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EXECUTIVE SUMMARY

To do their job effectively, case managers must understand the financial side of 

healthcare and the impact that their actions can have on patient care, the patient’s out-

of-pocket expenses, and the hospital’s bottom line . Recommendations from experts 

include the following:

• Communicate and meet regularly with the financial department to identify areas for 

improvement, and provide input on contracts with payers .

• Know what benefits each patient’s coverage provides and use the information to 

coordinate care while the patient is in the hospital and to develop a treatment plan .

• Be aware of payer requirements and be sure that they are followed to avoid denials .

CMs should understand financial 
side as well as clinical side of 
healthcare, experts recommend
CMs can have an effect on patient care, the bottom line

In today’s healthcare environment 
with its focus on high-quality, 
cost-effective care, it’s more 

important than ever for case managers 
to understand the financial side of 
healthcare.

“Case managers are the clinical 
liaison between the patient care team, 
the financial team, the payer, and the 
patients and family. The financial side 
of patient care can sometimes be 80% 

of our job. If case managers don’t 
understand the financial piece in every 
aspect of the patient stay, they’ll never 
be able to tie it all together for the 
patient,” says Pat Wilson, RN, BSN, 
MBA, assistant vice president for case 
management and transplant services at 
Medical City Dallas Hospital.

Case managers impact many of 
the decisions that are made in the 
hospital, says Brian Pisarsky, RN, 
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EDITORIAL QUESTIONS
For questions or  comments,  

call Jill Drachenberg at  
(404) 262-5508.

MHA, ACM, senior managing 
consultant at Berkeley Research 
Group, a healthcare performance 
improvement firm with headquarters 
in Emeryville, CA. They help avoid 
overutilization of services, improve 
quality of care, ensure that payers’ 
precertification requirements are 
met, make sure patients are in 
the right status, and ensure that 
the documentation supports the 
services provided so the hospital 
can get paid, he adds. In addition, 
case managers can provide valuable 
feedback to the billing office, the 
contracting department, and the rest 
of the financial team, he says.

“If nurses are not interested in 
the financial side of healthcare and 
the impact it has on patient care 
and the hospital’s bottom line, they 
may want to rethink being in case 
management,” Pisarsky says.

A case manager is one of the 
caregivers who is closest to patients 
throughout the stay and as the 
treatment team prepares patients to 
go home, says Karen Hornsby, CPA, 
associate director of revenue cycle 
at Berkeley Research Group. “More 
than anyone else, except maybe 
physicians, the case manager’s role 
can have a direct financial impact 
on a patient stay. They manage the 
services rendered overall, thereby 
driving the dollars associated with 
the episode of care,” she says.

Case managers are involved 
directly and indirectly with the 
revenue cycle from registration 
through patient billing, says Donna 
Hopkins, MS, RN, CMAC, vice 
president at Novia Strategies, 
a Poway, CA-based healthcare 
consulting firm.

“In the attempts to deliver the 
right care at the right level and 
keep the costs down and in order 
to effectively coordinate care, case 
managers need to be aware of what 

each patient’s benefits allow when 
they’re in the hospital and after 
discharge,” Hopkins says.

“Knowing limitation or lack 
of benefits upfront has huge 
implications for timely transitions/
discharge planning and reducing 
avoidable days,” she says.

Patient access is responsible for 
verifying the insurance, but case 
managers may have to call the insurer 
to determine what services are 
covered and work with the insurance 
case manager to identify alternatives 
if a service a patient needs isn’t 
covered, Wilson says. If they find out 
that a patient’s insurance is different 
from what is on the chart, they need 
to communicate it to patient access, 
she adds. (For details on why case 
managers need to know the patient’s 
benefits and how it can affect care, see 
related article on page 56.)

Roles within case management 
must also satisfy utilization review 
requirements and other payer 
expectations, Hopkins says.

“Utilization review, a necessary 
component of the revenue cycle, 
and common in the integrated 
case management role, has become 
a burden in many organizations. 
There are so many specific details 
in managed care contracts and 
changes from within Medicare and 
Medicaid, that some organizations 
are separating utilization review from 
clinical case manager functions,” she 
adds.

Frequent communication and 
having an open discourse between 
the case management leadership 
and the individuals responsible 
for the various financial sections is 
extremely important, Pisarsky says. 
“The collaboration between patient 
access, the billing office, and case 
management is essential,” he says.

Pisarsky suggests developing 
preadmission teams composed of 
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one or two case managers and one or 
two members of the patient access 
staff who review direct admits from 
a community physician and those 
who are being transferred from 
another facility. Hospitals also need 
case managers in the emergency 
department to review those cases for 
patient status as well as preventing 
readmissions, he says.

“The case management team 
is critical in helping the financial 
department with clinical denials, 
particularly in situations where the 
billing office is not aware of a problem 
until a denial comes through. Case 
managers can help determine if the 
claim was medically appropriate, and 
then identify where the issues and 
opportunities are, and make sure there 
is a process in place to help avoid 
future denials,” Pisarsky says.

Having these discussions helps 
with appeals, Hornsby says. “This 
helps the business office avoid 
sending an appeals letter that doesn’t 
give the whole story about why the 
patient met medical necessity or 
the circumstances around which 
precertification wasn’t done. When 
both the clinical and business side 
discuss it, the appeals letter can 
contain specific information that 
makes the case for the hospital. 
Otherwise, the hospital may be stuck 
not getting paid at all,” she says.

Hopkins recommends that RN 
appeals specialists with advanced 
clinical competencies address appeals 
rather than having RN case managers 
write the appeals for their cases. 
“The most effective nurse I have ever 
worked with was an experienced 
nurse with critical care and paralegal 
experience,” she adds. “The world 
of appeals is so sophisticated that it 
works best to have individuals who 
are trained to write the appeals. 
Clinical case managers need to focus 
on patients in beds, care trajectory, 

and capacity management. There is 
no time to effectively look back and 
write a good appeal,” she says.

An interdisciplinary revenue 
cycle committee that meets 
regularly to discuss financial issues 
that arise is a collaborative way 
to identify trends and look for 
opportunities for improvement, 
Hornsby says. The committee should 
include representatives from case 

management, the billing office, and 
patient access, she suggests. “These 
areas are best suited to collaboratively 
assess the root cause of denials such 
as lack of precertifications, inpatient-
only procedures, compliance with the 
two-midnight rule and other CMS 
regulations. Using the underlying 
data allows the group to improve 
upfront processes and develop 
strategies to prevent problems in the 
future,” Hornsby says.

People who are negotiating the 
payer contracts should communicate 
regularly with the clinical team, 
Hornsby says.

“Case managers are the key people 
who can report information on 
clinical operation problems back to 
the people responsible for negotiating 
the contracts,” she says.

For instance, when an insurance 
company precertifies a patient for 
a three-day stay and the stay needs 

to be extended, the case manager 
usually calls the insurance company 
for an extension and knows how 
agreeable the payer is, she adds. “The 
case managers know which payers 
are more collaborative and which 
have more strenuous rules, and the 
business office knows which issue 
more denials or are slow to pay. The 
hospital contracting team can use that 
information in negotiations,” she says.

Pisarsky recommends developing 
a managed care committee 
with representatives from the 
business office, case management, 
and whoever is responsible for 
contracting. The committee should 
meet on a regular basis and go 
through operational issues payer by 
payer. “Not only is everybody in the 
room, but it’s a great opportunity to 
build a collaborative arrangement 
that will help when the contract is 
up again. The person negotiating the 
contract can use the feedback from 
case management during contract 
negotiations,” he says.

Pisarsky advises case management 
leaders to collect data on payers, 
including denials, lack of coverage 
for post-discharge services, avoidable 
days and difficulties in collaboration 
and share that data with the finance 
office when it’s time for a contract to 
be renegotiated.

Having representatives from 
case management, patient financial 
services, and contracting meet 
regularly with payers and providing 
data to support issues is invaluable 
in enhancing hospital and payer 
relationships, Hopkins adds.

“It’s always a good practice for 
the director of case management 
to sit down with payers and talk 
about what is working and what is 
not. Person-to-person relationships 
accomplish a lot more than 
just addendums and electronic 
communication,” she says.  n

“KNOWING 
LIMITATION OR 

LACK OF BENEFITS 
UPFRONT HAS HUGE 
IMPLICATIONS FOR 

TIMELY TRANSITIONS/ 
DISCHARGE 
PLANNING 

AND REDUCING 
AVOIDABLE DAYS.”
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Being a good steward of your patients’ benefits
Base your discharge plan on what is covered, experts say

Today’s case managers have to 
be aware of the financial piece 

in every aspect of the patient stay in 
order to be a good steward of their 
patients’ benefits and make sure they 
get the services they need, says Pat 
Wilson, RN, BSN, MBA, assistant 
vice president for case management 
and transplant services at Medical 
City Dallas Hospital.

“Case managers need to 
understand the revenue cycle, which 
includes how the hospital is being 
paid, what they are expected to 
provide to the insurer, and how to 
appeal when an insurer denies a stay 
and the patient is still in the hospital. 
They have to understand commercial 
insurance and government payers, 
what services they will cover for each 
individual patient, whether patients 
are in or out of network, and whether 
the reimbursement is on a per diem 
basis or a DRG payment,” she says.

If case managers know a patient’s 
benefits upfront, they can develop 
a plan to meet his or her needs, she 
says.

For instance, if a patient still meets 
inpatient criteria but has exhausted 
all of his Medicare days, the case 
manager can talk to the physician and 
determine if there is an alternative 
level of care that would still meet 
the patient’s needs, she says. Or if a 
patient has no funding for post-acute 
services and poor functionality, the 
hospital, in the best interest of the 
patient, may need to prolong the 
length of stay to provide additional 
services normally provided at a lower 
level of care, such as physical therapy, 
speech therapy, or occupational 
therapy, Wilson adds.

Case managers need to understand 

the payers, whether it’s Medicare, 
Medicaid, or a commercial payer, and 
how each payer generally reimburses 
for certain services, according to 
Karen Hornsby, CPA, associate 
director of revenue cycle at Berkeley 
Research Group, an Emeryville, CA, 
healthcare performance improvement 
firm.

They need to know if patients are 
in or out of network and whether 
reimbursement is on a per diem 
basis or is a DRG payment. For 
instance, if case managers know that 
when the hospital is reimbursed on 
a DRG basis it will receive the same 
reimbursement whether the patient 
stays three day or four days, they will 
optimize the care and ensure that the 
entire stay is medically necessary, she 
says.

It’s possible for a case manager 
to be coordinating the care of two 
patients with the same diagnosis 
and the same physician but whose 
insurance provides quite different 
resources, says Donna Hopkins, 
MS, RN, CMAC, vice president 
at Novia Strategies, a Poway, CA-
based healthcare consulting firm. It’s 
the case manager’s job to know the 
benefits and work with the patient, 
the insurance company, and the post-
acute providers to make sure that each 
patient gets what he or she needs, she 
adds.

Case managers need to know what 
the expenses are for patients’ care after 
the discharge and who is going to pay 
for them, Hornsby says. They should 
understand the financial impact for 
patients if they go out of network 
for post-acute care and explain to 
patients that their deductible or co-
pay may be impacted if they choose 

a different provider, Hornsby says. 
“Unintentionally directing patients to 
out-of-network providers may have a 
serious effect on patient expenses and 
then on satisfaction with their stay,” 
she says.

When patients no longer meet 
medical necessity for an acute level 
of care and they have no funding or 
limited funding, it’s a challenge for 
case managers, Hopkins says.

“They are up against the family 
who wants the best care for the 
patient, and the physician who 
doesn’t want to move the patient. 
They can’t create resources for 
patients with no funding. This is just 
another reason to know from the day 
of admission what benefits patients 
have and what services they are likely 
to need and plan accordingly,” she 
says.

Start to educate new case 
managers on payer requirements as 
soon as they are hired and make sure 
they have the information they need 
about insurance contracts and that 
they understand how Medicare and 
Medicaid work, Wilson suggests. 
(For details on how case managers 
at Medical City Dallas Hospital 
collaborate with the revenue cycle 
team, see page 57.)

“If they don’t understand the 
contract language and know what 
information the insurance company 
wants and when it’s due, they are 
already set up for failure. We try to 
develop bullet points with pertinent 
information that is important for our 
staff to know,” she says.

“In a perfect world, case managers 
would have access to all commercial 
contracts and have time to delve 
into them to find out exactly 
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what benefits their patients have,” 
Hopkins says.

Since that’s not always possible, 
she suggests working with the 
contracting department to create 
a color-coded grid of essential 
information about each payer’s 
covered benefits and utilization 
review requirements.

With the emphasis on reducing 
readmissions and the Centers for 
Medicare & Medicaid Services’ move 
toward paying one lump sum for an 

entire episode of care, case managers 
have to look beyond the hospital 
stay and be familiar with resources 
outside the hospital walls, Hornsby 
says.

“In recent years, acute care 
organizations have been focused on 
reducing the length of stay, but that 
may not be appropriate in many 
cases today. It is a new day, and a 
few more days added to the length of 
stay could prevent costly post-acute 
placements, reduce total costs, thus 

positively influencing the hospital’s 
performance on the Medicare 
expenditure per beneficiary portion 
of value-based purchasing,” Hopkins 
says.

“In the case management world, 
we have to move our thinking 
beyond the current acute care 
episode and fragmented delivery 
system and assess the best value, not 
only for the organization, but most 
importantly, the patient,” Hopkins 
says.  n

Case managers, financial staff work together 
closely
Communicating helps with inpatient stay, discharge plan

At Medical City Dallas Hospital, 
the case management team 

works closely with the financial 
team to ensure that patients get the 
care they need and that the hospital 
is reimbursed for the stay, says Pat 
Wilson, RN, BSN, MBA, assistant 
vice president for case management 
and transplant services.

Case managers review 100% 
of admissions to the hospital, she 
adds. Not all of the patients need 
case management services, but 
screening the patients helps identify 
upfront what patients may be at 
risk because of their resources, she 
says.

“Knowing the patient’s benefits 
not only helps while they are 
inpatients, but it also helps us plan 
for post-acute care. When we screen 
patients upfront, it triggers us to 
look at ‘what next’ and ‘what if,’” 
she says.

For instance, a patient who 
has only Medicare Part A is 
potentially at high risk because he 
or she may need post-acute care. 

“Depending on the circumstances, 
the case manager may work closely 
with the social worker, patient, 
and physician to determine an 
alternative plan based on available 
resources,” she says.

When a stay has been denied 
and patients are still in the hospital, 
the case managers will request 
an expedited appeal, which may 
include a secondary review or a 
physician-to-physician appeal with 
the payer.

“If the denial is upheld and 
there’s no alternative level of care 
available, we talk to the patient 
to let them know they may be 
responsible for the bill. The stay 
may also be appealed once the final 
denial is received after discharge,” 
she adds.

When patients are being 
admitted, the patient access staff 
enter all the initial information into 
a computer program that feeds into 
case management.

“If we find out a patient’s 
insurance has changed, we get that 

information back to patient access,” 
she says.

Each week, case management 
representatives meet with patient 
access staff and review complex 
cases with reimbursement issues. 
The meeting is attended by the 
director and manager of patient 
access, insurance verifiers, the 
government program liaison who 
screens patients for eligibility for 
Medicaid and the federal health 
exchange, Wilson, the director of 
case management, the manager of 
social work, and key case managers 
and social workers if their input is 
needed on a complex case.

The case management team 
and the patient access team meet 
separately before the joint meeting 
and identify high-risk patients and 
gather information to be discussed 
at the meeting.

“We brainstorm on what could 
be done to help the patient and 
help the hospital get paid,” Wilson 
says. A case could be something 
simple like a baby in the neonatal 
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intensive care unit (NICU) who 
qualifies for government assistance. 
Someone on the committee is 
assigned to make sure the family 
has the information and paperwork 

they need to apply. Or, it could be 
someone who has recently lost a 
job. In that case, someone will talk 
to him or her about COBRA or the 
federal health exchange.

If denials occur when the patient 
is still in the hospital, the case 
manager handles the appeal. If it’s 
after discharge, a separate denials 
team takes care of it.  n

EXECUTIVE SUMMARY

Phone calls from nurses at Ochsner Health System’s Care Coordination Center 

within 24 to 48 hours after discharge have reduced readmissions for at-risk 

patients who receive calls by 20% .

• The program was developed as part of Ochsner’s accountable care organization 

and is expanding across the nine-hospital health system .

• Nurse case managers reinforce discharge education, complete medication 

reconciliation, and arrange follow-up visits with primary care physicians and 

specialists .

• When patients have long-term needs, they are referred to Ochsner’s outpatient 

complex case management program .

Post-discharge interventions reduce readmissions 
by 20%
Nurses reinforce discharge education, fill gaps in care

A t-risk patients who receive 
post-discharge phone calls 

from RN transitional care specialists 
at Ochsner Health System’s Care 
Coordination Center have 20% 
fewer readmissions than patients 
with similar conditions who don’t 
have the intervention.

The program has also resulted 
in an increase in scores on the 
Hospital Consumer Assessment of 
Healthcare Providers and Systems 
(HCAHPS) questionnaire, according 
to Mark Green, MBA, assistant vice 
president of transition management 
for Ochsner Health System, a New 
Orleans-based hospital system with 
23 owned, managed, and affiliated 
hospitals.

The Care Coordination Center 
was developed two years ago to 
improve transitions for at-risk 
patients who are covered by a 
capitated arrangement through 
Ochsner’s accountable care 
organization. It is expanding 
across the healthcare system with 
programs designed to meet the 
needs of each individual hospital, 
Green says.

The Care Coordination Center 
is staffed by experienced RN 
transitional care specialists who 
have achieved case management 
certification, Green says.

The nurses call patients within 24 

to 48 hours after they are discharged 
from the acute care setting and, 
using a standardized script, ask a 
series of questions to determine if 
the patient is following his or her 
discharge plan and has no gaps in 
care. They check to see if any durable 
medical equipment has arrived, if 
any ordered home health visits have 
been scheduled, and if there are 
caregivers in the home who can assist 
the patients with their discharge 
needs.

Medication reconciliation is an 
important part of the call, and it is 
most successful when the hospital-
based case managers collaborate 
closely with the case managers in the 
Care Coordination Center, Green 
says.

“The case managers in the 
hospital tell their patients to 
expect a call from a nurse in the 

Care Coordination Center and to 
gather all of their old medications, 
vitamins, supplements, and other 
over-the-counter products in 
preparation for the call,” he says.

The Care Coordination Center 
nurses reinforce the discharge 
education the patients received 
in the hospital. For instance, the 
discharge case manager or social 
worker teaches patients three red 
flags associated with their particular 
conditions that indicate they 
should call their physicians or go to 
the emergency department.

“The case managers make sure 
that patients remember the red 
flags and can articulate them. 
More often than not, patients 
are so overwhelmed at discharge 
that they have forgotten much of 
their discharge education. That’s 
why these follow-up calls are so 
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important,” Green says.
During the follow-up 

conversation, the nurses work with 
the patient to set up a follow-up 
visit with a primary care provider, 
and specialists if appropriate. “We 
found that this works better than 
trying to set the appointments 
during the hospital stay when 
patients are overwhelmed and little 
sticks. We give them 24 hours 
to get settled and then make the 
appointment,” Green says.

When patients indicate that they 
are having problems following the 
treatment plan or haven’t received 
the equipment or services, the Care 
Coordination Center’s transitional 
care specialist can intervene on a 
short-term basis. If they have long-
term needs, they are referred to 
Ochsner’s outpatient complex case 
management program.

To determine how to 
identify patients at risk, the care 
coordination team analyzed all 
of the health system’s 57,000 
discharges in 2013. They used data 
from a software product used by 
nine of the system’s hospitals that 
codes severity of illness using a scale 
from 1 to 4. In each of the nine 
locations, patients rated at Level 3 
accounted for 50% of readmissions, 
Green says. The number of patients 
rated Level 4 was lower, he adds.

“This method is not necessarily 
a predictor of readmissions, but it 
does allow us to identify patients 
we need to look at more closely. 
We have a finite set of resources 
and decided to target patients at 
Level 3 for readmission reduction 
initiatives and look at palliative 
care services for those at Level 4,” 
he says.

The accountable care 
organization’s outcomes piqued a 
lot of interest around the Ochsner 
system, Green says. The center is 

customizing the program to meet 
the needs of each individual facility, 
he adds. Here are three examples 
of how the program is being 
customized, according to Green:

At Ochsner Medical Center-
Baton Rouge, post-discharge 
follow-up calls were being 
conducted by a group of licensed 
practical nurses (LPNs) who 
worked in the clinic setting and 
targeted only heart failure, heart 
attack, and pneumonia patients. 

A significant number of patients 
being treated by the practice 
were also covered through the 
accountable care organization, 
which meant that they got two 
follow-up calls — one from the 
Care Coordination Center nurses 
and another from the clinic LPNs.

“When they asked for our help, 
we proposed putting the LPNs 
under our department for clinical 
oversight only. We trained them 
on the scripts we use and record 
all calls to use as peer review, the 
same thing we do for the Care 
Coordination Center staff. We 
gave them back-up from the RN 
transitional care specialists on our 
staff if they need an assessment or 
triage,” he says.

The LPNs were calling 20 

to 50 patients a month. Now, 
every patient discharged from the 
hospital to home receives a call 
either from an LPN in the clinic or 
a RN transitional care specialist in 
the Care Coordination Center.

Each day, Green receives a list 
of all the discharges from Ochsner 
Medical Center-Baton Rouge and 
sends the low-acuity 1s and 2s to 
the LPN staff and the patients 
with higher severity to the Care 
Coordination Center staff for 
follow-up calls. Readmissions have 
also dropped 20% for patients who 
received follow-up when compared 
to patients with similar conditions 
who couldn’t be reached.

At Ochsner Medical Center-
North Shore in Slidel, LA, two RNs 
were making discharge calls for 
HCAHPS. “It was a feel-good type 
of call. We added in the clinical 
aspect and provide oversight to 
make sure their calls are consistent. 
They have experienced the same 
20% reduction in readmission,” 
Green says.

The center has also collaborated 
with St. Tammany Parish Hospital 
in Covington, LA, a hospital that 
is not in the Ochsner system but 
sends patients to an Ochsner 
priority clinic run by a hospitalist.

“Our priority clinic functions 
as an ambulatory stepdown unit 
and provides a more intense level 
of care than a regular primary care 
clinic if patients need it. Each 
day, the hospital sends us a list of 
patients with an Ochsner primary 
care physician and the Center’s 
transitional care specialists follow 
up with them. It’s been a big 
success. The first 100 patients had a 
5.2% readmission rate,” Green says.

The Care Coordination Center is 
also helping the hospital replicate the 
same process for patients who do not 
have an Ochsner physician.  n

“THE CASE 
MANAGERS 
MAKE SURE 

THAT PATIENTS 
REMEMBER THE 
RED FLAGS AND 

CAN ARTICULATE 
THEM.”
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EXECUTIVE SUMMARY

By sending teams of clinicians to work with at-risk patients at primary care 

practices, Lehigh Valley Health Network has reduced hospital admissions by 49% 

and emergency department visits by 25% .

• Teams that include a nurse care manager, a social worker, a behavioral health 

practitioner, and a pharmacist are assigned to primary care practices and work 

with the top 5% of high-utilizing, high-cost patients .

• The care managers call at-risk patients within two days of a hospital admission, 

conduct a thorough assessment, and refer patients who need assistance to the 

appropriate team member .

• The care managers develop a close relationship with patients, who often give 

them information they wouldn’t be comfortable telling their physician .

Primary care-based interventions cut admissions, 
ED visits

A team of clinicians works with at-risk patients

S ince Lehigh Valley Health 
Network started its Community 

Care Team initiative in 2012, at-risk 
patients who received interventions 
from an interdisciplinary team of 
clinicians reduced hospital admissions 
by 49% and emergency department 
visits by 25%.

The Allentown, PA-based health 
system’s care management program 
deploys teams of four clinicians to 
primary care practices to coordinate 
care for the top 5% of high-utilizing, 
high-cost patients at each practice, 
according to Kay Werhun, DNP, 
MBA, RN, director of population 
health. Each team includes a nurse 
care manager, a social worker, a 
behavioral health practitioner, and 
a pharmacist, she adds. “Our goal 
is to add an additional level of care 
management that will concentrate 
on the next 25% of patients whose 
conditions put them at risk and 
intervene to keep them from 
becoming high risk,” she adds.

The program includes physician 
practices owned by the health system 
as well as independent practices. 

Currently, the program is in place in 
24 practices in five counties.

The program started with six 
practices that had been identified 
as being forward thinkers that were 
in the process of seeking medical 
home certification. The health 
system added new practices between 
2013 and 2014, based on the 
number of high-risk patients and/
or the number of Medicare patients. 
Lehigh Valley Health Network was 
recently approved to be a Medicare 
Shared Savings Program participant, 
according to Werhun.

Patients eligible for the program 
have five or more chronic conditions, 
three or more abnormal clinical 
indicators, are taking seven or more 
medications, and/or two or more 
emergency department visits or 
inpatient admissions within the 
last 180 days, Werhun says. “The 
health system utilizes sophisticated 
data analytics tools to identify at-
risk patients and those with a high 
probability of readmission,” she adds.

The program is hospital-based, but 
the team members spend most of their 

time in the field, Werhun says. The 
nurse care managers typically work in 
two to three practices and the social 
workers three to four practices. The 
behavioral health practitioners work 
in three practices and the pharmacists 
cover 10 practices. In larger practices 
with a high volume of patients, the 
team may be on-site up to four or 
five days a week. The clinicians rotate 
through the smaller practices.

The team provides a combination 
of telephonic and face-to-face 
interventions. The nurse care 
managers contact patients who have 
been identified as being at high 
risk within two business days of 
any hospital admission, conduct a 
comprehensive review of the patient’s 
discharge instructions, complete a 
medication reconciliation, educate the 
patients when needed, and make sure 
they have filled their prescriptions 
and have a follow-up appointment.

If the care managers identify 
barriers to adherence with the 
patient’s treatment plan, whether they 
are financial, social, or emotional, 
they refer the patient to the 
appropriate team member.

The nurse care managers also reach 
out to patients who have not been 
hospitalized but are on the high-
risk registry and refer appropriate 
patients to other team members for 
interventions.

“We try to get to the reason and 
the barriers that patients face that 
may limit their ability to adhere to 
their care plan. Frequently, there is 
a socioeconomic barrier,” she says. 
In those cases, the care manager 
will get a social worker involved to 
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help patients with applications for 
discounted and free medication, set 
up housing assistance, arrange for 
transportation, and help them access 
community organizations, she says.

There is a national shortage of 
behavioral health therapists, which 
means patients frequently have to 
wait for extended periods of time for 
an appointment, Werhun says. The 
Community Care Team’s behavioral 
health specialists provide six to eight 
free counseling sessions to patients 
who need them, bridging the patient 
to a long-term provider.

“All of these services are free to 
the patient and free to the practice. 
Our goal is to fill the gaps in care 
and reduce unnecessary utilization, 
whether it’s a hospital admission or 

emergency department usage. We 
work to help the patient understand 
their disease process and set goals to 
manage on their own,” she says.

The frequency with which the 
care managers contact the patients 
depends on patient needs. “Some 
are able to manage fairly well and 
just need an encouraging telephone 
call once a month. Others need a 
call every day to support them in 
following their treatment plan,” 
Werhun says.

The case managers develop a close 
relationship with the patients, who 
often share information they wouldn’t 
tell their physician, Werhun says. 
“Ascertaining social and economic 
determinants in a 15-minute 
appointment is very difficult. Patients 

frequently leave their appointments 
without mentioning that they have 
do not have heat, water, and food at 
home,” she says.

The Community Care team care 
managers and the inpatient hospital 
case managers are working to increase 
collaboration and share information 
by telephone and through the 
electronic medical records, Werhun 
says. “The inpatient case manager 
may know something about a patient 
that the Community Care Team 
care manager does not. By sharing 
information, everyone knows as 
much about the patient as possible 
and can provide better care and avoid 
duplicating tests or services that the 
patient received in the other setting,” 
she says.  n

New task force aims to revamp revenue cycle 
with a ‘patient-centric’ focus
Group is planning ‘financial experience of the future’

When payers, providers, 
revenue cycle vendors, 

consultants, and financial 
institutions met to discuss the 
next generation of revenue cycle 
management processes and tools, 
there was a surprising amount of 
agreement.

“It was very encouraging to 
see how quickly the participants 
coalesced around what the future 
of revenue cycle management 
should look like,” reports Pam 
Jodock, senior director of 
health business solutions for 
the Heathcare Information and 
Management Systems Society 
(HIMSS). The HIMSS’ Revenue 
Cycle Management Task Force is a 
multi-year project that’s addressing 
coming changes in the revenue 
cycle.

EXECUTIVE SUMMARY

The Revenue Cycle Management Task Force of the Heathcare Information 
and Management Systems Society is addressing the next generation 
of revenue cycle management processes and tools . Payers, providers, 
vendors, and consultants are involved .
• Front-end processes such as patient access, business analytics, and 
point-of-service collections are a key focus .
• Patient access will need new technology or updated legacy systems .
• Patients will be able to manage their care with a single portal .

“We are looking at what we 
believe the patient financial 
experience of the future should be,” 
says Jodock. “The center of that 
vision is what we are referring to 
as a healthcare information hub, 
for lack of a better term at the 
moment.”

This vision assumes that 
electronic health information will 

be freely exchanged between all 
parties. Individuals would be able 
to research their benefits, determine 
the eligible providers, schedule 
appointments, and address all their 
financial concerns upfront.

“At the end of their first visit, 
they would have the opportunity 
to sit with someone to determine 
the next step of their care, schedule 
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Hospital goes high tech, improves hand hygiene

An Alabama hospital greatly 
improved hand hygiene 

compliance and significantly 
reduced healthcare-associated 
infections (HAIs) after installing 
an automated hand-hygiene 
monitoring system.

“One surgical intensive care 
unit (ICU) kept raising the bar, 
and they’re at 100% compliance,” 

says Brenda Brazzell, RN, BS, 
lead author of the study and 
the former manager of infection 
control and employee health at 
Princeton Baptist Medical Center 
in Birmingham, AL.1

On most units that used the 
electronic monitoring technology, 
hand hygiene compliance doubled. 
Some areas achieved especially high 

rates of hand hygiene compliance, 
she says.

The surgical ICU achieved the 
optimal compliance rate due in part 
to a champion — a nurse manager 
who demanded hand hygiene 
compliance, Brazzell notes.

“She would say, ‘If you are going 
to work here, do hand hygiene,’” 
she says.

it, and also make payment 
arrangements,” says Jodock.

Front-end processes — patient 
access, business analytics, and 
point-of-service collections — are 
a key focus for the task force. 
Zubair Ansari, MHA, director of 
patient financial services at Johns 
Hopkins Medicine International 
in Baltimore, says, “With an 
increasing shift from a traditional 
managed care population to 
newer economies of scale where 
consumers are more price-sensitive 
and utilizing real-time tools and 
technology, it is imperative we 
engage patient access leaders 
throughout the country.”

Here are three key issues 
identified by the group:

• Updated technology is 
needed.

Jodock says, “It may be a matter 
of introducing new technology, 
or improving on legacy systems if 
that’s cost-prohibitive.”

• Data security is a major 
challenge. 

Today, information is not shared 
openly between payers, financial 
institutions, and providers. 
“Building those systems in a way 
that allows timely exchange of data, 
while at the same time protecting 
an individual’s personal health 

information, is going to take time 
and a lot of cooperation,” says 
Jodock.

• There is a paradigm shift 
in healthcare toward a more 
“consumer-centric” focus.

“It’s not just about the business 
needs of a particular stakeholder 
group,” says Jodock. “At the end 
of the day, we all have the same 
customers, and we are all interested 
in patient satisfaction.”

One-stop shopping

John Showalter, MD, chief 
health information officer at The 
University of Mississippi Medical 
Center in Jackson, says the patient-
centric vision developed by the 
task force will “empower patients 
to make better and more informed 
healthcare decisions, while increasing 
convenience and streamlining 
payment for healthcare services.”

The goal is for individuals to 
access all of their financial and 
health information on one site, 
without having to toggle between 
insurance carrier, provider, and 
financial institution websites as they 
do currently. Jodock says, “This 
information hub would facilitate the 
communication between the various 
parties and give the patient a one-
stop shopping experience.”

Patients search multiple portals 
to get information in bits and pieces. 
In some cases, information isn’t 
available at all to the patient. “The 
intent is to develop a revenue cycle 
management process that supports 
all players equally,” says Jodock. “It 
must focus on cost containment, 
quality improvement, and be 
consumer-centric.”

It is much harder for patients 
to access information than it is 
for providers or payers. The task 
force wants to change that level of 
difficulty.

“It shouldn’t be harder for me, as 
a patient, to access information and 
participate in the revenue cycle,” says 
Jodock.

Fee-for-service payment 
methodology is one reason it’s so 
complicated to tell patients what 
their care will cost. Because providers 
are paid on a piecemeal basis, it’s 
impossible for the payer to predict 
what the total episode of care is 
going to cost.

“But if reimbursement is more 
focused on quality of care and 
outcomes — with medical homes 
and bundled payments, for example 
— it changes the way the insurer 
pays for care,” says Jodock. “It makes 
it easier to anticipate the patient’s 
responsibility.”  n
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 nWhy case managers should be 
involved in patient safety .

 n How to choose between inpatient 
and observation .

 n Forging relationships with post-
acute providers .

 n How the bundled payment pilot is 
working .

COMING IN FUTURE MONTHS

The hospital’s automated system 
involves hand sanitizer and soap 
dispensers that contain radio 
frequency identification (RFID) 
electronic devices. Nurses and 
other patient care staff, including 
patient care assistants, unit clerks, 
radiology techs, respiratory 
therapists, and phlebotomists, 
wear neck badges that connect 
electronically with the dispensers.

“When they walk up to a hand 
sanitizer dispenser — which is 
between every patient’s room — 
they stand in front of it, fully push 
the dispenser, and it recognizes 
the dispenser, and it recognizes the 
employee,” Brazzell explains.

The dispensers have small 
screens that give information about 
the weather and tips related to 
patient care and infection control.

“It has whatever information we 
want included,” Brazzell says.

The goal is to help staff create 
the habit of hand sanitizing within 
30 seconds of entering a patient’s 
room and immediately upon 
exiting.

“If you have gloves, you remove 
the gloves, wash hands with soap 
and water, and you do this before 
you leave the room,” Brazzell says.

The computerized system 
collects information about hand 
hygiene compliance, which 
managers can use to identify 
obstacles.

The system could send alerts to 
pagers or phones when a worker 
fails to comply, but the hospital 
chose not to do this because the 
goal was to encourage and use 
positive reinforcement.

“We didn’t want to be the 
big brother looking over their 
shoulders,” Brazzell explains. 
“We wanted the information so 
we could ask them, ‘Can you tell 
me what obstacles prevented you 

from doing hand hygiene in these 
episodes?’”

Data collected about individual 
and unit hand hygiene compliance 
was used to fix obstacles and 
improve compliance.

They found that some employees 
were too short to be recognized 
by the devices’ monitors. Other 
times, workers would say their 
badge wasn’t working, but instead 
of calling for help as they were 
instructed to do, they let it go. 
Another problem was having a low 
battery.

“We had some technical errors 
and had the company come out 
to fix these,” Brazzell says. “Our 
facilities engineer can fix most 
wiring problems.”

One of the hospital’s compliance 
strategies was to create hand 
hygiene behavior change through 
the electronic system, reinforcing 
positive behavior through 
incentives such as scheduling 
benefits.

“We give staff compliant in 
hand hygiene an extra weekend 
off,” Brazzell says. “If you are in the 
excellent category of compliance 

then you might get an extra 
weekend off during a six-week 
period.”

This compliance could not be 
achieved by entering a room once 
and doing it correctly.

“There had to be a certain 
number of episodes of entry 
and exit in order to qualify,” she 
explains.

Another layer to the compliance 
efforts was monitoring by a 
prevention liaison team, Brazzell 
says.

“They monitored without 
the staff knowing someone was 
observing their hand hygiene,” she 
says.

Observation was also done in 
hospital areas that do not have the 
hand hygiene technology.

“Not all units have adopted it, 
but the units that did saw their 
compliance skyrocket,” Brazzell says.
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Hospital Report Blog

For further analysis and discussion of topics important to hos-
pital case managers and other healthcare professionals, check 
out Hospital Report, AHC Media’s award-winning free blog at 
http://hospital report .blogs .ahcmedia .com/
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CNE INSTRUCTIONS

CNE OBJECTIVES
After reading each issue of Hospital Case Management, the nurse will be able to do the 

following:

1. identify the particular clinical, administrative or regulatory issues related to the profession 
of case management

2. describe how the clinical, administrative or regulatory issues particular to the profession 
of case management affect patients, case managers, hospitals or the healthcare industry 
at large 

3. discuss solutions to the problems facing case managers based on independent 
recommendations from clinicians at individual institutions or other authorities.  

CNE QUESTIONS

1. Brian Pisarsky, RN, MHA, ACM, 

senior managing consultant 

at Berkeley Research Group, 

advises case management 

leaders to collect data on payers 

and share that data with the 

finance office when it’s time for 

a contract to be renegotiated. 

What data should they collect?
A . Denials and lack of coverage 

for post-discharge services .

B . Avoidable days .

C . Difficulties in collaboration .

D . All of the above .

2. It’s possible for a case manager to 

be coordinating the care of two 

patients with the same diagnosis 

and the same physician, but 

whose insurance provides quite 

different resources, according 

to Donna Hopkins, MS, RN, 

CMAC, vice president at Novia 

Strategies. 

A . True

B . False

3. How soon after discharge do the 

RN transitional care specialists 

at Ochsner Health System’s 

Care Coordination Center call 

patients after discharge?
A . 24 to 48 hours .

B . 72 hours .

C . Within a week .

D . Two business days .

4. What are the criteria for 

patients who are eligible for 

Lehigh Valley Health Network’s 

Community Care Team 

interventions?

A . Have five or more chronic 

conditions and/or three or more 

abnormal clinical indications .

B . Are taking seven or more 

medications .

C . Have had two or more 

emergency departments or 

inpatient admissions within 180 

days .

D . All of the above . 


