
The challenge  
More than half of Medicare beneficiaries have five or more chronic 
conditions. Each year, the average Medicare beneficiary sees two pri-
mary care physicians and five specialists from four different practices.1,2 
In fact, some see as many as 16 different physicians in a year.3 In a 2007 
survey, about 40 California physicians reported that, over the previous 
12 months, their patients experienced problems because care was 
not well coordinated across multiple sites or providers.4

According to a 2005 Commonwealth Fund survey, a third of U.S. respondents indicated that either their test 
results or records were not available at the time of a doctor’s appointment, or that a doctor had ordered 
a test that had already been done. At least a third of hospital patients did not receive instructions about 
what symptoms to watch for when discharged and did not know whom to contact with questions—or 
were simply left without arrangements for follow-up care.5

A survey published in the Archives of Internal Medicine highlights the communication gap between doc-
tors and patients. In interviews with patients on the day of their discharge, researchers found only 18% knew 
the name of the physician in charge of their hospital care. The authors pointed out that this confirms past 
research. What’s new is the discrepancy between patient and physician understanding. For example, 77% 
of physicians believed patients knew their diagnosis, but only 57% of patients actually knew at discharge.6

These challenges are being addressed in multiple ways across the country through initiatives aimed at 
improving the coordination of health care services for patients. Care coordination is an essential activity 
to achieve the goals of better individual health, better population health and reduced health care costs 
as outlined by the Administration and other key health care policy experts. Patient-centered, coordi-
nated, team-based care can help patients reach their optimum level of wellness, self-management and 
functional capability.
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Evidence abounds demonstrating the need for—and success 
of—professional case management to ensure coordination of 
care. The following provides multiple examples—across various 
health care settings and throughout the nation—of the benefits 
of professional case management in improving the delivery of 
health care services for patients.

» Hopkins model eases transitions
Care coordination can ease these transition gaps in communication and continuity. Early results from a 
Johns Hopkins’ project to improve care for seniors with multiple chronic illnesses found that its Guided 
Care™ program significantly increased patient perceptions of quality, as well as enhanced physician 
satisfaction, significantly reduced costs and lowered caregiver stress.7 The Guided Care nurse smoothes 
the patient’s path through the continuum and coordinates the efforts of providers across care settings: 
emergency departments, hospitals, rehabilitation facilities, physician offices, nursing homes and at home. 

» Geisinger Navigator model cuts readmissions
Geisinger’s ProvenHealth Navigator (PHN), a multidimensional medical home model, resulted in signifi-
cantly fewer hospital admissions (18%) and readmissions (36%) when measured across the entire popula-
tion. Total care costs for the entire PHN population decreased 7%, but this decrease did not achieve 
statistical significance. “Our findings, coupled with qualitative observations, however, highlight the impor-
tance of placing nurse case managers directly into the practices and arming them with data and ana-
lytical capabilities.”8

» Case management can enhance chronic disease outcomes
A 2007 study published in Disease Management found case management reduced the overall risk of 
heart disease by about 10%. The Stanford University researchers concluded: “If implemented with atten-
tion to critical factors, CM has great potential to improve the process and outcomes of chronic disease 
care.”9 A 2010 paper in the New England Journal of Medicine found that coordinated care manage-
ment improves disease control and decreases adverse outcomes in patients with both depression and 
other chronic conditions, including diabetes and coronary heart disease.10 Patients randomized to 
receive a collaborative care intervention (which included nurse care managers) had significantly 
greater improvements across several categories. 
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» Nurse-led case management an effective strategy for diabetes
A meta-analysis of diabetes case management interventions revealed nurse-led case management 
provides an effective clinical strategy for poorly controlled diabetes based on a meta-analysis of clinical 
trials focusing on blood glucose control. The findings were published in the April 2010 Diabetes Research 
and Clinical Practice.11

» Navigation could drive colorectal cancer screening
Patient navigation may help reduce racial and ethnic disparities in colorectal cancer screening. Patient 
navigators increased the completion of screening in 465 low-income patients, according to the multi-
center study published in the Archives of Internal Medicine.12

» Nurse case management can reduce CVD morbidity/mortality
A review of studies conducted 1950-2009 demonstrates that individualized, systematic and guideline-
based nurse-based case management (NCM) can translate into clinically meaningful reductions in 
cardiovascular-related morbidity and mortality. The researchers, who published their findings in the 
March/April 2011 issue of the Journal of Cardiovascular Nursing, concluded the NCM model was effec-
tive for hospitalized patients, especially during the post-discharge period, in primary care, low-income 
clinics and in the community, including the workplace. Providing NCM for those at risk of or with cardio-
vascular disease could help reduce the related loss of productive lives–as well as costs.13

» Care management makes a difference in poorly controlled pediatric asthma
A 2009 review of asthma care management interventions found mixed results for care management in 
general, but concluded that coordinated programs worked, with the greatest benefit seen in popula-
tions with under-treated, poorly controlled asthma. “Fragmented, subcontracted care management 
programs that were not community-based and not connected to the child’s medical home were not 
beneficial. A care management process that involved both in-person visits and telephone follow-up and 
provision of resources for reduction of asthma triggers in the home were components of successful 
programs.”14

» Early workers’ comp case manager intervention improves outcomes, satisfaction
Among workers with low back pain, early nurse case management contact improved worker satisfac-
tion with how their employer is treating their claim. It also substantially improved the odds of continual 
employment (more so than age, job satisfaction and the expectation of a good recovery).15
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» Nurse case management can improve transitions for the elderly
Nurse-assisted case management can improve post-hospital transitions of elderly patients to other set-
tings, according to a review of 15 trials. Eight of the 15 interventions showed reduced hospital readmis-
sion rates and/or fewer hospital days. Reductions in the use of emergency departments were observed 
in three of the 11 studies investigating this. Lower expenditures were reported by all six studies reporting 
such comparisons. Home visits, continuous contact with patients, early and frequent contact, patient 
education and the use of specialized nurses were cited as program strengths. Findings were published 
in Professional Case Management (2007).16

» Case managers can improve monitoring of post-fracture osteoporosis
Few outpatients with fractures are treated for osteoporosis in the years following fracture. In a random-
ized pilot study, research published in Osteoporosis International found a nurse case-manager could 
double rates of osteoporosis testing and treatment compared with a proven efficacious quality improve-
ment strategy directed at patients and physicians (57% vs. 28% rates of appropriate care).17

» Human (vs. telephonic) contact makes a difference
Services provided primarily by telephone have not been effective for Medicare beneficiaries, according 
to research from CMS18 and a paper published in the Journal of the American Medical Association. It’s 
also the conclusion of a review of 15 different programs published in JAMA. “Programs with substantial 
in-person contact that target moderate to severe patients can be cost-neutral and improve some 
aspects of care.”19
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About the Commission for Case Manager Certification

The Commission for Case Manager Certification is the first and largest nationally accredited orga-
nization that certifies case managers. The Commission is a nonprofit, volunteer organization that 
oversees the process of case manager certification with its CCM® credential. The Commission is 
positioned as the most active and prestigious certification organization supporting the practice of 
case management. For more information, visit www.ccmcertification.org, connect with CCMC on 
Facebook or follow us on Twitter @CCM_Cert.
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