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Case Managers are Link Between 
Clinical, Financial Sides
Align with the revenue cycle team to manage reimbursement

“CASE MANAGERS 
HAVE A HUGE 

RESPONSIBILITY 
TO MAKE SURE 

THAT EVERY 
NUANCE ABOUT 
THE PATIENT’S 

CONDITION AND 
CARE IS INCLUDED 

IN THE PATIENT 
RECORD.”

Today’s hospitals have to perform a 
balancing act between the clinical 
and financial sides of healthcare, 

focusing on providing top-quality care 
while following payers’ ever-changing 
rules and regulations 
and maintaining the 
bottom line.

“Many hospitals 
operate on very tight 
margins and they 
can’t afford to lose 
revenue. If hospitals, 
especially large tertiary 
hospitals, don’t 
manage patients at the 
front door or before 
they get in the front 
door and manage 
their care throughout 
the stay, they are in 
danger of not being paid 
appropriately,” says Brian Pisarsky, 
RN, MHA, ACM, associate director at 
Berkeley Research Group, headquartered 
in Emeryville, CA.

“One of our recommendations is to 
have case managers cover all points of 
entry seven days a week and prioritize 
coverage during the busiest admission 
timeframes, at the least. It’s worth the 

financial expenditure 
to get the status right 
on admission, rather 
than waiting until the 
next day or missing 
the admission 
altogether,” he says. 
(For more on covering 
points of entry, see 
related article on page 
108.)

Getting patient 
status correct up 
front and getting 
them discharged as 
quickly and safely as 

possible has significant 
financial effects for hospitals, Pisarsky 
points out. So does starting discharge 
planning on admission, he says.

In the hospital setting, it’s case 



106   |   HOSPITAL CASE MANAGEMENT / August 2016

Hospital Case Management™, 
ISSN 1087-0652, is published monthly by  
AHC Media, LLC
One Atlanta Plaza
950 East Paces Ferry Road NE, Suite 2850
Atlanta, GA 30326. 
Periodicals Postage Paid at Atlanta, GA 30304 and at 
additional mailing offices. 

POSTMASTER: Send address changes to: 
Hospital Case Management 
P.O. Box 550669
Atlanta, GA 30355. 

SUBSCRIBER INFORMATION: 
Customer Service: (800) 688-2421. 
customerservice@ahcmedia.com. 
www.ahcmedia.com
Hours of operation: 8:30 a.m.- 6 p.m. Monday-Thursday; 
8:30 a.m.-4:30 p.m. Friday, EST.

SUBSCRIPTION PRICES: 
U.S.A., Print: 1 year (12 issues) with free Nursing Contact 
Hours or CMCC clock hours, $519. Add $19.99 for shipping 
& handling. Online only, single user: 1 year with free 
Nursing Contact Hours or CMCC clock hours, $469. 

Outside U.S., add $30 per year, total prepaid in U.S. funds. 

MULTIPLE COPIES: Discounts are available for group 
subscriptions, multiple copies, site licenses, or 
electronic distribution. For pricing information, please 
contact our Group Account Managers at Groups@
AHCMedia.com or (866) 213-0844.

Back issues: $78. Missing issues will be fulfilled by 
customer  service free of charge when contacted within one 
month of the missing issue’s date.  
GST Registration Number: R128870672. 

ACCREDITATION: AHC Media is accredited as a provider 
of con tinuing nursing education by the American Nurses 
Credentialing Center’s Commission on Accreditation.
This activity has been approved for 1.25 nursing contact 
hours using a 60-minute contact hour.

Provider approved by the California Board of Registered 
Nursing, Provider # CEP14749, for 1.25 Contact Hours. 

This activity has been approved by the Commission for 
Case Manager Certification for 1.5 clock hours. 
The target audience for Hospital Case Management™ 
is hospital-based case managers. This activity is valid 24 
months from the date of publication.

Opinions expressed are not necessarily those of this 
publication. Mention of products or services does 
not con stitute endorse ment. Clinical, legal, tax, and 
other comments are offered for general guidance only; 
professional counsel should be sought for specific 
situations.

EDITOR: Mary Booth Thomas, (marybootht@gmail.com).
MANAGING EDITOR: Jill Drachenberg
EDITORIAL & CONTINUING EDUCATION DIRECTOR: 
Lee Landenberger

Copyright© 2016 by AHC Media, LLC. Hospital Case 
Management™ is a trademarks of AHC Media. The 
trademark Hospital Case Management™ is used herein 
under license. All rights reserved.

PHOTOCOPYING: No part of this newsletter may 
be reproduced in any form or incorporated into any 
information retrieval system without the written permission 
of the copyright owner. For reprint permission, please 
contact AHC Media. Address: P.O. Box 550669, Atlanta, 
GA 30355. Telephone: (800) 688-2421. World Wide Web: 
AHCMedia.com.

EDITORIAL QUESTIONS
For questions or  comments,  

call Jill Drachenberg at  
(404) 262-5508.

managers who walk the tightrope 
between clinical accountability and 
fiscal health of the organization, 
which makes it imperative for them 
to be involved in the revenue cycle, 
says Mindy Owen, RN, CRRN, 
CCM, principal owner of Phoenix 
Healthcare Associates in Coral 
Springs, FL, and senior consultant 
for the Center for Case Management.

“The work that case managers 
do is essential to making sure that 
the coding is accurate, the bills drop 
in a timely manner, and revenue 
is coming in the door,” Owen 
says. “Case managers have a huge 
responsibility to make sure that every 
nuance about the patient’s condition 
and care is included in the patient 
record, and it’s all done correctly so 
the case can be coded appropriately,” 
she adds,

Having the case management 
department aligned with and 
collaborating with the revenue cycle 
team to manage reimbursement 

issues is integral to the financial 
health of hospitals, says Teresa 
McNulty, RN, BA, ACM, IQCI, 
director at Huron Consulting 
Group, a Chicago-based healthcare 
consulting firm.

She recommends that hospitals 
have a formal structure that 
designates how representatives 
from all the key components of the 
revenue cycle come together and 
discuss how each component can 
affect the revenue stream, she says. 
“The financial and clinical goals 
should always be integrated but, 
in some hospitals, case managers 
and the revenue cycle team are not 
connected,” she adds.

Owen recommends that 
hospitals establish a revenue cycle 
committee that meets regularly 
to discuss reimbursement issues. 
“These committees are most effective 
when they are co-led by someone 
in a management position from the 
central billing office and somebody 

EXECUTIVE SUMMARY

As reimbursement tightens and payers issue ever-changing rules, it’s essential 

for hospital case managers to be involved in the revenue cycle by managing 

patients on admission, or even before they arrive, and following them 

through their hospital stay, ensuring that payer requirements are met so the 

hospital can get appropriate reimbursement .

• Case management directors should meet regularly with representatives of 

the financial side of the hospital to discuss reimbursement issues and review 

the portion of insurance contracts that relate to the responsibilities of case 

managers .

• Case managers should cover all access points of the hospital to prevent 

denials before they occur by ensuring patients meet inpatient criteria and are 

place in the right status .

• Case managers should review every patient every day to make sure 

the days of hospitalization are authorized, that appeals are conducted 

concurrently, and that the discharge plan continues to meet the patient’s 

needs .

• Hospitals need to provide continuous education to make sure that case 

managers understand the changing payer rules and regulations to know what 

each payer requires, and how and when to appeal .
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in a management position from care 
management,” she says.

Revenue cycle meetings should 
include representatives from patient 
access, finance, billing and collection, 
information management, case 
management, contracting, the denials 
appeal team if it is a separate entity, 
and a physician, usually a physician 
advisor, who participates in clinical 
reviews, McNulty says.

Every component of the revenue 
cycle should understand how their 
area’s work affects the rest of the team, 
she adds.

For instance, if the coder has to 
wait for more information from the 
physician to record an accurate code, 
it affects the days the case stays in 
accounts receivable. If the status or 
level of care isn’t right at the point of 
entry, or the documentation doesn’t 
support it, the case may be denied.

 If case managers are not aware 
of insurance company requirements, 
they could miss a deadline for a 
continued stay review and the insurer 
could issue a technical denial. (For 
more on what case managers need to 
know about contracts, see page 111.)

Case managers play a valuable 
role in the revenue cycle, particularly 
when it comes to monitoring denials, 
identifying trends, and determining 
how to prevent the same thing from 
happening in the future, says Beverly 
Cunningham, RN, MS, consultant 
and partner at Oklahoma-based Case 
Management Concepts.

“Case managers need to be part 
of the hospital denial management 
team and work with the team to 
understand the reasons for denials 
and implement initiatives to avoid 
them,” Cunningham says. (For more 
on preventing denials on the inpatient 
side, see article on daily reviews, page 
110.)

She suggests that the case 
management department must 

analyze their denials on a regular 
basis, determine what the key issues 
are, and determine how those affect 
the revenue cycle. Produce reports 
that show denials as a whole, denials 
by category, by each component of 
the process, and then work with the 
committee to determine what each 
component of the revenue cycle needs 
to do to improve the process.

Denials should be reported to 
the utilization review committee, 
the denials management team, and 
the physician advisor, as well as 
individuals who were involved in the 
care that was denied, Cunningham 
says.

“If the hospital physician advisors 
don’t know what doctors are 
involved in denials, they can’t make 
improvements. If physicians don’t 
know they are involved in a denial, 
they also can’t make improvements,” 
she says. Case management directors 
should inform their individual staff 
members when their cases are denied 
and educate them on ways to avoid 
denials in the future, she adds.

Hospitals need to have a 
mechanism for standard reports to 
be shared across all entities. “This is 
the only way to ensure that you don’t 
leave money on the table,” McNulty 
says.

One big roadblock to sharing 
information is that in many hospitals, 
the case management software is 
separate from the software used by 
the revenue team, McNulty says. 
“All of the data may be available, 
but part of it is in the admission and 
billing software and part in the case 
management software,” she says.

In some hospitals, the finance 
department and case management 
have an antagonistic relationship, 
Cunningham says. “The finance 
people feel like case management 
isn’t doing a good job of preventing 
denials, and part of the reason is 

that there is not good integration of 
data between the two departments,” 
she says.

That’s why when hospitals get 
denials, they need to understand the 
root cause in order to prevent the 
same thing happening in the future, 
Cunningham says.

For example, the financial office 
may get a denial because of “medical 
necessity.” “There are so many reasons 
for a denial that can be lumped 
under medical necessity and some 
may not have anything to do with 
case management. For instance, the 
denial may be because the patient 
didn’t meet criteria on admission, it 
might be a delay of care, or it might 
be because the patient didn’t meet 
criteria for the intensive care level of 
care,” Cunningham adds.

In addition to looking for 
opportunities to improve hospital 
processes, case managers should track 
and trend payer issues and hold the 
payers responsible, McNulty says.

“Case managers and utilization 
review nurses should be well-versed 
in what is expected of them and share 
the information with the contracting 
team when the payer is not following 
contract requirements for review 
submission and has unrealistic 
expectations,” McNulty says.

There may be instances when the 
case management team intervenes 
with the payer and overturns 
concurrent denials prior to discharge 
without the finance team being aware 
that it happened, McNulty says.

Case management departments 
should track and trend concurrent 
denials and appeal efforts to identify 
payer issues and to capture work 
effort that went into preventing a 
denial, McNulty adds. “This data 
should be shared with finance and 
contracting so they can address issues 
with payer representatives and work 
on solutions,” she says.
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Internal collaboration is essential 
to identifying problematic payers 
and insurance issues that cause 
case management concerns. The 
case management department 
should collaborate with the finance 
and contracting departments, 
Pisarsky says. He recommends case 
management directors be on the list 
of leaders who review every contract 
as well as meet regularly with financial 
representatives to talk about issues, 
common contract verbiage, and give 
input into any pending contracts.

“The case management director 
and the team have a lot of valuable 
information to provide in contracting. 
They should be directly involved in 
the contracting process and part of 
an ongoing conversation with payer 
representatives,” McNulty says.

When case managers are at the 
table as the contracts are developed, 
they often can point out problematic 
language, Owen says. For instance, 
insurers may require a concurrent 
review within 24 hours of admission. 

But nobody will be at the payer 
office on weekends to accept the 
information, so they end up denying 
the care on a technicality, Owen says.

“If case managers are not at the 
contracting table, there’s nobody to 
make sure that the contracts aren’t 
asking the impossible,” Owen says.

In her role as an interim case 
management senior director at 
a large academic medical center, 
Owen has worked with the 
contracting department to get case 
managers involved in that part of 
payer contracts that affects the case 
management process.

“I told them I don’t need to look 
at all 70 pages of legalese, but I do 
need to know what’s related to care 
management and what the care 
management team is accountable for,” 
she says.

Contracting staff routinely do not 
realize why case management input is 
so critical, Owen says. “The director 
of case management should be able to 
articulate why case management has 

to be involved in contracting in a way 
that people with a legal and financial 
responsibility can understand,” she 
says.

Owen recommends that case 
management directors make their case 
by focusing on denials.

“Any time you talk about denials, 
you’re talking about having to redo 
what has been done in the first place. 
It adds another layer of staffing, 
another layer of inefficiency, and 
the hospital can’t expect to get the 
revenue back in a timely fashion,” she 
points out.

Case management directors should 
point out that when contracting 
and case management work together 
on an effective contract with 
requirements that case managers and 
utilization management nurses can 
meet, the hospital won’t have as many 
denials.

“It all revolves around the financial 
piece, and that’s the approach case 
management directors have to take,” 
she says.  n

Take a Proactive Approach to Managing Denials 
Before They Occur
Case managers should cover every access point

If hospitals are doing only denials 
management and not avoiding 

denials up front, they’re already 
behind, says Beverly Cunningham, 
RN, MS, consultant and partner at 
Oklahoma-based Case Management 
Concepts.

“Hospitals have to start managing 
potential denials before admission or 
on admission, and this means that case 
managers should be involved in the 
revenue cycle from pre-admission to 
post-discharge denials management. 
Anybody who avoids denials during 

the pre-admission or admission process 
is an important part of the revenue 
cycle,” she says.

Case managers should cover all 
access points in the hospital — the 
ED, surgery, the transfer center, and 
direct admissions — to make sure the 
status is correct up front and insurance 
authorization is completed, says Brian 
Pisarsky, RN, MHA, ACM, associate 
director at Emeryville, CA-based 
Berkeley Research Group.

Smaller hospitals can combine 
the roles, Cunningham says. For 

instance, the ED case manager might 
function as the transfer center case 
manager or the access case manager. 
“All of these case managers should be 
denials management experts, and their 
responsibilities are to prevent denials 
up front,” she says.

It is the responsibility of case 
managers and multidisciplinary teams 
at all points of entry and on the unit 
to make sure the hospital is following 
the requirements of the insurance 
companies and getting approval at the 
specified times, Pisarsky adds.
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When patients have scheduled 
surgery, are being transferred from 
another hospital, or admitted from 
the community, case managers should 
review the cases before patients 
arrive or as quickly as possible after 
admission to review medical necessity, 
appropriate status, and expected 
financial reimbursement, Pisarsky 
says.

At one time, pre-admissions 
responsibilities meant only that the 
patient access staff notified payers and 
obtained authorization for admissions, 
Cunningham says.

“That part is still their 
responsibility, but in today’s healthcare 
environment it is critical that we get 
the patient in the right level of care, 
and this means case managers need 
to be involved before the patient 
arrives at the hospital or at the time 
of admission for urgent and emergent 
admissions,” Cunningham says.

Case managers should be assigned 
to review orders of patients scheduled 
for surgery or those coming from the 
physician office and intervene if there 
are problems.

For instance, a surgeon may want 
to admit a patient who lives 100 miles 
away the day before surgery. In that 
case, the case manager can work on 
alternatives, such as arranging a hotel 
room for the patient. “If necessary, 
it would be cheaper for the hospital 
to pay for a hotel room rather than 
keep the patient overnight in a patient 
room when it won’t get paid for the 
first day of the stay,” she says.

The case manager could inform 
the family that insurance won’t cover 
the pre-surgical stay or, for Medicare 
patients, give them a pre-admission 
Hospital Issued Notice of Non-
Coverage (HINN).

Perioperative case managers are 
critical to making sure patients are 
ready for surgery, that the discharge 
planning is done, and that patients 

are placed in the right level of care, 
Cunningham says.

Cunningham tells of an incident 
when a patient scheduled for same-
day surgery told the case manager 
during a pre-surgery call that he 
was planning to drive himself home 
because he didn’t have a ride. The 
surgery was postponed until he could 
have someone accompany him and 
drive him home.

“If the case manager hadn’t called, 
the hospital would have had to keep 
the patient overnight without being 
reimbursed for the overnight stay 
in addition to the patient taking up 
a bed that would be occupied by a 
paying patient,” Cunningham says.

Before patients arrive for surgery, 
case managers should make sure 
patients are authorized for inpatient or 
outpatient procedures, Cunningham 
adds. “More HMOs are requiring 
pre-certification for outpatient 
procedures,” she says.

Perioperative case managers should 
make sure there is not an automatic 
plan to keep same-day surgery patients 
overnight, Pisarsky adds. Hospitals 
should have a process in place so that 
when Medicare beneficiaries have 
surgery, the case managers should 
check the inpatient-only list and make 
sure the order is correct prior to the 
procedure.

It’s important to screen all surgical 
and procedure patients for potential 
post-procedure complications before 
the patient comes in the door, even if 
it’s an outpatient procedure, Pisarsky 
says.

Pisarsky recommends working 
with the pre-admission testing area 
to make sure they ask appropriate 
questions, such as where the patients 
plan to go after surgery, how they are 
going to get there, and who will take 
care of them at home.

“Case managers may not be the 
ones to ask the questions, but the 

answers can alert them that they need 
to take a deeper look at a patient,” he 
says.

Large hospitals that receive a lot of 
transfers should have a case manager 
in the transfer center to triage transfer 
patients to make sure they meet 
admission criteria and are admitted in 
the right level of care, Cunningham 
says.

The transfer center case manager’s 
role should be to review the patients 
being transferred to ensure that the 
care they need cannot be provided 
at the transferring facility, whether 
the patient’s insurance will cover 
care at that hospital, and that they 
are placed in the right level of care. 
Patients transferred from an outlying 
ED would be accepted under the 
Emergency Medical Treatment and 
Labor Act (EMTALA), Cunningham 
adds.

For instance, a patient in a smaller 
hospital may be in the ICU, but 
that doesn’t necessarily mean they 
need to go directly to the ICU. 
The telemetry unit may be a more 
appropriate placement, Cunningham 
says. “Commercial payers or Medicare 
HMOs may agree that the patient 
meets inpatient criteria, but may deny 
the intensive care unit level of care,” 
she adds.

Medicare has specific rules around 
patient transfers, Pisarsky points out. 
If the patient needs to be in a higher 
level of care, such as the ICU, case 
managers should make sure the orders 
and the documentation in the medical 
record reflect it, he adds.

Make sure the hospital has a 
transfer agreement specifying that 
the transferring hospital will accept 
patients back once their treatment is 
complete, Pisarsky suggests.

Case managers in the emergency 
department have an essential role 
to play, Pisarsky says. They prevent 
denials by working with physicians 
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to see that patients are in the right 
status and level of care. They can 
prevent admissions and readmissions 
by lining up post-discharge services 
and facilitating referrals to post-acute 
providers to prevent an acute care 
admission, and start the assessment 
process for patients who are being 
admitted. (For more information on 

ED case management, see the July 2016 
issue of Hospital Case Management.)

Pisarsky recommends that case 
managers talk with the family while 
the patient is still in the ED, discuss 
the expected length of stay, and begin 
assessing for post-discharge needs.

“Many times, the initial chance case 
managers get to see family members is 

in the emergency department. Talking 
to family members before admission 
is the best way to get patients to the 
appropriate level of care as quickly 
as possible when they are ready to be 
discharged, and avoid keeping patients 
another day while the case managers 
play catch-up after the admission,” he 
says.  n

Review Every Patient, Every Day to Ensure 
Appropriate Reimbursement
Make sure payer requirements are followed

When case managers concentrate 
only on getting the patient 

status right up front and then review 
only selected patients and review 
them every few days, it’s likely to have 
a big effect on the financial health 
of the hospital, says Brian Pisarsky, 
RN, MHA, ACM, associate director 
of Emeryville, CA-based Berkeley 
Research Group.

“If case managers don’t manage 
the care of every patient every day, 
there is a potential for a longer stay 
and with many payers, it could have 
an adverse effect on the bottom line,” 
Pisarsky says.

In addition to ensuring 
appropriate reimbursement, it’s a 
matter of practicality to review every 
patient every day when appropriate, 
Pisarsky says. “Depending on the 
patient’s clinical condition these 
reviews can be done with less 
frequency, but reviewing the patient 
on day one and not reviewing them 
again during the entire stay is not 
the best practice and it definitely has 
financial implications,” he says.

Case managers should make sure 
while the patient is still in the hospital 
that the days of hospitalization are 
authorized, that any appeals are 
conducted concurrently, and that all 

of the contractual requirements of 
the payers are being followed, says 
Beverly Cunningham, RN, MS, 
consultant and partner at Oklahoma-
based Case Management Concepts.

For instance, when a patient’s 
status changes from observation to 
inpatient, most commercial, managed 
Medicare and Medicaid payers require 
notification.

Concurrent denials management 
makes it imperative for case managers 
to have an effective internal physician 
advisor, Cunningham says.

For instance, a physician advisor 
can encourage the attending 
physician to participate in a 
concurrent appeal of a denial within 
the timeframe specified by the payer. 
If the denial is issued on Monday 
shortly before a new hospitalist team 
comes in, the incoming hospitalist 
may want to delay the denial until 
the first team returns, potentially 
missing the insurer’s deadline. 
That’s where an intervention 
by the physician advisor can be 
valuable, Cunningham says. (For 
more information about forging a 
relationship with physician advisors, see 
the June 2016 issue of Hospital Case 
Management.)

Case managers should conduct 

a discharge assessment and start 
working on a discharge plan for every 
patient within 24 hours of admission, 
Pisarsky says.

The proposed discharge planning 
guidelines CMS developed for the 
Medicare Conditions of Participation 
would require a discharge plan for 
many patients that in the past would 
not have required an intervention, 
Pisarsky points out.

“If Medicare requires it, most 
commercial plans are likely to adapt 
these requirements quickly. Timely 
discharge planning can prevent 
patients from spending extra days 
in the hospital, which benefits the 
insurer and the patient,” he adds.

After the discharge planning is 
complete, case managers should 
continue to manage every patient, 
Pisarsky says. “Don’t jump to 
the conclusion that patients with 
uncomplicated diagnoses don’t need 
case management. Just because 
the last 25 similar cases have been 
routine doesn’t mean that the next 
case will also be predictable,” Pisarsky 
says.

It’s not uncommon for patients 
to come in for a simple procedure 
and develop some issue that requires 
more treatment or post-discharge 
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services, he says.
“For instance, a surgical patient 

may have unexpected complications 
and need to be placed in observation 
or admitted. Case managers need to 
manage those patients in real time, 

rather than coming in the next day 
after the hospital has provided 16 
hours of free care to the patient 
because the status is wrong,” he says.

“The discharge plan for some 
patients may seem simple until the 

case manager finds out they are 
locked out of their apartment and 
now homeless, or there’s nobody to 
take them home. A routine patient 
can turn into an absolute financial 
disaster,” he says.  n

Know the Payer Rules to Maximize 
Reimbursement
Find out what’s covered, what’s not

In today’s world, it is imperative 
for the case management director 

to make sure the case management 
staff receives continuous training 
and education around payer rules 
and regulations, and the financial 
implications of what they do, says 
Mindy Owen, RN, CRRN, CCM, 
principal owner of Phoenix Healthcare 
Associates in Coral Springs, FL, and 
senior consultant for the Center for 
Case Management.

“Case managers’ daily 
responsibilities include managing 
within the Medicare Conditions of 
Participation, variance in Medicaid 
plans, third-party payer contracting, 
and a large number of patients 
who are self-pay, foreign nationals, 
or indigent. That’s why the case 
management director needs to have a 
fully formulated training plan to make 
sure the staff knows the current payer 
requirements,” Owen says.

Owen points out that, on average, 
hospitals receive close to 50% of 
their revenue from Medicare, and a 
large portion of revenue comes from 
Medicaid.

“Case managers need to be aware of 
state and federal regulations and work 
with the revenue cycle team to ensure 
timely revenue collection,” she says.

Commercial insurers’ rules and 
regulations present another challenge, 
adds Brian Pisarsky, RN, MHA, 

ACM, associate director at Berkeley 
Research Group, headquartered in 
Emeryville, CA. He recommends 
developing common language for 
insurance contracts so the rules around 
certification, appeals, and denials will 
be consistent.

For insurers that don’t agree to 
common language, case managers 
should have a contract grid that 
includes pertinent payer information 
such as how often the reviews are 
required, what criteria to use, phone 
numbers for the case managers at the 
insurance company, what post-acute 
providers are in the insurer’s network, 
and other information, suggests Teresa 
McNulty, RN, BA, ACM, IQCI, 
director at Huron Consulting Group, 
a Chicago-based healthcare consulting 
firm.

Case managers also need to know 
if patients are part of a bundled 
payment arrangement or a value-based 
purchasing agreement, Pisarsky says.

“This is becoming a bigger concern 
and it’s not always easy to determine,” 
he adds. For instance, if a patient falls 
within a bundled payment, the case 
managers need to know that this may 
affect discharge planning options.

Case managers need to understand 
what is and isn’t covered so they can 
inform families they may receive a bill 
for services that are excluded. “Case 
managers don’t need to know the exact 

dollars and cents the patient may owe; 
however, they need to tell them that 
certain services may not be reimbursed 
so the family won’t be blindsided when 
they get the bill,” Owen says.

A big challenge for case managers 
is knowing the language in each 
contract concerning the appeals 
process, including whether the hospital 
can appeal denials concurrently, says 
Beverly Cunningham, RN, MS, 
consultant and partner at Oklahoma-
based Case Management Concepts.

“Case managers don’t need to know 
contract details such as how much the 
hospital is paid or what constitutes an 
outlier. What they do need to know is 
when and how to appeal and the time 
requirement for clinical information,” 
Cunningham adds. For instance, some 
insurers require concurrent appeals 
within 24 hours of being issued, which 
means case managers have to get the 
physician involved quickly.

Until hospital case managers know 
what is in the contract, case managers 
at the insurance company can tell 
them anything, Cunningham says.

One of the biggest issues is payers’ 
lack of timely responses to information 
provided by case managers, McNulty 
says.

For instance, there may be a 
significant delay in authorization after 
the case manager submits a clinical 
review or the payer may issue a denial 
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of a concurrent stay after the patient 
has been discharged from the hospital, 
which limits the ability of the case 
management team to concurrently 
appeal the case and facilitate timely 
payment rather than a prolonged 
appeal process after billing.

“There is a lot of variability 
in payer requirements and 
sometimes they ask for things that 
are unreasonable,” she says. For 
instance, a payer case manager may 
arbitrarily issue denials if the reviews 
aren’t received by 3 p.m., but the 

requirement is not in the contract.
“Case managers and utilization 

review nurses should be well versed in 
what is expected of them and share the 
information with the contracting team 
when the payer is being unrealistic,” 
she says.  n

CMS Issues Temporary Halt to Short Stay Reviews
Agency plans to re-educate the QIOs

Faced with concerns from providers 
and apparently inconsistent 

education being provided by the 
Beneficiary and Family Centered Care 
Quality Improvement Organizations 
(QIOs), CMS temporarily suspended 
reviews of short hospital stays and 
ordered the QIOs to re-review every 
denial issued since they took over the 
reviews.

Beginning Oct. 1, 2015, CMS 
shifted the enforcement of the Two-
Midnight Rule from the Medicare 
Administrative Contractors (MACs) 
to two Beneficiary and Family-
Centered Care Quality Improvement 
Organizations (QIOs), Livanta and 
KEPRO. The QIOs are responsible 
for conducting reviews of hospital 
inpatient claims for stays of less than 
two midnights to determine if they 
are appropriate for payment under 
Medicare Part A.

The reviews were suspended in 
May in order for CMS to re-educate 
the QIOs to promote consistent 
application of the medical review of 
patient status for short hospital stays, 
according to a CMS announcement. 
CMS announced in the statement that 
it expects the suspension to last 60-90 
days.

At an Open Door Forum in early 
June, CMS indicated that it issued the 
suspension for a number of reasons 
and gave few details, reports Steven 
Greenspan, JD, LLM, vice president 

of regulatory affairs for Executive 
Health Resources, a Newtown Square, 
PA, healthcare consulting firm.

“One reason was overall provider 
concern, but CMS didn’t elaborate. 
We have heard from smaller hospitals 
that have been put into the major 
category when they had only three 
denials,” Greenspan says.

When CMS announced the audits, 
it stated that hospitals with a denial 
rate of more than 20% would be 
placed in the “major category” and 
must receive a mandatory educational 
session with the QIO. If the problem 
persists, the QIO can refer the hospital 
to the Recovery Auditor program. 
CMS released a statement that well 
over half of the hospitals audited by 
the QIOs have enough denials to 
qualify as being of moderate or major 
concerns.

The problem is, Greenspan says, 
small hospitals with only a few denials 
may fall into that category.

Hospitals have also complained 
that they were denied payment 
when the case clearly met InterQual 
criteria, adds Kurt Hopfensperger, 
MD, JD, senior medical director of 
audit, compliance, and education at 
Executive Health Resources.

When the reviews began, CMS 
stipulated that a nurse from the 
QIO review the case using InterQual 
criteria. If it didn’t meet criteria and 
the nurse couldn’t use his or her 

clinical judgment to make a decision, 
the case would be referred to a 
physician, Hopfensperger says.

CMS representatives also stated 
during the Open Door Forum that 
some of its staff sat in on educational 
sessions provided to hospitals by a 
QIO and apparently didn’t like what 
they heard, and that the QIOs were 
providing inconsistent education, 
Greenspan says.

“There is a real controversy over 
what represents a truly valid stay of 
two midnights,” Hopfensperger says. 
He points out that the timeframe 
for the stay does not begin until the 
order to admit is written. However, 
if a patient is receiving observation 
services, even in a bed on the unit, or 
spends time in the ED, the surgical 
area, or another treatment area without 
an inpatient admission order, that 
period of time does count toward the 
two-midnight benchmark.

CMS has issued guidelines in the 
form of a flowchart that shows the 
way it believes the QIOs should be 
reviewing cases, Greenspan says. (The 
guidelines flowchart can be found at: 
http://bit.ly/29cNuc2.) He suggests that 
case managers familiarize themselves 
with CMS guidelines, which show 
the steps the QIOs should take in 
approving or denying the case.

According to the guidelines, if 
a stay of less than two midnights 
for something that is not on the 



112   |   HOSPITAL CASE MANAGEMENT / August 2016 HOSPITAL CASE MANAGEMENT / August 2016   |   113

Inpatient Only List or is not a “rare 
and unusual” exception (at present 
only mechanical ventilation), the 
QIO should establish whether 
the medical record supports the 

admitting physician’s determination 
that the patient required inpatient 
care despite not meeting the two-
midnight benchmark. The guidelines 
say the admission should be based 

on complex medical factors such as 
patient history and comorbidities 
and current medical needs, severity of 
signs and symptoms, and risk of an 
adverse event.  n

Case Management-Revenue Cycle Partnership 
Pays Off
Regular meetings focus on ways to improve processes

At Saint Francis Hospital in 
Hartford, CT, the revenue 

cycle team is a strong partner of case 
management, reports Beth A. Greig, 
RN, MSN, MBA, ACM, director of 
case management, healthcare value, and 
efficiency at the 617-bed hospital.

“We meet on a regular basis with 
the revenue cycle team and work very 
closely to make improvement in our 
processes,” Greig says.

Saint Francis has case managers in 
the ED who conduct utilization review 
and work with the physicians on patient 
status and social workers who support 
patients with community needs. On 
the inpatient side, the case managers 
are responsible for care progression 
and transition planning. There are 
three utilization management nurses 
who are assigned by payer and assisted 
by a three-person support staff. The 
department has a dedicated team of 
physician advisors who are on site and 
available to assist the case managers and 
utilization review nurses, Greig says.

Case management representatives 
attend weekly complex case meetings 
and bi-weekly denials meetings with 
representatives from the revenue cycle 
team. In addition, the utilization 
management staff works closely with 
patient access and billing to ensure that 
the case is paid at the right level of care. 
The utilization management nurses 
also work with the benefit specialists 
to clarify insurance verification and 

to make sure authorization has been 
obtained for elective cases.

“We recognize that care progression 
and length of stay are revenue issues. 
We want to be as efficient as we can in 
managing length of stay so the hospital 
can be paid appropriately for the services 
we provide. Our department makes 
sure we have the right level of care for 
each patient when they were admitted 
and that we follow the rules for each 
payer to maximize reimbursement. 
Then we track any trends in denials 
and look for ways to improve,” says 
Caroline Segovia-Marquez, RN, BSN, 
MBA, ACM, RN manager for case 
management. (For a look at the hospital’s 
initiative that cut length of stay by about 
half a day, see related article on page 114.)

The weekly complex case meetings 
are attended by the director of patient 
accounts, the manager for financial 
counseling, the social work manager 
for case management, the RN manager 
for case management, and the case 
management physician advisor. The 
meetings are led by the social work 
manager for case management.

Complex cases are identified in 
weekly high length-of-stay meetings 
during which the case managers and 
social workers present all cases with a 
length of stay of four days or more to a 
team led by the social work manager for 
case management. Appropriate cases are 
escalated to the complex case meetings.

During complex case meetings, the 

team focuses on patients with complex 
medical and social needs who have 
no payer source. They discuss what is 
happening clinically with the patient, 
what barriers are to discharge, and 
brainstorm ways to move the patient 
through the continuum, says Suzanne 
Sullivan, LCSW, ACM, social work 
manager for case management.

Funding is often a barrier to 
discharge, she adds. Patients may be 
undocumented immigrants, people 
who are homeless, or patients who have 
exhausted their Medicare skilled nursing 
benefit but still need that level of care.

“The meetings help us look at all the 
options for moving the case along early 
in the stay. If we didn’t take a proactive 
approach to these patients, they might 
have an extended stay,” Sullivan says. 
“We look at whether patients with no 
funding would qualify for Medicaid or 
assistance from a charitable organization 
or community agency. When the 
patients need care that can be provided 
in another venue, we discuss how to 
share the risk with other related entities 
and get the patients the care they need.”

The following are some solutions the 
team developed:

• The hospital administration paid to 
fly a patient with no payer source back 
to her home country for dialysis.

• In another case, the team facilitated 
the transfer of a stroke patient who 
needed intense rehabilitation to the 
health system’s rehab hospital. The 
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patient had a supportive family but no 
insurance. The team also coordinated 
an agreement between the hospital 
and an infusion company to provide 
services for patients who did not 
have the benefit in order to facilitate 
discharges.

The team continuously works with 
financial counseling to prioritize cases 
that meet the eligibility requirements 
for Medicaid and assist the patients 
in applying. “This supports not only 
payment for hospitalization but also 
supports the services needed post-
discharge,” Greig says.

A denials team, including the 
director of patient accounts, RN 
manager for case management, patient 
accounts denials manager, manager 
for patient access, and the case 
management physician advisor, meets 
biweekly. The team reviews the denials 
list by payer and type, looking for 
trends and areas for improvement.

For example, the team found 
instances where patient access did not 
correctly identify the type of Medicare 
payer — traditional Medicare or 
Medicare Advantage — and the 
receiving facility was denied the first 

day of care. The Medicare Advantage 
payer was not notified to authorize the 
day as required.

“For case management staff 
arranging for a transition to a 
skilled nursing facility, having this 
information is significant because the 
benefits and network of providers are 
very different for these types of plans,” 
Segovia-Marquez says.

Based on the team’s findings, the 
director of patient access re-educated 
the staff on how to determine the 
correct type of Medicare plan, she 
adds.

The case management team 
constantly analyzes trends on a case-
by-case basis and takes steps to make 
changes that will ensure the hospital is 
paid appropriately.

For instance, the team reviews an 
electronic list of reports of Medicare 
short stay inpatients to determine if 
the patient meets Medicare rules for 
inpatient status. They look at whether 
the patient qualified through the 
benchmark criteria, had a procedure 
on the Medicare Inpatient Only list, 
or experienced an unexpected recovery. 
“Physician advisors participate in the 

final determination around these cases. 
Review of these patients is important 
from a revenue cycle perspective to 
make sure the organization is billing 
appropriately and is compliant with 
Medicare regulations. This process also 
helps to minimize the hospital risk 
around payer audits,” Greig says.

The utilization management 
case managers review the cases of 
observation patients frequently 
throughout the day. An electronic 
work queue alerts the staff of all 
patients in the hospital under 
observation status, along with their 
length of stay on an hourly basis. The 
case manager proactively identifies and 
acts on cases that can be promoted to 
inpatient status.

“If we find that one provider 
consistently places patients in the 
wrong status, we provide education 
through our physician advisors,” 
Segovia-Marquez says.

“Constant vigilance around this 
process is an important activity that 
assists the revenue cycle team and 
the hospital in ensuring that the 
organization is paid for the care given,” 
Greig says.  n

Project to Improve Throughput Cut Length of 
Stay, Helped Bottom Line
Hospital adjusted its contracting status

A quality improvement project to 
shorten lengths of stay and improve 

throughput from the ED at Saint 
Francis Medical Center in Hartford, 
CT, decreased the length of stay by more 
than half a day from November 2015 
through May 2016.

The initiative was a collaboration 
between the case management 
department and nursing, with the help 
of an external consultant.

The revenue cycle area found that 

because of the resulting decrease in 
length of stay, they had to alter their 
contracting strategy and accelerate 
negotiation on any remaining per-diem 
contracts, says Beth A. Greig, RN, 
MSN, MBA, ACM, director of case 
management, healthcare value, and 
efficiency.

“While many of the insurance 
companies paid their hospital under 
a DRG, or case rate structure, there 
still were some insurance companies 

that paid the hospital on a per-diem 
structure. Decreasing length of stay 
under the per-diem payment structure 
was a concern and action was taken to 
minimize risk,” she adds.

“In the end, reducing length of stay 
does allow you to impact the revenue 
cycle in a variety of ways and the overall 
impact is based on the hospital strategy 
and market,” Greig says.

The initiative also reduced excess 
days by 5,869 from November through 



114   |   HOSPITAL CASE MANAGEMENT / August 2016 HOSPITAL CASE MANAGEMENT / August 2016   |   115

 n Reports from bundled payment 
participants

 n Collaborating beyond hospital 
walls

 nWhat are the Recovery Auditors 
up to now?

 nWhy ethics matter

COMING IN FUTURE MONTHS

May. To determine the total excess 
day opportunities, the team calculated 
the excess days for each discharge by 
comparing the actual length of stay to 
a benchmark (the national Medicare 
geometric mean length of stay for 
that DRG). The excess days for each 
discharge were then added together to 
determine the baseline opportunity, 
Greig explains. “This calculation occurs 
on an ongoing basis to track progress,” 
she adds.

In late 2015, patient boarding in the 
ED for admitted patients was a concern 
and the hospital launched an initiative 
to decrease length of stay and improve 
patient throughput. Among the changes 
the team proposed were assigning 
hospitalists to a dedicated unit and 
improving care progression rounds by 
expanding the participants and assigning 
nursing a leadership role.

“We had always had rounds, but the 
role of nursing was not in the forefront. 
We made a decision as an organization 
that nursing lead the rounds, and we 
created a script for them to follow when 
they discuss each patient,” Greig says.

Participants in the rounds include 
hospitalists, case managers, clinical 
coordinators, social workers, physical 
therapists, and clinical documentation 
improvement specialists. The clinical 
documentation specialists attend the 
rounds to help determine the target 
length of stay for each patient, based on 
the Medicare geometric mean length of 
stay national benchmarks.

“Many members of the team didn’t 
realize that a target length of stay 
could be assigned to each patient. We 
incorporated it into our rounds so that 
the nurse may say, ‘this patient is on day 
2 of a 4.2-day target length of stay.’ Now 
the team is aware of the target length 
of stay for an individual patient and 
can use the target as a guideline as they 
discuss the patient’s progression,” Greig 
says.

During rounds, the team discusses 

the patient’s clinical progress, quality 
metrics, barriers to discharge, and the 
target length of stay. The team set a 
goal of discharging as many patients as 
possible by noon.

Each patient is assigned a color-
based status as the team discusses them. 
Patients in green status are expected to 
be discharged the next day. The team 
also identifies patients who can be 
discharged by noon. Yellow means the 
patient will be discharged in 24 to 48 
hours. Patients whose stays are expected 
to exceed 48 hours are assigned a purple 
status.

The team places colored magnets on 
the white board on the unit, alerting the 
nurse from the evening shift to make 
patients in green status a priority and 
take care of all the discharge needs, such 
as completing patient education and 
developing a transportation plan with 
the patient and family.

“The entire team is engaged in 
working with the patient and family and 
lining up whatever is needed to make 
sure the patient can be discharged by 
noon. If the patient is going to a skilled 
nursing facility and the transportation 
is late, it’s a recipe for disaster. If 
patients are discharged to home at 6 
p.m. and their pharmacy is closed, 
they can’t get their prescriptions,” says 
Caroline Segovia-Marquez, RN, BSN, 
MBA, ACM, RN manager for case 
management.

The project started on the 
medical units. The hospital assigned 
hospitalists to each of three major 
medical units so the patients would 
have care from the same team and 

could participate in rounds.
“In the past, we might have had a 

20-bed medical unit and 13 providers 
making it difficult for case managers 
to succeed in coordinating care. When 
we localized the hospitalists, it had a 
dramatic impact,” Greig says. When the 
initiative started in December 2015, 
only 5% of the patients were discharged 
by noon. By June, the percentage was 
close to 20% for the hospital overall and 
some units exceeded 30% on a monthly 
basis.

“The length of stay dropped 
significantly in a short period of time, 
leading us to implement the process 
in every patient area. We have room 
for improvement, but we are making 
progress,” she adds.

The process has allowed the hospital 
to improve the boarding time in the ED 
for admitted patients, Greig says. “Back 
in October 2013, the average boarding 
time in the emergency department was 
more than three hours. By the end of 
May this year, it had dropped to an 
average of 140 minutes. While we had 
previously taken some action to reduce 
boarding time, with this initiative it has 
dropped to an average of 140 minutes as 
of the end of May 2016. By making sure 
patients are moved to their units quickly, 
we can begin patient care in a timely 
manner which contributes to reducing 
length of stay,” she says.

“This is one example of how case 
management and length of stay intersect 
with finance and reimbursement. We’re 
still working on ways to continue to 
be more efficient, but we’re closing the 
gap,” she adds.  n
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CE INSTRUCTIONS

CE 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.  

CE QUESTIONS

1. According to Beverly 

Cunningham, RN, MS, 

consultant and partner with 

Case Management Concepts, 

case managers need to be 

part of the hospital denial 

management team and work 

with the team to understand 

the reasons for denials and 

implement initiatives to avoid 

them.

A . True

B . False

2. Brian Piskarsky, RN, MHA, CCM, 

associate director at Berkeley 

Research Group, suggests that 

case managers should conduct a 

discharge assessment and start 

working on a discharge plan 

for each patient at what time 

during the hospital stay?

A . The same day of the admission .

B . Within 24 hours of admission .

C . Within 48 hours of admission .

D . At least one day before 

discharge .

3. According to Mindy Owen, RN, 

CRRN, CCM, principal owner of 

Phoenix Healthcare Associates, 

what percentage of revenue 

does the average hospital get 

from Medicare?

A . Nearly 50% .

B . Between 30% and 40% .

C . About 48% .

D . More than half .

4. Under the Two-Midnight Rule, 

what denial rate for short 

inpatient stays places hospitals 

in the “major category” and 

means they must participate in 

an educational session with the 

QIO?

A . 50%

B . 40%

C . 30%

D . 20%


