
Focus on publicly reported data 
enhances the case manager’s role
Quality metrics will affect reimbursement, patient choice

As the Centers for Medicare & Medicaid Services and commer-
cial payers move to base reimbursement on quality and con-
sumers become more savvy about their choices of health care 

providers, complete and accurate documentation will become even 
more important.

“Hospitals are being required to do more public reporting, resulting in 
additional transparency in health care. This creates an increased level of 
focus and attention on hospital performance,” says Carolyn Scott, RN, 
MEd, MHA, vice president of performance improvement and quality for 
Premier, a health care improvement alliance. 

The increase in transparency is accelerating hospitals’ focus on qual-
ity improvement to maximize reimbursement and boost their publicly 
reported statistics, points out Quint Studer, CEO of Studer Group, a 
health care consulting firm based in Gulf Breeze, FL.

“Case managers have always played an important role in process 
improvement. As the emphasis on publicly reported data increases, the 
case management role is likely to expand, and the hospital leadership 
is likely to give case managers the support they need to be successful, 
Studer says.

The purpose of public reporting is to create transparency and 
accountability, aid consumers in their choice of providers, and stimu-
late quality improvement activities, says Beverly Cunningham, RN, 
MS, vice president, clinical performance improvement, Medical City 
Dallas Hospital.

“Consumers are beginning to pay more attention to publicly reported 
data, and there is an increasing amount of publicity about the types of 
sites patients can access to find out how their physicians and hospitals 
are performing. The attention will only intensify over time as health care 
consumers assume more responsibility for their choices and make sure 
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that they go to high-quality providers with docu-
mented, favorable outcomes,” Scott adds.

The Centers for Medicare & Medicaid Services 
began publicizing its newly revamped Hospital 
Compare website in 2008, taking out advertise-
ments in newspapers in major metropolitan areas 
to encourage consumers to use the information 

when they choose providers.
The website now averages 2.5 million page 

views a month, reports Deborah Hale, CCS, 
president of Administrative Consultant Services 
LLC, a health care consulting firm based in 
Shawnee, OK.

In addition to the Hospital Compare site, 
consumers can log onto a variety of national 
websites that publish data on hospitals’ quality 
of care, patient safety, and patient satisfaction, 
with more likely to come. In addition, many 
states have their own hospital rating sites, and 
many hospitals are posting quality data on their 
own websites along with a comparison to state or 
national averages. 

Consumers are beginning to pay more atten-
tion to publicly reported data when they make 
health care choices, but that’s not the only reason 
hospitals should focus on quality improvement, 
Cunningham says.

Health care reform legislation mandates that 
by 2012, CMS establish a value-based purchasing 
program in Medicare for hospitals and develop 
plans for implementing similar programs for 
skilled nursing facilities, home health agencies, and 
ambulatory surgery centers, Hale says.

“CMS has been moving in the direction of pay 
for performance for several years. The agency 
intends to no longer be a passive payer but to be 
an active purchaser of high-quality care and to 
make health care data transparent to the public,” 
she says.

For reimbursement under value-based pur-
chasing, hospitals will have to do more than just 
report. They will have to demonstrate perfor-
mance on a set of specific metrics. Those with the 
highest levels of performance will be the “win-
ners” in the new system, Scott says.

CMS is requiring hospitals to report on 46 qual-
ity measures in 2011 and has an additional 69 
measures under consideration for 2012, including 
emergency department throughput measures, car-
diac surgery measures, and nursing-sensitive mea-
sures, Hale says.

Already, CMS is limiting reimbursement for 
certain hospital-acquired conditions and has 
announced that it will penalize hospitals when 
patients with heart failure, heart attack, and pneu-
monia have high readmission rates.

Commercial insurers also are beginning to look 
at quality and to consider pay-for-performance ini-
tiatives, Scott says.

Many commercial insurers already have pro-
grams in place to give hospitals incentives for 
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setting up action plans to improve and report 
complications, such as urinary tract infections or 
MRSA, she point out.

“As CMS moves toward value-based purchasing 
and commercial insurers follow suit, these data are 
going to have an effect on our reimbursement as 
well,” she adds.

The health care reform legislation gives the 
Department of Health and Human Resources a lot 
of latitude in determining the final details, Scott 
points out.

Case managers have a huge impact on publicly 
reported data, Cunningham points out.

“We don’t know exactly how public reporting 
is going to be expanded as health care reform rolls 
out, but it’s important that we make sure every-
thing in the patient record is complete and docu-
mented correctly,” she says.

One thing health care reform definitely will do is 
reduce reimbursement, Studer says.

“The only way hospitals can be successful when 
they get less money but more volume is to get rid 
of wasted steps and eliminate errors,” he says.

One indication of what is in the future for hos-
pitals is what CMS is doing with hospital-acquired 
conditions and never events, Studer adds. 

“These are incidents can be prevented, and the 
fact that CMS is limiting reimbursement when 
these occur is a first step in basing reimbursement 
on quality,” he says.

Case managers should make sure all documen-
tation is complete so the data present an accurate 
picture of patient outcomes, Scott says. 

For instance, mortality rates are sometimes 
inaccurate because the physician documentation 
doesn’t include diagnostic technology that supports 
the severity of illness of their patients, Hale adds.

“Complete documentation is required for 
accurate coding of patients’ acute and co-morbid 
conditions, which are used in risk adjustment of 
complications and mortality,” she adds.

If documentation integrity is part of their role, 
case managers should make sure that physician 
documentation reflects how sick the patient is.

“When patients are sicker, complications and 
readmissions are more likely and they are placed in 
a higher-weighted DRG. Reimbursement is always 
important, but publicly reported data are equally 
important because they reflect the quality of care 
patients receive,” she says.

The additional emphasis on documentation 
integrity and quality improvement has the poten-
tial for overloading already busy case managers, 
Hale says.

“All of the new documentation and data-gather-
ing initiatives tend to become the responsibility of 
case managers, but if they still have the same high 
caseloads, it will be nearly impossible for them to 
address all the issues,” Hale says.

If case managers are in charge of documentation 
integrity and core measures in addition to their 
other duties, it’s important for case management 
directors to make sure they have adequate staffing, 
Cunningham says.

“Pressure to improve documentation of pub-
licly reported data is going to be increasing in the 
future, and often, this job falls to case managers. 
Hospitals don’t want to be in a position where 
case managers are so overloaded with responsibili-
ties that they have to choose whether to perform 
care coordination, utilization management, or doc-
umentation. Case management departments must 
be adequately staffed,” she says.

Case managers’ jobs will become easier if the 
people who are responsible for certain things are 
held accountable when they don’t happen, Studer 
says. 

For instance, case managers typically are 
responsible for length of stay, but if patients fall 
or develop infections, the length of stay is likely 
to increase, through no fault of the case man-
ager.

“The biggest issue in improving scores on 
publicly reported data is lack of accountability. 
Typically, the manager of a hospital unit isn’t 
evaluated for reducing falls and infections. If the 
people on the frontline are held accountable for 
publicly reported data, the case manager’s role 
will become easier and the hospital’s scores will 
improve,” he says.

Case management directors should make 
sure that hospital executives know what the 
case management job entails and that they hold 
people accountable for what they are supposed 
to do when it comes to the quality improve-
ment metrics the case managers are working to 
achieve, he says.

“It’s not that case managers don’t know what to 
do or how to do it. The problem is the execution. 
If case managers are told to achieve certain out-
comes but the manager of the unit isn’t evaluated 
for the same outcomes, the process doesn’t work,” 
he says.

[For more information, contact: Deborah 
Hale, president, Administrative Consultant 
Services LLC, e-mail: dhale@acsteam.net; 
Beverly Cunningham, RN, MS, vice president, 
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Get ready for increased 
scrutiny on hospital quality
Accurate data are more important than ever

As they wait to learn the next steps in health 
care reform, case managers should start think-

ing about what they need to do to get ready for 
the future, says Beverly Cunningham, RN, MS, 
vice president, clinical performance improvement, 
Medical City Dallas Hospital.

“We don’t know for sure what the details 
of health care reform will be and what effect it 
will have, but we do know that having accurate 
data is going to be more important than ever,” 
Cunningham adds.

Start by looking at the areas where you know 
reimbursement is going to be affected and deter-
mine what you can do to have an impact, she 
adds.

For instance, the Centers for Medicare & 
Medicaid Services’ announcement that it intends 
to reduce reimbursement for preventable readmis-
sions makes it important for case managers to pay 
careful attention to their hospital’s readmission 
data and take steps to ensure that patients don’t 
come back to their hospital, or another hospital, 
Cunningham points out.

“Case managers are responsible for ensuring 
that patients have an appropriate discharge plan 
that prevents readmissions. That is going to con-
tribute to reimbursement in the future,” she says.

At present, the health care reform legislation 
mandates that hospitals will be penalized by a 
reduction in reimbursement for readmissions that 
are not in the expected range, beginning in 2012, 
Cunningham points out.

“That gives us an opportunity now to aggre-
gate data and understand why patients are 
being readmitted. When patients are admitted 
within 30 days, I recommend to case manage-
ment leaders that they determine the reasons for 
readmission and work with the hospital’s quality 
department on ways to prevent readmissions,” 

she says.
If a patient is discharged from one hospital and 

admitted to any other hospital within 30 days, the 
discharge is included in the first hospital’s read-
mission rate, she points out.

“This puts a burden on us as case managers to 
make sure that the patient and family education is 
complete and thorough. Case managers may not 
need to do all this education, but since we have a 
care coordination function, we need to assure that 
it is done,” Cunningham says.

Already, if patients are readmitted to the hos-
pital at any time, not just within a 30-day period, 
because of inadequate and incomplete care, the 
second stay is not payable and the hospital has to 
combine the bills into one, adds Deborah Hale, 
CCS, president of Administrative Consultant 
Services LLC, a health care consulting firm based 
in Shawnee, OK.

For instance, if congestive heart failure patients 
do not have documented discharge instructions 
about diet, how to monitor weight, and when to 
call the doctor, they typically come back to the 
hospital very quickly, possibly because they are 
eating the wrong things, Hale says.

“However, if the hospital has adequate docu-
mentation at the end of the first admission show-
ing that the patient received the proper education, 
it can make the case for the readmission being due 
to noncompliance,” she says.

Don’t use a patient’s noncompliance with the 
discharge plan as an excuse for readmissions, 
Cunningham cautions.

“We need to understand the reason for the non-
compliance. Maybe the patient didn’t understand 
the care plan or couldn’t afford the medication,” 
she says.

Case managers should make sure that patients 
and family members have the right education on 
post-acute care, that they know the signs and 
symptoms that indicate they should call their doc-
tor, that they have prescriptions, that they are 
capable of getting to the drugstore to fill them, 
and that they can afford to fill the prescriptions, 
Cunningham says.

“Case managers have an increasingly important 
role in implementing the transition from the acute 
care setting to another level or care or the patient’s 
home. Ensuring that the transition is well planned 
with the patient and caregivers, that people at the 
next level of care have the information they need, 
and that the patient has a follow-up appointment 
all help mitigate the likelihood of a readmission or 
an adverse event,” adds Carolyn Scott, RN, MEd, 

clinical performance improvement, Medical City 
Dallas Hospital, e-mail Beverly.Cunningham@
hcahealthcare.com; Quint Studer, CEO, Studer 
Group, e-mail: quint@studergroup.com; Carolyn 
Scott, RN, MEd, MHA, vice president of perfor-
mance improvement and quality, Premier, e-mail: 
Carolyn_Scott@PremierInc.com.]  n
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MHA, vice president of performance improvement 
and quality for Premier, a health care performance 
improvement alliance.

Go to the CMS Hospital Compare website and 
see what your hospital’s readmission rate is and 
how it compares to state and national readmis-
sions, Cunningham suggests.

“This will give case managers an idea of how 
their hospitals are doing and potential areas for 
improvement,” she says.

Case managers can have a role in helping avoid 
hospital-acquired conditions by taking proactive 
steps to identify patients who are at risk, Scott 
says.

“The more case managers have access to real-
time and predictive data that let them know what 
patients are at risk, the better they are able to help 
their hospital’s efforts to reduce hospital-acquired 
conditions,” she adds.

For instance, if case managers are aware of 
which patients are more prone to various infec-
tions or who is at risk for a fall, they can be more 
proactive in helping avoid a hospital-acquired con-
dition or a fall.

“It’s so much better to proactively manage a 
complex patient at the outset than it is to deal with 
the implications after an adverse event,” she says.

Pay careful attention to patient status and 
make sure that the data on the bill match what 
really was ordered in the patient’s medical record, 
Cunningham says.

What typically happens is that when a patient 
comes into the emergency department, the phy-
sician wants to reserve an inpatient bed, so the 
patient is listed as an inpatient in the system. Once 
the physician completes the work-up, he or she 
writes the orders for observation services, but the 
patient’s status never gets changed in the system, 
Cunningham says.

“Any data that are on the bill become part of 
pubic reporting, so it’s critical that before the 
account is billed that the billing matches our 
order,” she says.

Watch the patient’s discharge status and make 
sure it matches where the patient actually went 
and the services he or she received after discharge, 
Cunningham says.

“Sometimes the doctor writes the order for a 
patient to go to a nursing home, but the nursing 
home puts them in a skilled bed. Hospitals are also 
held accountable for discharge status accuracy,” 
she says. 

Case managers can use their hospital’s scores 
on Hospital Consumer Assessment of Healthcare 

Providers and Systems (HCAHPS) as a guide to 
where processes can be improved, suggests Quint 
Studer, CEO of Studer Group. 

Results of the 27-question HCAHPS survey, 
which measures patients’ perception of quality of 
care, is reported on the Hospital Compare website.

“Everyone is looking for a silver bullet for 
improving health care performance, and HCAHPS 
is the closest thing we have,” Studer says.

For instance, one question asks patients if they 
understand their medication and potential side 
effects.

If patients report on the HCAHPS survey that 
they didn’t understand their treatment plan, it’s 
likely that they didn’t adhere to it, he adds.

“Consider that one in five patients has an 
adverse event after discharge and 60% of this 
is due to medication. Many times, it’s not 
problems with the discharge plan that brings 
patients back to the hospital. It’s the compli-
ance with the plan. By using the HCAHPS data 
and holding staff members accountable for 
making sure people understand their medica-
tion, hospitals can improve clinical outcomes,” 
he says.

As they initiate quality improvement projects, 
case managers are in a position to look at patients 
throughout the continuum of care and make sure 
that what happens at one level of care doesn’t 
adversely affect another, Scott adds. 

“It’s great to reduce inpatient length of stay, 
but when your outpatient mortality or readmis-
sion rates go up, you haven’t really accomplished 
anything from the perspective of the patient,” she 
says.  n

Patient flow initiatives 
decrease LOS, up capacity
Daily, weekly meetings address throughput

By implementing a series of patient flow ini-
tiatives over a 10-month period, UC Health 

University Hospital, a 693-bed academic medical 
center in Cincinnati, was able to decrease the aver-
age patient length of stay by 5.34 hours, giving the 
hospital the ability to serve 1,300 more patients 
each year.

Before the project began, the hospital reor-
ganized its care coordination efforts: creating 
a triad model in which case managers, social 
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workers, and quality management nurses work 
as a team; collaborating on the best discharge 
plan for the patient; establishing what funding 
is available for post-acute needs; and moving 
patients through the continuum as quickly as 
possible.

At the time the project began, the hospital had 
home care coordinators who were responsible for 
discharge planning for patients who needed home 
care. Social workers handled placement in post-
acute facilities, and the quality management nurses 
were in charge of utilization review.

The redesign expanded the role of the home care 
coordinators and created the role of case manager, 
whose duties include facilitating throughput by assur-
ing that patients get the care they need in a timely 
manner as well as setting up home care referrals. 

“We were working with a consulting firm to 
improve our patient flow housewide. They recom-
mended redesigning the department. They told us 
that we needed somebody to be on the unit every 
day consistently to make sure that the patients 
were moving through the system efficiently, says 
Ginny Warner, RN, BSN, ACM, manager of case 
management.

At UC Health University Hospital, case manag-
ers are assigned by unit and typically have a case-
load of between 24 and 43 patients, depending on 
the acuity of their patients.

“Case managers in the ICU can usually carry a 
heavier load because, while they transition patients 
through the system, they aren’t spending hours 
lining up resources for patients who are going 
home,” says Peggy Sogar, LSW, division direc-
tor over service excellence, case management, 
social work, patient relations, volunteer services, 
and spiritual care services. UC Health University 
Hospital is a Level 1 trauma center and an inner-
city, safety-net hospital.

Many of the patients are seriously ill or have 
been catastrophically injured and have complex 
psychosocial issues, Warner says.

“Our case manager and social workers are 
creating discharge plans for many patients whose 
psychosocial needs impede a quick and efficient 
discharge. The patients may be medically ready to 
go home, but because of their psychosocial issues, 
it may take a while to set up all of the resources 
they need for a safe discharge,” she says.

In addition, the hospital is in a tri-state area 
and treats patients from Kentucky and Indiana 
who also have complex medical and psychosocial 
needs. Finding placement for them in their home 
state if they don’t have funding or finding post-

acute services in Ohio when they are residents of 
another state is also a challenge, Warner adds.

Working with Wellspring + Stockamp 
HuronHealthcare, a Chicago-based consulting 
firm, the hospital developed daily and weekly 
meetings during which staff analyze patient 
throughput issues and brainstorm ways to alleviate 
roadblocks, Sogar says.

Each unit in the hospital holds daily care coor-
dination rounds facilitated by the charge nurse and 
attended by the case manager, the social workers, 
bedside nurse, and as many other disciplines as 
possible.

The team looks at each patient on the unit, dis-
cusses the plan of care, the anticipated discharge 
date, patient transportation, discharge medica-
tions, and other discharge needs.

“We look every day to see how the patient 
is moving through the system and intervene to 
remove any roadblocks to a timely discharge,” 
Sogar says.

For instance, if a patient is scheduled for a test 
that would determine if he or she is ready for dis-
charge, the case manager makes sure it is sched-
uled early in the day.

The entire case management and social work team 
attends a clinical high-risk meeting once a week to 
discuss patients at high risk for a lengthy stay.

“We started looking at patients with a stay of 
eight days or greater, but as we have gotten more 
experience, we have been able to identify difficult 
discharge situations more quickly,” Sogar says.

For instance, if the patient is from another state 
and doesn’t have insurance, finding a post-acute 
placement could be a problem.

The vice president of finance, the vice president 
of operations, and the vice president of medical 
affairs attend the high-risk meetings and deal with 
any issues or concerns with their area of the hos-
pital.

During weekly patient progression meetings, the 
directors of every nursing unit, the case manage-
ment manager, the social work manager, and rep-
resentatives from admitting, the bed board office, 
and transportation analyze performance indicators 
to determine if each department has met its goals.

For instance, case management tracks the 
cases that are reviewed within one business day, 
avoidable days, patients who could have been 
discharged if there hadn’t been an avoidable day, 
cases with a discharge barrier, and whether the 
barrier was internal or external.

(Continued on page 123)
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CM redesign among initiatives 

A series of initiatives at Central DuPage 
Hospital has helped decrease length of stay 

and improve patient flow, according to Corinne 
Haviley, RN, MS, associate chief nurse at the 313-
bed hospital in Winfield, IL.

The initiatives include redesigning the care 
coordination model as well as starting daily, mul-
tidisciplinary rapid rounds and weekly long-stay 
meetings, Haviley says.

The hospital also has developed detailed pro-
tocols that list what type of interventions should 
occur each day for patients with specific diseases 
and types of problems.

“We mapped out the care so all staff are on 
board and understand what the plan of care is. We 
have pre-printed orders to help physicians think 
about care that is based on evidence in the litera-
ture and what we want to emphasize prior to the 
patient leaving the hospital,” she says.

The hospital’s new care coordination model, 
being rolled out gradually unit by unit, defines spe-
cific roles for the care coordination team and refines 
the roles of the utilization management nurse, the 
case manager, and the social worker, she says.

“We looked at the various models for care coor-
dination and opted to separate the roles of the uti-
lization manager, the case manager, and the social 
worker, with the exception of the intensive care 
unit. Our intent is to be very clear and descriptive 
about what needs to be done at what point and by 
which discipline,” Haviley says.

Before the department was reorganized, Central 
DuPage Hospital’s care management process was a 
blended approach, she says.

“Sometimes there were two people working on the 

same issues. We didn’t specifically define the utiliza-
tion management role so all the case managers took 
that on, causing the potential of replication efforts 
and reduction in efficiency. When we reorganized 
the department, we clearly defined who does what to 
eliminate any duplication of effort,” she says.

Representatives from the entire case manage-
ment department and the nursing department were 
involved in the redesign of the model and had 
input every step of the way.

The team developed a grid to guide the work of 
the care coordination team to make sure patients 
receive the right resources at the right time. 

“The grid shows that as the case becomes 
more complex and complicated, we call in more 
resources,” she says.

The utilization manager is responsible for iden-
tifying patients’ financial resources and the kind of 
support patients might need from insurance cover-
age and other payer sources.

Case managers have the same information, but 
they concentrate on working with the staff to facil-
itate discharge planning.

Social workers are called in on more complex 
cases, such as when patients have a complicated 
family situation, transportation issues, or extensive 
discharge planning needs. 

The team analyzed the workload on every unit in 
the hospital and determined how to use the existing 
staff to fill the working components in the new model.

“We took into account that some units have a 
faster turnover in patients than other units. We 
spent time looking at the workload and determin-
ing how many staff [members] it would take to 
handle the work on each unit,” she says.

Most units are staffed by one case manager, 
with utilization managers assuming responsibility 
for two units.

Hospital projects focus on patient throughput 
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The hospital conducted a demonstration project 
with the new role definitions on two units and is 
in the process of rolling out the redesign to the 
entire hospital.

“We asked for volunteers for the various roles 
for the project. Some wanted to try something dif-
ferent. Others were interested in being more closely 
involved in process improvement,” she says.

The team emphasized that people who are 
assigned a new role have the option to change it 
later on, she says.

“We just reorganized how people are placed, 
based on their skill sets and their interests. They 
don’t have to stay in their new roles forever. There 
is always the opportunity to do something differ-
ent down the road,” she says.

Staff from the units that have already gone live 
with the new role definitions are helping roll out 
the changes to other units.

“We have developed very specific tools to help 
them, using input from the team that worked on 
the first pilot,” she says.

In an effort to cut length of stay and speed up 
discharges, the case management department started 
holding daily rapid rounds on several units to focus 
on the discharge needs of all patients on the unit.

The team that attends the 10 a.m. meeting 
includes the nursing staff, case managers, social 
workers, and physicians or advanced practice nurses.

“Our meetings are very pointed and targeted, 
and we have an outcome in mind — getting all the 
important diagnostic tests and treatments completed 
that need to be done so the patient will be ready for 
discharge. As a result, we have seen an increase in 
patient discharges earlier in the day,” Haviley says.

One unit discharged 47% of its patients before 
3 p.m. in January 2010, compared with 39% in 
the last quarter of the previous fiscal year. Another 
unit increased the percentage of timely discharges 
from 39% to 59%.

The cases are presented by the staff nurses, who 
rotate their attendance at the rapid rounds. If a 
staff nurse has four patients on a unit, he or she 
presents all four then leaves and the next nurse 
comes in to present his or her cases.

The charge nurse and case manager on the unit 
facilitate the meetings and provide feedback to the 
presenters.

The meetings are facilitated by the charge nurse 
and the case manager, who steer the conversation 
and also give feedback to the presenters. 

The discussion starts with the name of the patient, 
the diagnosis, the day of admission, how many days 
the patient has been in the hospital, and what is 

keeping him or her from being discharged. 
“The nurse tells what he or she has been work-

ing on, and the rest of the team discusses what 
they are doing to help get the patient ready for dis-
charge,” she says.

The team discusses every patient on the floor 
every day, looking at barriers to discharge and what 
needs to be done to expedite the patient that day.

“They aren’t talking about the whole case but 
are intentionally targeting what needs to be done 
before the patient can be discharged. Everybody 
is on board, and when they walk out of the room, 
they know their assigned responsibilities for the day, 
depending on what each patient needs,” she says.

For instance, nursing may be assigned to com-
plete an assessment or medication reconciliation. 
The case manager or social worker will deal with 
placement issues. 

“When we didn’t have rounds, the team some-
times had difficulty finding physicians or support 
staff to coordinate patient care. When everybody 
comes together, we don’t have to try to locate 
them,” she says.

For instance, if the labs need to be redrawn or 
the patient needs a physical therapy assessment 
before discharge, someone on the team takes 
responsibility for making sure it gets done.

At 2 p.m., the team regroups quickly with the 
charge nurse and the case manager for a short 
recap of what tasks were completed during the day 
and what unresolved issues need to be tackled by 
the next shift.

If there are interventions that need to be done 
during the evening shift, the nurses make a note of 
it and discuss it at shift change. The next morning, 
they report on what was accomplished overnight.

“We are very disciplined with the process, and 
everybody takes their assigned tasks seriously,” 
she says.

The hospital’s weekly long-stay meetings focus 
on patients who have been in the hospital for 
seven days and those who are expected to be in the 
hospital for more than seven days.

The case manager presents the cases to the long-
stay team, which includes the vice president of quality, 
two associate chief nurses, the manager of case man-
agement, and physicians when they can be present. 

“We don’t present every case. We focus on 
patients who have some kind of roadblock to going 
home. We don’t discuss the cases where they have 
complications that require them to stay,” she says.

For instance, the team discusses patients who are 
having difficulty coping with their illness or injury, 
as well as those who have family issues or may 
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need resources to support them after discharge.
For instance, one patient is a young mother 

with children at home who was severely injured in 
an automobile accident. The team helped the fam-
ily come up with post-discharge options for the 
woman’s care.

“When a family is facing a difficult situation, 
they don’t know about all the options that are 
available to them. The team is there to help. The 
patient may need to go to an extended care facil-
ity, to receive hospice care, or home health sup-
port. We call on the physicians to help explain 
the complexity of the problem and plans for the 
future. We often call on the chaplain to help with 
emotional issues,” she says.  

[For more information, contact: Corinne 
Haviley, RN, MS, associate chief nurse, Central 
DuPage Hospital, e-mail: corinne_haviley@cdh.
org.]n

Hospitalist wing patients 
have fewer readmissions
Improved communication, follow-up key

By dedicating a wing of the hospital to patients 
being cared for by hospitalists, St. Mary’s 

Health Center in St. Louis has decreased the 
length of stay by 4% compared to a 2% reduction 
in the non-hospitalist unit, as well as improved 
patient satisfaction and decreased the 30-day read-
mission rate for patients on the hospitalist unit.

In January 2010, the average 30-day readmis-
sion rate was 11.5%, down from 14% in the 
program’s first month, a 22% reduction since the 
program started. In the same period of time, read-
mission rates dropped from 19% to 18%, a 5% 
decrease on a non-hospitalist unit.

The key to the success of the program is 
increased communication between the hospitalists 
and the rest of the treatment team, as well as bet-
ter communication between physicians and other 
post-acute providers and follow-up calls after dis-
charge, says Philip Vaidyan, MD, head of the hos-
pitalist program and practice leader for IPC The 
Hospitalist Company.

“Before the hospitalist unit was established, case 
managers were assigned to specific doctors and 
followed them all over the hospital. It was very 
fragmented and chaotic, and we spent a lot of time 
trying to track down the doctors,” says Ruth Karimi, 

RN, case manager on the 32-bed hospitalist unit.
St. Mary’s Health Center is a 582-bed hospital 

with a psychiatric unit and a rehabilitation unit in 
addition to the acute care beds. The hospital con-
tracts with a national hospitalist organization to 
provide care for about 60% of the patients in the 
hospital, Vaidyan says. 

In June 2008, the hospital designated a 20-bed 
nursing unit as a specialized hospitalist unit on a 
trial basis.

After the pilot began, the hospitalists found that 
they were saving about 60 minutes a day because they 
were seeing patients in just one unit rather than all 
over the hospital and that they received 65% fewer 
pages a day because they were in closer proximity to 
the nurses and case managers, Vaidyan adds.

The pilot project was so successful that the 
hospital opened a new 32-bed hospitalist unit in 
March 2009. About 40% of patients treated by 
the hospitalist team are on the unit. The others are 
in specialized units such as the telemetry or inten-
sive care unit.

The new approach centralizes care and maxi-
mizes the time that physicians spend with patients 
and the other members of the treatment team, 
Vaidyan says.

“All members of the team work in close prox-
imity to each other. Communication is very 
robust, and the team works together to create a 
plan of care for patients,” he adds.

Many of the patients on the hospitalist unit are 
uninsured, under-insured, have low health literacy, 
and/or do not have a primary care provider. 

“These patients are the most highly vulnerable 
for readmission. We all work together to coordi-
nate their care while they are in the hospital. The 
case manager and social worker help them find a 
primary care provider and coordinate other ser-
vices they will need after discharge,” he says.

The hospitalist team includes nurse practitioners 
who work in the emergency department and act as 
a liaison between the emergency department physi-
cians and the hospitalists. 

When patients come into the emergency depart-
ment, the ED physician starts the work-up and a 
nurse practitioner starts the orders in the ED, per-
forms medication reconciliation, and ensures that 
patients are on the proper protocol.

The emergency department physicians like the 
arrangement because they can hand off the patient 
quickly without waiting to talk to the unit hospi-
talist, Vaidyan says.

“It is a great advantage for the nurse practitio-
ner to get the treatment started when the patient 
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is still in the emergency department. This way, the 
patient gets treated in a timely manner and the 
floor nurses don’t have to call the physician for 
orders when the patient is moved to the floor,” 
Vaidyan says.

The team on the hospitalist unit has been able to 
ensure safe and timely discharges by meeting regu-
larly and collaborating on patient care, Vaidyan 
says.

The hospitalist team, including the nurse prac-
titioner, meets every morning and reviews the case 
of every patient on the unit. Halfway through the 
meeting, they are joined by the unit-based case 
manager, the social worker, and the unit nursing 
team leader.

“We discuss every patient in the unit, who is 
scheduled to go home, any issues we have to focus 
on before discharge. The daily meetings help us 
move the patient quickly through the continuum of 
care because we identify any roadblocks and con-
centrate on overcoming them,” Karimi says.

When the meeting is over, Karimi knows which 
doctors she is going to be working with that day, 
what tests and procedures have been ordered for 
her patients, and their clinical needs.

“We decide at the meeting what the patient is 
going to need so we can provide consistent care 
in a timely manner. I work with the physicians to 
make sure that any consults the patient needs are 
ordered quickly and pursue them to make sure 
they occur in a timely manner,” she says.

The case managers throughout the hospital 
screen 100% of patients on admission and assess 
their living situation, social abilities, community 
support, and functionality to determine what they 
are likely to need at discharge. They make referrals 
to social services, nutrition, or physical therapy if 
needed, Karimi says.

“We find out if patients can afford their medica-
tion, if they have a primary care physician, if they 
feel safe at home. During the morning meetings, I 
tell the physicians my concerns about the patient 
and work with them to establish a plan of care for 
the day, and often for the week,” she says. 

If patients have no insurance and may be eli-
gible for Medicaid, Karimi calls in the hospital’s 
Medicaid intake coordinators. If they don’t have a 
primary care physician, she helps them identify one.

In addition to the daily meetings, the treatment 
team has twice-weekly hospitalist-led multidisci-
plinary meetings during which they discuss dis-
charge planning, quality measures, and outcomes 
data.

Half of the hospitalist team meets twice a week 

for an hour with the entire treatment team, includ-
ing the unit-based case manager, the wound care 
nurse, the nutritionists, the pharmacists, and chap-
lain to discuss all patients on the unit.

The other half attends biweekly walking rounds 
with the unit-based nursing staff.

“We instituted the walking rounds to give the 
frontline nurses the ability to participate in the 
rounds. We know they are out there working with 
the patients so we made the decision that half of 
the hospitalists would walk to the patients’ bed-
sides so the nurses and their care partners can par-
ticipate in the meeting,” Vaidyan says.

When a patient is discharged, the discharging 
hospitalist sends a discharge summary electroni-
cally to the patient’s primary care physician and/
or specialist who will provide the follow-up care, 
usually within an hour of discharge. The one-
page summary includes medications, lab and test 
results, pending tests and procedures, and other 
information needed for follow up.

Physicians who see patients in post-acute facili-
ties also receive the discharge summary.

“The case manager and social worker usu-
ally know which physician is going to take care 
of patients in the post-acute facility and make 
sure the discharge summary is directed to them,” 
Vaidyan says.

The hospitalist firm also sends the discharge 
summary to its post-discharge call center. The cen-
ter is staffed by case managers who make follow-
up calls to patients within 72 hours of discharge 
to ensure that they have a follow-up appointment, 
that their post-discharge services are in place, and 
to identify any problems the patient may be hav-
ing. They use a “smart survey” that is customized 
to the patient’s clinical situation.

For instance, if a patient was discharged on 
anti-coagulants, the survey has a question that 
determines if the patient knows what symptoms 
indicate a complication.

If the case manager can’t address the problem 
over the telephone, she alerts Karimi or the hospi-
talist who cares for the patient in the hospital.

The results of the survey are faxed to the same 
physician who received the discharge summary 
so that all key team members are kept informed, 
Vaidyan says.

(For more information contact Philip Vaidyan, 
MD, head of the hospitalist program and prac-
tice leader for IPC The Hospitalist Company, St. 
Mary’s Health Center, e-mail: Pvaidyan@ipc-hub.
com.)  n
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“During our three years of case management, we 
have attacked and resolved a lot of internal system 
issues, and now we rarely have internal avoidable 
days. Most are external and have to do with payer 
issues,” Warner says.

Social work tracks the number of cases that 
need highly complex discharge planning, transpor-
tation to other facilities, and barriers to a speedy 
discharge, such as a hold-up in pre-certifications 
from insurance companies.

In addition to the meetings, the case manage-
ment team has been working in other areas to 
remove roadblocks to discharge, Sogar says.

For instance, the case managers have worked to 
involve physicians in the throughput process. If the 
physicians can’t attend the daily care coordination 
rounds, the case managers go with them on early 
morning rounds whenever possible and report 
back to the care coordination team.

“This is sometimes difficult because physicians 
have patients on multiple units. If the case manag-
ers can’t attend the morning rounds, they text-page 
the physicians and ask them to call with an update. 

It makes it easy to get a quick response because the 
physicians know what information the case man-
ager needs,” Warner says. 

The team has developed an escalation process in 
which the frontline staff (case managers or social 
workers) refer problems they have not been able to 
solve to their manager, who in turn engages Sogar 
when necessary. Sogar can call on a hospital vice 
president if she needs assistance in taking care of 
the problem.

Case managers and social workers track avoid-
able days and look for trends, then work to find 
ways to change processes to improve patient flow.

“We can use the data to show the value of case 
management by tracking the days the case man-
agers and social workers have saved by getting 
the patients out quicker and saving the hospital 
money,” Sogar says.

Since the care coordination rounds began, the 
hospital has experienced a 40% increase in accu-
racy of predicting next-day discharges from the 
medical/surgical units. Some units have achieved 
greater than 50% accuracy. 

The team is still challenged by the fact that 

(Continued from page 118) 
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many patients have complex medical conditions 
and often experience setbacks in recovery. In 
addition, since UC Health University Hospital 
is a teaching facility, both the resident and the 
attending physician have to be on board for 
discharges.

“All of this plays into whether or not we can 
accurately predict discharges. We have been 
slowly increasing that metric but giving an extra 
focus in the care coordination rounds on when 
the discharge is going to happen so we can have 
everything needed lined up and in place,” Sogar 
says.

(For more information, contact: Peggy Sogar, 
LSW, division director over service excellence, 
case management, social work, patient relations, 
volunteer services, and spiritual care services, UC 
Health University Hospital, e-mail: Peggy.Sogar@
healthall.com.)  n

ACCESS MANAGEMENTACCESS MANAGEMENT
Get surging bad  
debt under control 
Be proactive to avoid problems

Uncollectible funds, or “bad debt,” is a prob-
lem your patient access department can’t 

afford to ignore. With increasing numbers of self-
pay, uninsured, and underinsured patients access 
managers should revamp processes sooner rather 
than later. 

“Too much bad debt means you probably have 
faulty operations,” says Joseph Ianelli, senior 
financial manager of Boston-based Massachusetts 
General Hospital’s admitting department. “Getting 
it under control really starts at registration. 
Making sure that your registrars are well trained 
and doing lots of QA on registration is your first 
line of defense.” 

Tallahassee (FL) Memorial Hospital has seen a 
surge in bad debt dating back to the onset of the 
recession. “At that time, we decided to do some 
proactive work,” says Joan S. Braveman, director 
of patient access and financial services.

The first step was to develop a sliding-fee 

scale for uninsured patients, based on current 
income and family size only. In many cases, 
these patients weren’t qualifying for public ben-
efits because the criteria looked at their assets 
and yearly income to date. In contrast, the hos-
pital’s sliding-fee schedule guidelines consider 
only current income. 

Based on that criterion, many newly unem-
ployed individuals can be offered a cash discount 
of up to 90%. Even if patients don’t qualify for 
any discount, they can still be given a prompt-
payment discount of 10%. 

Another important realization for patient 
access, says Braveman, is that “the cash that we 
let walk out the door really diminishes in value. 
While at some point in the history of health care 
we could have counted on 85% of that being col-
lected, we’re now collecting only about 30% of 
that.” For this reason, the department set out to 
improve its processes for upfront collections with 
these steps:

• Price estimation software was implemented, 
so registrars can tell patients their liability at the 
time of scheduling. 

“That’s been a huge culture change. We do 
continue to hear from a lot of people, ‘They just 
always billed me,’” says Braveman. “But there are 
no surprises any more. We’re able to ask them to 
bring the money with them when they come in.” 

• Registrars use scripting to direct patients’ 
focus to their insurance coverage. 

If a patient is confused by a copay or co-insur-
ance, staff try not to get in a position of arguing 
with the patient. Instead, they just tell patients 
exactly what their benefits handbook says about 
their coverage. 

“We quote back to them where it clearly states 
they are responsible for whatever their copay and 
co-insurance is. One of the HMOs even goes so 
far [as] to say that payment is due at the time of 
service,” says Braveman. “We explain that this 
is not about the hospital being money-hungry, as 
some people may want to believe, but about the 
contract between the patient and the insurance 
company.”

To bring this point home, staff use wording 
such as, “Your insurance company has notified 
us that your liability for this visit is X number of 
dollars.”

“That is helping, but it takes awhile to change 
a culture that was 60 years in the making,” says 
Braveman. “Since Oct. 1, 2009, which is when our 
fiscal year started, we have increased front-end 
cash collections by 50%. It’s been a slow, steady 
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CNE questions
5 . How many times a month is the CMS Hospital 

Compare website accessed?
A . 1 million
B . 2 .5 million
C . 3 million
D . 100,000

6 .  CMS requires hospitals to report on 46 quality 
measures in fiscal year 2011 . How many additional 
measures are under consideration for 2012?

A . 50
B . 54
C . 62
D . 69

7 . The Hospital Consumer Assessment of Healthcare 
Providers and Systems (HCAHPS) measures pa-
tients’ perception of care . How many questions are 
on the assessment?

A . 27
B . 32
C . 15
D . 12

8 . When UC Health University Hospital implemented 
patient flow initiatives, how much was the average 
length of stay reduced? 

A . 4 .52 hours
B . 5 .34 hours
C . 6 .34 hours
D . 4 .35 hours

Answer key: 5 . B; 6 . D; 7 . A; 8 . B .

CNE instructions 

Nurses participate in this continuing education program 
by reading the issue, using the provided references for 

further research, and studying the questions at the end of 
the issue . Participants should select what they believe to be 
the correct answers, then refer to the list of correct answers 
to test their knowledge . To clarify confusion surrounding 
any questions answered incorrectly, please consult the 
source material . After completing this semester’s activity 
with the December issue, you must complete the evaluation 
form provided in that issue and return it in the reply enve-
lope provided to receive a credit letter .  n

rise every month. And a lot of those dollars would 
have been bad debt.”

• Determination of eligibility for charity hap-
pens sooner. 

“Given a choice of charity or bad debt, I’ll take 
charity,” says Braveman. “If we’ve got a patient 
in-house who looks like a potential charity patient, 
we start the process right there. If family members 
can bring in tax returns or W-2s, we can have a 
really good sense what this will look like at the end 
of the day.”

A newly unemployed person’s assets are often 
too high to qualify for Medicaid. However, if one 
hospital bill exceeds 25% of the patient’s annual 
income, then the hospital’s charity guidelines are 
met. For this reason, an effort is made to identify 
patients who may qualify for charity sooner in the 
process. 

Until four years ago, the charity application 
process began after the patient was discharged 
and the final bill was produced. “Now, we begin 
the charity process as soon as we identify an unin-
sured person who may qualify,” says Braveman. 
Usually, this occurs at the time of admission, 
although some patients have qualified prior to ser-
vice delivery.

“Oftentimes, we’ll send an account to bad 
debt because the patient is just not working with 
us. Then a year later, they see it on their credit 
report and claim they never heard about it,” says 
Braveman. “There are times when we end up going 
back to the point in time when they incurred the 
bill, and they in fact would have qualified for char-
ity.”

Scripting is used by Tallahassee Memorial’s 
registrars to emphasize that staff are there to 
help the patient. “There is a difference between 
our recently uninsured and long-term unin-
sured,” notes Braveman. “The newly unem-
ployed, at least in this community, tend to be 
almost embarrassed to be asking for help. They 
are more than happy to do anything we ask of 
them. This is very different from a patient with a 
credit score of 400 who is not concerned about 
the credit score impact.”

Don’t overlook follow-up 

Patient access staff at Massachusetts General 
have many options to help patients with financial 
problems, due to a generous public benefits pro-
gram including expanded Medicaid. However, 
none of this helps a patient unless he or she is 
deemed eligible. 
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“Some states may not have as developed a net-
work of public benefit programs as we might have, 
but most hospitals do have discounting and pay-
ment plan arrangements,” says Ianelli. “Getting 
the uninsured and underinsured as engaged as 
early as possible in the relationship will minimize 
bad debt.” 

In order to do this, though, financial counselors 
need to be able to navigate complex insurance and 
public benefits requirements. “Whoever is doing 
that really needs to know how to access public 
benefits. And I think that they need to be held 
accountable for following through,” says Ianelli. 
While in many hospitals the financial counselors 
take more of an administrative role of filling out 
paperwork, he feels strongly that a more hands-on 
approach is needed. 

“They have to understand how to really access 
programs and get patients on. Otherwise it’s 
just too hard for the patient,” says Ianelli. “The 
bureaucracies are really tough. It’s hard enough 
to navigate a hospital system, let alone any sort 
of Medicaid system. So financial counselors really 
need to elevate their game.”

Instead of having financial counselors report up 
through the back end and billing, at Massachusetts 
General, they report up through the admitting and 
access departments. “We really take the philoso-
phy of getting people as much access to medical 
care as possible,” says Ianelli. “I understand that 
we are in a lucky position compared to many other 
states, but a lot of states have different variations 
of free care programs. There are lots of things that 
people can do.”

If financial counselors wait until the service has 
already happened, an opportunity may be lost. 
“We try to engage patients right at the point of 
scheduling and not wait for the patient to actu-
ally arrive,” says Ianelli. “If folks are aligned with 
bringing in as many people as possible, rather than 
keeping them out of the doors, it’s better for every-
body involved.”

Motivate staff
 
A profit-sharing program at Tallahassee 

Memorial rewards all colleagues when specified 
goals are met for the organization as a whole and 
for each individual department. For the patient 
access and financial services departments, total 
collections, both patient and insurance, are used 
to measure achievement and participation in 
profit sharing. “That is our carrot. Last year, 
payment was significant,” says Braveman. “Our 

staff are well aware that cash collections is one of 
our measures. Receiving that incentive becomes a 
group motivator.” 

In the emergency department, the supervisor 
posts the amount collected by each staff person 
the previous week. “So it’s become a very public 
number,” says Braveman. “If a minimum amount 
is not collected, she meets with that person one on 
one. At this point, we are not taking any correc-
tive actions for failure to achieve the goal. We do 
understand that we’ve got a whole community to 
educate.”

[For more information, contact:
Joan S. Braveman, Director, Patient Access and 

Financial Services, Tallahassee Memorial Hospital. 
1300 Miccosukee Road, Tallahassee, FL 32308. 
Phone: (850) 431-6202. E-mail: Joan.Braveman@
tmh.org.

Joseph Ianelli, Manager, Financial Access Unit, 
Massachusetts General Hospital, 55 Fruit Street, 
Boston, MA 02114. Phone:(617) 724-2099. 
E-mail: jianelli@partners.org.]  n

Eliminate costly gaps in 
your authorizations

It sounds fairly cut and dried: If an authorization 
isn’t obtained from a payer, the claim will be 

denied. However, payer requirements are getting 
more and more complex and stringent. 

“More plans are requiring authorizations 
that were not previously required,” says Helen 
Thomas, manager of financial counseling at 
MUSC Medical Center in Charleston, SC. “More 
and more procedures are now requiring autho-
rizations where they were not required in the 
past.”

Payers also are asking for more documen-
tation to be provided upfront before they 
authorize a service. “It is not always readily 
available,” says Thomas. “It can require the 
use of many hospital systems to secure what is 
needed by the carriers.” 

Both diagnosis and CPT codes often are 
requested for processing, which typically are not 
readily available. Also, with the move to privatiz-
ing government payers, HMOs for Medicaid and 
replacement plans for Medicare want authoriza-
tions on procedures that were not previously 
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CNE OBJECTIVES

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

lowing:
• identify the particular clinical, administrative or 

regulatory issues related to the profession of case 
management

• describe how the clinical, administrative or regula-
tory issues particular to the profession of case man-
agement affect patients, case managers, hospitals or 
the health care industry at large 

• discuss solutions to the problems facing case man-
agers based on independent recommendations 
from clinicians at individual institutions or other 
authorities .  

n How health care 
reform will affect your 
job

n Helping Medicare 
patients stay safe at 
home

n Ways to improve 
patient throughput

n A look at projects 
aimed to cut 
readmissions

COMING IN FUTURE MONTHS

required. 
“That in itself takes more time in the work 

day,” says Marlene Haselden-Mizell, manager for 
patient access services at MUSC’s main hospital. 

The patient may also come in with one planned 
procedure, and while services are being provided, 
an additional or new procedure is performed. This 
impacts the authorization number. Another chal-
lenge involves patients coming in with a number 
of different insurances, with each plan requiring 
something entirely different. 

Here are some strategies implemented in 
MUSC’s patient access department to close “gaps” 
in the authorization process:

• Authorizations are obtained for “add-ons.” 
At MUSC, one of the biggest challenges for 

patient access services/registration is the last-
minute “add-ons” for radiology and interventional 
radiology. Procedures may be scheduled on the 
same or next day, while most insurance companies 
require a minimum of 24 to 48 hours to secure the 
authorizations. 

“Depending on the time of the procedure, finan-
cial counselors may not have seen the request,” 
says Lisa Cooper, manager of patient access ser-
vices for ART/emergency department. “Several 
insurance companies require that you go through 
a third-party vendor for authorizations.” Most of 
the third-party vendors require 72 hours before 
authorization can be obtained. 

In this scenario, the patient has one of three 
choices. He or she can postpone the test or proce-
dure until authorization has been obtained. This 
can be a problem for patients if they live out of 
town or require additional lost time from work. 
Or, they can wait while a financial counselor tries 
to obtain the authorization, which puts the techni-
cian or physician behind schedule. Lastly, they can 
pay out-of-pocket. 

“None of these solutions make for a ‘wow’ 
customer service experience for our patients and 
staff,” says Cooper. 

• More frequent updates are given about pay-
ers. 

“We are meeting monthly to keep staff 
informed of the changes in insurance requirements 
and updates from carriers,” Haselden-Mizell says. 

• A system is in place for length-of-stay changes.
The patient may be an outpatient at the time 

of admission, but this can change to observation 
status and then to inpatient status. Thus, a new 
authorization is required. 

• Staff communicate with various departments 
within the hospital.
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This is to ensure they’re aware of the various 
time requirements of the insurance companies as 
they schedule appointments, says Haselden-Mizell. 

• Claims denials are evaluated. 
“We determine why the case did not get 

authorized and how to fill that gap so it is not 
repeated,” Thomas says. 

[For more information, contact: 
Helen Thomas, Manager, Financial Counseling, 

MUSC Medical Center, 169 Ashley Ave, 
Charleston, SC 29425. E-mail: thomashm@musc.
edu.]  n


