
Patricia Owens

Case Management LVN

patricia.owens@email.com (619) 555-0463

San Diego, CA linkedin.com/in/patriciaowens-lvn

SUMMARY Case Management LVN with 6 years of experience coordinating post-acute care

transitions and disease management for complex patient populations at HCA Healthcare

and Kaiser Permanente in San Diego. Manages a caseload of 45-60 active patients,

coordinating with RNs, social workers, and community resources to prevent avoidable

readmissions. Reduced 30-day readmission rates by 27% over 2 years through evidence-

based transition-of-care protocols. NCLEX-PN certified with CCM exam preparation and

BLS certification.

EXPERIENCE Case Management LVN Jan 2020 - Present

HCA Healthcare - Scripps Mercy Hospital San Diego, CA

• Manage a caseload of 45-60 patients with chronic conditions (CHF, COPD, diabetes, CKD)

requiring post-discharge care coordination and community resource linkage

• Reduced 30-day hospital readmission rates by 27% over 2 years through implementation

of standardized transition-of-care phone calls within 48 hours of discharge and medication

reconciliation follow-up

• Collaborate daily with RN case managers, social workers, and attending physicians in

interdisciplinary care conferences to identify barriers to safe discharge and coordinate

post-acute placements

• Educate patients and caregivers on chronic disease self-management, medication

adherence, and warning signs requiring emergency attention, achieving 89% patient

engagement rate on 30-day follow-up contact attempts

• Navigate Medi-Cal and Medicare benefits for 70% of caseload, securing skilled nursing

facility placements, home health authorizations, and durable medical equipment within

24-hour target windows

Licensed Vocational Nurse Jun 2018 - Dec 2019

Kaiser Permanente - San Diego San Diego, CA

• Provided direct patient care on a medical-surgical unit, developing clinical foundation for

case management specialty through regular participation in discharge planning rounds

and care transition team meetings

• Conducted post-discharge telephone follow-up calls for 20+ patients per week, identifying

medication compliance issues and early readmission risk factors for escalation to RN

supervisor

• Reduced medication non-adherence-related ED returns by 15% through proactive

telephonic education on prescription refill processes and medication side effects

SKILLS • Post-Acute Care

Transition Coordination

• High-Risk Patient

Caseload Management

(45-60 patients)

• 30-Day Readmission

Reduction Protocols

• Chronic Disease Self-

Management Education

• Community Resource

Identification & Referral

• Medi-Cal & Medicare

Benefit Navigation

• Epic & Interqual Case

Management EHR

• HIPAA-Compliant

Interdisciplinary

Communication

EDUCATION Diploma in Vocational Nursing Aug 2015 - May 2017

Southwestern College Chula Vista, CA

Vocational Nursing GPA: 3.6/4.0
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