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Thank you for purchasing CCM Certification 
Made Easy. You have taken the first step to pass 

the CCM. 

We also offer courses to supplement this book.
You can learn more about them by clicking: Courses 

Or go to https://casemanagementstudyguide.com/pass-the-ccm-exam/

Looking for practice tests?
I wrote an article here about them: Practice Tests

Or go to https://casemanagementstudyguide.com/ccm-exam-practice-questions/

Are you a member of our FaceBook Group? 
You can join here: Case Managers Community FB Group

Or go to https://www.facebook.com/groups/1636796426601684
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About the workbook

I got the inspiration for the Companion Workbook to CCM Certification Made Easy 
when I was helping my then 12-year-old son study for his science test. His teacher 
had provided a worksheet for him to fill in, helping him remember keywords and 
phrases. It was not the typical “answer the question” type of homework, it was a 
study aid. This study aid consisted of sentences that followed along with the text, with 
keywords missing. He was able to read along in his textbook and write the important 
words on his paper. A lightbulb went off for me, and I decided to create the same type 
of workbook for you.

This workbook was not created to test your knowledge, but rather to help you 
remember words, phrases, and concepts. It follows along CCM Certification Made 
Easy and allows you to write in important words and phrases while you are reading 
the book so that you remember them. It was not meant to test your knowledge after 
reading the chapter.

You can print the workbook off and complete it as many times as needed to learn the 
material.

How to use this workbook
Print out a copy of the workbook. Use the workbook while reading CCM Certification 
Made Easy: Your Guide to Passing the Certified Case Manager Exam. The workbook 
follows along with the book, with key words and phrases replaced with a blank line. 
There is no answer key other than the book.

How to NOT use this workbook
Do NOT use the workbook independently and try to “answer the question.” There 
are no questions. There are sentences from the book with key words and phrases 
missing.
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Chapter One: Getting Started

Eligibility Self-check
I meet the eligibility criteria because:
 1. License/Certification or Education (Only a or b)

a.      I have a license or certification that meets the criteria
License/Certification type (RN, PT,etc.) ___________

License/Certification expiration date __________

The license/certification will be valid through the testing month (Y/N) _______

b.      I have a degree that meets the eligibility requirements
 2. Employment Experience (only 1 is needed)

   I have:

12 months of acceptable full-time case management employment experience 
supervised by a CCM who has been certified for at least 12 months.

24 months of acceptable full-time case management employment experience.

12 months of acceptable full-time case management employment experience as 
a supervisor of individuals who provide case management services.
Supervisor’s name: _____________________________________

Supervisor’s contact email: _______________________________

 3.       I meet the moral character requirement.
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Chapter Two: Care Delivery and Reimbursement Methods  
Part 1

According to CCMC’s Case Management Body of Knowledge, the case management 
process consists of: 

•  
•  
•  
•  
•  
•  
•  
•  
•  

Many phases will take place , or be revisited and repeated. 

The Commission for Case Manager Certification (CCMC) defines case management The Commission for Case Manager Certification (CCMC) defines case management 
as “ __________________________ processes that ________________, as “ __________________________ processes that ________________, 
___________________, ___________________, ________________, ___________________, ___________________, ________________, 
___________________, and ________________ the options and services ___________________, and ________________ the options and services 
required to meet the client’s health and human services needs. It is characterized required to meet the client’s health and human services needs. It is characterized 
by __________________, ___________________, and ________________ by __________________, ___________________, and ________________ 
________________ and promotes quality and cost-effective interventions and ________________ and promotes quality and cost-effective interventions and 

outcomes.”outcomes.”
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Depending on the program, clients may be appropriate for case management based 
on: 

•  
•  
•  
•  
•  
•  
•  
•  

Case managers use     and            

   tools to classify 
clients into low, moderate, or high-risk categories. 

The   phase is similar to screening but provides a more in-depth 
look at the client’s healthcare situation. 

The assessment may include:
•  
•  
•  
•  
•  
•  
•  
•  
•  
•  
•  
•  
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•  
•  
•  
•  
•  
•  
•  

The  are the treatments, resources, and services needed to 
meet the client’s needs and goals and should apply evidence-based standards and 
care guidelines. 

The acronym                         is used to identify the attributes of effective goals. 
• S          
• M   
• A
• R  
• T

The case management plan is carried out during the  phase, 
also called care coordination. 

The  arranged in the planning phase are ,                
, and  

  , whether across the health and human 
services continuum, to differing levels of care, to another case manager, or from the 
case management program, put the client at increased risk for adverse events. 

The evaluation may focus on multiple aspects of care, including: 
•  
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•  
•  
•  
•  
•  

The goal is to achieve the best outcome for the client, provider, and payer. If a conflict 
arises, the      needs take priority. 

Physician’s offices, ambulatory care clinics, accountable care organizations, 
corporations, and community-based organizations, including healthcare centers and 
university clinics. These roles are geared toward        .

Palliative care, home care, and hospice care...Case managers in these settings 
combine the role of caregiver with case manager. The case manager may have             
      nursing responsibilities.

Case management in workers’ compensation cases focuses on                
activities, such as collaborating with the employer to get the employee back to work. 

          is a subspecialty of case management and 
other professions. It provides a comprehensive care plan for the health needs of an 
individual who has experienced a catastrophic injury or has chronic healthcare needs.

 

A    completes a comprehensive assessment, data 
analysis, and research to provide an organized and concise plan for the present and 
future needs of an individual. 
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Goals and objectives of case management include:
•  
•  
•  
•  
•  
•  
•  
•  
•  
•  
•  
•  

 is the reaching of an agreement through discussion and 
compromise. 

The aim of negotiation is to explore the situation and find a 
 . 

Failure to agree upon  can make the negotiation process difficult. 
The negotiation is deemed successful when a   

 is obtained. 

The  and the more 
advanced are assessment 
tools that evaluate areas of essential function for self-care and independence. 

ADLs measure the level of independence on performing six basic activities:
•  
•  
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•  
•  
•  
•  

The IADLs tool assesses the ability to perform eight independent living skills that are 
more complex than the basic ADLs assessment. These include:

•  
•  
•  
•  
•  
•  
•  
•  

Neonates: ages 1 day to 28 days
Developmental Task:   versus , development of the ability 
to rely on others.

Infants: ages 29 days to 1 year 
Developmental Task:   versus , development of the ability 
to rely on others.

Toddlers: ages 1 year to 3 years
Developmental Task:   versus , focused 
on developing a sense of personal control over physical skills and a sense of 
independence.

Preschool: ages 3 years to 5 years
Developmental Task:   versus , focused on exploring and 
seeking answers. The preschooler feels guilty if they make a mistake or disappoints 
parents.
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School-aged: 6 years to 12 years 
Developmental Task:   versus . The school-aged child 
desires to make things, solve problems, and master tasks. Doing so builds feelings of 
confidence and prevents the feeling of inadequacy.

Adolescent: ages 13 years to 18 years 
Developmental Task:   versus . Adolescents search for a 
sense of self and personal identity through an intense exploration of personal values, 
beliefs, and goals. 

Young adult: ages 20 years to 40 years
Developmental Task:   versus . Reaching out, and 
forming an intimate, loving, and committed relationship with another person.

Middle-aged adults: ages 40 years to 65 years
Developmental Task:   versus . Generativity refers to 
“leaving a legacy” by contributing to the next generation and to society. The concern 
about providing for others is equal to the concern about providing for self. 

Elder: 65 years and older
Developmental Task:   versus . The contemplation 
of accomplishments and the acceptance of the life lived. 

 diseases are characterized by a rapid onset with a short duration. 

In contrast,  diseases require a lifetime of management, such as diabetes, 
lupus, heart failure, and chronic renal failure. 

 means not carrying out the treatment plan or carrying it out 
incorrectly, and includes the failure to keep appointments, follow lifestyle changes, 
maintain dietary changes, and take medication as prescribed. 

Poor adherence to the care regimen leads to:
•  
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•  
•  
•  
•  
•  
•  
•  

  is especially important for the long-term 
management of chronic diseases, such as kidney disease, heart disease, and 
diabetes. 

A patient’s   can be directly correlated to his understanding. 

Especially when dealing with complex care regimens, client knowledge alone is not 
enough to increase . Understanding the client’s beliefs, attitudes, 
support system, and  will help the case manager communicate 
with the client and foster collaboration. 

For effective education: 
•  
•  
•  
•  
•  
•  

 to medications takes many forms, including primary 
nonadherence, such as not filling the prescription, and secondary nonadherence, 
such as not taking the prescription as prescribed (e.g., changing the dosage or 
frequency, stopping before completing the course of therapy, filling the prescription 
but never taking the medication, skipping or missing doses, or not refilling the 
prescription). 
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Reducing the  of pills or the  they are taken can also 
increase . The physician may be able to prescribe a combination 
medication and/or extended-release medication to   the  
 of pills taken. 

As defined by the Joint Commission on Accreditation of Healthcare Organizations 
(JCAHO),   is “the process of comparing a 
patient’s medication orders to all of the medications that the patient has been taking,” 
including name, dosage, route, and frequency. 

The goal of   is to decrease adverse 
drug events by reducing medication errors, such as omission, duplication, drug 
interactions, and dosing errors. Most errors occur during patient  in 
care, including changes in setting, level of care, or practitioner.  

When Should Medication Reconciliation Occur?
•  
•  
•  
•  

 of care can occur  , such as when 
a patient is transferred from the ICU to the step-down unit; 

 such as from a hospital to a skilled nursing facility; and 
, from the primary care physician to the specialist. 

A  patient is at increased risk for an  outcome, 
due to medication errors, failure to follow up on testing or procedures, and/or not 
continuing prescribed treatments or therapies. 

The Centers for Medicare & Medicaid Services (CMS) recommends providers issue a 
  for all transitions of care or referrals. 
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The   matches the ongoing needs of the 
individuals being served by the case management process with the appropriate level 
and type of health, medical, financial, legal, and psychosocial care for services within 
a setting or across multiple settings. 

A case manager’s role is to ensure  
when a patient transitions through the continuum of care. 

The   and 
 are both groups of healthcare professionals 

from various professional disciplines that work together to manage the physical, 
psychological, and spiritual needs of the patient. Whenever possible, the patient and 
the patient’s family should be part of the team. 

When referring a patient to a healthcare provider, the case manager should make 
sure the provider is  to treat the patient. 

 provides comprehensive end of life care and support, 
including palliative care, to terminally ill patients and their families. 

A Do Not Resuscitate (DNR) ( is / is not ) necessary before enrolling in hospice, but 
patients and families are educated on this topic, with the goal of having the DNR in 
place before a patient’s death.

 care can be employed with a patient at any stage of a 
severe illness. 

 care is not dependent on prognosis. 

 care provides comprehensive care, including palliative 
care, for terminally ill patients with a life expectancy of six months or less, who are no 
longer receiving curative treatment. 
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 care is specialized medical care for patients suffering 
from serious and chronic illnesses, such as cancer, CHF, COPD, kidney failure, and 
ALS, just to name a few. 
The goal of  care is for the patient and his family to 
maintain the best quality of life possible, by managing symptoms such as pain, 
fatigue, dyspnea, constipation, nausea, anorexia, and depression. 

 care can be given alongside other medical treatments, 
such as chemotherapy and radiation, and can improve the ability to tolerate those 
treatments. 

The  (PSDA) amends 
titles XVIII (Medicare) and XIX (Medicaid) of the Social Security Act. It requires all 
hospitals, skilled nursing facilities, home health agencies, hospice programs, and 
health maintenance organizations that receive Medicare and Medicaid reimbursement 
to recognize the living will and durable power of attorney for healthcare. 

 
 come in two forms: those that dictate what 

kind of medical treatment to be given or withheld such as a 
or ; and those that appoint an agent or proxy to make 
healthcare decisions. 

A  states which specific medical treatments the designated 
person would like to receive or have withheld. 

 of  This type of advance directive 
stipulates who is to make healthcare decisions for the person if they are unable to 
make decisions for themselves.

A  (DNR) is another type of advance directive that is a 
request not to have CPR attempted.
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Chapter Three: Care Delivery and Reimbursement Methods 
Part 2

  programs provide long-
term care services at home and in the community to people who would otherwise be 
in an institution, nursing home, or hospital. 

  can provide a combination 
of standard medical services and non-medical services. Standard services include 
but are not limited to case management, homemaker, home health aide, personal 
care, adult day health services, habilitation (both day and residential), assisted living, 
and respite care. 

States can also propose other services that may assist in diverting and/or 
transitioning individuals from  into 
their  and . 

A    is designed for 
beneficiaries who are disabled, either physically or mentally. SNTs can be tailored to 
meet the unique circumstances of each family. 

A properly prepared 
will allow the beneficiary to be eligible for need-based government benefits, such as 
Medicaid and Supplemental Security Income, while still receiving funds from the trust. 

Some life insurance policies have an  
 rider, allowing an insured person with a terminal illness to use 

some of the policy’s benefit prior to dying. 

There are restrictions on how the money can be used; generally, it can be used for 

 and  



14

A   sells the life insurance policy of a 
person with a terminal or life-threatening illness and a life expectancy of less than five 
years to a third party for cash. There are ( restrictions/ no restrictions ) on how this 
money can be used. 

Due to HIPAA protections, the money received from a 
is usually free from federal income tax. However, earnings may impact eligibility for 
some means-based programs such as . 

Under a  , the patient borrows against his 
home’s value without having to leave the home or make payments. 

The payment structure of the proceeds may impact  eligibility. 

The  is the most popular choice and often     
( is / is not ) considered an asset when determining Medicaid eligibility. 

The goals of  programs can 
include improving employees’ motivation and morale, improving employees’ quality 
of life, and preventing and managing chronic diseases to lower their economic and 
health burden. 

Traditional medical insurance only covers medical expenses that are considered 

“  .” 

To prevent double payment for medical services when a subscriber has coverage 
from two or more sources, the National Association of Insurance Commissioners 
created   guidelines. Following these 
guidelines ( is / is not ) mandatory,  always pays last. 

If an insurance plan does not have a COB provision, it must pay ( primary / 
secondary ) 
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The insurance plan covering the client as an  is the primary 
payer over a plan covering the individual as a dependent. 

If the parents are married, the  rule states that the parent 
whose  comes first in the year is primary for the children.

Traditional insurance and Medicare ( do / do not ) pay for long-term care (LTC). 

  laws protect employees who are injured 
or disabled on the job. 

They are designed to provide fixed  , 
eliminating the need for litigation. 

Workers covered by workers’ compensation ( can / cannot ) sue their employer for 
work-related injuries. 

Benefits include both  and , and are 
awarded to the worker regardless of who was at fault for the accident. 

The ( employer / employee ) is 100% responsible for paying for workers’ 
compensation insurance. 

The ( employer / employee ) is also responsible for filing the First Report of Injury 
with the insurance carrier and the state workers’ compensation agency, if required.

Workers’ compensation always pays ( primary / secondary ) to short-term disability 
(STD), long-term disability (LTD), and Social Security Disability Insurance (SSDI). 

  only covers 
injuries, while  and  cover loss of work 
due to illness, injury, or accident that is not work-related. 
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  provides replacement of lost wages and 
a medical benefit for the work-related injury. 

 and  only cover a portion of the wages, 
typically 50-70%, and begin after a waiting period. 

Workers’ compensation premiums are mandated to be paid by the ( employee / 
employer ).

LTD purchased from an agent ( is / is not ) taxed, whereas LTD as part of a benefits 
package ( is / is not ) taxed. 

Disability Comparison

WC STD LTD SSDI

Wage 
Replacement

Medical 
Benefit

Work Related

Paid By

Waiting 
Period
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 employers may purchase reinsurance, excess risk, or stop-
loss insurance to offset very large claims. 

Employers that self-insure often contract with  
 (TPAs) or   

(ASOs) to handle the administrative aspects of insurance, such as utilization review 
and processing claims. 

 plans are regulated federally by ERISA (Employee Retirement 
Income Security Act of 1974) and are exempt from most laws regulating fully-insured 
plans on the state level.

Pharmacy benefit management services develop and maintain a —a 
list of drugs approved for reimbursement—to encourage the use of lower cost drugs. 

Pharmacy benefit management services often use payment tiers, with 
drugs being the cheapest, followed by  medications, and then        

 medications. 

The duration of coverage under COBRA is usually  months. But there are two 
circumstances which can extend coverage.

If one of the qualified beneficiaries in a family is disabled and meets certain 
requirements, all of the qualified beneficiaries in that family are entitled to an                  

 extension of the maximum period of continuation coverage (for a total 
maximum period of  months of continuation coverage). 

An  month extension may be available to qualified beneficiaries receiving 
an  month maximum period of continuation coverage (giving a total 
maximum period of  months of continuation coverage) if the qualified 
beneficiaries experience a second qualifying event, for example, death of the covered 
employee, divorce or legal separation of the covered employee and spouse, Medicare 
entitlement (in certain circumstances), or loss of dependent child status under the 
plan.
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The eligible person must elect COBRA within  days of the termination of 
plan coverage. 

Public benefits programs include    
(SSDI),    (SSI), , and . 

Individuals who are entitled to both  and are 
called dual eligibles. 

In the case of dual eligibles,  always pays last. 

Medicare is health insurance provided by the U.S. Government for people who are  
 or older, certain younger people with , and people 

with    
. 

It was created in 1966 under Title  of the 
  and is administered by 

 for  &  (CMS). 

Medicare eligibility ( is / is not ) based on income.  

Medicare Part A pays for:
•  
•  
•  
•   

Medicare covers up to  days of medically necessary inpatient hospital 
care per  period. 
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A benefit period begins when the beneficiary is first admitted to the hospital. It ends 
when the patient has been out of the hospital or skilled nursing facility for at least        

 consecutive days. 

Medicare Part A covers the first  visits following a 3-day hospitalization 
or SNF stay, and there is no copayment or deductible. 

Eligibility for the Medicare Hospice Benefit: 
•  
•  
•  
•  

 is given in benefit periods. The first and second benefit periods 
are  days each. These periods are followed by unlimited 60-day benefit 
periods. At the start of each benefit period, a physician must certify that the patient is  

. 

Medicare Part B ( is / is not ) voluntary insurance; there is a monthly premium for 
coverage. It pays for:

•  
•   
•  
•   
•  
•  
•  
•  

Medicare Part  covers home health care not associated with a hospital 
or SNF stay. 
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 is a health insurance program funded jointly by the 
and the  for individuals with limited income and resources. 

Medicaid also covers services not normally covered by Medicare, such as 
support and services, as well as  services. 

Benefits may also be covered retroactively up to  months prior to the 
month of application if the individual would have been eligible during the retroactive 
period. 

 establish and administer their Medicaid programs. They also 
determine the type, amount, duration, and scope of services, within the  
guidelines. 

States are required to cover certain “  ” and can 
choose to provide “  .” 

In 1988 Congress enacted provisions to prevent what has come to be called “
”—that is, when the spouse still living at home has little 

or no income or resources. 

Under the Medicaid spousal impoverishment provisions, a certain amount of the 
couple’s combined resources is protected when one spouse needs coverage for long 
term services and supports (LTSS) in either an institution or a home or community-
based setting, and is expected to remain there for at least  days. 

: Medicaid 
beneficiaries who need LTSS will be  LTSS coverage if they have 
transferred assets for less than fair market value during the five-year period preceding 
their Medicaid application. This rule applies when individuals (or their spouses) who 
need LTSS in a long-term care facility or wish to receive home and community-based 
waiver services have transferred, sold, or gifted assets for less than they are worth.
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Beginning March 23, 2010, with the enactment of the Affordable Care Act, Medicaid 
and   (CHIP) eligible individuals 
( under / over ) age  who elect the hospice benefit no longer have to 
waive services for the cure or treatment of the terminal condition and can receive 
both curative care and hospice care for the terminal condition. 

To be eligible for , an individual must be unable to perform the work they 
previously did and not be able to adjust to other work because of the condition. 

The disability must be expected to last for at least  year or 
. 

Overview of SSDI: 
•  
•   
•  
•   
•  
•   
•  
•   
•  
•  

 (SSI) is a need-based program that makes cash 
assistance payments to disabled individuals with limited income and resources.

Individuals eligible for SSI ( are / are not ) also eligible for Medicaid. 

Benefit types:
•  
•  
•   
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Comparison of Public Benefit Programs

Medicare Medicaid SSDI SSI

Benefit Type 

Benefits based 
on 

Financed by

Income/
Resource Limit 
for Eligibility

Work Credits 
Required

Basis for Benefit 
Amount

 is the healthcare program for service members (active, Guard/ 
Reserve, and retired) and their families. 
TRICARE offers three basic options for care:

•  
•  
•  

Eligibility for most VA benefits is based upon 
 under other than dishonorable conditions. 

Many veterans qualify for cost-free healthcare based on a 
condition or other qualifying factors. 

With  reimbursement, each service rendered is priced separately.
 reimbursement models include bundled payments, case 

rates, and prospective payment systems. 
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 reimbursement models attempt to correct the overuse 
of healthcare resources by paying one predetermined amount, no matter the number 
or cost of services provided. 

A  (PPS) is a method of reimbursement 
in which payment is made based on a predetermined, fixed amount. 

Medicare’s  determines the payment amount for a 
particular service based on the classification system of that service. For example, for 
an inpatient hospital stay, the classification system is the 

 (DRG). 

 is a CMS initiative that rewards acute-
care hospitals with incentive payments for the quality of care they provide to Medicare 
beneficiaries. 

Two common financial risk models are  and . 

The   of  (ICD) coding 
system assigns a number or alphanumeric to describe diseases, traumas, and 
environmental circumstances leading to bodily harm. It is used to report medical 

 and  on claims as well as to 
. 

The ICD code is the /  for the encounter 
with the health system 

Providers use  codes to report services performed to payers for 
reimbursement purposes, assigning a code for each procedure done during that visit. 

While the  code tells the reason for the visit (e.g., chest pain), 
the  code lists the procedures performed (e.g., evaluation and 
management, venipuncture, ECG). 
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 combines  with 
,  , and the 

 of  or  to classify a hospital admission into 
a payment category, based on the assumption that similar diagnoses should have 
similar hospital resource use and length of stay patterns. 

The  (DSM) is the 
official classification and listing of mental disorders. 

A Medicare ACO is formed by a group of , , 
and that come together voluntarily to give 
coordinated, high-quality care to the Medicare Fee-for-Service beneficiaries they 
serve. 

Providers in  are held jointly accountable for delivering care 
more efficiently by achieving reductions in the rate of 

 and     
(measured using ACO Quality Measures). 

The ACO is a  organization, where the and 
 are partners in care decisions. 

Core components of the ACO model of care are: 
•  
•   
•   
•  

The (PCMH) provides 
comprehensive primary care for , , and 

. This healthcare setting facilitates long-term partnerships between 
patients, their personal physicians, and when appropriate, patients’ families. 
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Unlike the , the  is a single practice. 

Principles of the Patient-Centered Medical Home: 
•  
•  . 
•  
•  
•  
•  
•  
•  
•  
•   

Healthcare reform legislation established  as a new state 
Medicaid option for service delivery specifically for enrollees with  

. 

A Medicaid , as defined in Section 2703 of the Affordable Care 
Act, offers  to individuals with multiple chronic health conditions, 
including mental health and substance use disorders. 

The health home builds linkages to  and 
, as well as enhances  and of primary 

and behavioral healthcare to better meet the needs of people with multiple chronic 
illnesses. 
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What is the difference between a medical home and a health home? 

Medical Homes Health Homes

Population 
Served

Providers

Payer(s)

Care Focus

Use of IT

The  is a method of caring for people with chronic 
disease in the primary care setting. It encourages , 

, and  management using a proactive (rather 
than responsive) approach. 

 provide healthcare to members using 
contracted providers. 

An   system is a variety of providers and/or 
organizations that come together to provide a  of services to a 

. 

With traditional insurance, cost containment comes in the form of ,      
, and . 
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A  is a set amount the patient pays each time a specific service 
is rendered. 

The  is a specific amount of money the patient must pay for 
covered expenses before the insurance company begins paying. 

The two main types of managed care organizations are 
 (PPOs) and 

 (HMOs). 

The  contains costs by negotiating discounts for services with 
providers as a condition for being included in the . 

 provide healthcare services to members for a set yearly fee 
per member.

Medicare implemented the   
(DRG) system, in which the DRG pays a  amount for a given 
diagnosis, rather than paying all costs related to an individual patient’s treatment 
during his hospital stay. 

  is a system of healthcare delivery 
whose goal is to maintain quality, cost-efficient care by managing the use, access, 
cost, quality, and effectiveness of services. 

 contract with providers of medical care to deliver care at a 
discounted rate. The providers with whom they contract are considered “preferred 
providers” or  “  .” 

An  is similar to a  in that a network of 
providers have agreed to provide care for the members at a discounted rate. In an      

, however, a patient is not reimbursed for services if he chooses to 
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receive healthcare  the network. 

The  allows the patient to choose to receive 
care in-network at little or no cost or to go out of the network and incur larger out-of-
pocket expenses. 

Services that are not included in the contract between the provider and the HMO can 
be “  ” services. 

There are four types of HMOs: 
•  
•  
•  
•  

In the , the HMO contracts with a multi-specialty physician 
group, where the physicians are employed by the group, not the HMO. 

The  is similar to the group model but involves more 
than one group of physicians.

The  contracts with physicians 
who provide healthcare to the HMO members for a negotiated rate. 

The  contracts with physicians 
who provide healthcare to the HMO members for a negotiated rate. 

In the , HMO physicians are employed by the HMO and 
provide services exclusively to members of the HMO.



29

  ensures that services 
provided are at or above quality standards, provided at the appropriate and least 
costly level of care, and are medically necessary. 

, or , are done prior to the 
elective admission or procedure to ensure the requested service is necessary, meets 
criteria for coverage, and is at the appropriate level of care. 

 include continued stay reviews and are conducted as 
the care is occurring. 

The  is done after care has already occurred. 

The diagnosis is only one factor in evaluating the  of the 
patient. 

Other factors that may be taken into account include: 
•  
•  
•  
•  
•   
•  
•  
•  

 is the most intensive level of care, during which a 
patient is treated for a brief but severe episode of illness, for conditions that are the 
result of disease or trauma, and/or during recovery from surgery. 

 is generally provided in a hospital by a physician and a variety of clinical 
personnel. 
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According to Centers for Medicare & Medicaid Services (CMS), 
 (LTAC)—also referred to 

as  hospitals (LTCH) and 
—focus on patients whose length of stay is greater than 25 days 

on average. Many of the patients in LTACs are transferred in from an intensive or 
critical care unit. LTACs specialize in treating patients who have one or more serious 
conditions but who may improve with time and care. 

Services provided in LTACs typically include , 
, 

, and . 

 is for patients who are stable and do not require hospital 
acute care, but who require more intensive skilled nursing care, therapy, and 
physician services than are provided to the majority of patients in a skilled nursing 
facility. 

  hospitals provide intense, 
multidisciplinary therapy to patients with a functional loss. To qualify for this level of 
care, patients must be able to tolerate a minimum of  hours of therapy    
per ,  to  days per week, and be .

 offer 24-hour skilled nursing and personal care (e.g., bathing, 
eating, toileting). They also provide    , such as 
physical therapy, occupational therapy, and speech therapy. 

 assists with personal and home care, such as ADLs (
 of  ) and IADLs ( 

 of  ). This level does not require the services of a skilled or 
licensed provider. Custodial care can take place in the  ,  

, or  , among other places. Medical insurance ( does / 
does not ) cover this level of care. 

 gives nurses the ability to practice nursing 
across state lines. 
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Chapter Four: Psyhosocial Concepts and Support Systems
Interpersonal communication is the process of exchanging  ,  

, and   between individuals. 
   is a fundamental part of interpersonal 

communication. 

Ask     whenever possible, as they provide 
more information, are considered less threatening, and develop trust. 

Build  and  in communicating with clients by 
finding common ground, such as shared . 

 are the way members of a group relate to each other 
and the way the group relates to those outside the group. 

The  is the primary manner for obtaining information about 
the client to create an effective care plan, so it is imperative that the information 
obtained be complete and accurate. 

The case manager should introduce herself, including her 
and . 

The   is a collaborative, client-centered 
approach to interviewing that focuses on helping the client discover his motivation for 
change. 

Principles of motivational interviewing include:
•  
•  
•  
•  
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The basic approach used in motivational interviewing can be remembered by the 
acronym OARS: 

O 
A 
R 
S 

 or  is secondary prevention, meaning that 
the client already suffers from a chronic disease. 

The goal of health coaching and counseling is  of the 
disease. 

The role of the health coach is to , , and 
 patients to achieve their goals using -

 guidelines. 

The Health Coaching Process

  
  
 

  involves the exchange of information 
between the client and provider, as well as the client taking an active role in care 
decisions. 

The  client will be  , such as exercising 
regularly, taking medications as prescribed, or monitoring blood sugars. 

To  the client, the case manager must understand what is  
. 
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  describes the knowledge, skills, ability, 
willingness, and confidence a person has that allows him to become actively engaged 
in managing his own health and healthcare. 

Client engagement builds on  with 
behaviors such as maintaining a healthy diet, exercising regularly, or obtaining 
preventive care. 

Example: An   has the knowledge, skills, 
resources, and confidence to manage his diabetes. The 
monitors his blood sugars, maintains his diet, and exercises daily. 

The    (PAM) was 
developed by Judith Hubbard of the University of Oregon to measure a client’s 
activation level. 

Ways to increase activation include:
•  
•  
•  
•  
•  
•  

For greater success in helping a client make positive changes, a case manager or 
health coach should determine where the client is in the 5 Stages of Change.  

The 5 Stages of Change
1.  

2.  

3.  
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4.  

5.  

In the  stage, the individual does not intend to take action in 
the foreseeable future.  

In the  stage, the individual considers a change in the next six 
months but has not committed to it. 

 is when the individual actively plans to make a change within 
the next month. 

 is the stage when the individual has successfully made a 
change and has sustained it for less than six months. 

When the change has been sustained for more than six months, has 
been achieved. 

A case manager  her client, as well as his family, caregivers, and 
members of the healthcare delivery team, by supporting and educating them so they 
can understand and access quality, efficient healthcare (CMSA, 2020). 

-  in patients with chronic disease refers to their 
behaviors and the decisions they make that affect their health. 

-   is the care and 
encouragement provided to people with chronic conditions (and their families) to help 
them manage their health on a daily basis, make informed decisions about care, 
engage in healthy behaviors, and direct their care. 
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The case manager never makes a decision for the client, but rather 
  in decision-making. 

  is the ability to obtain, communicate, 
process, and understand basic health information. 

In addition to basic literacy skills,   requires 
knowledge of health topics, such as how the body works and causes of disease. 

  also requires numeracy skills such as 
calculating insulin dosage, measuring medication, understanding nutrition labels, and 
interpreting lab results. 

Signs of low   include deferring questions 
about their health history to a family member, stating that a family member handles 
their medications, frequent hospitalizations or emergency room visits, misuse of 
medications, and not being able to verbalize the plan of care. 

 (REALM) – Assesses the ability 
of adult patients to read common medical words and lay terms for illnesses and body 
parts. 

 – A tool that tests literacy skills 
for both numbers and words. It is designed to assess a patient’s health literacy skills 
quickly and simply, taking only three minutes to administer. The patient is given 
a specially designed ice cream nutrition label to review and is asked a series of 
questions about it. 

 (TOFHLA) – A more complex 
assessment that takes 20 minutes or more to administer and consists of two parts, 
each with different types of questions. 
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Many employers offer   through which 
participants are screened for risk factors and offered free education and support in 
areas where improvement is needed. 

A  should be performed on clients who 
have suffered a head injury to determine if there are any deficits. 

The is 
used to follow the recovery of the traumatic brain injury (TBI) patient. 

The  (DSM-5) is 
the handbook used by healthcare professionals as the authoritative guide to the 
diagnosis of mental disorders. 

A brief (approximately 3-minute) assessment 
instrument used to screen for cognitive impairment, Alzheimer’s, and related 
dementia. 

The  involves two parts, a 3-item recall and a Clock 
Drawing Test (CDT), given in 3 steps. 

The  is an assessment of cognitive function consisting 
of 11 questions covering: 

 is an assessment used by healthcare professionals 
to measure the level of depression of a client. 
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The  are the factors that affect health 
outside of the hospital and doctor’s office and include but are not limited to housing, 
social services, geographical location, and education. 

A disability is considered  when the impaired function will never 
be completely eliminated. 

The case manager should assess not only the physical effects of chronic illness or 
disability but also the  effects on both the patient and his family 
and caregivers. 

-  is one’s belief in their own ability to 
succeed, and it plays a major role in the client’s outcome. 

The more -  a client possesses, the more 
likely he will persevere when obstacles arise. 

Factors that influence -  include the client’s 
physiological and psychological state, , 

, and social persuasion. 

 provide the majority of long-term care for patients. 

An  family is able to adjust to crisis; this is important to help the 
patient reach his goals. An adaptive family possesses the ability to: 

•  
•   
•  
•  
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A  family is unable to meet the changing needs of the family. 

Maladaptive families: 
•  
•  
•  
•  
•  
•  
•  

The case manager’s ability to understand the  will assist 
her in providing interventions and resources as needed.  

For patients with deeply held spiritual beliefs (identified during the spiritual 
assessment upon enrollment in case management),  

 may be an integral part of their treatment. 

 can aid in the loss of a loved one, as well as other 
losses brought on by illness or tragedy. 

Like the uninsured, the  may have difficulty obtaining 
healthcare.

The  enables severely disabled children 
and adults to be cared for at home and be eligible for Medicaid based on the affected 
individual’s income and assets alone. 

The  (CHIP) provides 
health coverage to children in families with incomes too high to qualify for Medicaid, 
but who do not have, and can’t afford, private health insurance coverage. 
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 , or  , 
describes patients with coexisting mental illness and substance abuse disorders. 

Psychiatric treatment is more successful with patients who are 
. 

The American Psychiatric Association’s Diagnostic and Statistical Manual of Mental 
Disorders, 5th Edition (DSM-5) defines substance abuse as a maladaptive pattern of 
substance use leading to clinically significant impairment or distress, as manifested 
by one (or more) of the following, occurring within a 12-month period: 

•  
•  
•  
•  

 programs such as Alcoholics Anonymous 
and Narcotics Anonymous have been found to be the most successful in treating 
substance abuse. 

Inpatient hospitalization for substance abuse ( is / is not ) usually the preferred 
method of treatment. 

A  can refer to any situation in which the client perceives the 
inability to effectively problem-solve and/or cope. 

When faced with a conflict, it is important for all parties to focus on the  
rather than the person or persons they are in conflict with. 
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The following five conflict resolution strategies are listed from most to least desirable 
for most situations. Remember that the situation will dictate the best conflict resolution 
strategy to utilize. 

1.  
2.  
3.  
4.  
5.  

 consists of languages, beliefs, values, traditions, and 
customs. 

The case manager is to practice   with 
awareness and respect for diversity. 

While it is necessary for a case manager to understand general cultural norms as 
they relate to healthcare, it is more important that she understands that each patient 
is an 

.
Case managers should assess the client’s  needs and identify 
resources to enhance proper communication. 

When using an interpreter it is best to use a . 

The  are at increased risk for abuse, with those over age 80 at the 
highest risk. 

The perpetrators of abuse and neglect are most often , with 
the majority of them being spouses and adult children. 

 – The failure or inability to provide for basic needs. This can 
be intentional or unintentional. 
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/  – The infliction of anguish, pain, or 
distress through verbal or nonverbal acts, such as gestures or writing, resulting in 
trauma. This also includes threats of harm used to intimidate a person into complying 
or cooperating. 

 – The use of physical force, such as hitting, beating, 
pushing, shaking, slapping, kicking, burning, and pinching, that results in physical 
pain, bodily injury, or impairment. Also included in physical abuse is force-feeding and 
the use of drugs and physical restraints. 

 – Failing to use the patient’s income 
or assets for the benefit, support, and maintenance of the patient. The illegal, 
unauthorized, or improper use of the resources of the patient.
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Chapter Five: Quality and Outcomes Evaluations and 
Measurements

  focuses on the healthcare 
organization’s functions and processes and how these affect the ability to reach 
desired outcomes and meet the client’s needs. 

examine the health status of the patient as a result 
of healthcare. 

Case management programs should promote   
and  of the case management services rendered. 

  are defined as objective and 
quantitative measures of the structures, processes, or outcomes of care. 

As defined by the Institute for Healthcare Improvement,  is 
“the scientific method, used in action oriented learning,” testing changes in real life 
settings. 

 focuses on eliminating defects; defects in products, process, 
or practice. 

The  approach to quality improvement emphasizes reducing waste 
to increase value. 

Lean and Six Sigma can be combined in a “ ” event, merging both 
philosophies. 
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Accreditation is usually a ( voluntary / involuntary ) process, provided by an               
 organization, in which trained peer reviewers evaluate a 

healthcare organization’s compliance with nationally accepted standards, as well as 
the accrediting body’s pre-established performance standards.

Although accreditation is technically voluntary, it is often  to be 
eligible to receive reimbursement from Medicare, Medicaid, and many third-party 
payers. 

 is also often required by local, state, or federal regulations.

 is regarded as one of the key benchmarks for measuring the 
quality of an organization. 

An  body might review the organizational structure, policies 
and procedures, quality outcomes, performance improvement, patients’ rights, 
professional improvement, leadership, fiscal operations, and clinical records, as well 
as compliance with federal, state, and local laws.

 (CARF) is an 
independent, non-profit accreditor of health and human services. CARF’s standards 
focus on , , and 

. 

Each , CARF updates its standards to ensure they are relevant and 
guide excellent service.

As a credentialing body for case management,  believes 
that effective case management puts the consumer at the center of all healthcare 
decisions, and that this is essential to ensuring consumers get the right care, in the 
right setting, at the right time. 
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 (NCQA) provides 
accreditation for healthcare organizations and managed care organizations. 

They also sponsor, support, and maintain a collection of standardized performance 
measures known as the (HEDIS). 

 (HEDIS) 
consists of more than 90 measures in six healthcare domains of care:

1.  
2.  
3.  
4.  
5.  
6.  

The  (NQF) is a not-for-profit, nonpartisan, 
membership-based organization whose mission is to improve the quality of 
healthcare. 

CMS contracts with agencies to manage the two-fold initiative of 
 (QIOs) and 

(QIN), which work under the direction of CMS; they are a group of health quality 
experts, clinicians, and consumers, organized to improve the care delivered to 
people covered by Medicare. 

The CMS uses , or CQMs, to ensure that 
healthcare systems deliver effective, safe, efficient, patient-centered, equitable, and 
timely care. 

  are standards that have been shown 
through scientific evidence to improve patient outcomes, and they set the standard 
for care provided to patients while in the hospital. 
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The  (AHRQ) is part 
of the U.S. Department of Health and Human Services. The agency publishes and 
disseminates national clinical practice guidelines. 

Its mission is to   to make healthcare safer, 
higher quality, and more accessible, equitable, and affordable.

The  (NQS) was first 
published in March 2011 as the National Strategy for Quality Improvement in Health 
Care, and is led by the AHRQ.  

 , also known as the 
CAHPS Hospital Survey, is a nationally standardized survey of patients’ perspectives 
of their hospital experience. 

The results of this survey allow for an  of 
hospitals on topics that are important to consumers. 

The frequency of patient reports may vary but should always be done at 
. 

A -  report formally documents monetary 
savings related to case management involvement. 

Savings directly related to the case manager’s actions are ( soft / hard ) savings.

( Soft / Hard ) cost savings are costs avoided due to case management intervention. 

Cost savings =  - (  + )

The patient can be surveyed for satisfaction at any point in a case management 
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program, but all patients should be surveyed when their cases are . 

The    (HRA) is a tool 
to assess a patient’s health status, risk of negative health outcomes, and readiness to 
change certain behaviors.

It is used to design a , so the patient can take action to 
improve his or her health status and delay or prevent the onset of disease caused by 
reported at-risk behaviors.

 do more than just evaluate risk for disease or disability, and 
they are sometimes referred to as health assessments or wellness profiles.

 are also used by employers for wellness programs, by 
fitness centers to screen members before using equipment, and by health insurance 
companies to identify individuals for disease management programs.

 are also used during Medicaid enrollment to identify 
individuals with health problems that need immediate attention. 

The Affordable Care Act specifies that an be 
part of the annual wellness visit for Medicare beneficiaries. 

  uses technology and statistical 
methods to analyze enormous amounts of data to predict outcomes for individual 
patients. 

The objective is to identify these high-risk individuals at the  
 and to begin implementing appropriate . 
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  identifies individuals whose future 
medical expenses could be significant and would most benefit from appropriate 
education and intervention through a disease management or case management 
program. 

   (ACG) System 
is a tool developed by Johns Hopkins University to assess risk. 

 provides an accurate representation 
of the morbidity burden of populations, subgroups, or individual patients based on 
the overall picture, and not on individual diseases. 

Unlike many traditional methods of identifying clients for case management, such as 
emergency department usage, hospitalization, or high dollar claims, the 

Predictive Model identifies 
individuals who are likely to become high resource users.

-   (EBP) is 
mandated for all healthcare professionals, regardless of their discipline. 

-   is the process 
of applying the best available research when making decisions about healthcare.

Whereas guidelines are meant to be , standards are a 
 meant to be followed under any circumstances. These 

practices are medically necessary for the management of a clinical condition. 

  develop algorithms from evidence-
based guidelines, standards of care, and protocols for common diagnoses, 
conditions, and procedures. 
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Chapter Six: Rehabilitation Concepts and Strategies
 such as Alcoholics Anonymous and Narcotics 

Anonymous have been found to be the most successful in treating substance abuse. 

  is a process that aims to return 
workers with some type of disability to work. 

After a work-related injury, the goal is for the worker to achieve maximum medical 
improvement and to return to work as soon as possible. 

The return to work options are evaluated in the following order:
1.  
2.  
3.  
4.  
5.  
6.  
7.  

 is an individualized, highly structured program designed 
to help workers return to their pre-injury work in a safe and timely manner. 

 differs from work hardening in that the focus is not on 
specific tasks the client must perform (for example, lifting a 20-pound box and placing 
it on a shelf), but rather on building the strength required to lift anything.

If the client has reached   
 (MMI) and cannot perform the essential duties of the job, with or without 

accommodation, a Transferable Skills Analysis can be completed to document current 
and projected employment based on the skills, abilities, and aptitude of the client. 
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Rehabilitation can occur at the , the , or 
.

The   is an important part of rehabilitation. It 
guides the treatment types and duration, measures outcomes, estimates the amount 
of care to be provided by others, and provides documentation for payment for care. 

The  (FIM) assesses adult 
inpatients, while the  is used for children.

The   hospital provides intense, 
multidisciplinary therapy to patients with a functional loss due to factors such as 
injury, illness, or deconditioning. 

The primary focus is to restore the client to -  or 
maximum possible functional independence. 
To qualify for this level of care, patients must be able to tolerate a minimum of 
 hours of therapy per day,  to  days per week, and be 

 .

 (SNF) provide rehabilitation services such 
as physical therapy, occupational therapy, and speech therapy, at a less intense level 
than inpatient rehabilitation hospitals. 

 uses counselors and professionals/specialists to 
aid the client in securing meaningful employment. 
 

 also have eligibility-based, career 
development programs. These provide a wide range of individualized services to 
eligible individuals with disabilities. The individuals acquire skills, attitudes, and 
resources needed to obtain and keep a job. 
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To be eligible for federal-state vocational rehabilitation services, federal regulations 
require the individual to be  and 

. 

Those receiving   
(SSI) and/or   

 (SSDI) are presumed eligible unless their disabilities are too severe 
for them to benefit from vocational rehabilitation (defined as being unable to achieve 
employment).

The    exists for 
clients aged  to  who want to return to work, but currently receive 
Social Security benefits based on disability under the Social Security Disability 
Insurance (SSDI) program and/or the Supplemental Security Income (SSI) program. 

The ultimate goal of the    
 is to eliminate the need for Social Security disability cash benefits while 

allowing the client to maintain his or her Medicare or Medicaid benefits.

  is paid, competitive employment in an 
integrated setting with ongoing support for individuals with the most severe disabilities 
(e.g., psychiatric or intellectual disability, significant learning disabilities, traumatic 
brain injury, deafness and blindness, extreme mobility impairments, and other severe 
disabilities). 

  provides assistance such as job 
coaching, job placement, specialized job training, on-site assistive technology, 
transportation,  help interacting with employers, and individually tailored supervision.

The focus of   is on attitude, behavior, 
and social skills for clients with behavioral health issues. 
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The goal of   is to improve problems 
that prevent the client from obtaining employment, such as attendance, punctuality, 
hygiene, or interpersonal relationship skills. 

The most frequently reported reasons for difficulty in obtaining employment (for adults 
with disabilities) are , , followed by 

. 

A    is the process of collecting 
data to define a person’s job requirements and essential and nonessential job duties. 

   are the basic duties 
fundamental to the job, and the employee must be able to perform them with or 
without reasonable accommodations. 

 is an across the board change to the job 
description, targeting skills. 

 are more individualized and focus on 
access. 

 (JAN) is a consulting service provided by 
the (ODEP) that provides 
free information on job accommodations. 

JAN has an online resource, the   
  (SOAR) which is designed to let users explore 

various accommodation options.

For modifications that do have a cost, the majority are under , and tax 
incentives and funding are available through several organizations to help offset the 
expense.
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 allows an injured employee to 
return to productive work with their employer while under the care of rehabilitation 
professionals.

Only employees with temporary injuries who will eventually be able to return to their 
normal full-time duties are eligible for .

According to the International Association of Rehabilitation Professionals (IARP), 
“  is a dynamic document based on 
published standards of practice, comprehensive assessment, data analysis, and 
research, which provides an organized, concise plan for current and future needs with 
associated costs for individuals who have experienced catastrophic injury or have 
chronic health care needs. (International Conference on Life Care Planning and the 
International Academy of Life Care Planners. Adopted 1998, April.)” (IARP, 2020). 

The  (FCE) is used 
to directly measure the patient’s physical ability to perform work-related activities. 

The  is a 
comprehensive exam, covering all physical demands required of the employee. 

The purpose of (an adaptive) device is to improve  and 
. 

  offer the greatest variety of options 
and accessories to customize the chair to the needs of the client, but they can be 
much more expensive than manual wheelchairs.

Before purchasing a  or , the client should be 
evaluated by a physical therapist to ensure he will be able to use the device. 
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The acronyms TDD, TTY, and TTD are used interchangeably to refer to any type 
of -  telecommunications equipment used by someone with 
hearing or speech difficulties. 

Both the  and the  of the message need the 
equipment. 
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Chapter Seven: Ethical, Legal and Practice Standards
There are five basic ethical principles; , , 

, , and . 

, to do good, is a core principle of client advocacy in that it 
involves taking positive action to help others. 

, to do no harm, is demonstrated by working toward quality 
care outcomes.

 is the ethical principle that respects the individual’s rights to 
make their own decisions and to self-determine a course of action.

 is to treat others fairly and equally, and also extends to the 
equitable access to resources and treatment. 

And  is to follow-through, keeping commitments and promises.

The role of the case manager as a  
stems from the principle of client autonomy. 

An   is a legally executed document that 
explains the client’s healthcare-related wishes. 
Advance directives come in two forms, 1. 

, and 2. 
. 

A   states which specific life-sustaining medical 
treatments the designated person would like to receive or have withheld if death from 
a terminal condition is imminent, or if the client is in a permanent vegetative state. 
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/ this 
type of advance directive designates who is to make healthcare decisions on behalf 
of the person if they are unable to make decisions for themselves.

A  (DNR), (DNAR), 
or  (AND) is another type of advance directive that is a 
request not to have CPR attempted. 

Under the PSDA they must:
•   
•  
•   
•  

•  

Board-certified case managers are to serve as , 
perform comprehensive  to identify needs, and offer 

 when appropriate.

Prior to the termination of case management services, board-certified case 
managers will  of 
discontinuation to all relevant parties. 

CCMC in their Glossary of Terms (2019) defines  as a “legal 
principle that states that a healthcare professional should be honest and give full 
disclosure; abstain from misrepresentation or deceit; report known lapses of the 
standards of care to the proper agencies. (Mosby’s Dental Dictionary, 2nd Ed, 2008).”

Case management ethics are demonstrated by recognizing that:
•  
•  
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•  
•   

                                                           
  occur when there is no “right” 

answer. 

To be an ethical dilemma, three conditions must be present.
•  
•  
•  

The underlying principles of case management are:
•  
•  
•  
•  
•  
•  

 are the professional standards every 
professional case manager is held to. 

In addition to CMSA’s SoP, social worker case managers are also held to the 
standards created by the  (NASW). 
These standards create clear guidelines, goals, and objectives related to case 
management in social work practice, research, policy, and education. 

A case manager’s  assists in clinical management, justifies 
interventions and expenses, and defends against claims of negligence. 
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Opinions and biases ( should / should not ) be included in the medical record.

Additionally, all communication with the following must be documented:
•  
•  
•  
•  
•  

 the case manager/client relationship, case managers 
are to inform their clients that although their conversations are confidential, certain 
information obtained through the relationship may be disclosed to third parties 
including payers, service providers, and government authorities. 

The information shared is limited to what is  and 
.

HIPAA, the , covers 
protected health information that is released, transferred, or divulged outside the 
agency. HIPAA was never intended to prevent the transfer of information. Instead, it’s 
intent is to create national standards to protect individuals’ medical records and other 
personal health information. 

Examples of when confidentiality can be broken:
•  
•  
•  
•  
•  
•  
•  
•  
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The goal of   is to reduce adverse 
events, decrease malpractice claims, and minimize financial loss. IIdentifying risk or 
potential risk.

 (RCA). RCA is a tool designed to identify 
what, how, and why an adverse event occurred by identifying the factors that 
contributed to the undesired outcome. An RCA avoids focusing on mistakes by 
individuals and instead focuses on errors in the system. Human error is considered 
inevitable, but management systems can decrease or prevent the likelihood of the 
adverse event occurring.

A case manager can take several steps to reduce the risk of a malpractice lawsuit:
•  
•  
•  
•  
•  
•  
•  
•  

Unlike malpractice law, under tort law, a medical professional can be liable if she 
does not obtain   before treating the patient, 
even if there is no injury or the patient is benefited. 

The following criteria must be met for consent to be informed:
•  
•  
•  
•  
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•  
•  

Nurse case managers must be licensed 
. 

The    gives nurses 
the ability to practice nursing across state lines. 

Referral of a patient to a healthcare provider who is known to be unqualified is called 
a  . 

A reasonably prudent case manager is expected to make sure the referred provider is 
professionally  and without physical or mental 
that could result in harm to the patient.

A /   is a 
relationship between a person (aka ) and another person or entity 
(aka ). The agent is authorized to act for the principal. 

The Centers for Medicare and Medicaid Services (CMS) has developed a set of 
health and safety standards that healthcare organizations must meet in order to 
begin and continue participation in the Medicare and Medicaid programs. These are 
outlined in their  (CoP). 

The  was created to provide transparency in the relationship 
between physicians and manufacturers of drugs, devices, biological, and medical 
supplies in relation to payments and other transfers of value as well as physician 
ownership or investment interests in manufacturers.  
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The Americans with Disabilities Act, or ADA, defines an individual with a disability as 
a person who: 

•    
•  
•  

The ADA ( protects / does not protect ) qualified individuals with a prior drug 
addiction if they have been rehabilitated.  

An , not his , is protected under ADA.

The ADA prohibits discrimination against people with disabilities in , 

, , , and 

.

Employers with  or more employees are prohibited from discriminating against 
people with disabilities by Title I of the ADA. 

In general, the employment provisions of the ADA require:
•  
•  
•  

An applicant with a disability must be able to perform the “
” of the job either on his own or with the help of 
.

A   is a reasonable adjustment to a job or work 
environment that makes it possible for an individual with a disability to perform job 
duties. 
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An employer does not have to provide an accommodation that will cause   
, defined as being significantly difficult or expensive for the 

employer. 

Accommodations may include  (such as Dragon dictation or 
an elevated desk to fit a wheelchair), (wheelchair ramps), and      

 or , as well as a range of other creative 
solutions. 

The  (JAN) provides free consulting on workplace 
accommodations.

An employer may require a medical examination and/or drug screen                             
( before / after ) making a job offer as long as it requires the same medical 
examination and/or drug screen of all applicants offered the same type of job.  

 refers to a problem with a structure or organ of the body.

 is a functional limitation with regard to a particular activity. 

 refers to a disadvantage in filling a role in life relative to peers.

HIPAA is the  of  
1996. 

Title I of the Act guarantees health insurance , , 
and ; eliminates some  clauses; and 
prohibits  based on health status.

HIPAA covers    (PHI) released, 
transferred, or divulged outside the agency. 
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The Act covers not only formal records, but also  and         
.

 (OSHA)’s 
mission is to assure safe and healthful workplaces by setting and enforcing standards 
and by providing training, outreach, education, and assistance. 

OSHA covers private sector workers, ( and / not ) government employees. 

 (FMLA) provides eligible employees 
up to 12 workweeks of unpaid leave a year for specified family and medical reasons.

It ( requires  / does not require ) group health benefits be maintained during the 
leave, as if the employee continued to work. 

FMLA ( does / does not ) have to be taken all at once;

The  Act of 1998 requires that 
group health plans providing coverage for mastectomies also cover the following:

•  
•  
•  
•  

The    (ACA): 

Put an end to . Insurance companies can no longer 
deny coverage or charge more because of a 

. Once insured, the insurance company cannot refuse to cover 
treatment for preexisting conditions. 

Keeps young adults covered: Adult children who cannot get coverage through their 
employer may remain on their parents’ policies until they are .
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Insurers are now required to cover a number of   
services without additional cost-sharing such as copays or deductibles. 

All plans offered in the individual and small group markets must cover a 
comprehensive package of items and services known as  

. 

These    are subject to 
deductibles and copays. 

In addition,  and are 
not required to cover these benefits.

The ACA bans  and  limits on most covered health 
benefits. 
The Affordable Care Act requires that most individual and small employer 
health insurance plans, including all plans offered through the Health Insurance 
Marketplace, cover   and  

  services.

Also required are  and  services that can help 
support people with behavioral health challenges.

The ACA established a hospital  (VBP) in 
traditional Medicare. This program offers financial incentives to hospitals to improve 
the quality of care. It is based on either: 1) 

, or 2) 
. 

The ACA authorizes Medicare to   to acute care 
hospitals with excess  that are paid under CMS’s Inpatient Prospective 
Payment System (IPPS).
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 made the meaningful use of 
 throughout the United States healthcare delivery system a critical 

national goal.

In changing the name to 
, CMS has moved the programs beyond the existing requirement 

of meaningful use to a new phase of EHR measurement with an increased focus on 
interoperability and improving patient access to health information.

The ability to take charge of   is critical to a case 
manager’s wellness and long-term sustainability in the workforce. 

, closely related to  , is a 
prolonged response to chronic emotional and interpersonal stressors on the job 
evidenced by exhaustion, cynicism, and inefficacy (Maslach et al., 2001). 


