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Partner with inpatient
physicians to achieve your
case management goals
Number of hospitalist facilities indicate rapid growth

Imagine having at your disposal a group of
physicians whose goals mirror yours, who are
as committed as you are to creating efficiencies

in patient care, and who support case management
efforts with more than lip service.

For case managers who’ve endured years of
adversarial relationships with attending physicians,
that description may sound like a fantasy. But in a
growing number of facilities, hospital-employed
inpatient physicians, or hospitalists, are bucking the
old trend of physician resistance to case manage-
ment tools and concepts. 

Many hospitals have found that establishing a
partnership between case managers and hospital-
ists can help lower length of stay (LOS), cut costs,
and increase patient satisfaction.

Since coming onto the scene in the early 1980s,
hospitalists have changed the way many facilities
practice acute inpatient care and have aligned the
physician’s goals better with those of the hospital
case manager, says Toni G. Cesta, PhD, RN, FAAN,
director of case management at Saint Vincents
Medical Center in New York City. 

“There’s a better alignment between case man-
agement and the hospitalist than with an outside
attending physician,” she explains. “Sometimes
with a private attending [physician], his income is
generated by how many times he visits the patient
in the hospital, so you have a mismatch of incen-
tives: The case manager’s trying to shorten [LOS],
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and the attending [physician is] not. It can be
kind of a war with them.

“The other thing that plays into a private
attending [physician] is that he may have a long-
standing relationship with the family or the
patient,” Cesta says. While that can be a good
thing in many instances, it also can stand in the
way of a case manager’s initiatives if the family
says, “Oh, can’t Mom stay just one more day?”
The private attending physician might allow it, to
avoid jeopardizing the relationship, Cesta says.

But case managers working with hospitalist
physicians can be a natural fit, according to
Mark Williams, MD, FACP, president-elect of
the National Association of Inpatient Physicians
(NAIP), and director of the hospital medicine
unit at Emory University School of Medicine in
Atlanta. 

“Both [case management and the hospitalist
movement] came into being to improve patient
care overall and to improve quality of care, as
well as efficiency in the hospital,” he explains.
“We’re all targeted toward the same thing: mak-
ing sure the patient gets in and out of the hospi-
tal, gets properly educated, and gets efficient
care.”

Perhaps the only obstacle between the two, in
Williams’ estimation, is one that happens across
the board in acute care — physicians thinking the
patient needs to stay in the hospital longer for
medical or social reasons. 

“But the case managers have tremendous pres-
sure placed on them by administration to get
patients out. I don’t think that conflict is unique
to hospitalists; it’s a conflict of physicians and
managed care,” he adds.

Robert Saulters, MD, director of the Jackson
(MS) Medical Clinic and a hospitalist at Mississippi
Baptist Medical, part of the Baptist Health System,
says he entered the practice as a way to take care of
sick people, “instead of the worried well” in his
private practice. His 500-bed facility employs three
inpatient physicians, whose goals for the hospital
include reduced LOS and more efficient use of
resources. “Also, there’s a decrease in the lag time
between the test result and the next step,” he says. 

Saulters says his relationship with case man-
agers works well. Patients at Baptist who will be
under the hospitalist’s care are admitted to the
same ward or unit if possible, and a specific case
manager is dedicated to each floor. “We want our
own case managers,” he explains. “We have
started a conference once a week where we go
over all the patients in a meeting with the case
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manager. We’re working on a model where we
work a little more closely with them.”

Be the information source

In their model, the case manager serves as an
information source, notes Jessylen Jackson, RN,
BSN, CCRN, a nurse case manager at Baptist. Her
work strategy involves an initial assessment “to
identify what’s wrong, and figure out what to do
for discharge planning,” she says. “Then I try to
follow the labs and X-rays so I can let the doctor
know, when he comes up [to the floor]. It helps
them, because as hospitalists, they do have a lot
of patients.” 

Often, they have other patients not on
Jackson’s floor; however, she explains, unlike
working with a private attending physician, “I
know I’m going to see him during the morning
for some extended period of time.”

At the same time, Jackson says case manage-
ment’s diligence “keeps [the doctors] on their
toes because they know someone’s watching
their practice. Medicine has become specialized,
and some things can fall through the cracks — for
example, if a patient’s diet hasn’t advanced after
surgery. Those are the kinds of things I think case
management can be an asset to.”

Williams and Saulters agree that the main
function of the case manager in such a partner-
ship is to be a communicator. 

“There is always a risk when you have some-
one who’s been cared for by a physician for 10 or
15 years, and then [the patient is] handed off [to
the hospitalist], that you’ll lose the continuity of
care,” Williams notes. Case managers can help
ease the transition. “They’re another communica-
tion link for the hospitalist, especially if they’re
around frequently. The emphasis needs to be on
ensuring that there’s adequate communication at
the time of admission and discharge to avoid this
sort of loss,” he says.

Jackson has seen that loss of continuity happen
at her facility with patients who come from
nearby rural towns to be hospitalized at Baptist.
Chances are, they don’t know who their hospital
doctor is going to be, she explains, and many
times, they don’t know who their local physician
is, either. The challenge for the case manager, she
says, is to make sure they know whom to follow
up with, once they return home. “The majority 
of our responsibility is discharge planning,” she
says.

“This [system] works well because there’s a

person in the hospital who’s always available,
who’s an expert in the care of hospitalized
patients,” Williams says. “So you’re getting opti-
mum quality of care delivery.” It’s true there’s an
interruption, he notes. “But you don’t expect pri-
mary care physicians to do surgery on patients.
Hospitals are beginning to enforce the require-
ment that there be a ‘site’ specialty,” just like any
other medical specialty.

“And the case managers love it because they
don’t have to contact 16 different doctors any-
more,” he adds. 

More health systems are adopting the practice
of using inpatient physicians, according to NAIP’s

current
statistics.
Williams
says there
already are
about 5,000
hospitalists
practicing in
the United
States; that’s
more than
there are

infectious disease specialists. “Projections show
that there will be 20,000 by 2010 — as many as
there are cardiologists.”

At the top of the wish list

Williams, a practicing hospitalist, says that his
top wish-list item is that the case manager go on
rounds with him. The secondary role, as he sees
it, is to drive the communication with important
ancillary hospital staff such as nutritionists, respi-
ratory therapists, nursing staff, and so forth. 

“That’s critical for care delivery,” he says —
but it’s not new to case management. The differ-
ence is that after you’ve done all the communicat-
ing and have something to tell about the patient’s
next step, the person you need to talk to might be
only a few footsteps away.

[For more information, contact: 
• Toni G. Cesta, PhD, RN, FAAN, Director of

Case Management, Saint Vincents Hospital and
Medical Center, New York City. Telephone: (212) 
604-7992.

• Jessylen Jackson, RN, BSN, CCRN, Nurse Case
Manager, Mississippi Baptist Medical Center, 1225 N.
State St., Jackson, MS 39202. Telephone: (601) 292-
4665.
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“But the case managers
have tremendous pressure
placed on them by admin-
istration to get patients out.
I don’t think that conflict is
unique to hospitalists; it’s 
a conflict of physicians 

and managed care.”



• Robert Saulters, MD, Director of Inpatient
Medicine, Jackson (MS) Medical Clinic. Telephone:
(601) 352-2273.

• Mark Williams, MD, FACP, Director, Hospital
Medicine Unit, Emory University School of Medicine,
1440 Clifton Road, Atlanta, GA 30322. Telephone:
(404) 616-5287.] ■

Improve professional 
relationships, get results
With CEOs, patients, and payers

Perhaps better than anyone else in the hospital,
case managers know that getting things done

depends on establishing and maintaining effec-
tive relationships — with decision makers at your
facility, with insurance companies, and perhaps
most importantly, with patients.

Many health care leaders claim the national
health system is in crisis. At the least, it’s clear the
system can be confusing and complicated for the
average patient, says Connie Burgess, MS, RN,
president of Connie Burgess & Associates and
Health Inter Connexions in Long Beach, CA, who
spoke recently at the Hospital Case Management
Conference in Orlando, FL. 

Burgess says that although improvements are
being made, it’s not enough. “We know we have
done an awful lot to streamline technology, but
most consumers today do not have a personal
relationship with a health care professional. That
is our job. That is what [case managers] uniquely
bring,” she says.

Not only should case managers be willing to
develop those kinds of personal relationships
with their patients, they should encourage
patients to do so with their physicians as well.

Of course, consumers also must play a role in
improving the health system. “If we are to suc-
ceed in healing health care, consumers must
assume more responsibility for their well-being,”
Burgess says. 

Case managers are uniquely skilled to aid them
in that endeavor. “We must empower and educate
our consumers and patients to increase their self-
care capacity and their health,” she says.

How do case managers do that? They con-
tribute to the system with new programs and
ideas such as:

• health screenings and community care
management;

• better patient education, preventive medicine,
and follow-up care;

• active use of technology to augment the con-
tinuity that case management brings to health
care, including the Internet, special patient soft-
ware, and telephonic case management.

“Case managers are the group that have and
will continue to positively impact the future and
well-being of health care,” Burgess says. The pro-
fession, she adds, is the “single most important
thing that has happened in the last 15 years to
health care. It is positive; it is making the differ-
ence. We just need to pay attention and acknowl-
edge to ourselves how it’s working.”

‘You gotta wanna’

“It is our job to empower our consumer,”
Burgess says. “In order to do that, we must maxi-
mize our own abilities and contributions” to the
health care system. By that she means taking the
initiative to champion new programs within your
department, or simply expressing your ideas to
administrators. 

Do so with confidence, she encourages, citing
one of her mottos: “You gotta wanna. If you want
to do some different things, if you want to impact
your practice or your business, you will. But you
gotta wanna.” 

Sometimes that means developing a better
working relationship with your hospital’s admin-
istration. Larry Strassner, MS, RN, manager at
Cap Gemini Ernst & Young in Philadelphia,
agrees that this is imperative. 

“By far, directors of case management should be
consistently monitoring and demonstrating the
effectiveness of case management in their organi-
zation and reporting this to senior management,”
he notes. “Most directors of case management also
should be part of the strategic planning and bud-
get process, and if nothing else, be clear about how
their department fits into achieving the hospital’s
business imperatives.”

Showing what case management means in
relation to the overall fiscal health of the facility
can be difficult if case managers don’t have the
data to support their claims. It’s a common prob-
lem in the industry, Burgess says. 

“We don’t have the data to show that what we
do brings the added value to the organization. . .
. So, you are the greatest case manager in the
world; prove it.” Only then, she adds, will your
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executive team begin to understand you.
Of course, you have to show them in their

language. First of all, know what they want to
do. “Not all CEOs are interested in reducing
[length of stay] or cutting their costs. It is not
always in their best interest.” 

Managed care has blurred those lines a bit, she
explains. You have to think in terms of what
drives your organization as it relates to the differ-
ent payment systems. Fee for service and per-
diem rates are revenue-producing systems, while
capitated, case-rate, and DRG systems are cost-
based models, Burgess says. 

Case managers must understand which systems
operate in their environment before even getting
started talking about new incentives, according to
Burgess. “To complicate it, the doctor may be capi-
tated and the hospital is cost-based, and guess
who’s in the middle, besides the patient? You are!
You’re supposed to figure it out.”

Communication is key

Once you have a handle on the goals of your
organization and can show how you fit in with
solid outcomes measurement data, you can begin
to communicate your ideas, Burgess says. This
should be a deliberate process, using the follow-
ing tactics:

1. Send a memo or a newsletter. 
“Don’t just talk about [your idea],” she says. To

show on paper that you’re taking some initiative
is very effective.

2. Rehearse your presentation. 
This is also a way to engage and use your rela-

tionships with your co-workers. If you’re planning
to meet with your executive team about a new pro-
gram you’d like to start, Burgess stresses, “Don’t
go in cold. Rehearse it with someone you trust,
who will give you feedback. And be rehearsed
enough to be relaxed . . . regardless of the facts.”
Your including them and your enthusiasm might
also bring them in as supporters of the project.

3. Choose people who understand the subject
and the importance. 

“Your executive team is the group that tends to
make most of the decisions that go on. Some are
better informed than others. . . . Choose someone
who can understand the concept and champion
it,” she explains.

4. Know your listeners and speak their 
language. 

It’s important to tailor your presentation to the
person who’s hearing it. You have to understand,

Burgess explains, whether this is a person who
likes the “Q & D” (quick and dirty), or who needs
the details spelled out for them. In addition, you
have to use “the language of good business.” Tell
them how they’ll get a return on their investment,
for example. Using that kind of money language
can really get their attention.

The good news, Strassner says, is that most
CEOs understand the importance of engaging
and empowering the clinical staff to effect
change, when it “improves patient clinical out-
comes and the cost of care.”

Through healthy relationships with CEOs and
chief financial officers, you can get what you
need to have a successful department, which ben-
efits everyone — patient, case manager, and the
hospital as a whole.

There’s another piece about relationships,
Burgess adds: your relationship with outside case
management. “We’re all in this together,” she
says. “When I say to [the outside CM], ‘I will
commit to not utilize any more resources than are
absolutely necessary . . . and the outside CM says,
‘I will not ration care’ . . . it’s about trust.”

[For more information, contact:
• Connie Burgess, MS, RN, President, Connie

Burgess & Associates and Health Inter Connexions,
3155 Claremore Ave., Long Beach, CA 90808. Tele-
phone: (562) 493-8188.

• Larry Strassner, MS, RN, Manager, Cap Gemini
Ernst & Young, LLC, Philadelphia. Telephone: (215)
448-5625.]  ■

Caseload Survey: CCM
certification ranks first
Nearly 70% of case managers earn CCM

Many organizations encourage case managers
to demonstrate their core competence by

seeking a case management certification. A recent
industry review by Hospital Case Management and
its sister publication, Case Management Advisor,
identified 12 certifications common to the case
management industry. (For further discussion on
case management certification, see HCM, Feb.
2001, insert.)

However, the results of the American Health
Consultants/Case Management Society of
America (CMSA) 2000 Case Management Case-
load Survey indicate the CCM (certified case
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manager) certification from the Commission 
for Case Management Certification in Rolling
Meadows, IL, is by far the most commonly held
certification with just less than 69% of case man-
agers reporting having earned a CCM.

Other certifications held by respondents
include:

• 6.3% reported earning a RN-Cm (or RN-
NCM, nurse case manager).

• 3.7% reported earning a CRRN (certified
rehabilitation registered nurse).

• 2% reported earning a CMC (care manager
certified).

• 2% reported earning an A-CCC (continuity 
of care, advanced).

• 1.7% reported earning a COHN (certified
occupational health nurse).

• 1.4% reported earning a CDMS (certified 
disability management specialist).

In addition, many case managers indicated by
handwritten responses that they have earned
multiple certifications.

“CCM was the first certification available to
case managers,” explains Carrie Engen Marion,
RN, BSN, CCM, president of Advocare/Triage in
Naperville, IL, who served as CCMC chair until
May 2001. “It is also the only certification that
speaks to the needs of case managers regardless
of practice setting and/or discipline.

“CCM is accredited by a national accrediting
agency that accredits certification bodies. That
means CCMC has met some very rigorous stan-
dards in the role and function process, the exam
process, and the eligibility process, which adds
credibility and validity to the program,” she
adds. 

The test of time

The CCM also was the first credential on the
scene, and only time will tell, say others, whether
it maintains its top-dog status. “Many CCMs
were grandfathered in when the exam was first
launched and just recently are renewing their cer-
tification,” explains Jacqueline J. Birmingham,
BSN, MS, RN, CMAC, executive director of
Continuum Care Services in Suffield, CT. 

“When this grandfathered group leaves the
profession, I fear the number of CCMs will drop
dramatically. I predict this will happen in the next
few years; it will be interesting to see what hap-
pens,” she adds.

Birmingham says the CCM may not fit every
case management practice. “Case managers

whose experience and current practice don’t meet
the CCM requirements should be directed to
other accrediting bodies who certify the specialty
in which the case manager practices. Certification
is not one size fits all.” 

“When professionals are evaluating what cer-
tification they need,” explains Marion, “they
must do their homework and make sure they
understand the basis of the certification, the eli-
gibility process, and the role and function or
knowledge domains that the particular certifica-
tion includes. Then, they must look at their own
practices and decide which certification will ben-
efit them most. Certification should not simply
be a race to see who can get the most initials
after their name.” 

Still, many employers advertise positions as
“CCM-required” or “CCM-preferred,” notes
Peter Moran, RN, BSN, MS, Cm, CCM, nurse
case manager with Harvard Pilgrim Health Care
in Wellesley, MA, and chapter president’s repre-
sentative for the CMSA. 

Avoiding the need for rigid testing

“I believe one reason for this trend is that
accrediting bodies are asking health care organi-
zations how they ensure their case managers
have a basic understanding and the necessary
skill sets to practice case management,” he says.
“By requiring case managers to have a nationally
recognized certification, such as the CCM, health
care organizations do not need to set up a rigid
orientation and testing system for their case man-
agers in-house.”

“CCM is recognized by buyers of case manage-
ment services as well as the employers of case
managers,” agrees Marion. “This makes CCM
very valuable to the industry as a whole.” 

Although it has become the norm to require
certification for practice case management, some
health care organizations resist requiring certifi-
cation as a condition of employment, Moran says.
Some organizations want to avoid “being asked
to cover the cost of taking the exam, as well as the
costs associated with continuing education units
required to maintain certification.”

Several states require certification in order for
professionals to perform case management ser-
vices in the workers’ comp arena, notes Marion. 

“The CCM is one of the certifications mentioned
in state legislation. URAC in Washington, DC,
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By Patricia J. Sawicki, MS, RN
Clinical Nurse Specialist
Eileen Nahigian, MS, RN C
Director, Advanced Practice Nursing
Buffalo General Hospital/Kaleida Health
Buffalo, NY

The Kaleida Health Palliative Care Consultation
Service (PCCS) originated with physician and

administrative interest in providing a consultative
service to inpatients with potential expansion to
the outpatient area. 

Traditionally, palliative care has meant treat-
ment of symptoms for terminally ill patients.
“[However], programs are expanding the concept
to cover all
seriously
ill people,
including
those with
chronic ail-
ments for
whom
relief is
viewed as
part of
good med-
ical care.”1

As at
Beth Israel
Medical
Center in
Boston, the
Kaleida
Health Program was to be based upon the con-
cept of expanding the population served to
include chronic illness. 

The service consists of a part-time nurse 

practitioner, a part-time clinical nurse specialist
in behavioral health, and a part-time collaborat-
ing medical physician. 

The Kaleida Health approach is physician-
directed with nurse coordination. 

The primary features of the PCCS are the
assessing and managing physical symptoms,
assisting patients to identify personal goals for
end-of-life care, assessing and managing psycho-
logical and spiritual needs, and planning patients’
discharge. The PCCS functions in a consultative
capacity with the attending physician so the
patient can remain under the care of the primary
physician.

“Outcome measures are not based on hard
data such as biochemical indices or survival,
which are relatively easy to quantify, but on
changes in symptoms and quality of life, which
are more difficult to measure.”2 D. Doyle states. 

This is particularly true with palliative care
patients. We had believed that patients managed
by PCCS experienced a measurable improvement
in the perception of physical and psychological
distress sooner than similar patients who were
not managed by the PCCS. 

According to I. Higginson,3 methods and audit
tools are available and have been tested for clini-
cal audit, especially the support team assessment
schedule and the Edmonton symptom assess-
ment system (ESAS). The ESAS appears to cap-
ture the key outcome indicators through the
patient’s perception. 

By utilizing this tool, the palliative care consul-
tation team is placing more emphasis on patient
responses than on the illness or disease. Since we
did not have a documentation tool that would
capture symptoms and their progression, we
introduced the ESAS tool. 

Palliative care program uses self-assessment tool

This descriptive study has
illuminated the benefits of a
specialized palliative care

team focusing on the physi-
ological and psychological
needs of a patient popula-

tion with a chronic illness or
in need of end-of-life care.
A significant improvement
in the areas of depression,
pain, and level of tiredness

was perceived by the
patients in this study from

day one to day five.
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We conducted a nonexperimental, descriptive,
prospective study of patient outcomes using the
ESAS to confirm our hypothesis.

Instrument

The ESAS tool was developed by E. Bruera4

to assess palliative care by assisting the patient
to identify his/her symptoms. These key symp-
tom indicators are a group of physiological and
psychological symptom complexes consisting 
of appetite, depression, drowsiness, well-being,
nausea, pain, shortness of breath, and tiredness. 

The ESAS has two formats: The first is a visual
analogue scale that is 100 mm long. The patient
marks where the symptom falls between the two
extremes. The second is a numerical scale from 0-
10 where the patient circles the most appropriate
number to indicate the score between these
extremes. 

The 0-10 scale was used for this project. In
addition to the nine symptom distress indicators
listed on the tool, the ESAS provides a space for
“other symptoms.” Although we assessed and
documented “other” symptoms, we found that
the tool itself addressed most symptoms for the
majority of patients.

Requests for PCCS consultation are considered
for patients who meet one of the following criteria:

• have a life-limiting/threatening condition
with decline in functional status or cognitive
functions;

• independent of prognosis, have suboptimal
control of pain or other distressing symptoms;

• because of age, fragility, or comorbid health
factors, decline further invasive or curative proce-
dures, preferring comfort-oriented symptom
management.

Sample

A convenience sample was studied from those
patients referred to PCCS who were cognitively
aware, who could verbally communicate, and
who signed an informed consent. 

Cognitive awareness was judged based on an
investigator-developed screening tool. Verbal
communication was necessary so that the patient
could self-report symptoms to the rater. When a
patient could not independently score symptoms,
a staff member or a family member could com-
plete the tool. 

However, after testing the tool on five patients,
we felt that the most reliable data would be
obtained directly from the patient. Therefore, we
limited subjects to those who could communicate
their scores to us. This resulted in a small sample
(26 of 133 PCC patients).

Sample Demographics Summary
N = 26 N = 13

Age Range: 26 to 92 (Mean 67.85)

Gender: Female 13 Female 7
Male 13 Male 6

Race: Caucasian 19
African American 6
Native American 1

Diagnosis: Oncology 11 Oncology 7
Renal Failure 3 Renal Failure 2
Peripheral Vascular Disease 4 Peripheral Vascular Disease 1
Orthopedic 3 Orthopedic 1
Pancreatitis 2 Pancreatitis 1
Coronary Artery Disease 2
Other 1 Other 1
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There actually were 31 patients who met all of
our criteria but chose not to participate for a vari-
ety of reasons. During the time period of the
study, the PCCS team received 133 referrals. Of
those, some were unable to communicate (e.g.,
ventilator-dependent, cognitively impaired) and
some preferred not to participate. A resultant
sample of 26 patients completed the study. (For 
a summary of the demographics of the sample,
see table, p. 88.)

Data collection

Following institutional review board approval,
informed consent was obtained from all subjects.
A cognitive orientation screening was initially
performed with each participant to ascertain the
patient’s ability to answer the questions on the
ESAS tool.

To maintain consistency and increase interrater
reliability, three registered nurses were trained in
the administration of the tool and adherence to its
guidelines.

The ESAS scale was completed on the day of

referral to PCCS and on days three and five there-
after. Thirteen of the 26 completed records were
randomly selected by the SPSS computer pro-
gram. The descriptive nature of the data gath-
ered with the use of the ESAS lends itself to
measures of frequency distribution and central
tendency. Descriptive data were provided from
days one, three, and five. 

Paired sample t-tests were performed com-
paring day one with day three and day one with
day five. Significant improvement was observed
in four indicators on day three, namely appetite,
depression, pain, and tiredness. (See table of
paired samples, above.)

On day five, three indicators showed signifi-
cant improvement, namely depression, pain, and
tiredness. (See table, p. 90.)

This descriptive study has illuminated the ben-
efits of a specialized palliative care team focusing
on the physiological and psychological needs of a
patient population with a chronic illness or in
need of end-of-life care. A significant improve-
ment in the areas of depression, pain, and level of
tiredness was perceived by the patients in this

Paired Samples Test
Paired Differences

Standard Standard 95% Confidence
Mean Deviation Error Mean Interval of the T Df Sig.

Difference (2-tailed)
Lower Upper

Pair 2

Appetite 1 to
Appetite 3 1.77 2.74 .76 .11 3.43 2.325 12 .038

Pair 3

Depression 1 to
Depression 3 2.54 3.07 .85 .68 4.39 2.98 12 .011

Pair 7

Pain 1 to
Pain 3 2.46 3.28 .91 .48 4.44 2.704 12 .019

Pair 9

Tired 1 to
Tired 3 2.08 2.5 .69 .57 3.59 2.997 12 .011
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study from day one to day five.
Our original intent was to construct an experi-

mental design with a comparison group. However,
we did not have access to comparable patients
who were not referred to PCCS. The determination
of criteria for a comparison group and access to
this patient population were restricted at the time
of the study.

Results

It appears that this tool is useful with those
patients who can relate symptom distress scores.
However, with noncommunicative patients
where objective assessment is required by staff
or family members, the tool poses additional
challenges. Further research is indicated in this
area in order to determine the impact of a pallia-
tive care team on patient outcomes and patient/
family satisfaction. A follow-up study is indi-

cated in order to involve a comparison group
and increase sample size.

(The authors would like to acknowledge the
Palliative Care Consultation Team: Robert Milch,
MD, Medical Director; Patricia Murphy, MS, 
NP, Coordinator; and Doris Clark, BS, RN, Staff
Member and Student Volunteer.)

References

1. Greene J. A better ending. Hospitals and Health Network
2000; 3:86-172. 

2. Doyle D, Hanys G, MacDonald N. Oxford Textbook of
Palliative Medicine. New York City: Oxford University Press;
1998.

3. Higginson I. Clinical audit and organizational audit in
palliative care. Cancer Surveys 1994; 21:233-245.

4. Bruera E. The Edmonton symptom assessment system
(ESAS): A simple method for the assessment of palliative
care patients. Journal of Palliative Care 1991; 7(2):6-9.  ■

Paired Samples Test
Paired Differences

Standard Standard 95% Confidence
Mean Deviation Error Mean Interval of the T Df Sig.

Difference (2-tailed)
Lower Upper

Pair 3 2.81 2.112 12

Depression 1 to
Depression 5 1.62 2.06 .57 .37 2.86 2.823 12 .015

Pair 7

Pain 1 to
Pain 5 2.85 2.88 .80 1.10 4.59 3.56 12 .004

Pair 9

Tired 1 to
Tired 5 2.31 1.84 .51 1.19 3.42 4.514 12 .001
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Have your patients truly
given informed consent?
Consent means more than a signed paper

The patient signed a piece of paper to indicate
agreement to the procedure, so there was

informed consent. Right? Not always, warn medi-
cal ethicists, who say that patients who don’t get
an opportunity to absorb information before con-
senting to surgery have not experienced informed
consent.

“Informed consent involves one person giving
information and another person understanding
the information and coming to a decision based
upon that understanding,” says Cynthiane J.
Morgenweck, MD, clinical ethicist for the Center
for the Study of Bioethics at the Medical College
of Wisconsin in Milwaukee. In an ideal world,
informed consent should occur over a period of
time when the physician and patient have the
opportunity to develop a relationship, she says. 

“Unfortunately, the real world in outpatient
surgery is an emphasis on moving the patient into
and out of the operating room. Many times, the
anesthesiologist, in particular, has never met the
patient before the day of surgery and has to estab-
lish a relationship in short order. We currently
emphasize giving information, which is the easy
part, but the hard part is assessing the patient’s
level of understanding,” says Morgenweck. 

While outpatient surgery is very appealing to
patients because of the short time frame and non-
hospital environment, there is a possibility that
the patient doesn’t understand the seriousness of
surgery, she says. “If the physician determines
that the patient does understand the benefits and
potential risks of the surgery and can make an
informed decision to agree to the surgery, that is
the informed consent. The signed paper or the
note in the chart is just documentation.”

Deciding which complications to present to a
patient when discussing surgery is another key

component of gaining informed consent. “Compli-
cations that should be explained are those that
occur frequently, those that have some significance
for harm to the patient, and those that are irre-
versible,” says Morgenweck. “The patient should
be the guide as to how much to disclose, since
some patients want to know more or less than oth-
ers.” A good way to have the discussion is to pre-
sent the key complications and subsequently ask
the patient if he or she wants to hear about other
things that can occur, she suggests.

The complications discussed with patients vary
from physician to physician, says Jeffrey W. Wolf,
MD, chief resident at University of Maryland
Medical Center in Baltimore. A survey of 1,000
otolaryngologists conducted by Wolf shows that
physicians use varying criteria to determine what
complications are discussed with patients.1

“I expected the findings to show variability, but I
was surprised at some of the complications that are
not widely discussed,” says Wolf. “For example,
bleeding, scarring, and change in sense of smell are
common complications for functional endoscopic
sinus surgery, but not everyone discussed the three
with the same frequency.” Bleeding was discussed
by 97% of the surgeons, scarring by 86% of the sur-
geons, and change in sense of smell by only 40% of
the surgeons, he says.

Wolf did find that the more experienced the sur-
geon, the more accurate the discussion of compli-
cations. “This shows that the primary surgeon
should be the one to discuss complications, not a
member of the office staff, or in the case of a teach-
ing hospital, the lowest intern on the totem pole.”

When Wolf asked respondents to indicate the
frequency level that determined if the complica-
tion should be discussed, he found another range
of answers. “58% of the physicians said that any
complication that occurs at least 1% of the time
should be discussed,” says Wolf. Eleven percent
of the respondents said they discuss complica-
tions that occur at least 5% of the time; 2.4% dis-
cuss complications that occur in 10% of cases; and
27% of the respondents listed occurrence rates
more than 10%, he says.
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What isn’t specified in the survey is what
occurrence rates the physicians use, says Wolf.
“Some physicians may use rates reported by pro-
fessional organizations or specific studies, but
other physicians use rates from their own prac-
tice,” he says. Experienced surgeons probably
should use their own complication rates while
surgeons with few years of experience can rely on
national or regional rates from professional orga-
nizations or studies, Wolf suggests. 

Although the physician handles the actual pro-
cess of obtaining informed consent, an outpatient
surgery manager can take several steps to ensure
that patients do have an opportunity to give
informed consent, says Morgenweck. “First, the
manager should be aware of state requirements 
as well as accreditation requirements for the insti-
tution.” Legal counsel and guidelines issued by
organization such as the Joint Commission on
Accreditation of Healthcare Organizations in
Oakbrook Terrace, IL, are good sources to help
determine your program’s requirements, she says.

Staff also should have clear policies that are com-
municated to physicians and all staff members,
says Morgenweck. “These policies should be
reviewed periodically to make sure they are up-to-
date and reflect what should be happening in the
program.” Staff can play an important part in the
pre-op testing or pre-op phone call by asking the
patient if all aspects of the surgery were explained
and giving the patient a chance to ask further ques-
tions, she says. “If it is apparent that the patient
may not fully understand the procedure and poten-
tial risks, the surgeon should be notified.”

Wolf points out, “A good discussion of poten-
tial complications improves our treatment of the
patient and improves the surgery experience.”

[For more about informed consent, contact:
• Cynthiane J. Morgenweck, MD, Clinical

Ethicist, Center for the Study of Bioethics, Medical
College of Wisconsin, 8701 Watertown Plank Road,
Milwaukee, WI 53226-0509. E-mail: cmorg@mcw.edu.

• Jeffrey S. Wolf, MD, Chief Resident, University
of Maryland Medical System, 16 S. Eutaw St., Suite
400, Baltimore, MD 21201. Telephone: (410) 328-
5828. Fax: (410) 328-5827. E-mail: jwolf@smail.
umaryland.edu.]
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THE NEW JCAHO PROCESS:
Is Your Outpatient Surgery Department Ready?

Tuesday, July 24, 2001 at 2:30 p.m. EST

✆
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Patrice Spath, RHIT, is a
health information manage-
ment professional with over
20 years of extensive experi-
ence in performance
improvement activities.
During the past 20 years, she
has presented more than 350
educational programs and has
authored more than 150
books. She is the consulting
editor of Hospital Peer
Review newsletter.

Presented by JCAHO experts:
Ann Kobs, RN, MS and Patrice Spath, RHIT

Discover how sweeping changes in the accreditation
process will affect both freestanding and hospital-

affiliated ambulatory surgery centers. Ann Kobs, RN, MS,
former associate director of the department of standards
at the Joint Commission on Accreditation of Healthcare
Organizations, will help guide you through the maze of
new and revised accreditation standards, while Patrice
Spath, RHIT, JACHO expert, provides timely advice on
the principles of continuous compliance. Get the latest
and most accurate accreditation information to help you
achieve a sparkling survey result.
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special bonus FREE with your paid registration (a $95
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designed part of its Case Management Organiza-
tion Accreditation program around the number of
certified individuals in an organization, so it is
becoming more important to have certified staff
within a case management organization.” 

While health care organizations may not
require their case managers to become certified,
the profession does, argues Jeanne Boling, MSN,
CRRN, CDMS, CCM, executive director of the
CMSA. 

“Certification has not become a requirement
for entry into the practice of case management,
but a CCM, or like certification, is necessary for a
case manager to continue seriously in a case man-
agement career path,” she points out.  ■

How to create valid 
physician profiles
The basics of severity adjusting your data

By Patrice Spath, RHIT
Brown-Spath Associates
Forest Grove, OR

Many hospitals are comparing the practice
patterns of physicians. The simplest way to

profile physicians’ hospital practices is to rank
them by their patients’ length of stay (LOS) and
hospital charges. 

The assumption is that physicians whose
patients have a higher LOS and/or charges are
the physicians who have high complication rates
(e.g., wound infections, etc.), provide less than
adequate patient care (e.g., inappropriate antibi-
otic therapy leading to slower recovery), or are
not practicing cost-effective care (e.g., inadequate
planning or performance). 

The major problem encountered when judging
physicians’ average LOS or patient charges is that
these data fail to take into account patient sever-
ity of illness. 

Some physicians may very well care for sicker
patients as compared to other physicians and

thus have appropriately higher LOS and charges. 
The underlying assumption of any method

used to adjust for patient severity of illness is
that resource use results from a complex mix of
factors. In order to control for patient severity
of illness, risk adjustors must be applied to the
data. The difficulty is choosing the risk factors
to use. 

A risk adjustor that predicts one outcome (e.g.,
extended hospital stay) may not predict another
outcome (e.g., use of high-cost resources). Many
diverse patient attributes affect risks, including
age, sex, acute physiological stability, reason for
hospitalization and severity of the condition, the
extent of comorbid illnesses, functional status,
psychosocial and cultural factors, socioeconomic
characteristics, and patient preferences.

Are your data severity adjusted? 

There are a large number of methodologies for
adjusting physician profiles according to the
severity of their patients’ illness. Many hospitals
use discharge abstract-based severity measures
such as All Patient Refined DRGs (APR-DRGs) or
Iameter’s Acuity Index Method (AIM) for risk-
adjustment. 

These systems rely only on data found in the
discharge database to risk adjust patients’ sever-
ity of illness. The amount of information in this
database is limited (e.g., diagnoses and proce-
dures coded using ICD-9-CM; admission source;
and discharge disposition). However, despite lim-
ited clinical information, discharge data offer the
advantages of uniformity, availability, and com-
puter readability. 

Some methods for risk adjusting patient popu-
lations use clinical data abstracted from patient
records. Two commonly used systems are
MedisGroups and the Acute Physiology and
Chronic Health Evaluation (APACHE). These
systems may be more clinically credible, but the
cost of gathering additional information from
patient records can be an impediment. Whether
the additional cost is worth the effort continues to
be hotly debated.

Case managers should know whether the
physician profile data used to examine utilization
patterns in their hospital are risk-adjusted. If
physician profile data are not risk-adjusted, it
may be impossible to draw strong inferences
about inappropriate utilization practices based
solely on LOS and charge data. 

If the data are risk-adjusted, case managers
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should be aware of the factors that are used to
arrive at the patient severity scores and what 
limitations may exist. 

For example, most severity measures do not
include all patient characteristics that increase
risk, such as physical functional status, patients’
preferences for care and outcomes, cultural fac-
tors, and socioeconomic characteristics. 

Risk adjustment not always necessary

Not all assessments of health care quality and
cost-effectiveness need to include a severity of ill-
ness measure. For instance, data showing physi-
cians’ rate of compliance with clinical practice
guideline recommendations do not need to be
risk adjusted. Listed below are examples of mea-
sures that evaluate practice-related issues: 

• percent of patients with myocardial infarc-
tion for whom aspirin is ordered or the rationale
for nonuse is documented by the physician;

• percent of patients with congestive heart fail-
ure for whom an ACE (angiotensin-converting
enzyme) inhibitor is ordered or the rationale for
nonuse is documented;

• percent of patients undergoing total hip
replacement who receive prophylactic antibiotics
within the two-hour window prior to surgery or
the rationale for nonuse is documented;

• percent of patients with cerebrovascular acci-
dent who are initially evaluated with a CT scan
(not the more expensive MRI scan). 

There is convincing evidence that both quality
and cost-effectiveness suffer when recommenda-
tions found in evidence-based guidelines are not
followed — and the validity of these measures
does not depend upon differences in patients’
severity of illness.

Monitoring of possibly avoidable hospital days
also does not require a severity of illness mea-
surement system. A possibly avoidable day is
independent of the patient’s severity of illness
and is determined instead on the patient’s medi-
cal stability. 

Even very ill patients can be adequately man-
aged at nonhospital, lower levels of care if they
are medically stable. For example, each one of the
following cases could be cared for safely at a
lower level of care such as a skilled or subacute
facility or at home with home care agency visits:

• the patient who requires total nursing care
following an uncomplicated completed cere-
brovascular accident;

• the uncomplicated patient who is post-hip

replacement and only requires intensive physical
therapy;

• the medically stable patient with a liver
abscess who requires chronic intravenous antibi-
otic therapy.

The data gathered by case managers about
possibly avoidable hospital days could show
important differences in physicians’ practice pat-
terns. Adjusting the data for patient risk factors is
not necessary. 

Some physicians are reluctant to accept the
validity of quality and cost-effectiveness data if
they are not risk-adjusted. 

When profiles show their patients to have
higher costs or longer lengths of hospital stay,
many will say, “It’s because I have sicker patients
than my colleagues.” 

For some quality and cost measures, risk-
adjusted data can be an important adjunct. How-
ever, there are many performance measures that
can be used on physician profiles that are not
affected by patients’ severity of illness.  ■

JCAHO offers its second 
pain management summit

To help health professionals develop their pain
management programs, Joint Commission

Resources (JCR) in Oakbrook Terrace, IL, will be
presenting the Second Annual Joint Commission
Leadership Summit on Pain Management. The
summit has been expanded this year to one and a
half days of educational events, allowing addi-
tional time for more in-depth coverage of the
issues.

The summit will be held twice in 2001: June
25-26 in Phoenix, and Sept. 20-21 in Atlanta.
Sponsored in part by an unrestricted educational
grant provided by Purdue Pharma L.P. and Triad
Technologies Inc., the seminar includes new edu-
cational content, featuring:

• proven strategies for building institutional
commitment to pain management;
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• precise examples of implementation of the
standards as they relate to special populations
and issues;

• validated methods for measuring, monitor-
ing, and tracking outcomes to gauge effectiveness
of programs;

• techniques for educating patients to assist in
managing their pain;

• ways to define and assess the competency
of clinicians involved in a multidisciplinary
approach; 

• poster presentations of good practices from
practicing clinicians.

For a full brochure describing the events, send
your name, title, organization, address, e-mail
address, and phone number to marketingcs@
jclserv.jcaho.org, or call customer service at (630)
792-5800. You may also check the JCR web site at
www.jcrinc.com.  ▼

Hospitals urged to adopt
new end-of-life approach

Physicians can involve additional people in the
care of terminally ill patients to ensure their

quality of life doesn’t deteriorate in their final
days, according to a study by Mayo Clinic
researchers. 
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Patrice Spath, RHIT 
Teleconference II: The Emergency Department
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Presented by JCAHO Experts:
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Patrice Spath, RHIT
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The study authors note physicians as a group
may prolong end-of-life suffering with aggressive
approaches to “cure” the patients’ underlying
disease rather than acknowledging the time has
come to provide the patient with palliative care
services. 

However, strategies can be taken to reduce 
the suffering of a patient by orchestrating a multi-
dimensional approach to helping ensure the 
quality of life at the end. The special article, 
done for the Mayo Clinic Cancer Center Quality
of Life Working Group, appears in Mayo Clinic
Proceedings.1

Physicians should alleviate suffering

Before the 1900s, most Americans died at home
surrounded by their loved ones. Currently, as
many as 60% will die in hospitals, and up to an
additional 25% will die in health care-related
facilities such as nursing homes. 

Physicians have had an ever-expanding role in
the manner in which people die, with so many
Americans dying in hospitals and other health
care facilities.

“With modern medicine emphasizing genetic
manipulations, high technology, and cure at all
costs, we often neglect what was once the most
sacred aspect of being a physician: alleviating
suffering,” the authors wrote. “Therefore, we con-
tend that the approach to a person dying in the
hospital must change from simply postponing
death to focusing medical interventions on main-
taining quality of life to the end.”

What is quality of life?

The authors defined the term “quality of life”
as the physical, psychological, social, and spiri-
tual domains of health that are influenced by a
person’s experiences, beliefs, expectations, and
perceptions.

The Mayo Clinic authors conclude their article:
“We believe that the principles that have been so
successful in improving the quality of life for hos-
pice patients must be adopted in hospitals and
related facilities such as nursing homes so that
suffering can be relieved where the vast majority
of Americans continue to die.”

Reference
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end of life. Mayo Clinic Proc 2000; 75:1,305-1,310.  ■

96 HOSPITAL CASE MANAGEMENT ™ / June 2001

Kay Ball,
RN, MSA, CNOR, FAAN

Perioperative
Consultant/Educator

K & D Medical
Lewis Center, OH

John H. Borg, RN, MS
Senior Vice President, Clinical

and Community Services
Valley Health System

Winchester, VA

Richard Bringewatt
President & CEO

National Chronic Care
Consortium

Bloomington, MN

Elaine L. Cohen
EdD, RN, FAAN

Director of Case Management,
Utilization Review, Quality 

and Outcomes
University of Colorado Hospital

Denver

Kimberly S. Glassman, 
RN, MA, PhD

Director of Case Management
and Clinical Pathways

New York University/Mt. Sinai
Medical Center
New York City

Sherry Lee, RN, BSN, MEd
Informatics and 

Case Management Consultant
Charlotte, NC

Judy Homa-Lowry, 
RN, MS, CPHQ

President
Homa-Lowry Healthcare

Consulting
Canton, MI

Cheryl May, MBA, RN
Policy Analyst

American Accreditation
HealthCare Commission/URAC

Washington, DC

Cathy Michaels, RN, PhD
Associate Director

Community Health Services
Carondelet Health Care

Tucson, AZ

Larry Strassner, MS, RN
Manager, Health Care

Consulting
Ernst & Young LLP

Philadelphia

EDITORIAL ADVISORY BOARD

Consulting Editor: Toni Cesta, PhD, RN, FAAN
Director of Case Management

Saint Vincents Hospital and Medical Center
New York City

CE objectives

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

do the following:

• identify particular clinical, administra-
tive, or regulatory issues related to the
profession of case management;

• describe how those issues affect patients,
case managers, hospitals, or the health
care industry in general;

• cite practical solutions to problems
associated with the issue, based on
independent recommendations from
clinicians at individual institutions or
other authorities.  ■



Confidential Salary Survey

This confidential salary survey is being conducted to gather information for a special report later in the year. Watch in coming
months for your issue detailing the results of this salary survey and the overall state of employment in your field.

Instructions: Circle the appropriate answer directly on this form. Please answer each question as accurately as possible. If you
are unsure of how to answer any question, use your best judgment. Your responses will be held strictly confidential. Do not put
your name or any other identifying information on this survey form.

1. What is your current title? 
A. case manager D. utilization manager G. other _______________
B. nurse practitioner E. discharge planner
C. quality manager F. social worker

2. Please indicate your highest degree.
A. some college C. bachelor’s degree E. master’s degree
B. associate or 2-year D. some graduate work F. doctorate

3. How many people do you supervise, directly or indirectly? (For example, if you supervise two people and they each supervise
10 people, you indirectly supervise 22 people.) If you do not supervise others, skip this question.
A. 1-3 C. 7-10 E. 16-20 G. 41-60 I. 81-100
B. 4-6 D. 11-15 F. 21-40 H. 61-80 J. 101 or more

4 Including your past and present employers, how long have you worked in positions with the same or similar responsibilities as
your current position(s)?
A. less than 1 year C. 4 to 6 years E. 10 to 12 years G. 16 to 18 years I. 22 to 24 years
B. 1 to 3 years D. 7 to 9 years F. 13 to 15 years H. 19 to 21 years J. 25 or more years

5. Including your present and past employers, how long have you worked in the health care field?
A. less than 1 year C. 4 to 6 years E. 10 to 12 years G. 16 to 18 years I. 22 to 24 years
B. 1 to 3 years D. 7 to 9 years F. 13 to 15 years H. 19 to 21 years J. 25 or more years

6. What is your age?
A. 20 to 25 C. 31 to 35 E. 41 to 45 G. 51 to 55 I. 61 to 65
B. 26 to 30 D. 36 to 40 F. 46 to 50 H. 56 to 60 J. 66 or older

7. What is your sex? A. male B. female

8. What is your annual gross income from your primary health care position. Please exclude additional income from teaching,
consulting, bonuses, etc. To answer this question, circle the correct salary.

A. less than $20,000 H. $50,000 to $54,999 O. $85,000 to $89,999 V. $120,000 to $124,999
B. $20,000 to $24,999 I. $55,000 to $59,999 P. $90,000 to $94,999 W. $125,000 to $129,999
C. $25,000 to $29,999 J. $60,000 to $64,999 Q. $95,000 to $99,999 X. $130,000 or more
D. $30,000 to $34,999 K. $65,000 to $69,999 R. $100,000 to $104,999
E. $35,000 to $39,999 L. $70,000 to $74,999 S. $105,000 to $109,999
F. $40,000 to $44,999 M. $75,000 to $79,999 T. $110,000 to $114,999
G. $45,000 to $49,999 N. $80,000 to $84,999 U. $115,000 to $119,999

9. If you or your company charges clients by the hour, please indicate the hourly amount. If you do not charge by the hour, please
mark answer I.
A. less than $30 C. $51 to $70 E. $91 to $110 G. $131 to $150 I. do not charge by the hour
B. $31 to $50 D. $71 to $90 F. $111 to $130 H. $151 or more
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10. On average, how many hours a week do you actually work? (Regular hours plus overtime, regardless of whether you’re paid extra.)
A. less than 20 hrs/week C. 31 to 40 E. 46 to 50 G. 56 to 60 I. more than 65 hrs/week
B. 20 to 30 D. 41 to 45 F. 51 to 55 H. 61 to 65

11. In the past 12 months, how has your salary or income increased or decreased?
A. salary decreased C. 1% to 3% increase E. 7% to 10 % increase G. 16% to 20% increase
B. no change D. 4% to 6% increase F. 11% to 15% increase H. 21% or more increase

12. In the past 12 months, how has the number of employees in your company or department changed?
A. increased B. decreased C. no change

Please rate the following benefits according to how important they are in determining your job satisfaction. Use the following scale,
and be sure to mark the benefit’s importance only if your employer currently provides that benefit to you. If your employer does not
currently provide that benefit, or if your company has no benefits, mark 5.

Extremely Somewhat Benefit not Extremely Somewhat Benefit not 
important important provided important important provided 

13. medical coverage 1 2 3 4 5 20. pension plan 1 2 3 4 5
14. dental coverage 1 2 3 4 5 21. profit-sharing plan 1 2 3 4 5
15. eyecare coverage 1 2 3 4 5 22. annual or semi-annual bonus 1 2 3 4 5
16. life insurance 1 2 3 4 5 23. elder care 1 2 3 4 5
17. 401k or other plan 1 2 3 4 5 24. maternal/paternal leave 1 2 3 4 5
18. child care 1 2 3 4 5 25. some freedom to 1 2 3 4 5
19. tuition reimbursement 1 2 3 4 5 choose work schedule

(including CE credits) 26. exercise facilities or 1 2 3 4 5
health club membership

27. Over the last 12 months, has your contribution to the cost of your medical benefits increased, decreased, or stayed the same?
(Don’t include deductibles or copayments. If you don’t contribute to your medical plan or don’t receive medical benefits through
your job, please mark either D. or E.)
A. increased C. no change E. I don’t contribute to my plan
B. decreased D. I don’t receive medical benefits

28. Using the map provided here, please indicate where your employer is located.
A. region 1 C. region 3 E. region 5 G. other
B. region 2 D. region 4 F. Canada

29. Which of the following best describes the location of your work?
A. urban (within a large city) C. medium-sized community
B. suburban (in a community within a D. rural

metropolitan area dominated by large city) 

30. Which best describes the ownership or control of your employer?
A. college or university D. nonprofit (church-operated, 
B. federal government (VA, military, volunteer, etc.)

and federal agencies) E. for profit (individual, private practice,
C. state, county, or city government or corporation, etc.)

31. Which of the following best categorizes the work environment of your employer? Choose only one answer.
A. academic C. city or county health department E. college health service G. hospital
B. agency D. clinic F. consulting H. private practice

32. If you work in a hospital, what is its size? (If you don’t work in a hospital, please mark J.)
A. < 100 beds D. 301 to 400 beds G. 601 to 800 beds J. I don’t work in a hospital
B. 101 to 200 beds E. 401 to 500 beds H. 801 to 1,000 beds
C. 201 to 300 beds F. 501 to 600 beds I. > 1,000 beds

Deadline for responses: July 15, 2001

Thank you very much for your time. The results of the survey will be reported in an upcoming issue of the newsletter, along with
an analysis of the economic state of your field. Please return this form in the enclosed, postage-paid envelope as soon as possible.
If the envelope is not available, mail the form to: Salary Survey, American Health Consultants, P.O. Box 740058, Atlanta, GA
30374.

2 HOSPITAL CASE MANAGEMENT ™ Salary Survey / June 2001


