
contribute to a continuum of knowl-
edge about how the professional prac-
tice is evolving.

Over the years, disability manage-
ment practice has expanded. Initially, 
the practice primarily addressed 

CERTIFICATION OF DISABILITY MANAGEMENT SPECIALISTS COMMISSION

C D M S  S P O T L I G H T

Disability Management Job-Task Analysis Underway
By Patricia “Patty” Nunez, MA, CRC, CDMS, CCM and Rebecca Fisco, CDMS

Patricia “Patty” Nunez, 
MA, CRC, CDMS, CCM, is 
Chair of the Commission for 
Case Manager Certification 
(CCMC), the first and 
largest nationally accredited 

organization that certifies more than 50,000 
professional case managers and disability man-
agement specialists. The Commission oversees 
the process of case manager certification with 
its CCM® credential and the process of disabil-
ity management specialist certification with its 
CDMS® credential. Triple certified as a CCM, 
CDMS, and CRC, Patty recently retired from 
the Claim Vendor Management office of CNA 
and remains active with the Commission and as 
a volunteer with professional organizations and 
as an advocate. 

Rebecca Fisco, CDMS, is 
Chair-elect of the Commission 
and Chair of the CDMS’s 
JTA Taskforce. She is also 
Associate Director, Integrated 
Absence Management, at The 

Ohio State University.

Field research ensures that credentials such as the CDMS and the CCM, as 
well as their respective certification examinations, remain relevant and 

reflective of the current knowledge required for competent practice.

continues on page 26
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What Does OIG Say About 
Charity Care?

P roviders that render charity care often have the best 
intentions, but it’s important to make sure that good 
intentions go unpunished! What does the Office of 

Inspector General (OIG) of the U.S. Department of Health 
and Human Services say about so-called charity care? 

The information in this article is based on “General 
Questions Regarding Certain Fraud and Abuse Authorities” 
in the form of FAQs published in July of 2024.

Here’s what the OIG says about charity care:
1.	Does the federal anti-kickback statute (AKS) or Beneficiary 

Inducement Civil Money Penalties (CMP) law prohibit 
providers from waiving patients’ cost-sharing amounts in 
charity care policies?

According to the OIG, providers may give relief to 
uninsured and underinsured patients who cannot afford 
the costs of their care and to Medicare beneficiaries who 
cannot afford cost-sharing amounts under the Medicare 
Program. The OIG generally supports providers’ efforts to 
provide charity care under these circumstances. In addi-
tion, the AKS and the Beneficiary Inducement CMP do 
not apply to cost-sharing waivers provided to uninsured 
persons or to persons insured solely by commercial health 
plans, including qualified health plans.

With respect to federal health care program enrollees, 
financial assistance policies that permit providers to waive 
cost-sharing amounts may violate both the AKS and the 
Beneficiary Inducements CMP. The OIG has long-standing 
and consistent concerns regarding routine waivers of fed-
eral health care program enrollees’ cost-sharing amounts. 
In particular, providers that routinely waive cost-sharing 
amounts as part of a financial assistance policy or other-
wise for reasons unrelated to individualized, good-faith 
assessments of financial hardship may be held liable under 
the AKS, the Beneficiary Inducements CMP, or both.

The OIG has repeatedly stated that waivers of federal 
health care program enrollees’ cost-sharing amounts on 
the basis of enrollees’ financial need, as long as waivers are 
not routine, not advertised, and made pursuant to a good-
faith, individualized assessment of the enrollees’ financial 
need are low-risk under the AKS. Likewise, the Beneficiary 

Inducements CMP excludes from the definition of “remu-
neration” under the CMP certain waivers of cost-sharing 
amounts offered to patients in financial need that are: (1) 
not offered as part of any advertisement or solicitation; (2) 
not routine; and (3) made following individual determina-
tions of financial need.

2.	Can providers make patients aware of charity care policies 
that permit lawful waivers of federal health care program 
enrollees’ cost-sharing amounts without violating the AKS, 
the Beneficiary Inducements CMP, or both?

Yes, providers can make patients aware of charity care 
policies that permit lawful waivers of federal health care 
program enrollees’ cost-sharing amounts. Note, however, 
that the Beneficiary Inducements CMP exception at 42 
C.F.R. §1003.110 for the waiver of coinsurance and deduct-
ible amounts contains a condition under which the excep-
tion only applies if the waiver “is not offered as part of any 
advertisement or solicitation.” Consequently, cost-sharing 
waivers that otherwise satisfy this exception would no lon-
ger qualify if the waiver were offered as part of an “adver-
tisement or solicitation.”

Whether a particular communication constitutes an 
“advertisement or solicitation” for the purposes of this 
exception depends on the facts and circumstances. Making 
all patients aware of financial assistance policies that per-
mit waivers of enrollees’ cost-sharing amounts, such as on 
providers’ websites, does not necessarily raise concerns 
under the “advertisement or solicitation” condition. On 
the other hand, if providers announce on their websites 
that they offer “insurance only” billing to all patients as an 
inducement to attract patients, including federal health care 
program enrollees, such announcements would be “adver-
tisements or solicitations” and would present risks under 
both the Beneficiary Inducement CMP and the AKS.

3.	Does the provision of free care to uninsured patients or com-
mercially insured patients violate the AKS or the Beneficiary 
Inducements CMP? Does advertising the free care available 
to uninsured or commercially insured patients violate the 
AKS or the Beneficiary Inducements CMP?

Generally speaking, the AKS and the Beneficiary 
Inducement CMP do not prohibit providers from furnish-
ing free or discounted items or services to uninsured or 
commercially insured patients who are unable to pay their 
bills. Likewise, these statutes do not prohibit providers 
from advertising or otherwise communicating about finan-
cial assistance policies that provide such support to unin-
sured or commercially insured patients.

Elizabeth E. Hogue, Esquire, is an attorney who represents healthcare 
providers. She has published 11 books, hundreds of articles, and has 
spoken at conferences all over the country.

By Elizabeth E. Hogue, Esq.

Legal Updates

file:///Users/laura/Documents/CareManagement/87jun_jul_2025/x-webdoc://C2C26ACB-E69A-4F76-B4AA-4A60875B79EA
file:///Users/laura/Documents/CareManagement/87jun_jul_2025/x-webdoc://C2C26ACB-E69A-4F76-B4AA-4A60875B79EA


8  CareManagement  June/July 2025

4.	If providers’ financial assistance policies specify that pro-
viders must conduct good faith, individualized assessments 
of financial need of patients who request financial assis-
tance with their bills and after making such assessments, 
offer financial assistance to patients who qualify as having 
financial need, and if providers state on their websites and 
on mailed bills that patients may contact providers for addi-
tional information about potential financial assistance, are 
they violating the AKS or the Beneficiary Inducement CMP?

If providers’ policies say that they give assistance to 
federal health care program enrollees and providers give 
assistance consistent with its policy, then providers can 
disseminate information about financial assistance policies 
through their websites, on posters in public areas, on their 
mailed bills, or through other mechanisms in a manner 
that is sufficiently low-risk to avoid sanctions under the 
AKS and other OIG authorities. 
The bottom line is that providers must put charity care 

policies in place and apply them consistently before rendering 
free care. 

Continuing Violence Against 
Field Staff in Home Care

S adly, but not surprisingly, the violence against field 
staff caring for patients in their homes contin-
ues. Here’s a recent example:

On February 28, 2025, a hospice nurse in Texas was 
accosted inside a patient’s home while she was attempting 
to provide care. The man who accosted her inside the home 
followed her outside with a rifle and fired at her as she 
fled. The nurse was uninjured, but her car was struck by at 
least one bullet. Then, still armed, the man went back inside 
the patient’s home where he stayed close to the patient while 
pointing his rifle at deputies. Law enforcement officers were 
able to communicate with him and de-escalate the tense sit-
uation. The man was booked into the county jail on a charge 
of aggravated assault with a deadly weapon and bond was set 
at $250,000.

According to a recent analysis of Bureau of Labor Statistics 
data, healthcare is one of the most dangerous places to 
work. Homecare field staff members who provide services on 
behalf of private duty agencies, hospices, Medicare-certified 
home health agencies, and home medical equipment (HME) 
companies may be especially vulnerable. Contributing to their 
vulnerability is the fact that they work alone on territory that 
may be unfamiliar and over which they have little control. Staff 

members certainly need as much protection as possible. 
First, regardless of practice setting, management should 

develop a written policy of zero tolerance for all incidents 
of violence, regardless of source. This policy should include 
animals. The policy must require employees and contrac-
tors to report and document all incidents of threatened or 
actual violence, no matter how minor. Emphasis should be 
placed on both reporting and documenting. Employees must 
provide as much detail as possible. The policy should also 
include zero tolerance for visible weapons. Caregivers must 
be required to report the presence of visible weapons.

Below are some additional important actions for health-
care organizations to take that are based on the UCHealth 
SAFE Program:
•	 Encourage staff members to STOP if they feel unsafe  

for any reason. 
•	 If danger is not imminent, workers should pause to 

generally ASSESS their environments. Staff members 
should think about what happened and observe what is 
currently happening. Is there, for example, mounting 
frustration or anger?

•	 Staff should then FAMILIARIZE themselves with the 
area. Who is the patient? Where is the patient? Are 
there any factors that might escalate behaviors? Staff 
members should also consider putting themselves in 
positions where they have a route to escape, if necessary.

•	 Practitioners should also ENLIST help. Getting help 
may, for example, include pushing panic buttons on 
mobile devices.
Here is what Chris Powell, Chief of Security at UCHealth, 

said in Becker’s Hospital Review on June 4, 2024:
“You can’t just talk about the shrimp and give you a good 

picture. We have to talk about the roux and the rice and 
everything else that goes into this for a good picture to be 
painted so people have an understanding. We want to solve 
this with an electronic learning or a 15-minute huddle, but 
we can’t. This is continuous and a persistent pursuit toward 
educating, communicating, recognizing, responding to, 
reporting and recovering from workplace violence.”

Every caregiver matters. The healthcare industry has lost 
caregivers to violence on the job in the past. Let’s do all that 
we can to avoid similar events in the future. CM

©2025 Elizabeth E. Hogue, Esq.  
All rights reserved. No portion of this material may be reproduced in any 
form without the advance written permission of the author.
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T raumatic brain injury (TBI) is one of the leading 
causes of death and disability worldwide, with over 
3 million people affected annually in the United 
States alone. These injuries, which may result from 

falls, motor vehicle accidents, assaults, or workplace incidents, 
often lead to long-term neurological complications, one of 
the most serious being the development of post-traumatic 
seizures (PTS) or epilepsy (PTE) (Sharma et al., 2021). The 
onset of seizures following a TBI can significantly complicate 
recovery, disrupt daily functioning, and impact the individu-
al’s ability to return to work or maintain independence. For 
case managers, this presents a unique and complex land-
scape of care coordination, where neurological instability 
intersects with psychosocial vulnerability.

Coordinating care for individuals with PTS requires more 
than clinical oversight—it demands an ethically grounded 
approach. Patients with TBI-related epilepsy may face stigma, 
impaired decision-making capacity, and systemic barriers to 
equitable care. Ethical concerns related to autonomy, confi-
dentiality, informed consent, and access to appropriate ser-
vices are central to ensuring the dignity and well-being of 
these patients. Case managers must navigate these challenges 
while advocating for the patient’s best interests, balancing 
safety with respect for individual rights, and ensuring that 
decisions are made through an inclusive, informed, and 
compassionate lens.

Understanding Post-Traumatic Seizures and Epilepsy
Traumatic brain injury (TBI) is the third most common 
cause of epilepsy and can result from either direct (primary) 
damage or delayed (secondary) effects on brain tissue. TBI 
may lead to both localized (focal) and widespread (diffuse) 
injury within the central nervous system (CNS), creating 
conditions that can trigger the development of epilepsy, a 
process known as epileptogenesis. Epileptogenesis is the term 
used to describe the process by which a normal brain devel-
ops epilepsy. Neuroinflammation plays a central role in the 
development of epilepsy (epileptogenesis) following TBI. It 
refers to the gradual sequence of changes in the brain, often 

triggered by an initial injury, such as a TBI, stroke, infection, 
or genetic abnormality, that ultimately leads to the onset of 
spontaneous, recurrent seizures (Dulla & Pitkänen, 2021; 
Sun et al., 2021).

Focal injuries often involve brain contusions, bleeding 
(hemorrhage), tissue death (infarction and necrosis), and 
scarring of the cerebral cortex. This scarring can disrupt 
normal brain connectivity, affecting synaptic plasticity and 
hindering recovery. A diffuse brain injury can cause wide-
spread damage by stretching and tearing nerve fibers, harm-
ing small blood vessels, triggering inflammation in the brain, 
and releasing harmful molecules that can further damage 
brain cells (Sharma et al., 2021).

Post-traumatic seizures (PTS) are seizures that occur as a 
direct result of a TBI. When these seizures continue beyond 
the initial injury period, they may progress into PTE—a 
chronic neurological condition marked by recurrent, unpro-
voked seizures attributed to the brain injury. PTE is one of 
the most disabling complications of moderate to severe TBI 
and may occur weeks, months, or even years after the initial 
trauma (Kotas et al., 2024). The presence of seizures can 
disrupt recovery, complicate rehabilitation, and affect both 
psychosocial and occupational outcomes.

Post-traumatic seizures are categorized based on the tim-
ing of onset:
•	 Early post-traumatic seizures (ePTS) occur within the 

first seven days of the injury. These are often provoked 
by acute factors such as intracranial bleeding, swelling, 

Traumatic Brain Injury and Seizures: 
Ethical Priorities in Patient-Centered Care
By Chikita Mann, MSN, RN, CCM 

Chikita Mann, MSN, RN, CCM, served as a 
Commissioner of the Commission for Case Manager 
Certification (CCMC). The CCMC is the first and 
largest nationally accredited organization that certifies 
case managers with its Certified Case Manager® 
(CCM®) certification. With more than 25 years of 

experience in case management, Chikita is currently a telephonic case 
manager with Genex Services, LLC. She also serves as a board member 
for CMSA’s Atlanta chapter.
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or metabolic imbalance. While not all patients with early 
seizures later develop epilepsy, they are at higher risk 
(Kotas et al., 2024).

•	 Late post-traumatic seizures (lPTS) develop after the first 
week and are more strongly associated with permanent 
changes in brain function. These seizures are considered 
more predictive of chronic post-traumatic epilepsy and 
may require long-term anticonvulsant therapy and 
neurological monitoring (Kotas et al., 2024).
Understanding the risk factors for PTE is critical for early 

identification, prevention planning, and patient education. 
These risk factors fall into two main categories: those related 
to the injury itself and those specific to the individual. 
Injury-related factors include the severity of the TBI, intrace-
rebral hemorrhage, penetrating head trauma, and the occur-
rence of ePTS within the first week following injury. Each of 
these increases the likelihood of long-term epileptic activity 
due to disruption of normal brain structures. Individual-
specific factors such as older age, a family history of epilepsy, 
and premorbid conditions—including alcohol use disorder 
or depression—can further elevate the risk of developing 
chronic seizures (Kazis et al., 2024; Semple et al., 2019).

 Depressed mood is the most prevalent psychiatric symp-
tom associated with epilepsy and is often perceived by 
patients as more debilitating than the unpredictability of the 
seizures themselves. Notably, approximately one in two indi-
viduals with epilepsy will experience a clinically significant 
depressive disorder at some point during their lifetime 
(Golub & Reddy, 2022; Semple et al., 2019). 

Cognitive impairment is one of the most common and 
disabling consequences of TBI, affecting key mental pro-
cesses such as attention, learning, memory, and executive 
functioning. Similarly, epilepsy is independently associated 
with a range of cognitive comorbidities, with many individu-
als experiencing difficulties in attention, memory (both 
short- and long-term), and executive function (Golub & 
Reddy, 2022; Semple et al., 2019). 

Social dysfunction is widely recognized as one of the most 
persistent and disabling challenges following TBI. A substan-
tial body of clinical research indicates that individuals with 
TBI are at elevated risk for impairments in social interaction, 
social cognition, verbal and nonverbal communication, and 
adaptive behavior. Individuals with these impairments often 

exhibit increased tendencies toward aggression and antisocial 
behavior. Similarly, social functioning is frequently compro-
mised in individuals with epilepsy. Many patients report 
reduced participation in social activities, which is particularly 
pronounced among those with intractable or medically 
refractory epilepsy. Evidence suggests that frequent seizures 
significantly hinder an individual’s ability to engage in com-
munity life, further contributing to isolation and diminished 
quality of life (Golub & Reddy, 2022; Semple et al., 2019).

Care Coordination Concepts
Care coordination for individuals with seizures that result 
from a TBI presents unique ethical dilemmas. The board-
certified case manager must understand how the dual 
diagnoses of PTE and TBI can be daunting psychologically, 
physically, socially, and emotionally. Before analyzing the 
ethical complexities encountered by board-certified case 
managers in coordinating care, it is imperative to address the 
societal stigmatization associated with TBI and post-
traumatic epilepsy.

Stigmatization significantly contributes to the overall 
burden of the condition and can also extend its impact to the 
families of those affected. Many people mistakenly believe 
that individuals with TBI or post-traumatic epilepsy are inca-
pable of leading independent lives. There is also a miscon-
ception that these conditions always result in severe cognitive 
impairments. Additionally, some assume that people with 
these conditions are prone to violent behavior, which is not 
true in most cases.

For board-certified case managers, it is important to 
recognize two types of stigmata often faced by individuals 
with epilepsy. “Enacted stigma” involves direct experiences of 
discrimination due to societal biases, whereas “felt stigma” 
reflects the individual’s internalized shame and fear of being 
judged or mistreated (Mao et al., 2022). As case managers, it 
is essential to recognize how both stigmas can profoundly 
affect individuals living with epilepsy. These effects extend 
beyond the neurological diagnosis and directly influence the 
patient’s ability to engage in care, achieve independence, and 
participate fully in life. Both forms can significantly impact 
the patient’s mental health, engagement in care, and overall 
recovery.

PTE is one of the most disabling complications of moderate to severe TBI and may occur weeks, 
months, or even years after the initial trauma.
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Approximately 60% of individuals experience a psychiatric disorder within the first 12 months following 
a TBI with affective conditions such as depression and anxiety being the most commonly reported.

Understanding the Impact of Enacted Stigma on 
Individuals with Epilepsy 
Emotional and Psychological Distress
Such patients are at increased risk for experiencing emotional 
and psychological disturbances, including anxiety, depression, 
and reduced coping capacity. Patients who experience stigma-
tizing behaviors may develop depression, anxiety, or shame. 
These emotional responses can hinder communication, lower 
self-esteem, and decrease motivation to participate in rehabil-
itation or treatment planning (Mao et al., 2022).

Employment and Educational Barriers
Discrimination within the workplace and academic environ-
ments remains a significant and well-documented conse-
quence of stigma faced by individuals with epilepsy, 
particularly those whose condition resulted from a TBI. 
These individuals may encounter implicit or explicit biases 
that affect their ability to access or sustain meaningful 
employment or educational advancement.

In professional settings, employers may be reluctant to 
hire or retain individuals with epilepsy due to misconceptions 
about productivity, safety risks, or liability. Even when hired, 
individuals may be placed in positions below their qualifica-
tions or denied advancement opportunities based solely on 
their diagnosis. Workplace policies sometimes fail to provide 
reasonable accommodations, such as modified schedules, 
seizure response plans, or safe environments, all of which are 
protected under the Americans with Disabilities Act (ADA). 
The absence of such accommodations can compromise job 
performance, increase workplace stress, and ultimately result 
in job loss or resignation.

Social Isolation and Diminished Support
Case managers should be aware that enacted stigma often 
leads individuals with epilepsy, particularly those recovering 
from a TBI, to withdraw from social interactions as a 
protective mechanism. Many patients avoid public settings, 
social events, or even close relationships due to fear of 
embarrassment, negative judgment, or misunderstanding 
related to their condition.

This withdrawal can severely reduce access to vital com-
munity and familial support systems, which are often critical 
to emotional recovery and long-term rehabilitation. Social 

isolation not only exacerbates feelings of loneliness and 
depression, but it may also hinder the patient’s willingness to 
participate in treatment or engage in return-to-work and 
community reintegration programs.

Patients already managing the cognitive and emotional 
challenges of TBI are especially vulnerable to the compounded 
effects of social isolation. Without consistent support, they 
may become increasingly disengaged, further complicating 
care coordination and leading to poorer health outcomes.

Family Dynamics and Secondary Stigma
When coordinating care for individuals with epilepsy following 
a TBI, board-certified case managers must also consider the 
impact of secondary stigma on family members and caregivers. 
Secondary stigma refers to the prejudice, misconceptions, or 
social judgment experienced by those closely associated with 
the individual living with epilepsy. This often places an emo-
tional and psychological burden on the family unit, which 
can directly affect the patient’s recovery environment.

Family members may feel isolated, overprotective, or even 
ashamed due to societal perceptions of epilepsy. In some 
cases, caregivers may limit the patient’s independence, not 
out of malice, but due to fear of public episodes or judgment. 
Over time, this overprotection can unintentionally reinforce 
feelings of helplessness in the patient and lead to increased 
dependency or strained relationships.

In addition, caregivers may experience burnout, especially 
if they are solely responsible for managing medical appoint-
ments, safety planning, or behavioral changes post-TBI. The 
emotional toll of caregiving, compounded by social stigma, 
can reduce their effectiveness in providing support and may 
lead to feelings of guilt, resentment, or fatigue.

Understanding Felt Stigma in Individuals with Epilepsy
Felt stigma refers to the internalized fear, shame, or anticipa-
tion of discrimination that individuals with epilepsy may 
experience, even in the absence of direct stigmatizing events. 
Felt stigma was associated with more frequent and recent 
seizures, earlier epilepsy onset, longer duration, lower educa-
tion, poorer epilepsy knowledge, and younger age. For 
patients with TBI who develop epilepsy, this internal burden 
can be particularly intense due to cognitive, emotional, and 
social vulnerabilities following the injury (Mao et al., 2022).
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Emotional Self-Consciousness
Patients with epilepsy, especially those recovering from a 
TBI, often experience heightened emotional self-
consciousness. Feelings of embarrassment or shame may 
arise when seizures occur in public or when the individual 
has previously encountered negative reactions from others. 
These emotional responses are not merely fleeting—they can 
become internalized and deeply affect the patient’s sense of 
identity and self-worth.

For case managers, it is important to recognize how this 
internal struggle can undermine a patient’s willingness to 
engage in recovery. Persistent feelings of vulnerability or fear 
of judgment may cause patients to withdraw, resist treatment, 
or avoid participating in therapeutic activities that involve 
others. Left unaddressed, emotional self-consciousness can 
contribute to anxiety, depression, and decreased motivation, 
ultimately hindering progress toward functional goals and 
reintegration.

Fear of Disclosure
Fear of disclosure is a common concern among patients with 
epilepsy, particularly those also coping with the effects of a 
TBI. Many individuals hesitate to share their diagnosis due 
to fears of being judged, misunderstood, or treated unfairly. 
This reluctance often stems from prior negative experiences 
or internalized stigma and can significantly impact both 
safety and access to care.

When patients choose not to disclose their condition, they 
may forgo necessary precautions, such as informing employ-
ers, coworkers, or educators of seizure risks and response 
plans. This can lead to unsafe environments, especially in 
work settings where physical demands or equipment pose 
additional hazards. Additionally, nondisclosure may result in 
missed opportunities for accommodations, delayed referrals 
to specialists, or incomplete care coordination.

Social Withdrawal
Social withdrawal is a frequent psychosocial consequence 
experienced by individuals with epilepsy, especially when 
co-occurring with TBI. Anticipated rejection or fear of 
stigma may cause patients to distance themselves from 
others, avoiding social gatherings, community involvement, 
and recreational activities where a seizure could occur or 

where they might feel judged.
This self-imposed isolation can have far-reaching effects. 

As patients disengage from their support networks, they 
often experience heightened loneliness, reduced emotional 
resilience, and a decreased sense of belonging—all of which 
can negatively influence both mental health and rehabilita-
tion outcomes. Over time, social withdrawal may contribute to 
depression, diminished motivation, and reduced quality of life.
•	 Use Patient-Centered Cmmunication  

Validate and normalize feelings and normalize the 
experience of living with epilepsy. Avoid clinical 
detachment—compassion goes a long way.

•	 Encourage Safe Disclosure 
Guide patients in determining when, how, and to whom 
they can safely disclose their condition, especially in 
workplace or educational settings. Collaborate with Human 
Resources or disability services as needed.

•	 Facilitate Peer and Psychosocial Support 
Refer patients to support groups, peer mentoring 
programs, or behavioral health services. Connecting with 
others who have similar experiences can reduce shame and 
promote empowerment.

•	 Incorporate Stigma Education Into Care Planning 
Help patients and their families understand the role stigma 
can play in recovery. Provide educational resources that 
demystify epilepsy and challenge stereotypes.

•	 Advocate for Rights and Accommodations 
Be proactive in supporting the patient’s access to workplace 
modifications, transportation, or other services that foster 
independence while ensuring safety.

The Ethical Responsibilities of the Case Manager
Case managers play a pivotal role in coordinating care that is 
not only clinically appropriate but also ethically sound. Their 
responsibilities extend beyond logistical coordination and 
into the realm of ethical decision-making, advocacy, and 
safeguarding patient rights. Whether supporting individuals 
with TBI, post-traumatic seizures, or other complex 
conditions, case managers are consistently called upon to 
navigate challenging situations involving autonomy, 
confidentiality, informed consent, and access to care. 
Upholding ethical principles—such as beneficence, non-
maleficence, justice, and respect for autonomy—is essential to 
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ensuring that each patient receives compassionate, equitable, 
and individualized support throughout their recovery 
journey. The foundation for the analysis of ethical principles 
for the board-certified case manager is found in the CCMC 
Code of Professional Conduct and the CDMS Code of 
Professional Conduct, as well as their respective licensing 
agency’s ethical standards, which provide a strong basis for 

ethical behavior (CCMC,® 2023) (Table 1). 

Advocacy and Best Interests: Navigating Employer and 
Insurer Limitations While Prioritizing Patient Well-Being
Advocacy is a core ethical obligation in case management 
practice. As advocates, case managers are entrusted with the 
responsibility to act in the best interest of their patients, 
ensuring that their voices are heard, their rights are 
protected, and their care is both appropriate and equitable. 
This role is especially critical when working with individuals 
living with epilepsy and TBI, who may face stigma, cognitive 
challenges, or barriers to accessing quality care.

In workers’ compensation and disability case management, 
case managers often operate within systems that involve 
multiple stakeholders—employers, insurance carriers, third-
party administrators, and healthcare providers. While collab-
oration among these entities is necessary, the case manager’s 
primary ethical responsibility is to advocate for the patient’s 
best interests and overall well-being.

Navigating the expectations of employers and insurers can 
present ethical challenges, especially when organizational 
priorities such as cost containment, return-to-work timelines, 
or benefit limitations may not align with what is clinically or 
psychosocially appropriate for the patient. In such situations, 
case managers must act as both facilitators and protectors—
ensuring that care remains person-centered, medically neces-
sary, and ethically sound.

Case Management Considerations
1.	Uphold Patient-Centered Care Principles

Ensure that care plans reflect the patient’s unique medical 
needs, functional goals, and psychosocial circumstances—
not just administrative objectives. The patient’s voice 
should remain central in all decision-making.

2.	Navigate Conflicting Expectations Transparently
When there are conflicting goals (e.g., an employer seeking 
an expedited return to work vs. a physician recommending 
extended recovery), the case manager should serve as a 
neutral coordinator who presents clinical facts objectively 
while advocating for medically appropriate care.

3.	Educate Stakeholders About Clinical Justifications
Use evidence-based guidelines and clear documentation to 
support recommendations that may exceed standard ben-
efits or timelines. When advocating for exceptions or 
extensions, frame requests in terms of long-term cost 
savings and injury resolution outcomes.

4.	Respect Ethical Boundaries
Do not allow pressure from external entities to compro-
mise clinical judgment, confidentiality, or patient safety. 
When necessary, escalate concerns to supervisors, ethics 
committees, or regulatory bodies.

5.	Empower Patients Through Advocacy
Help patients understand their rights, benefits, and avail-
able resources. When employers or insurers propose 
options that may not serve the patient’s well-being, sup-
port the patient in exploring alternatives or voicing 
concerns.
Ethical Imperative: While employers and insurers are key 

partners in the care coordination process, the case manager’s 
duty of loyalty lies with the patient. Upholding this principle 
ensures that advocacy remains rooted in compassion, clinical 
integrity, and ethical professionalism. In doing so, case man-
agers help preserve trust and promote outcomes that are 
both medically effective and humanely responsive.

Patient Autonomy: Supporting Informed Decision-
Making Regarding Treatment Options
Respecting and promoting patient autonomy is a 
foundational ethical principle in case management, 
particularly when working with individuals who have epilepsy 

PRINCIPLES OF THE CODE OF PROFESSIONAL CONDUCT FOR 
CASE MANAGERS

1. �Board-certified case managers will place the public interest 
above their own at all times.

2. �Board-certified case managers will respect the rights and inher-
ent dignity of all of their clients.

3.  �Board-certified case managers will always maintain objectivity 
in their relationships with clients.

4. �Board-certified case managers will act with integrity and fidelity 
with clients and others.

5. �Board-certified case managers will maintain their competency 
at a level that ensures their clients will receive the highest 
quality of service.

6. �Board-certified case managers will honor the integrity of the 
CCM designation and adhere to the requirements for its use.

7.  �Board-certified case managers will obey all laws and regulations.

8. �Board-certified case managers will help maintain the integrity 
of the Code, by responding to requests for public comments to 
review and revise the code, thus helping ensure its consistency 
with current practice.

TABLE 1
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and a history of TBI. Autonomy involves the patient’s right to 
make decisions about their own care, based on a clear 
understanding of available options, potential risks, and 
expected outcomes.

Patients living with epilepsy may face additional chal-
lenges in exercising autonomy, especially if they are coping 
with cognitive deficits, emotional distress, or external pres-
sures from family or employers. Case managers must be 
vigilant in ensuring that these individuals are fully informed 
and supported in making choices that align with their per-
sonal values, goals, and level of comfort.

Case Management Considerations
1.	Start with the Presumption of Capacity

Unless there is documented evidence to the contrary, 
always begin with the assumption that the patient is capa-
ble of making decisions. Respect their ability to express 
preferences, ask questions, and weigh risks—even if they 
need support in processing information.

2.	Use Clear, Accessible Communication
Adapt communication to the patient’s cognitive, language, 
and literacy levels. Use plain language, visual aids, or 
repetition as needed. Confirm understanding through 
teach-back techniques and encourage questions to support 
informed decision-making.

3.	Encourage Participation in Goal Setting
Involve the patient in identifying meaningful goals related 
to treatment, rehabilitation, and quality of life. Whether 
it’s returning to work, improving mobility, or reducing 
seizure frequency, centering care plans around the 
patient’s personal priorities reinforces their autonomy and 
motivation.

4.	Support Shared Decision-Making
Facilitate discussions between the patient, healthcare pro-
viders, and family members, ensuring the patient’s prefer-
ences are always included. Guide conversations in a way 
that empowers the patient to be an active participant, not 
a passive observer.

5.	Advocate for Accommodations, Not Substitutions
When cognitive or functional limitations affect deci-
sion-making, work with the care team to provide reason-
able accommodations rather than remove the patient from 
the process. This may include breaking down choices into 

manageable parts, using supported decision-making mod-
els, or involving trusted support persons without overrid-
ing the patient’s voice.

6.	Balance Risk and Respect
Patients may make decisions that carry some level of risk. 
As long as they are informed and capable, case managers 
must respect those choices, even if they differ from pro-
vider recommendations. Risk does not automatically jus-
tify limiting autonomy.

7.	Document Patient Preferences
Ensure that the patient’s wishes, preferences, and values 
are documented in the care plan. Revisit and update these 
preferences regularly, especially as recovery progresses or 
circumstances change.

Confidentiality and Privacy: Balancing Employer, 
Insurer, and Patient Rights
Confidentiality is a cornerstone of ethical case management 
practice. Case managers are entrusted with sensitive health 
information and are responsible for protecting the privacy of 
the individuals they serve while also navigating the 
information needs of employers, insurers, and other 
stakeholders involved in the care and recovery process.

In the context of workers’ compensation, particularly when 
managing complex cases involving epilepsy or TBI, main-
taining confidentiality can be challenging. Employers and 
insurers may request frequent updates or detailed documen-
tation, but case managers must ensure that any disclosures 
align with applicable privacy laws and ethical standards.

Case Management Considerations
1.	Obtain and Respect Informed Consent

Always secure written authorization before sharing pro-
tected health information (PHI). Ensure the patient 
understands who will receive the information, what will be 
disclosed, and for what purpose. Revisit consent forms 
periodically to confirm they remain valid and 
appropriate.

2.	Disclose the Minimum Necessary Information
When communicating with insurers or employers, only 
share information that is directly relevant to the coordina-
tion of care, functional abilities, and return-to-work plan-
ning. Avoid disclosing sensitive diagnostic details unless 
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explicitly authorized or medically necessary.
3.	Educate Stakeholders on Privacy Boundaries

Case managers may need to remind employers or adjust-
ers of confidentiality limitations. Clarify that while 
updates on functional status and work capacity can be 
provided, personal medical details are protected unless 
the patient has given specific consent. 

4.	Document All Disclosures
Maintain clear records of what information was shared, 
with whom, and under what authority. This transparency 
protects both the patient’s rights and the case manager’s 
professional integrity.

5.	Support the Patient’s Right to Privacy:
Be mindful that individuals with epilepsy or TBI may feel 
particularly vulnerable or stigmatized. Assure them that 
their health information will be handled with care and 
advocate for their comfort when sensitive issues arise.
Ethical Reminder: Balancing the interests of all parties 

involved does not mean compromising the patient’s right to 
privacy. The case manager’s ethical duty is to serve as a 
trusted guardian of confidential information while facilitat-
ing appropriate and legally compliant care coordination.

Equitable Access to Care: Addressing Financial 
Limitations and Social Determinants of Health
One of the fundamental responsibilities of a case manager is 
to promote equitable access to care, ensuring that all 
patients, regardless of socioeconomic status or background, 
receive the medical and supportive services they need. This is 
especially critical when working with individuals affected by 
epilepsy and traumatic brain injury (TBI), who may face 
complex challenges compounded by financial hardship or 
adverse social conditions.

Social determinants of health (SDOH)—including housing 
instability, transportation barriers, food insecurity, limited 
education, and lack of access to healthcare services—can 
significantly impede a patient’s ability to participate in treat-
ment, attend appointments, or achieve meaningful recovery. 
Financial limitations may also restrict medication adherence, 
access to specialists, or eligibility for supportive equipment 
and therapies.

Case Management Considerations:
1.	Conduct a Comprehensive Needs Assessment:

Begin by identifying barriers related to finances, housing, 
employment, transportation, education, and caregiving 
responsibilities. A structured assessment can help surface 
unmet needs that directly influence health outcomes.

2.	Connect Patients with Community Resources:
Collaborate with social workers, nonprofit organizations, 
and public agencies to link patients with services such as 

transportation assistance, medication discount programs, 
vocational rehabilitation, food assistance, and housing 
support.

3.	Advocate for Alternative Funding and Entitlements:
Assist patients in navigating complex systems to access 
Medicaid, Social Security Disability Insurance (SSDI), or 
local/state-funded programs. Advocate with payers for 
exceptions when medically necessary services fall outside 
standard coverage.

4.	Prioritize Culturally and Linguistically Appropriate 
Services:
Ensure care coordination accounts for language prefer-
ences, cultural beliefs, and health literacy levels. Using 
interpreters, translated materials, and culturally compe-
tent providers can improve communication and trust.

5.	Monitor for Emerging Needs Over Time:
Recognize that barriers may shift throughout the course 
of recovery. Regular follow-ups and reassessments allow 
case managers to intervene early and adjust the care plan 
accordingly.
Ethical Imperative: Equity is not about giving everyone the 

same—it is about ensuring each patient gets what they need 
to succeed. Case managers serve as vital advocates in bridg-
ing the gap between clinical care and real-world challenges. 
By addressing financial limitations and SDOH, case manag-
ers help reduce disparities, improve outcomes, and promote 
dignity and fairness in healthcare delivery.

Beneficence and Non-Maleficence in Care Coordination 
for Patients with Post-Traumatic Seizures
When coordinating care for individuals experiencing post-
traumatic seizures following a traumatic brain injury (TBI), 
case managers are ethically obligated to apply the principles 
of beneficence (doing good) and non-maleficence (avoiding 
harm). These foundational principles ensure that care is not 
only medically appropriate but also ethically sound and 
patient-centered.

Beneficence: Promoting Patient Well-Being
Beneficence refers to the ethical obligation to act in the 
patient’s best interest by promoting their health, safety, and 
overall quality of life. In practice, this involves:
•	 Prompt referral to neurology and specialty care for 

accurate diagnosis and management
•	 Coordinating treatment plans that support both seizure 

control and functional goals
•	 Ensuring patient and caregiver education on seizure 

management, medication use, and safety precautions
•	 Advocating for support services such as vocational 

rehabilitation, transportation, or mental health counseling 
to improve long-term outcomes
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Non-Maleficence: Preventing Harm
Non-maleficence emphasizes the need to avoid actions that 
could result in physical, emotional, or systemic harm to the 
patient. For individuals with seizures and TBI, this principle 
guides the case manager to:
•	 Prevent inappropriate return-to-work or driving decisions 

that may compromise safety
•	 Monitor for medication-related complications or cognitive 

side effects that could impair function or adherence
•	 Uphold confidentiality in all communications, particularly 

with third parties such as employers or insurers
•	 Ensure clear care coordination between providers to reduce 

treatment delays, miscommunication, or service gaps

Case Management Strategies to Address Beneficence and 
Non-Maleficence
To effectively uphold these ethical principles, case managers 
should implement the following strategies:
1.	Coordinate Interdisciplinary Communication

Facilitate collaboration among neurologists, therapists, 
primary care providers, and mental health professionals 
to ensure cohesive, patient-centered care. Frequent com-
munication reduces risks associated with fragmented 
treatment.

2.	Educate and Empower the Patient
Provide clear, accessible information about treatment 
options, safety precautions, and symptom monitoring. 
Empower the patient to participate in care planning and 
advocate for their own needs.

3.	Promote Safety-First Decision-Making
Balance functional goals with safety. Engage all stakehold-
ers—including family, providers, and employers—in 
developing realistic plans for return to work, driving, or 
independent living when seizure control is achieved.

4.	Maintain Ethical Documentation and Communication
Document all decisions, patient preferences, and care 
coordination steps thoroughly. When communicating with 
external parties, share only the information authorized 
and relevant to the coordination of care.

5.	 Reassess Frequently
Monitor changes in the patient’s condition, risk factors, or 
psychosocial circumstances. Update the care plan accord-
ingly to prevent harm and promote ongoing recovery.
Ethical imperative: Beneficence and non-maleficence are not 

one-time considerations—they are ongoing ethical commit-
ments. Case managers must apply these principles continuously 
through proactive planning, collaborative communication, 
and unwavering patient advocacy. By doing so, they help 
ensure care is not only clinically effective but also ethically 
grounded and aligned with the patient’s best interests.

Conclusion
Caring for individuals with post-traumatic seizures following 
a TBI presents not only clinical challenges but also profound 
ethical responsibilities. Case managers are uniquely posi-
tioned to uphold ethical principles by promoting patient 
autonomy, advocating for equitable access to care, and ensur-
ing safety through coordinated, compassionate interventions. 
By applying the core values of beneficence, non-maleficence, 
justice, and respect for individual rights, case managers help 
patients navigate complex medical, emotional, and social 
landscapes. Ultimately, ethical, patient-centered care is not 
just about managing seizures—it is about empowering indi-
viduals to recover with dignity, participate meaningfully in 
decisions, and reclaim their quality of life after injury.  CE 1
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Care Advocacy Within the Elder Law Firm
By Deanna Baez-Rubino, LMSW, LNHA, CECC, DCC; Raina DeDilectis, BSN RN, CECC, DCC; Brian Andrew Tully, Esq.

I t was a crisp fall morning when Mr. Anderson stood on 
his front porch, about to embark on his day. He had 
recently returned from a wonderful vacation with his 
family and was planning to take his daily morning stroll 

around the neighborhood and end up at the deli on the cor-
ner of his block, where he would meet two of his neighbors 
for coffee. Unfortunately, this is not how his day began. 

As he took the first step off his porch, Mr. Anderson stum-
bled. Unable to steady himself, he crashed to the ground. 
The next thing he knew, he was surrounded by emergency 
personnel, and all he could hear was the sound of machine 
alarms. He had suffered a cerebral vascular accident (CVA). 
He was unable to speak because a tube had been put in his 
throat and a large oxygen mask covered his nose and mouth. 
He couldn’t feel anything on his entire left side, and he 
recalls feeling extremely terrified. 

After several days in the intensive care unit, placement of 
a nasogastric tube was necessary, followed by a percutaneous 

endoscopic gastrostomy (PEG) tube for permanent feeding 
because he was extubated and removed from the ventilator 
but unable to swallow safely. He was transferred to a skilled 
nursing and rehabilitation center where he spent the next few 
months growing stronger physically and working diligently 
with therapy. Fortunately, he did regain some of the feeling 
to his left side but still required hands-on assistance for all 
his activities of daily living. The social workers at the facility 
advised the family that rehab was coming to an end, and they 
needed to plan for his discharge. 

Mr. Anderson had a very devoted wife and supportive 
children. Their main goal was to get him back to the lov-
ing environment within the home he worked so hard for. 
They were understandably devastated and frightened by the 
thought of losing all he had worked for to pay for the long-
term care he now required. The family knew they needed to 
discuss the legal and financial concerns regarding aging, but, 
also, they were at a loss as to what options were available to 
them regarding care, and what programs, if any, he qualified 
for. They began looking into private pay for caregivers at 
home and found the costs overwhelming. Not knowing what 
the next steps would be, they sought the guidance of an elder 
care attorney.

In this scenario, Mr. Anderson’s family ultimately engaged 
a life care planning (LCP) law firm. An LCP law firm is an 
interdisciplinary team of elder law attorneys, care coordi-
nators, and support staff that work together to develop an 
estate plan, protect assets, to determine the client’s qualifica-
tion for public benefits, coordinate care, provide education, 
offer decision-making support, advocate for high-quality 
care, and intervene when there are problems with care pro-
viders. The estate plan is vital to care and must include the 
four core basic documents every adult over the age of 18 must 
have a: (1) Health Care Proxy, (2) Durable Power of Attorney, 
(3) Last Will & Testament, and (4) Living Will. Depending on 
a client’s situation and their financial goals, an Irrevocable 
Trust may also be needed. The law firm discusses all the 
options and strategies at length with the client and their 
family so that the elder care plan reflects the client’s wishes 
and objectives. 

Deanna Baez-Rubino, LMSW, LNHA, CECC, DCC, 
has been with Tully Law Group, PC since 2021. Her 30 
years’ experience includes skilled nursing, home care, and 
assisted living. She is also a certified grief counselor, and 
volunteer for the Alzheimer’s Association where she runs 

a monthly support group for adult caregiver children of those affected by 
Alzheimer’s disease. 

Raina DeDilectis, BSN, RN, CECC, DCC, has been 
with Tully Law Group, PC since 2021. Her 25 years’ 
experience includes working in hospital settings, skilled 
nursing facilities, and home care. She has held roles as a 
nurse educator and supervisor, is a certified PRI Assessor, 

and volunteers with the Alzheimer’s Association. 

Brian Andrew Tully, Esq. is the founder and Managing 
Partner of Tully Law Group, PC. He has been practicing 
elder care law and estate planning since 1998 and has 
been certified as an Elder Law Attorney by the National 
Elder Law Foundation since 2003. He is currently the 

President of the LCPLFA and has been named to the prestigious Metro 
New York SuperLawyers list for many years as well as TopLawyers and 
Lawyers of Distinction.  
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What Is Life Care Planning?
Life care planning is the future of elder law: it offers the 
traditional elder law firm services of asset protection, estate 
planning, and Medicaid qualification with the expanded 
area of care coordination and advocacy. LCP offers a holis-
tic approach that helps families with every aspect of caring 
for someone with a chronic illness. In essence, LCP legal 
services help people find, get, and pay for good long-term 
health care by bundling the legal and financial aspects of 
aging with long-term care services’ coordination, community 
and nursing home advocacy, and crisis intervention. It is 
typically a one-year engagement, which allows the team to 
develop and cultivate supportive relationships with the fam-
ily and clients to better assist them along their journey. As 
the first year of services end, families and clients can renew 
for continued services and on an annual basis. This concept 
was first introduced in the 1990s and was later adopted by 
multiple firms nationwide that saw the benefit of the compre-
hensive approach. Soon after, the firms practicing this model 
developed the Life Care Planning Law Firms Association 
(LCPLFA) to share knowledge and promote LCP as an alter-
native to traditional Elder Law. More can be learned about 
the association at www.lcplfa.org. These unique law firms are 
“elder-centered,” which means that the elder is this primary 
focus, and the finances and family are secondary. The mis-
sion of the LCPLFA is to “empower LCPLFA as they provide 
legal, financial, and healthcare advocacy services.” There are 
approximately 80 LCP firms nationwide at present. 

An LCP provides the road map that allows an elder to 
achieve their desired quality of life, care and long-term care 
financing goals. There are three principal goals of the LCP 
that allow the firm to help the elder and family develop and 
implement this road map:
1.	We help make sure that the elder gets good care, whether 

that care is at home or outside the traditional home 
setting. This is the most important of all goals because it 
goes to the very heart and quality of life in the later years. 
The LCP is focused first on the elder’s good health, safety, 
and well-being.

2.	We help the elder and involved family make the best 
possible decisions relating to the needed long-term care 
and special needs. As objective advisors, we are the 
resource for experience, support, and knowledge.

3.	We help the elder and family find sources to pay for good 
long-term care. We work with all concerned through the 
maze of choices and options to find the best, or often, the 
most comfortable solution to financing the needed care, 
which is often through the complicated Medicaid program.

Who Benefits from Life Care Planning?
Any senior with a health condition that has the potential 
to impact their ability to care for themselves benefit from 
an LCP. Caregivers also benefit from the continual support 
offered through the law firm’s elder care coordinator (ECC). 

What Is an Elder Care Coordinator?
An ECC is a professional, such as a social worker, counselor, 
nurse, or gerontologists who specializes in assisting older 
people and their families to attain the highest quality of life 
given their circumstances. An ECC will:
•	 Help clients and families identify care problems and assist 

in solving them
•	 Assist families in identifying and arranging in-home help 

or other services
•	 Coordinate with medical and healthcare providers
•	 Review medical issues and offer referrals to other geriatric 

specialists to provide appropriate care while conserving 
financial resources

•	 Provide support, guidance, and advocacy during a crisis
•	 Help coordinate transfer and transportation of an older 

person to or from a retirement complex, assisted care 
living facility, or a nursing home

•	 Provide education
•	 Offer counseling and support

After the Anderson family retained the LCP law firm, the 
ECC and other team members immediately started work to 
assist Mr. Anderson’s family with the rehabilitation/discharge 
process and to ensure the necessary care was in the home 
when Mr. Anderson arrived. The team and family determined 
that Community-based Medicaid Assistance (also called Home 
and Community-Based Services–HCBS) would be the best 
option to provide Mr. Anderson with the home care he so 
desperately needed. Having the cost of the care covered by 
Medicaid ensures the Anderson family he would be able to 
stay at home safely without depleting the family of their life 
savings. Once approved financially, his ECC then attended 

Life care planning is the future of elder law: it offers the traditional elder law firm services of asset protection, 
estate planning, and Medicaid qualification with the expanded areas of care coordination and advocacy.

http://www.lcplfa.org/
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An ECC is a professional, such as a social worker, counselor, nurse, or gerontologist,  who specializes in 
assisting older people and their families to attain the highest quality of life given their circumstances.

the necessary Medicaid assessments and advocated for Mr. 
Anderson. The result was a weekly award of 168 hours of 
home health aide services. Due to the complexity of his case 
and the presence of a PEG tube feeding, traditional home 
care was not an option. With extensive education and ECC 
guidance, his children learned how to administer medica-
tions and feedings, and ultimately were able to be enrolled 
as Consumer Directed Personal Assistance Program workers 
under the Medicaid program, allowing them to be financially 
compensated for their caregiving work. This was a hardship 
for his children because they needed to apply for Family and 
Medical Leave Act (FMLA) leave from their employment to 
ensure their father was receiving the safe care he needed at 
home. Additionally, the ECC was able to assist with obtaining 
necessary durable medical supplies and coordinate other 
home care services, such as transportation, home visit doctors, 
physical, occupational, and speech therapy as well as delivery 
of personal protective garments and a life alert system. 

Remarkably, through extensive testing and work with 
speech therapy, Mr. Anderson was diagnosed with a condi-
tion called Zenker’s dysphagia. Fortunately, this is a repair-
able condition, and once he was stable enough to undergo 
the necessary procedure, the repair permitted him to eventu-
ally have the PEG tube removed and resume a normal diet. 

While dealing with the complex medical concerns of the 
case, Mr. Anderson’s ECC knew that the services were limited. 
The awarded hours were temporarily placed and were in dan-
ger of being reduced by his Medicaid Managed Long Term 
Care Plan. She decided to explore other options for him and 
ultimately guided the family to apply for a waiver program for 
individuals who have suffered a traumatic brain injury. Once 
the PEG tube and feedings were no longer a concern, the 
ECC assisted the family with finding a reputable home care 
agency under his Medicaid benefit to provide the personal 
care assistance who would allow the family to return to work.

Two years have passed since Mr. Anderson’s CVA. The 
family has continued to annually renew the LCP services with 
the elder care law firm and continue to work regularly with 
the ECC to maintain the needed care hours and advocate for 
more care when needed. In addition, the legal team also con-
tinues to assist by helping Mr. Anderson maintain financial 
and legal eligibility for the Medicaid program and handle 
the annual Medicaid recertifications. They have expressed 

gratitude for all the hard work and dedication and state they 
would not have been able to keep their husband and father 
at home without the comprehensive support and guidance 
along the way. 

ECCs working in an LCP law firm must continue to edu-
cate themselves and remain aware of new innovations in care 
management. The LCPLFA offers a certificate in ECC, in 
collaboration with The Stockton Center on Successful Aging 
at the Richard Stockton College of New Jersey. This program 
affords ECCs within an LCP firm to receive comprehensive 
training of the multifaceted and complex challenges involved 
with the role of ECC. This certification comprises a 15-week 
online program that is designed to provide the tools and 
support needed to promote best practices. The course works 
to enrich the ECC’s abilities to help clients and families 
identify care problems and assist in solving them. It is not 
necessary to complete the course to perform the role of an 
ECC; however, completion provides professional recognition 
for their role within the law firm and the community as well 
as a solid foundation in the law behind LCP and community 
caregiving, knowledge of the aging process, public benefits, 
appropriate treatment options, and referrals. 

Elder care coordinators function in various roles across 
the continuum of care within the law firm. When an LCP 
retains a new client, they set a meeting with the client and 
their family within their own environment to discuss care 
concerns, assess their current situation, develop goals and 
make recommendations. The clients are provided the ECC’s 
contact information, and depending on the client’s individ-
ual circumstances, schedule additional meetings. For clients 
at home, there may be evaluations for care qualifications 
through their long-term care insurance or with an indepen-
dent Medicaid assessor at the state level. The ECC attends 
the meetings with the client as an advocate. For clients placed 
in facilities, ECCs can participate in care plan meetings and 
provide the much-needed support and guidance the families 
require. Throughout the initial year of engagement, the ECC 
is in regular contact with the client and family and is contin-
ually assessing the care, evaluating the plan and modifying 
as needed, and providing resources and support. Given the 
multitude of circumstances that may arise for a client regard-
ing their health, the ECC’s goal is to hold their client’s hand 
and assist with referrals for falls, hospitalizations, rehab stays, 
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day programs, and community resources. Moreover, there 
are times when a client’s previously authorized care comes 
under scrutiny, and Medicaid then looks to reduce the bene-
fit. The ECCs, in turn, assist the families in the appeal pro-
cess and advocate for the needed care.

When the initial year ends, clients can renew their annual 
services with the LCP who provides an additional year of assis-
tance and access to the ECCs and legal team at the firm. This 
ongoing relationship with the clients allows the firm and ECC 
to continually assess, evaluate, and adjust the plan, as needed, 
to ensure that the client’s and family’s goals are at the fore-
front and are the deciding factor when it comes to care.

The LCP model is unique and holistic in contrast to a 
traditional fee-for-service elder law model, in which clients 
pay work done on an hourly or transactional basis. An LCP 
model functions on an annual engagement, allowing clients 
to be in contact with their trusted team and not be billed per 
interaction, which ensures that the clients communicate their 
concerns and needs on a regular basis, and team intervention 
is immediate. 

Elder care coordinators are an integral part of the success 
of clients achieving their financial and health care goals. 
ECCs attend ongoing educational programs and are mem-
bers of professional networking groups and organizations 
such as the Case Management Society of America (CMSA) 
and National Aging in Place Council (NAIPC). In addition 
to the clinical aspect of helping clients, a vital aspect of the 
ECCs’ role is networking and providing education to commu-
nity programs, hospitals, caregiver support groups, skilled 
nursing/rehabilitation facilities, and other organizations, 
which helps to inform and provide resources not only for the 
community but to clients as well. LCPs receive referrals from 
a multitude of sources, both community and other senior 
professionals, but the greatest referral comes from clients 
who are happy with the provided services and then refer to 
their friends and family. 

In conclusion, the LCP uses an elder care continuum 
approach that connects the client’s long-term care concerns 
and needs as they age to the knowledge and expertise of an 
elder care law firm and an ECC with the purpose of helping 
them find, get, and pay for good care.
For those looking for more information about what LCP law 

firms are in their area, they can search at www.lcplfa.org.

“�My family and I had a great experience with [our LCP law 
firm]. They were with us from beginning to end, helping 
us with a trust and Medicaid. Our questions and concerns 
were answered immediately. Everyone [was] so friendly and 
knowledgeable. The whole process with Medicaid was over-
whelming and daunting, and the staff were with us every 
step of the way. Big shout out to our ECC. She was so kind 
and understanding and answered all our questions and con-
cerns. We would highly recommend our LCP law firm.” 

–L.C., May 2024 CE2  

An LCP model functions on an annual engagement, allowing clients to be in contact with their trusted 
team and not be billed per interaction, which ensures that the clients communicate their concerns and 

needs on a regular basis, and team intervention is immediate. 
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T here was a time when length of stay (LOS) wasn’t 
an issue. Hospital beds were widely available, and 
hospitals were paid on a per diem basis. Patients 
were admitted for sleepovers before procedures, 

and insurance companies rarely denied excess days. Those 
days are long gone. In 1985 Medicare changed their payment 
methodology from per diem to case-based payment via the 
Diagnosis Related Group (DRG) case payment system for 
most acute care hospitals. Each DRG had an average length 
of stay (ALOS), and payment was based on that average. 
There were exceptions for specialty care, acute rehabilita-
tion, and psychiatric hospitals, which continued to receive 
per diem reimbursement. Even for those paid on a per 
diem basis, payment for every day of stay was and is no lon-
ger a given. Each day must be defensible, meeting medical 
necessity and appropriateness criteria. Longer stays require 
meticulous justification. For case-based payment, justification 
for each day of stay may not be needed, but the urgency to 
minimize days remains because the provided care must fall 
within a budget (case payment amount), or money is lost. It’s 
a matter of fiscal survival.

But it’s not just about money. There are risks to staying 
in the hospital longer than necessary. Nosocomial or hos-
pital-acquired infections are a real danger. According to 
the CDC, “on any given day, 1 in 31 hospital patients has a 
healthcare associated infection” (CDC November 25, 2024). 
Other risks are hazards related to immobility.

According to the American Hospital Association (2025), 

there were 913,136 hospital beds in the U.S. as of January 
2025. This is a steep drop from 1975 when there were 1.5 
million beds. (Yang) This drop can be attributed to decreas-
ing LOS, the movement of care to the ambulatory setting, 
and the elimination and merger of many hospitals across 
the country. The AHA further reports there are currently 
6,093 hospitals in the U.S., down from 7,156 in 1985 (2025). 
In some regions there are bed shortages, leading to high 
census days, long waits in emergency departments (EDs), 
and waits for scheduling elective surgery. The resulting high 
census means hospitals are running close to, at, or even 
over capacity. How can a hospital run a census over 100%? 
Easily—admitted patients in the ED are waiting for a bed to 
open. Patients in post-op/recovery are awaiting transfers to 
inpatient beds.

Census numbers sometimes, but rarely, run as high as 110%, 
although 101% to 104% is quite common at many hospitals. 

Lowering LOS is not arduous, but it requires constant 
attention and adherence to utilization management (UM) 
principles. UM is about respecting and conserving resources 
and using them appropriately. We have limited resources in 
healthcare: beds, staff, equipment, appointment slots, and 
money, to name a few. Every day of stay must be necessary 
and appropriate, and every test justified. It’s about the over-
riding principles of UM and care management fundamen-
tals—the right care, in the right place (level of care), at the 
right time. 

A historical review of hospital LOS shows an average LOS 
in 1980 of 7.35 days. By 1987, soon after the implementation 
of DRGS, it had dropped to 5.71. (CDC December 6, 2024) 
ALOS in the U.S. is currently 4.5 days. (Alis 2025) The drop 
from 1987 is not huge, but keep in mind that many formerly 
short stays for elective surgeries and invasive procedures 
have shifted to the ambulatory setting, eliminating stays that 
brought down the average number. Observation status was 
another contributor or subtractor, eliminating many one- and 
two-day stays from the equation. To determine with accuracy 
if ALOS is still dropping, drilling down by DRG, diagnosis, 
and/or procedure is necessary; otherwise, the numbers 
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are skewed by change in practice. Only sicker, more acute, 
unstable, and complicated patients are now treated on an 
inpatient basis.

How to Reduce LOS 
So now you know why LOS reduction is important, but how 
can it be accomplished? Opportunities to decrease LOS and 
to free up beds can be divided into two categories: shorten-
ing patient stays and avoiding admissions. Early work on LOS 
reduction was easy: eliminate preop days and raise awareness 
of the need to trim unnecessary days. The introduction of 
technological innovations like minimally invasive and non-
invasive procedures shortened recovery time and even elimi-
nated some admissions altogether. That was the low hanging 
fruit; further progress will require inquiry and analysis.

Identify Avoidable Days
The first step is to identify avoidable days in a stay. These are 
days that are not necessary to the overall care. Avoidable days 
usually fall at the end of the stay, but they can occur any time 
during a hospital admission. They are defined as any delays 
during the stay that are not clinical. If a patient becomes 
unstable, for instance, a delay in surgery might be warranted. 
If the surgery is delayed due to an administrative or systems 
reason (operating room [OR] scheduling, staff availability), it 
is not justified and is unnecessarily contributing to the over-
all patient stay.

Avoidable days can occur early in the stay when a patient 
is admitted emergently, especially on weekends or holidays, 
and testing or procedures are delayed until the beginning 
of the work week. Hospitals may be open 24/7, but care 
and availability of services are not always readily available. 
Further analysis can quantify and categorize avoidable days.

The first step is creating codes that identify reasons for 
the delay/extended stay. These are some examples:
•	 Unnecessary preop/preprocedure day
•	 Delay due to lack of availability of:

	– OR time 
	– Consultant
	– Diagnostic procedure
	– Appropriate discharge service(s)
	– Rehab/physical therapy/occupational therapy (PT/OT)
	– Other (must be specified)

•	 Inappropriate admission
•	 Outpatient procedure	
•	 Delay caused by patient/family refusing discharge
•	 Physician and CM disagreement on timing of discharge

For the purposes of analysis, you may want to categorize 
your codes into “buckets.” There are no hard and fast rules 
for the number of categories or codes. You don’t want to have 
too many or create categories and codes that are too narrow 
or specific, because it will be harder to identify patterns and 
trends. Four categories and codes are a jumping off point. 
Make sure they are relevant to your practice.
•	 Front-end delays

	– Timing of admission
	– Inappropriate admission
	– Failure to prepare patient in advance of admission

•	 Discharge delays
	– Delay in discharge planning 
	– Unavailability of discharge services—skilled nursing 
facility beds, homecare services

	– Physician reluctance to discharge
	– Patient/family refusal of discharge

•	 Systems delays
	– Equipment, beds
	– Slots for OR diagnostics, and others
	– Sequencing of diagnostics
	– Medical vs surgical delays

Staff need to collect or code this information during their 
reviews, and reports should be run regularly. Collection and 
coding take some time, but running reports both monthly and 
cumulatively, and then slicing and dicing the data, will gener-
ate patterns. Quarterly reports with comparison over time can 
be used to identify problems and to monitor interventions. 
Drilling down by service or nursing unit, as well as by practi-
tioner, provides specific information. The information is there 
for the taking, but it must be collected and analyzed. 

Most hospitals have a variety of standard reports. Review 
them and identify those that complement the work you are 
doing. Hospitals and departments can often provide you 
with LOS reports by service, unit, or practitioner. Work with 
IT to create a standard weekly report of patients in-house 
over 10 days. Pick the LOS target and then study these 
patients to look for root causes of longer stays, trends, and 
patterns. Identify them and explore ways to intervene. This 
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information can be used to focus reviews, expedite discharge 
planning, and work with individual services or practitioners 
to change practice. The longest-stay patients are often diffi-
cult to discharge due to complicated plans requiring exten-
sive planning or limited placement options. These issues can 
be resolved by working with specific home care and infusion 
companies to leverage expertise and develop agreements 
with skilled nursing and rehabilitation facilities. Patients 
on ventilators are a particular long-stay problem because 
physicians try to wean them in-house and delay discharge 
planning until they have exhausted their efforts. Our case 
management staff were able to work with the medical staff 
to apply to pulmonary rehabilitation facilities as soon as 
the need was established, while also beginning the weaning 
process in-house. Once a facility accepts the patient, they are 
transferred to those facilities, which will continue weaning 
efforts or identify chronic care needs. These efforts result in 
significant LOS reductions.

The avoidable-days reports can provide further ideas for 
LOS reduction. Our hospital identified patients being admit-
ted or staying longer than necessary because of delays in 
peripherally inserted central catheter (PICC) line placements 
or waiting for other procedures or interventions that weren’t 
available on weekends. Increasing the number and type of 
practitioners who could insert PICCs prevented unnecessary 
admissions and in some cases cut a day or two off the LOS. 
Providing PT on weekends also helps to lower LOS and, 
more importantly, can improve the quality of care. 

Most avoidable days come at the end of the stay. Assessment 
for potential discharge needs must take place on admission. 
Needs may change or evolve during the stay, and that’s why 
reviewing, reassessing, and updating plans are important 
as patients’ conditions and needs change. Often patients or 
attending physicians want to refer to acute rehab, but the 
patient is not meeting acute criteria or is borderline. Rather 
than argue with the family or staff, CMs can apply concur-
rently to both levels of facilities, and the post-acute providers 
will decide based on acceptance or rejection of the applica-
tion. There is no time lost waiting for a rejection before initi-
ating application to a different level of care. If a patient is not 
ready to accept home or inpatient hospice, CMs can apply to 
providers who offer both options. This forward-thinking dual 
planning can evolve when the plan changes or the patient 

requires seamless transition to the next level of service while 
remaining with the same agency. When a patient wants home 
hospice, and CMs are concerned that the required care would 
be too complicated for home care, they can explain their 
concerns, comply with patient wishes, and create a backup 
plan of inpatient hospice ready for implementation. Patients 
are informed of the backup plan and told to call if a change 
of plan is needed. This information would also be provided 
to the ED so that if the patient presents, transfer to an inpa-
tient facility can be immediate, and admission is not needed. 
Choice of providers may be limited by insurance networks, 
but, whenever possible, a provider who can modify the plan 
as the patient’s condition changes is the best solution for both 
continuity of care and patient satisfaction.

Short stays may also be amenable to LOS reduction. I 
worked with three surgical services to identify one to two 
procedures each that had variables in LOS. On review it 
was determined that standardizing practice, order sets, and 
patient education could provide a care plan that reduced 
current stays by one to two days. This is an updated version 
of the old clinical pathway approach. Our CMs took it a step 
further, creating an inclusive interdisciplinary team of every-
one involved in care from the ambulatory care visit, where 
the decision to have the specific elective procedure was made, 
through preop testing and teaching, admission, postop, dis-
charge, and follow-up. The patient was included in the plan 
as a full team member and knew what to expect at each step, 
thus managing concerns and expectations about care and the 
short stay. In our facility, the most successful service embraced 
standardization and a team approach and reduced average 
LOS for the specified procedure by one-and-a-half days. 

Managing patient and staff expectations means communi-
cating regularly, updating everyone on the plan and timing, 
and including the patient as a team member. We don’t want 
to blindside patients with sudden changes or precipitous dis-
charges. Blindsiding patients doesn’t promote patient satis-
faction or engagement and often leads to disputes and delays 
in discharge (i.e., avoidable days).

Preventing unnecessary or inappropriate admissions 
frees up beds and minimizes payer denials. Interventions to 
achieve this goal include the inclusion of a CM in the ED and 
outpatient clinics. The emergency department CM can imple-
ment home care to maintain patient safety in the home and 
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prevent admissions for what constitutes discharge planning. 
That’s why limiting term and practice of discharge planning 
has been replaced with the concept of transition planning. 
This planning applies in the outpatient areas as well as where 
services can be implemented to preserve patient indepen-
dence and prevent admission. 

For patients requiring admission, the ED and ambulatory 
setting CMs can jumpstart the transition planning process 
in the ED, assessing continuing needs and collecting contact 
information from companions/significant others accompa-
nying the patient to the ED. This information is provided to 
the inpatient team, including the CM, and can help expedite 
the process of coordinating a safe discharge plan. The CM in 
the ambulatory setting can also begin transition planning for 
patients electively or even emergently admitted from the clinic. 

Another source of information about LOS and appropri-
ateness of admissions is payer denials. We had an aggressive 
appeals program and overturned most denials; however, 
review of reasons for denial provides information on oppor-
tunities to eliminate days and prevent admissions as well as to 
identify necessary documentation that can prevent the denial 
in the first place. 

Improving Patient Flow
Patient flow is another concept designed to save time, increase 
efficiency, and smooth transitions. It focuses on time and 
motion studies, patient tracking, bed boards, OR turnaround 
time, time to admission, and room cleaning postdischarge.
Managing patient flow is basically a logistical or business 
approach. The clinical perspective is not always well-repre-
sented, and the approach is fragmented and reactive. It looks 
at bed assignment and turnaround times but not the whole 
picture. When first introduced, patient flow committees rarely 
included case management. Patient flow saves minutes, hours, 
and large parts of days, but case management saves entire 
days. One major thrust of patient flow committees has been to 
get patients out earlier in the day, which is important to make 
room for elective admissions and patients arriving in the ED 
late in the day and overnight. This approach fails to recog-
nize that in a 24/7 institution, a late discharge of a patient 
might be one in which the patient would have gone home 
tomorrow, not early in the day but a day early. Physicians were 
concerned with being blamed for discharging their patients 
late in the day and would hold them over to get credit for an 

early discharge a day later. There are many patients that need 
a final infusion, a last set of lab results, a treatment or an 
intervention before they can be discharged. That is no reason 
to keep them for another day. Case management looks at the 
big picture. 

Patient flow committees need to be inclusive and multi-
disciplinary, representing front and back of house services. 
Committee membership selection is important. As much as 
possible, those on the committee should include professionals 
who believe in the concept of performance improvement and 
are open to hearing perspectives from other disciplines. The 
goal is consensus-driven decision-making. The members will 
be the spokespeople or ambassadors for the process and will 
obtain cooperation from practitioners and involved staff in 
data collection and buy-in with proposed changes. 

Another focus of these committees is daily census. My hos-
pital often ran a census in the high 90% and was over 100% 
census during several days on most weeks in the years lead-
ing up to the pandemic. The committee drafted high census 
guidelines and sent out census alerts at thresholds of 95% 
and over. This is a reactive approach to daily census and LOS 
and should be used cautiously. The census should NEVER 
drive the decision to discharge a patient. Discharge is a clin-
ical decision; thus, stability and a safe discharge plan should 
be the driver of the decision. This applies whether the census 
is 105% or 75%. You don’t let a patient stay for convenience 
when a plan is in place and they are clinically appropriate 
for discharge or transfer to another level of care, even if the 
hospital is empty. You also don’t discharge a patient with 
inadequate follow-up or planning before it is appropriate. 
Doing so could trigger a readmission and is endangering the 
patient. Adherence to UM principles will maximize patient 
flow and appropriate care. 

Our hospital’s committee spent time analyzing the census 
over time. They looked at peaks and flows, OR capacity and 
scheduling, and a larger approach vs fragmented approach. 
The census tended to drop off on the weekends and then 
begin to build from Monday forward. Wednesday, Thursday, 
and Friday tended to have the highest census. Friday’s census 
would start high but become manageable by afternoon. An 
attempt was made to think differently to flatten out the cen-
sus. Why not use those empty beds and OR slots on Friday 
and Saturday? We started by scheduling elective short stay 
cases (those with an expected LOS of two to three days) for 
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Friday and Saturday. These patients would be discharged 
Sunday to Tuesday, creating a shift in the weekday census 
and decompressing the mid and end of week bottleneck. 

Identification of appropriate cases is institution specific. You 
need to carefully review with clinical staff and identify practi-
tioners and procedures able to adapt to this schedule. This is 
an opportunity to create comprehensive standardized treat-
ment plans with order sets to minimize LOS and maximize 
efficiency and quality of care; it is a great example of a proac-
tive big picture approach to LOS reduction and patient flow.

Every institution is different; the strategies are the same 
but the focus changes depending on case mix and specialties. 
I worked in an oncology specialty hospital, so in addition 
to the strategies I have described thus far, we also looked at 
the use of palliative care to manage symptom burden both 
inpatient and outpatient, identification and timing of hospice 
referral, and inpatient mortality and admissions during the 
last six months of life. We performed both concurrent and 
retrospective reviews.  One focus of admissions near end of 
life was the identification of discharge or transition plans. 
We found that referral to hospice took place following the 
last admission, yet many of these patients met hospice crite-
ria during previous stays. To identify timeliness for hospice 
referral, I worked with our hospice providers to identify LOS 
in hospice. The results were clear. One-third of our patients 
referred to hospice died within a week of admission, many 
in as little as one to three days. We had a problem. Over the 
next two years we worked with clinical staff, educating them 
on hospice criteria and raising awareness with all members 
of the interdisciplinary team. Nurse CMs and social workers 
held grand rounds and inservice education sessions on hos-
pice criteria and goals of care. CMs used a surprise question 
when trying to identify readiness for hospice. The question to 
the medical staff who felt patients weren’t ready for hospice is 
a simple one. “Is it your expectation that this patient will be 
alive in 6 months?” When the answer was no, the CM would 
then explain hospice criteria and after discussion sometimes 
there would be a referral to home hospice. Two years later 
the number of patients who died within one week of hospice 
referral had dropped to just over 20%. 

I have provided you with suggestions, strategies, examples, 
and anecdotes from four decades of largely successful LOS-
reduction efforts. Most apply to any institutional setting while 
some are specialty specific. All are food for thought. Identify 
the metrics, then collect and analyze them. Utilize standard 
reports, create new ones. there is no shortage of data. 
Sometimes they reveal exactly what you suspect; other times 
surprises will emerge. Analytics are the future for healthcare 
and for case management. Leverage this information to 
make an impact on your practice, institution and the future 
direction of healthcare. CE 3
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decision-making, and person-centered 
care planning can transform health-
care systems.

The theme, “Case Management: 
Innovative Solutions, Improved Out
comes,” is more than a slogan. It is a call 
to action—an invitation to reimagine 
what’s possible when case managers are 
supported, informed, and empowered.

Why You Should Be There
✔ Over 70 educational sessions 
✔ �Nationally acclaimed speakers and 

policy influencers
✔ �Targeted content for diverse prac-

tice settings
✔ �Continuing education and 

certification prep opportunities
✔ 35th Anniversary Gala Celebration 
✔ �Mentoring, networking, and profes-

sional advancement activities

Let’s Shape the Next Chapter 
Together
Dates: June 24–27, 2025 
Location: Hilton Anatole, Dallas, TX 
More information and registration: 
www.cmsa.org/conference 

Whether you’re passionate about 
driving outcomes, interested in the 
latest innovations, or simply looking to 
reconnect with your case management 
community, this is the year to attend. 
Celebrate the past. Embrace the 
future. Discover what’s next for our 
profession—because together, we are 
crafting innovative solutions for 
improved outcomes. CM  

Case Management: Innovative 
Solutions, Improved Outcomes 
continued from page 5

We welcome Rosalyn and Dawn to 
the Commission and thank all of our 
dedicated Commissioners for their 
service. CM

CCMC Welcomes Two New 
Commissioners continued from page 4

workplace injuries, illnesses, and dis-
abling conditions; later, it began to 
encompass nonoccupational causes of 
unplanned absences. Today, integrated 
absence management helps support 
the productivity of employees affected 
by short-term and long-term absences 
due to both occupational and nonoc-
cupational illnesses, injuries, and dis-
abling conditions. The emphasis is on 
assisting individuals in pursuing their 
goals, including return-to-work (RTW) 
and stay-at-work (STW) strategies as 
they recuperate and heal.

For both the CDMS and the CCM 
credentials, conducting field surveys at 
regular intervals is a required aspect 
of being nationally accredited by the 
National Commission for Certifying 
Agencies (NCCA). NCCA is the 
accrediting body of the Institute for 
Credentialing Excellence (ICE). It is 
also important to note that NCCA was 
created to ensure the health, welfare, 
and safety of the public by credential-
ing certification programs that assess 
professional competence. 

After results of the disability man-
agement JTA are analyzed, reviewed, 
and approved, the Commission will 
announce updates to the CDMS certi-
fication examination, as well as poten-
tial changes to eligibility criteria (if 
any). We encourage readers to watch 
for upcoming CDMS Spotlight col-
umns on the JTA and the CDMS certi-
fication. CM  

Disability Management Job-Task 
Analysis Underway  
continued from page 6

ACCM has partnered with Pfizer to bring our members special access to ArchiTools, 
a centralized resource to help case managers deliver value-driven health care with 
interactive training modules, downloadable tools, annotated and detailed article 
reprints, and more. Learning modules cover:

• Health information technology
• Payment reform

• Team-based practice

• Care transitions
• Prevention and wellness

• Care coordination
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Shultz, S. R., & Jones, N. C. (2019). Affective, 
neurocognitive and psychosocial disorders 
associated with traumatic brain injury and 
post-traumatic epilepsy. Neurobiology of 
Disease, 123, 27–41. https://doi.org/10.1016/j.
nbd.2018.07.018 
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mechanisms and treatment strategies for 
post-traumatic epilepsy. Frontiers in Molecular 
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Sun, L., Shan, W., Yang, H., Liu, R., Wu, J., 
& Wang, Q. (2021). The role of neuroinflam-
mation in post-traumatic epilepsy. Frontiers 
in Neurology, 12. https://www.frontiersin.
org/journals/neurology/articles/10.3389/
fneur.2021.646152/full 

Traumatic Brain Injury and 
Seizures: Ethical Priorities in 
Patient-Centered Care  
 continued from page 16
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Communication and Collaboration: 
Which Comes First, the Chicken or 
the Egg? continued from page 3

It may mean limiting the news. Don’t 
buy into negativity.

8.	Stay connected to your values. To 
feel good about yourself, you must 
honor your values. Don’t be put down 
for who or what you are or what you 
believe. Your values are an important 
part of your life. 
In this chaotic and turbulent world, 

you must accept uncertainty by build-
ing resilience. It is not easy, and it 
takes work. We each react to uncer-
tainty differently. A firm foundation 

will help you balance all aspects of 
your life. When you have inner har-
mony, you feel more confident, more 
adaptable and at peace. Even in this 
chaotic and turbulent world, you will 
survive. A lot of how well you survive is 
up to you!

Gary S. Wolfe, RN, CCM, FCM 
Editor-in-Chief  
gwolfe@academyccm.org

ACCM: Improving Case Management 
Practice through Education

Navigating in Turbulent Times 
continued from page 2

Earn Required Ethics Continuing Education 
Credits by reading CareManagement.

To renew your CCM and/or CDMS certification, you must have continuing 
education credits specific to ethical practice, so you have an understanding of 
the Code of Professional Conduct and its Guiding Principles.

To help readers meet this requirement, CareManagement will publish at 
least two pre-approved ethics articles each year, each with one continuing 
education credit. You can earn the required ethics hours by reading the 
CareManagement articles and passing the associated test.  

How many ethics hours are required?

■ For CCM, eight (8) continuing education credits are required

■ For CDMS, four (4) continuing education credits are required

Join or renew your membership to the Academy of 
Certified Care Managers (ACCM) and receive a free 
subscription to CareManagement!

Join today! ▲

IMPROVING PRACTICE THROUGH EDUCATION

when explaining treatment options and 
care plans to patients. Case managers 
often face challenges obtaining timely 
and accurate patient information 
because it comes from various sources 
and stakeholders, including:
•	 Patients 
•	 Insurance companies
•	 Healthcare providers and medical 

teams
•	 Caregivers and family members

Developing or sharpening the 
following communication skills can 
improve the collaboration between 
patients, providers, and stakeholders:
•	 Empathy
•	 Active listening
•	 Feedback
•	 Rapport
•	 Speaking with clear, concise language

In essence, communication provides 
the means to share information, while 
collaboration uses that information to 
work together toward a common goal. 
Our role as case managers is to advo-
cate for our patients’ needs and ensure 
they have fair access to treatment, 
services, procedures, and medications. 
Forming collaborative partnerships 
and exploring alternative funding 
sources can help improve our patients’ 
access to cost-effective resources, which 
will hopefully improve their outcome 
and their satisfaction with their experi-
ence in a patient-centered care model.

As we begin the summer months, 
enjoy this special time with your family 
and friends and reflect on the success 
you have achieved making a differ-
ence…one patient at a time!

Warmest regards, Catherine

Catherine M. Mullahy, RN, BS, CRRN, 
CCM, FCM, Executive Editor 
cmullahy@academyccm.org

mailto:gwolfe%40academycmm.org?subject=
http://academyccm.org/architools.php
mailto:cmullahy%40academycmm.org?subject=


 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

 

 

https://www.mullahyassociates.com/product/the-case-managers-handbook-sixth-edition/
https://www.mullahyassociates.com/product/best-in-class-case-management-online-course-2-0/
https://www.mullahyassociates.com/product/gold-entrepreneur-package/
https://www.mullahyassociates.com
https://www.mullahyassociates.com/contact-us/


June/July 2025 CareManagement  29

join/renew ACCM online at www.academyCCM.org

REFER A COLLEAGUE TO ACCM
Help your colleagues maintain their certification by referring them to  
ACCM for their continuing education needs. They can join ACCM at  
www.academyCCM.org/join or by mailing or faxing the Membership 
Application on the next page to ACCM.

Why join ACCM? Here are the answers to the most commonly asked  
questions about ACCM Membership:

Q:	�Does membership in ACCM afford me enough CE credits to 
maintain my CCM certification?

A:	� If you submit all of the CE home study programs offered in 
CareManagement, you will accumulate 90 CE credits every 5 years.

Q: �Does membership in ACCM afford me enough ethics CE credits to 
maintain my CCM certification?

A: �If you submit all of the CE home study programs for ethics credits 
offered in CareManagement, you will accumulate at least 10 ethics CE 
credits every 5 years.

Q:	Are CE exams available online?
A:	� Yes, ACCM members may mail exams or take them online. When  

taking the exam online, you must print your certificate after 
successfully completing the test. This is a members only benefit. If 
mailing the exam is preferred, print the exam from the PDF of the 
issue, complete it, and mail to the address on the exam form. 

�Q: Where can I get my membership certificate?
A:	� Print your membership certificate instantly from the website or click 

here. Your membership is good for 1 year based on the time you join 
or renew. 

Q:	How long does it take to process CE exams?
A:	� Online exams are processed instantly. Mailed exams are normally 

processed within 4 to 6 weeks.

Q:	Do CE programs expire?
A:	  �Continuing education programs expire approximately 6 months 

from date of issue. Continuing education programs that offer ethics 
CE credit expire in 1 year.

Q:	Is your Website secure for dues payment?
A:	� ACCM uses the services of PayPal, the nation’s premier payment 

processing organization. No financial information is ever 
transmitted to ACCM.

application on next page

HOW TO CONTACT US

Editor-in-Chief/Executive Vice President: 
Gary S. Wolfe, RN, CCM, FCM  
541-505-6380  
email: gwolfe@academyccm.org
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BS, CRRN, CCM, FCM, 631-673-0406  
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Art Director: Laura D. Campbell 
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Join or renew ACCM online at www.academyCCM.org

First Name	 Middle Name	 Last Name

Home Address

City	 State	 Zip

Telephone	 Fax	 e-mail (required)

Certification ID #_____________________	 (ACCM mailings will be sent to home address)

Practice Setting:
Which best describes your practice setting? 

q Independent/Case Management Company	 q Hospital

q Rehabilitation Facility	 q Home Care/Infusion

q Medical Group/IPA	 q Academic Institution

q Hospice	 q VA

q Consultant	 q DOD/Military

q HMO/PPO/MCO/InsuranceCompany/TPA	 q Other: _____________________________

JOIN ACCM TODAY!
q 1 year: $130 (year begins at time of joining) 	

q Check or money order enclosed made payable to: Academy of Certified Case Managers.  
Mail check along with a copy of application to:  
Academy of Certified Case Managers, 2740 SW Martin Downs Blvd. #330, Palm City, FL 34990.

q Mastercard       q Visa       q American Express       If using a credit card you may fax application to: 203-547-7273

Card #______________________________________________________  Exp. Date:___________________  Security Code:__________________________

Person’s Name on Credit Card:___________________________________ Signature:________________________________________________

Credit Card Billing Address:_______________________________________________________________________________________________

City:________________________________________ State:_____________ Zip:______________________________________________________

s

Membership Application

s

q I wish to become a member.  	 Date________________________

For office use only:__________________________   Membership #__________________________   Membership expiration __________________________

Do not use this application after December 31, 2025

http://www.academyccm.org/membership.php
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You’re on your way to great things.
GET CERTIFIED. STAY CERTIFIED. DEVELOP OTHERS.

Ready to demonstrate 
your value? 
When you become a CCM®, you join the top tier of the nation’s 
case managers. It’s a commitment to professional excellence, 
elevating your career and influencing others.

Those three letters behind your name signal the best in health 
care case management.

Employers recognize proven expertise. Among employers of 
board-certified case managers:

 y 44% require certification
 y 58% help pay for the exam
 y 43% help pay for recertification

Join the ranks of more than 50,000 case managers holding the 
only cross-setting, cross-discipline case manager credential 
for health care and related fields that’s accredited by the  
National Commission for Certifying Agencies.

GET  
CERTIFIED. 

STAY  
CERTIFIED. 

DEVELOP  
OTHERS.

The CCM is the oldest, 
largest and most  
widely recognized case 
manager credential. 

H E A L T H  C A R E  C A S E  M A N A G E M E N T
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