
‘Case management’s day’: Health care 
reform focus proves CMs’ importance 
Make sure you have the staff to cover the load 

There’s little doubt that as health care reform rolls out and all pay-
ers tighten their reimbursement, hospitals are going to depend 
more and more on case managers to help them ensure that patients 

receive the appropriate services in an efficient manner and safely move to 
the next level of care.

“I firmly believe that this is case management’s day. Hospital admin-
istrators are focusing on all of the metrics that case managers affect,” 
says Beverly Cunningham, RN, MS, vice president, clinical performance 
improvement, Medical City Dallas Hospital, and partner and consultant in 
Case Management Concepts LLC.

Hospitals already are feeling the effects of the Medicare Recovery Audit 
Contractor (RAC) and the Medicare Integrity Contractor audits, as well as 
audits from commercial payers in some areas, she says.

Under new regulations from the Centers for Medicare & Medicaid 
Services (CMS), hospitals will get lower reimbursement if patients develop 
a hospital-acquired condition or if the hospitals’ 30-day readmissions fall 
in the upper percentiles compared to their peers, she says.

“Usually as Medicare goes, Medicaid goes, and commercial payers fol-
low suit. Eventually, all payers will follow what Medicare is doing and 
reduce reimbursement for readmissions and hospital-acquired conditions,” 
Cunningham says.

Health care reform legislation calls for a decrease in reimbursement for 
each DRG every year, beginning next year, she adds. 

At the same time reimbursement is dropping, the average length of stay 
for patients is increasing. Between 1998 and 2003, the average hospital 
stay increased by 8.9% to 5.7 days overall in the United States. In New 
York, it went up 8.3% to 7.2 days.

The length of stay has increased because patients are more complex 
and because as more and more appropriate patients receive observation 
services rather than being admitted, many one-day and two-day stays have 
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been eliminated, Cunningham says.
“The biggest challenge for hospitals and case 

managers used to be to avoid denials. Now that 
hospitals are going to be receiving reduced reim-
bursement, case managers have to be able to 
respond to that as well. Over the years, our strat-
egy is going to have to be to assure that the length 

of stay decreases and that each patient receives the 
appropriate resources,” she says.

When new payer requirements come along, hos-
pital administrators often give the job to case man-
agement, rationalizing that they can do it because 
they’re already in the charts, points out Toni 
Cesta, RN, PhD, FAAN, senior vice president, 
operational efficiency and capacity management 
at Lutheran Medical Center in Brooklyn, NY, 
and partner and consultant in Case Management 
Concepts LLC.

“The more functions you give a hospital case 
manager, the fewer patients he or she can manage. 
Taking on more and more and not being able to 
adequately complete the work taken on is not pos-
itive for the department or the organization. The 
problem is that case management leadership often 
doesn’t know how to demonstrate that their staff 
can’t take on yet another task and be successful. 
We are our own worst enemies because we never 
say no,” she says.

Part of the problem is the lack of understanding 
on the part of hospital management of case man-
agement case loads, Cesta adds.

“Case loads are no less important in the case 
management department than they are in the nurs-
ing or physical therapy department. There’s only a 
quantifiable amount of work that any one person 
can complete efficiently in a day,” she adds.

People at the executive level of hospitals often 
don’t understand the level of volume and the level 
of work that case managers can handle efficiently 
and effectively, Cesta says.

“Case managers have to make a case for adding 
staff by showing the value that case management 
brings to the organization. We need to show the 
relationship between how the work is deployed 
and how staff intervene to optimize resources on a 
case-by-case basis,” Cesta adds.

Case management case loads can’t be consid-
ered in isolation because they depend on the hospi-
tal’s case management model, Cesta says.

Some models require case managers to complete 
multiple tasks. In other models, case managers 
concentrate on only a few tasks. Case loads will 
vary accordingly, she says.

Among the roles that often become part of the 
case managers’ duties are concurrent core measure 
review and clinical documentation improvement.

Neither of these roles should be the responsibil-
ity of case managers, Cesta says. Instead, consider 
a position that combines clinical documentation 
improvement with concurrent core measures 
review.
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“So many times the charts to be reviewed for 
both of these processes are the same,” she says.

Integration is the key to an effective and efficient 
case management department, Cesta says.

“Traditional case management models are 
fragmented and expensive, with the potential 
for overuse and underuse. Partial integration 
concentrates on two roles. Full integration is the 
most efficient and the most cost-effective but 
must be balanced with appropriate case loads,” 
Cesta says.

In the integrated model, a single case manager 
is responsible for all functions, including patient 
flow or clinical coordination, utilization man-
agement, discharge planning, variance tracking, 
and quality management. The advantage is that 
it integrates previously disconnected functions, 
she adds.

In an integrated model, a clinical documenta-
tion specialist handles chart review and physician 
queries, concurrent core measure reviews, and 
queries to physicians and nurses. Social workers 

are responsible for screening, assessment and plan-
ning, brief therapeutic interventions, continuum of 
care planning, and crisis intervention.

In this model, social workers and nurse case 
managers share discharge planning duties, with 
the RN handling clinical discharge planning and 
the social worker psychosocial aspects of discharge 
planning.

Cesta recommends a case manager case load 
of 15 for medical units, and 20 for surgical, criti-
cal care, and acute rehabilitation for departments 
using the integrated model. Case managers on the 
pediatrics and maternal-child unit should have a 
case load of 25, she says.

An alternative model, the collaborative practice 
model, separates the clinical and “business” func-
tions of case management into separate roles and 
partners with social work to achieve results, she 
says.

In this model, case managers perform risk 
screening, assessment and planning, coordina-
tion of care, resource utilization, and outcome 

Comparison of two 
model designs

Integrated Model
All functions are performed by a single case-

manager.

Case Manager 
Assessment and planning
Coordination of care/patient flow
Utilization management
Clinical discharge planning

Clinical Documentation Specialist
Chart reviews and physician queries
Pre-billing chart reviews
Concurrent core measures
Reviews and MD and RN queries

Social Worker
Screening
Assessment and planning
Brief therapeutic intervention
Continuum of care planning
Crisis intervention

Collaborative Practice/Triad Model
Separates the clinical and business functions 

of case management into separate roles and part-
ners actively with social work to achieve results.

Case Manager 
Risk screening
Assessment and planning
Coordination of Care
Resource Utilization
Outcome Management

Social Worker
Screening
Assessment and planning
Brief therapeutic intervention
Continuum of care planning
Crisis intervention

Utilization/DRG Manager 
Medical necessity screening
Authorization/certification
Observation status compliance
DRG Assurance
Denials Management 

Source: Toni Cesta, RN, PhD, FAAN, senior vice president, operational 
efficiency and capacity management at Lutheran Medical Center 
in Brooklyn, NY, and partner and consultant in Case Management 
Concepts LLC 
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management.
A utilization/DRG manager primarily works 

the business side of case management, including 
reviewing documentation and acting as a liaison 
between team members, payers, and regulatory 
entities. Tasks include medical necessity screen-
ing, authorization and certification, observation 
status compliance, DRG assurance, and denials 
management.

The model includes clear criteria for social 
worker referrals, such as crisis, substance abuse, 
and legal issues. Social workers focus on the core 
social work issues, such as screening and assess-
ment, crisis intervention, continuum of care plan-
ning, and assisting with discharge planning for 
select patients.

Cesta recommends a case load of 15-23 for 
case managers in the collaborative practice model 
and a case load of 20-40 for the utilization/DRG 
manager. 

Most case management departments are going 
to need more staff to adequately perform their 
increasing duties, but how do you justify it to a 
hospital administration that is pinching pennies 
just to stay afloat in today’s tightening health care 
marketplace?

“Case managers bridge the gaps between qual-
ity, outcomes, and finance. They have to demon-
strate what financial and bottom-line indicators 
they affect; what quality indicators, regulatory 
indicators, and patient satisfaction indicators they 
affect,” Cesta says.

First and foremost, case management directors 
need to have a business plan in place in order to 
justify the staff they need to properly and thor-
oughly do their jobs, Cunningham says. 

“Case management directors can’t just go to 
the administration and request more staff. Instead, 
they have to put the request in language that peo-
ple in finance understand and make the business 
case for more staff,” she says.

That means tracking what you do every day, 
determining the impact that case management has 
on the financial health of the hospital, and creating 
reports to show to administration, she adds.

“The hospital chief financial officer is likely 
to have run the numbers and know how much 
the hospital has to save in order to make up 
for the cuts in reimbursement that are coming 
along. It’s up to the case managers to show what 
the case managers can do to help the hospital 
meet its goals. Then show what the losses will 
be if the case managers are unable to do the job 
because they have too much on their plate,” 

Cunningham says.
Case managers need to know what the business 

outcomes are as related to the goals of the hospital 
and make the case by showing what case managers 
can do to affect the outcomes.

“Take a look at where the hospital is headed 
and show them what case managers can do to take 
them there. Case management directors should be 
creating a business plan every year that is aligned 
with the goals of the hospitals,” Cunningham says. 

If you don’t know how to create a business 
plan, look for help from the strategic development 
office or the CFO, she says.

Look at your hospital’s goals and determine 
what case management contributes to meeting 
those goals, Cunningham suggests.

“Every hospital tracks length of stay and patient 
days and many other metrics, but not everyone 
shares all that information with the case manage-
ment department. It is essential for case man-
agement directors to find out what the business 
numbers are as they are related to case manage-
ment,” she says.

Equate the case management role and what is 
expected of them to priorities in the hospital, she 
says.

Make sure the data you present to the adminis-
tration are clear and concise in a format they can 
understand and that relate to the key indicators 
measured by the hospital, Cunningham says.

“Remind your leadership that some case man-
agement tasks are mandated through Medicare’s 
Conditions of Participation. These include discharge 
planning and utilization review,” Cesta adds.

At Medical City, the case management depart-
ment focuses on length of stay, denials, patient 
satisfaction, and readmissions. The quality depart-
ment coordinates hospital-acquired condition 
rates, Cunningham says.

“In my business plan, I need to know who has 
ultimate responsibility,” Cunningham says. For 
instance, the quality department may be respon-
sible for readmissions and hospital-acquired condi-
tions. I determine what my department will also 
contribute to reducing readmissions and hospital-
acquired conditions,” she adds.

To be effective, case managers must collaborate 
with all departments in the hospital, Cunningham 
says.

 “In the past, the hospital revenue cycle was 
more a concern of patient access, health infor-
mation management, finance, and case manage-
ment. Now, we’re adding in quality, physicians, 
nursing, and ancillary care providers. These 
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also make a difference in readmissions, hospi-
tal-acquired conditions, and lengths of stay,” 
Cunningham says.

(For more information, contact: Toni Cesta, 
RN, PhD, FAAN, senior vice president, opera-
tional efficiency and capacity management at 
Lutheran Medical Center in Brooklyn, NY, e-mail: 
tcesta@lmcmc.com; Beverly Cunningham, RN, 
MS, vice president, clinical performance improve-
ment, Medical City Dallas Hospital, e-mail 
Beverly.Cunningham@hcahealthcare.com; To pur-
chase “Case Management 101:Roles and Models 
for Hospital Case Managers,” a webinar by Cesta 
and Cunningham, visit http://www.ahcmedia.com/
cart/?prid=4008&mtid=a&adit=4008.)  n

Medicaid RACs coming 
your way in April
Hospitals need front-end gatekeepers for patients 

If you’re not already doing it, you need to start 
reviewing the cases of your patients receiving 

Medicaid benefits as vigorously as you do those of 
Medicare patients.

The Centers for Medicare & Medicaid Services 
(CMS) is requiring state Medicaid organizations to 
roll out the Medicaid Recovery Audit Contractor 
(RAC) program by April 1, 2011.

To prepare for the Medicaid RACs, case man-
agers need to change their focus and make any 
patient with a government payer a priority, says 
Kimberly Gilbert, RN, case management con-
sultant, clinical advisory services for Pershing, 
Yoakley and Associates in Atlanta.

“When the Medicare RAC program was rolled 
out, hospitals started focusing on Medicare 
patients to make sure the patients were in the right 
status and that the documentation was complete. 
Now, they will need to do the same thing for 
Medicaid patients as well,” she says.

The Medicaid RAC program has made it abso-
lutely necessary for hospitals to have a front-end 
gatekeeper to make sure that patients who are 
admitted really need to come into the hospital, 
adds Joanna Malcolm, RN, CCM, BSN, consulting 
manager, clinical advisory services for Pershing, 
Yoakley & Associates in Atlanta. 

“Hospitals need to have a strong case manager 
in the emergency department to make sure that all 
patients meet admissions criteria,” she says.

In addition, hospitals must have a robust pro-
cess for second-level review of patient status, 
Gilbert adds.

“A lot of Medicaid patients are frail older 
patients who don’t qualify for Medicare. They may 
not meet admissions criteria, but they are likely to 
need intense observation and evaluation,” she says.

Since the Medicaid population typically has a lot 
of psychosocial issues that may make it difficult to 
discharge them to home safely, it’s a good idea to 
have a social worker in the emergency department 
to handle transfers to other levels of care, she adds.

Case managers should be diligent in making 
sure the patient status is correct for Medicaid ben-
eficiaries and that patients meet the screening crite-
ria chosen by their facility. 

Some state Medicaid agencies use InterQual 
criteria, others use Milliman, and some have their 
own criteria, Malcolm points out.

“I believe that hospital case management depart-
ments need to pick one criteria set to focus on and 
know it inside and out in order to keep denials at 
bay. They need to stay on top of all the updates and 
be comfortable with applying the criteria. It’s better 
to be proficient in one criteria set than to be par-
tially competent in several,” she says.

The Medicaid RACs will be a challenge for case 
managers who now will have to stay on top of all 
the changes in state regulations.

“Case managers are working so hard and so 
fast and usually have such a high case load that 
they haven’t had the luxury of being familiar with 
all the nuances of state regulation. The Medicaid 
RACs will put a big strain on case managers, the 
case management director, or whoever is in charge 
of staying on top of the regulations, which changes 
frequently,” Malcolm says.

In addition, hospitals should expect to be under 
the same type of scrutiny from commercial payers 
in the future, Gilbert says.

She recently worked with one hospital that came 
under an intense review by an outside auditor 
hired by a commercial insurer.

The Medicaid RAC initiative is part of the 
Affordable Care Act’s strategy to crack down on 
waste, fraud, and abuse in the health care system.

“Reducing improper payments is a key goal of 
the administration, and the tools provided by the 
Affordable Care Act will help us achieve that goal. 
We are using many of the lessons learned from the 
Medicare RAC program in the development and 
implementation of the Medicaid RACs, including 
a far-reaching education effort for health care pro-
viders and state managers,” said Donald Berwick, 
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MD, CMS administrator in a statement.
In the notice of proposed rule-making, issued 

Nov. 10, CMS required state Medicaid programs 
to submit plans for implementing the Medicaid 
RACs by Dec. 31 and to be fully operational by 
April 1. A CMS spokeswoman told Hospital Case 
Management the agency expects publication of the 
final rule by March 1. 

The Medicaid RAC process differs from the 
Medicare RACs in a number of ways.

While CMS divided the country into four 
regions for the Medicare RAC program, the states 
are allowed to contract with one or more RACs to 
identify overpayments and underpayments.

There is one cohesive process for appeals for the 
Medicare RAC program that is consistent through-
out the country. 

CMS is allowing the state Medicaid programs to 
use their current administrative appeals process if 
they desire or to modify the process for Medicaid 
RAC-related appeals, making it likely that there 
will be 50 distinct appeals processes.

Like the Medicare RACs, the Medicaid RACs 
will be paid based on the inaccuracies they identify. 

States will be able to decide whether to pay the 
Medicaid RACs on a contingency basis or to use 
some other fee structure agreed upon by the parties 
for underpayment. RACs will be paid on a contin-
gency basis for identifying overpayments. All fees 
to the Medicaid RACs must come from amounts 
recovered after all appeals have been exhausted.

The RAC audits will be separate from the 
Medicaid Integrity Program audits that are already 
under way in some areas.

The Medicaid Integrity Contractors are part of 
the MIP and do not receive financial incentives to 
uncover improper payments.

(For more information, contact: Joanna 
Malcolm, RN, CCM, BSN senior consultant 
for Pershing, Yoakley & Associates, e-mail: 
JMalcolm@pyapc.com.)  n

Rounds cut LOS, improve 
patient satisfaction
Multidisciplinary team resolves discharge issues

After The Reading Hospital in Reading, PA, 
implemented multidisciplinary walking rounds, 

patient satisfaction increased and length of stay 

decreased at the 615-bed tertiary care hospital.
“We feel that the multidisciplinary rounds 

have broken down a lot of silos between 
departments and removed barriers to discharge 
by allowing us to address any issues while the 
team is together, rather than trying to track 
someone down. Each discipline has a better 
understanding of the roles the other disciplines 
play and how we are interdependent on each 
other. We’re communicating more, even out-
side of rounds,” says Terri Mueller, RN, BS, 
CCM, manager of the hospital’s care manage-
ment department. 

Patient reaction to the walking rounds has been 
very positive, adds Joanna Lucas, RN, BSN, direc-
tor of care management, utilization review, and 
social services.

“Often patients feel like nobody tells them 
what is going on. This gives patients and family 
members a chance to talk to the caregivers, to ask 
questions, and to understand the disease process 
better,” she says.

Sometimes patients have a lot of questions 
that require an in-depth discussion. In that case, 
the appropriate clinician gets back to them after 
rounds.

During rounds, the team discusses patient prog-
ress and the anticipated discharge date in order 
to give the patients and family members time to 
arrange transportation home from the hospital 
and line up any other discharge needs.

The team is experimenting with putting the 
expected discharge date on a white board in 
patient rooms as a way to keep patients and family 
members informed and to remind them to prepare 
for discharge. 

The nurse manager, the nurses caring for the 
patients, and the case manager on each unit partic-
ipate in the teams. Each discipline that is provid-
ing care for a particular patient is expected to be 
represented and attend the rounds. On some of the 
units, hospitalists take part in the rounds.

For instance, the rounding team on the intensive 
care unit (ICU) always includes the nurse manager, 
the case manager, and the dietician, says Agnes 
Gentile, RN, BS CCRM, nurse manager in the 
medical ICU. 

A representative from pastoral care rounds with 
the ICU team three days a week. Social workers 
attend rounds on that unit twice a week unless 
there is a patient with a lot of social issues.

The ICU team has rounds at the time that the 

(Continued on page 11)



January 2011 / hospital case management ™  7

Program frees up CMs to focus on patient care 

Since North Oaks Health System redesigned its 
case management program and assigned its RN 

case managers by physicians, the average length of 
stay has decreased by a half a day, one-day stays 
have decreased to within state and national aver-
ages, and the readmissions rate has decreased by 
43%.

“Denied days historically have been well 
below 2%. In 2010, they’ve decreased to about 
0.5% of the total patient days. Our patient sat-
isfaction scores consistently have us in the top 
20% of hospitals in the nation. The physicians 
say this is the greatest thing the hospital has ever 
done for them,” adds Sherri Hayes, RN, CCM, 
assistant vice president of case management 
at the 269-bed community hospital located in 
Hammond, LA.

Case managers and social workers were unit-
based at the time the hospital started its redesign 
project in April 2004. (For details on how the 
redesign was accomplished, see related article on 
page 8.)

Under the reorganization, the case management 
umbrella includes acute care case management, 
emergency department case management, social 
work, utilization review, bed control, and a clini-
cal documentation improvement program staffed 
by RN documentation specialists and an inpatient 
coder. The Recovery Audit Contractor (RAC) pro-
gram coordinator also is assigned to the case man-
agement department.

The care managers are assigned by physician, 
and each care manager works with between one 
and five physicians, depending on the doctor’s 
average daily census. They coordinate care for 

100% of the patient population, regardless of 
payer, and assess patients for medical necessity 
every day.

Social workers are assigned by unit and work as 
a team with the care manager.

“This arrangement works well because both 
the care managers and the social workers know 
their patients well. The social workers can 
intervene on psychosocial issues and to set up 
post-acute services. Although one discipline is 
patient-based and the other is unit-based, there 
is a lot of gray area and the two disciplines work 
very well together, accomplishing team goals,” 
Hayes says.

For a brief time, the hospital paired the social 
workers with the RN care managers, but moving 
them from unit to unit to implement a discharge 
plan proved difficult, Hayes says.

“The social worker was faced with work-
ing on one case at a time instead of batching 
work and phone calls. They had to backtrack 
often, as they would receive a consult shortly 
after they had left a unit and have to return. 
Sometimes a difficult discharge plan could have 
them stuck on one unit all day, forcing them to 
get a co-worker to check on their other cases,” 
she says.

When the new model first was launched, the 
RN care managers continued to perform utiliza-
tion review.

“Logistically, that kept them in the charts more 
than with patients and physicians. We decided to 
utilize LPNs in that role with clerical support to 
help them,” she says. 

The utilization review staff conduct clini-
cal reviews on patients covered by Medicaid, 
Medicare Managed Care, and commercial 
insurance.

Department redesign leads to cuts in LOS, readmissions
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Under the new model, case managers and social 
workers work primarily in the hospital on units, 
but have a suite of offices adjacent to the hospital. 
The care managers take cell phones with them on 
their rounds. The social workers have a computer 
and a phone with voice mail at their designated 
nursing units.

“We found that the cell phones improve com-
munication between the care manager, physicians, 
and other staff because they are moving from unit 
to unit. This way, no one has to page them and 
wait for a call back. They can reach them immedi-
ately or leave a voice mail,” she says.

Each morning, the RN care managers receive 
a print-out of all their patients, the admit-
ting physician, the admitting diagnosis, the 
MS-DRG, the estimated length of stay, and 
any pertinent financial information, along with 
a notation if the patient has been readmitted 
within 30 days.

“This information helps the case managers iden-
tify which patients they need to see first,” she says.

The case managers set their daily routine accord-
ing to when the physicians they work with make 
rounds.

The majority round with the physician they’re 
assigned to who has the largest case load. Then 
they round on their other patients they didn’t see 
on the initial rounds. 

“They keep track of the tests ordered for the 
day, call the physician back with the results, talk 
to family members, and arrange for consulta-
tions. Their focus is to move the patient through 
the continuum as smoothly as possible. This may 
mean getting the family together with the physi-
cian or talking with an ancillary department,” 
she says.

When patients are readmitted within 30 days, 
the case managers conduct an in-depth assess-
ment to determine what went wrong, using a 
tool to determine any contributing factors to the 
readmission.

The care manager conducts an initial review 
and turns the case over to Hayes or the depart-
ment coordinator. The administrative team and 
the medical staff receive reports on the readmis-
sion trends.

“If they feel the patient was prematurely dis-
charged, that case goes back to the medical staff 
for review. If it’s an incomplete discharge plan, we 
identify what we should have done on the previous 
stay. If noncompliance was an issue, we compile 
that information as well,” she says.

When patients have been discharged after the 

readmission, the care manager makes a follow-
up phone call to ensure they have met their dis-
charge goals, that their prescriptions have been 
filled, and any needed equipment has arrived. 
The care manager makes sure patients have a 
follow-up appointment and answers to any ques-
tions or concerns.

All utilization data and delays in services are 
reported to the administrative team on a monthly 
basis. The administrative team and the medical 
staff receive dashboard reports on the average 
length of stay, readmissions, denied days, and case 
mix index. 

In addition to the normal case management 
metrics, the administrative team also receives pro-
ductivity data that include the volume of patients 
seen, reviews conducted, types of interventions, 
and other related information. 

“We communicate constantly with our nurs-
ing department and the ancillary departments to 
ensure that the patients’ needs are met in a timely 
manner,” Hayes says.

“In addition, we communicate with our admin-
istrators to make sure they know the return on 
investment they are getting from this program, not 
only financially — but, equally as important — in 
terms of quality of patient care and physician rela-
tions,” she adds. 

(For more information contact: Sherri Hayes, 
RN, CCM, assistant vice president of case manage-
ment, North Oaks Health System, e-mail: hayess@
northoaks.org.)  n

CM redesign proactive 
approach to reform
Hospital pairs RN CMs with physicians 

In 2004, as talk of health care reform escalated, 
North Oaks Health System appointed a multi-

disciplinary process improvement team to deter-
mine what changes the hospital needed to make 
to prepare for where health care was going in the 
future.

“We were beginning to hear a lot about health 
care reform, and we wanted to be ready. We knew 
that we needed an improved alliance between our 
hospital and physicians and improved education 
with patients and our community about what an 
acute care hospital does,” says Sherri Hayes, RN, 
CCM, assistant vice president of case management 
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at the Hammond, LA hospital.
“For many years, and even today, people 

have the impression that you get sick and come 
to the hospital, then stay until you are com-
pletely well before you return home. We knew 
we had to change the mindset in our com-
munity and that it would require more inter-
ventions than the bedside nurse has time to 
deliver,” Hayes says.

When the team analyzed the hospital’s data, 
it found a higher-than-average length of stay 
compared with similar hospitals. An analysis of 
the hospital’s Program for Evaluating Payment 
Patterns Electronic Report (PEPPER) data showed 
that there also were issues with one-day stays and 
higher-than average readmission rates. 

“When we analyzed the length-of-stay and 
readmission data to determine opportunities for 
improvement, we kept coming back to the need for 
improved communication,” Hayes says.

At the time, the nurse case managers and social 
workers were assigned by unit in the classic uti-
lization review/discharge planning model, Hayes 
says.

“The nurses were in the charts all day, rather 
than seeing patients, and spent a lot of time on 
paperwork and trying to communicate with pay-
ers. The social workers screened the patients and 
intervened with those identified as high risk. They 
implemented any orders that were related to dis-
charge planning,” Hayes says. 

Although the hospital is moving toward imple-
menting a hospitalist program, at present, the 
admitting physicians all are in community practice.

The hospital’s admitting physicians typically 
have patients on multiple units and were getting 
calls from multiple care managers throughout the 
day. 

The team decided to assign the care manag-
ers by physician in order to build relationships, 
decrease the number of calls the physicians were 
getting from multiple parties, and to build a strong 
working relationship between care managers and 
physicians. 

“We decided to give each physician a point per-
son who works with them. As the care manager 
becomes more important to the physician, the 
issues facing the care manager take on increased 
importance with the physician,” she says.

The department kicked off a pilot project in 
April 2004 that paired a case manager with an 
internal medicine physician who was the biggest 
admitter at the time.

The department was on the brink of expanding 

the program to include four more primary care 
physicians when Hurricane Katrina roared through 
the Gulf Coast, creating a health care crisis for the 
hospital and the entire region.

The hospital’s location in Hammond, about 45 
miles northwest of New Orleans, made it a pri-
mary destination for people being evacuated from 
New Orleans and the Gulf Coast. 

“This is a fairly rural community that serves 
as a bedroom community for the larger cities of 
New Orleans and Baton Rouge, which is about 
35 miles to the west. After Katrina hit, our com-
munity experienced an influx of 30,000 people. It 
overwhelmed the hospital, and especially the emer-
gency department,” she says.

At the time, the hospital had a social worker in 
the emergency department during the day, with the 
emergency department nurse serving as the gate-
keeper in the evenings.

A care manager was on call and screened 
patients over the phone with the emergency depart-
ment charge nurse and made recommendations on 
the appropriate level of care.

To make things worse, the hurricane wiped out 
75% of the psychiatric beds in the Greater New 
Orleans area, and the suicide rate increased an 
estimated 300% in the first four months following 
Katrina.

“We were placing patients who came into the 
emergency department in facilities as much as 300 
miles away because there were no available beds in 
this region. We had to have social workers in the 
emergency department 24-7 to handle placement 
of the psychiatric patients,” she says.

To deal with the huge influx of patients in the 
emergency department, the hospital expanded the 
program, putting care managers and social work-
ers in the emergency department 24 hours a day, 
seven days a week.

“The emergency department is the front door to 
the hospital. About 70% of our inpatients come 
through the 20-bed emergency department, and 
we see over 70,000 patients a year. We knew we 
had to improve throughput and get patients out of 
those beds and into another level of care as rapidly 
as possible to make room for the next emergency,” 
she says.

During the crisis that followed Hurricane 
Katrina, the hospital put the project to assign case 
managers by physicians on hold.

By February 2006, Hayes knew that implemen-
tation of the new model couldn’t wait. 

“We found that we couldn’t do without the care 
manager-physician alignment. Instead of gradually 
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Patient ed affects
patient satisfaction
Use survey results to improve services

What role does patient education play in 
patient satisfaction scores for health care 

organizations? How important is patient educa-
tion to the patient’s opinion of the entire health 
care experience?

“There is a lot more interest around the 
topic of the correlation of patient education to 
patient satisfaction,” says Christy Dempsey, vice 
president of clinical and operational consulting 
at Press Ganey, a South Bend, IN-based qual-
ity improvement company. “We have found 
that when education begins at the first contact 
with a patient, the patient reports a higher level 
of satisfaction,” she says. Conversations with 
patients should always include a discussion of 
expected time frame for discharge, she suggests. 
When a nurse or patient educator talks in terms 
of discharge, such as, “Are there any questions 
you have about your medication before you go 
home tomorrow?” the patient has time to think 
about questions when he or she is not on the way 
out the door, she explains. “This increases the 
patient’s perception that nurses and educators 
are trying to make sure instructions and teaching 
[are] thoroughly understood,” she adds.

A focus on patient education does mean that 
the mean score for two of the measurements in 
Press Ganey’s national patient satisfaction sur-
vey have increased over the last seven quarters. 
The level of satisfaction with instructions given 
for care at home have increased from a mean 
score of 86.0 in January 2009 to 86.8 in July 
2010; and the level of satisfaction with explana-
tions of tests and treatments have risen from a 
mean score of 85.0 in January 2009 to 85.8 in 
July 2010.

Hospitals will continue to place an emphasis 
on improved patient education as reimbursement 
is tied to outcomes, including patient satisfac-
tion reports on HCAPS [Hospital Consumer 
Assessment of Healthcare Providers and Systems], 
says Dempsey.

rolling it out with just a few primary care providers, 
we ended up going full force. It’s been extremely 
effective,” she says.  n

Patient satisfaction surveys can also provide 
important feedback on how to improve your ser-
vice to patients, says Kimberly A. Hume, MSN, 
RN, FAHCEP, manager of the Family Resource 
Center at St. Louis Children’s Hospital in St. 
Louis. “I think that most resource centers con-
duct some sort of satisfaction survey,” she says. 
“We include a survey form in every packet of 
information we provide to patients,” she explains. 
Although it is nice to be able to report levels of 
patient satisfaction to show that you and your 
staff are doing a good job, don’t let your review of 
satisfaction surveys stop at numerical ratings for 
your service, she suggests.

“We want to do more than satisfy the 
patient’s or family’s immediate need; we want to 
establish a relationship so that they come back 
to us in the future or recommend us to others 
who need information,” says Hume. Questions 
on her survey form ask if the resource center 
was easy to use, if the information provided was 
easy to read and understand, and if the family 
member or patient would recommend the cen-
ter to other people, she says. “We also ask how 
the information was received, because we want 
to know if our customers want to receive writ-
ten information, e-mailed information, or print 
information mailed to their homes,” she says. 

As a result of the survey information, Hume’s 
resource center now tailors delivery options to the 
recipient’s preferences, she says. “We’ve gone from 
mailing all information to the homes, to a combi-
nation of e-mail, fax, and mail,” she explains. “If 
a patient is still in the hospital, we give families 
an option of visiting the resource center to pick 
up information or asking us to deliver it to the 
patient’s room,” she says. The most important 
thing Hume’s staff learned from satisfaction sur-
veys is that patients and their families want to be 
asked how they prefer information to be delivered 
to them. She adds, “Just asking them how we can 
make the process easier increases their satisfaction 
with our service.” 

[For more information, contact:
Christy Dempsey, Vice President of Clinical 

and Operational Consulting, Press Ganey, 404 
Columbia Place, South Bend, Indiana 46601. 
Phone: (417) 877-7666. Fax: (574) 232-3485. 
E-mail: cdempsey@pressganey.com.

Kimberly A. Hume, MSN, RN, FAHCEP, 
Manager, Family Resource Center, St. Louis 
Children’s Hospital, St. Louis, MO. Phone: (314) 
454-2767. E-mail: kac1293@bjc.org.]  n
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physicians are on the unit so they can be included 
if needed. 

“Each unit sets the time for the rounds based on 
what works best for that unit. Everybody knows to 
meet in a certain spot at the designated time, and 
we start at one end of the unit and go around,” 
Mueller says.

The case manager on the unit is captain of the 
team, facilitates the process, and determines who 
will follow up on any issues identified during the 
rounds.

“When we walk into the room, the case man-
ager tells the team where the patient is from, 
the diagnosis, what issues he or she is having, 
and if they have had contact with the family. 
We look at the long-term plan and the dis-
charge plan and determine what needs to hap-
pen before the patient is ready for discharge,” 
Gentile says.

All of the teams cover every patient on the unit 
during the rounds, but they do not necessarily 
see every patient in person, depending on what is 
going on with the patient. 

For instance, if a patient is in isolation or off the 
unit for a test or a procedure, the team doesn’t go 
into the room during the rounds.

However, the case manager appoints someone 
from the team to touch base with the patient and 
let him or her know what was happening that day.

The rounds help remove barriers to discharge by 
allowing the disciplines involved with patient care 
to collaborate and to address any issues in a timely 
manner, Lucas says.

For instance, if a patient is ready for discharge 
except for a physical therapy evaluation, the physi-
cal therapist on the team knows to make sure the 
evaluation takes place so there is no delay in the 
discharge.

“The rounds have brought to the forefront a lot 
of issues that had been there for a long time. As 
we look at the patient’s length of stay and barri-
ers to discharge, we are exploring a lot of different 
options,” Gentile says. 

For instance, the hospital is discharging more 
patients from the ICU to a long-term acute care 
hospital (LTACH) than in the past.

“The closest LTACH is 60 miles away and in 
our area; we hadn’t really focused on LTACHs 
as a discharge option. After working closely with 
physicians during the rounds, I have been able 
to discharge appropriate patients to an LTACH 
sooner and get them to the best level of care much 

sooner,” she says.
As a result of the rounds, the hospital has 

started a mobilization protocol to get patients out 
of bed and ambulating sooner.

“We saw that patients weren’t getting out of 
bed as soon as they should be because the nurses 
were waiting for the doctor to write an order for a 
physical therapy consultation. The nursing director 
worked on an order set that allows the physician 
to order the protocol and nursing to mobilize it at 
the appropriate time,” Mueller says.

The project began in 2008 when a multidisci-
plinary team led by the chief nursing officer and 
care management director began meeting weekly 
for three months, reviewing literature for evidence-
based best practices and brainstorming on the best 
ways to implement the process at the hospital. 
Team members wrote a formal charter that out-
lined the goals, time line, and action plan for the 
initiative.

“Our goal was to decrease length of stay, affect 
patient and staff satisfaction, and improve clini-
cal outcomes. We wanted the walking rounds to 
assist all of the disciplines in planning their day 
and to be valuable for the patients as well,” says 
Lucas. 

The team started by identifying all the disci-
plines that had direct contact with patients, includ-
ing nursing, physical therapy, speech therapy, 
occupational therapy, nutrition, respiratory 
therapy, pastoral care, pharmacy, as well as case 
management and social work.

“We identified the core items that each disci-
pline wanted to get out of rounding and structured 
the rounds around that. We wanted to keep the 
rounding short so it didn’t take a lot of every-
body’s day. Our goal was to complete the walking 
rounds within 30 minutes,” Lucas says.

The team developed a formal database of infor-
mation each discipline wanted to gather for each 
patient. 

For example, the case managers wanted to know 
about patients’ living situations before hospitaliza-
tion, what medications they would need after dis-
charge, the support system, and if they would need 
an alternate plan of care after discharge.

Before rolling the process out on the unit, the 
team engaged in role-playing activities with one 
team member acting as a patient and the other 
members asking questions. 

“This was a real eye-opener. We realized then 
that we needed to keep the rounds simpler and 
more patient-centered. It felt like everyone was fir-
ing off questions and overwhelming the patient,” 

(Continued from page 6)
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Mueller says.
The team revamped its plan and came up with 

three simple questions to ask the patients at the 
beginning of the round:

• “Do you know why you are in the hospital?”
• “Do you know what is going to happen today 

with your plan of care?”
• “Do you know your discharge planning 

needs?”
The team rolled out the walking rounds on one 

unit a week for 12 weeks, starting with the unit 
where heart failure patients were admitted.

“We held weekly meetings with all the nurse 
managers. The nurse managers on the units where 
we already were having rounds talked about how 
it was going with the other nurse managers so they 
would know what to expect,” Mueller says.

Whenever a nursing unit began rounds, one of 
the planning team members was on the unit for a 
week to answer questions, make sure the process 
was flowing, and identify barriers.

A hospital vice president was assigned to each 
unit where the rounds were being rolled out and 
was expected to attend rounds in the beginning.

In early 2010, the teams started focusing on 
length of stay during the rounds.

“On some of the units, we weren’t seeing the 
expected drop in length of stay. We came up with 
enhanced rounds and added a clinical documenta-
tion specialist who assigns a working DRG to the 
case,” Lucas says.

Now, during rounds, the team looks at the 
expected length of stay for the patient’s DRG and 
focuses on why the patient is still in the hospital 
and roadblocks to discharge.

On the heart failure unit, the length of stay 
dropped almost a full day in six months after the 
focus on length of stay began.

A hospitalwide steering team, which includes 
all operational vice presidents, the director of care 
management, and medical records oversees the 
process.

The administrative team reviews the rounds to 
determine what was going right, what was going 
wrong, and what patient issues were delaying 
timely treatment and discharge.

“Because the vice presidents are able to move 
ideas forward, we have made some changes to 
facilitate a timely discharge,” Lucas says.

For instance, the hospital has added procedures 
that were not usually available on weekends so 
patients no longer have to stay in the hospital from 
Friday to Monday, she adds. 

“We look at barriers that are identified during 

the rounds and look for opportunities to make 
changes. We were committed to making the 
patient experience better, improving outcomes 
and staff satisfaction. This has brought a lot 
of satisfaction to the staff while improving the 
patient experience and ensuring that patients get 
the care they need in a timely manner,” she says.

[For more information, contact Terri Mueller, 
RN, BS, CCM, The Reading Hospital, manager 
of the care management department, e-mail: 
MuellerT@readinghospital.org.]  n

CM in the home reduces 
ED, inpatient visits
Hospital focuses on frail elderly patients

In three months following participation in a pro-
gram that provides care management and out-

patient services to the frail elderly in their homes 
after discharge, patients in Dartmouth Hitchcock 
Regional Medical Center’s Bridge Program expe-
rienced a 41% decrease in emergency department 
visits and a 27% decrease in inpatient admissions 
compared to the three months before the program 
began.

“Our data show a continued trend toward the 
same kind of outcomes. We feel like our program 
has made a difference in a lot of our patients’ 
lives. Their feedback shows that they are very sat-
isfied with the care they are receiving,” says Ellen 
F. Thompson, MS, RN, interim director of care 
management at the 396-bed tertiary care hospital 
located in Lebanon, NH.

The purpose of the program is to bridge the 
gap between the hospital and the community and 
reduce the chances of patients being rehospitalized 
by working as a team with the patient, family, the 
primary care physician, and community organiza-
tions that provide support. 

The majority of patients in the Bridge Program 
are between 75 and 84 with multiple health care 
and psychosocial needs.

The program coordinates care for about 35 to 
40 patients at a time and follows the patients for 
four to six weeks following discharge.

The Bridge Program is staffed by a nurse prac-
titioner certified in geriatric medicine, two part-
time physicians (one of whom is a board-certified 
geriatrician), a master’s-prepared social worker 
continuing care manager, and an RN continuing 
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CNE questions
1   What case load does Toni Cesta recommend for 

case managers on the medical unit in an Integrated 
Model of case management?

A  10
B  15
C  18
D  22

2  According to the CMS proposed rule issued Nov  5, 
what is the date that state Medicaid agencies are 
required to roll out the Medicaid RACs?

A  Dec  31, 2010
B  Jan  1, 2011
C  April 1, 2011
D  July 1, 2011

3  In the first six months after the multidisciplinary 
team began focusing on length of stay during 
walking rounds at The Reading Hospital, how much 
did the length of stay for heart failure patients 
drop?

A  4 hours
B  Half a day
C  One day
D  Two days

4   Dartmouth-Hitchcock Regional Medical Center’s  
Bridge Program coordinates post-discharge care 
for how many patients at a time?

A  20-25
B  25-30
C  30-35
D  35-40

Answer key: 1  B; 2  C; 3  B; 4  C 

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 June issue, you must complete the evaluation form 
provided in that issue and return it in the reply envelope 
provided to receive a credit letter   n

care manager. 
Using the information gained in a complete 

medical and functional assessment, the team pro-
vides education to the patients and their families 
about their disease process and discusses additional 
resources available to support their often complex 
needs.

The team strives to help patients settle back 
into living at home by offering medical visits and 
arranging for community resources, Thompson 
adds.

Each patient receives a visit from one of the phy-
sicians or the nurse practitioner. These visits typi-
cally focus on clinical issues, such as complicated 
medical plans of care, new diagnoses, or multiple 
medical changes.

The continuing care managers support patient, 
family, and provider team coordinator, Thompson 
adds.

“They provide information and support to help 
patient access community resources and systems, 
complete functional health status and risk assess-
ments, identify health promotion and risk avoid-
ance strategies, advocate and negotiate for needed 
health and social services, facilitate transitions with 
and across care settings, identify system issues, and 
initiate improvement efforts,” she says.

“We try to have the same clinician follow the 
patients to create continuity in care and try to 
limit the number of team members who see a 
patient. However, if patients have an emergent 
need, we send out any clinician who is available,” 
Thompson says.

The Bridge Program was developed as an out-
growth of the hospital’s initiative to reduce read-
missions, build its geriatric services, and provide 
patient- and family-centered care, says Licia Berry-
Berard, MWS, LCSW, continuing care manager for 
the Bridge Program and manager of patient- and 
family-centered care.

The hospital recruited senior citizens and their 
families to participate in focus groups to determine 
how the hospital could best serve its senior popu-
lation. Participants were recruited through local 
senior centers and assisted-living facilities, and 
through advertisements in the newspapers.

“We presented seven different ideas for pro-
grams that the hospital was considering, asked 
the seniors which they would utilize and what 
they thought were the positive and negative points 
about each program. The Bridge Program rated 
near the top of the list of services folks thought 
would be beneficial to them,” Berry-Bernard says.

After the focus groups concluded, some of the 



14	 hospital	case	management ™	/	January	2011

participants joined the development team to review 
the program outline and contribute to the imple-
mentation of the Bridge Program, she says.

Patients who are eligible for the program are 
identified while they are in the hospital, usually by 
discharge planning nurses working with the hospi-
tal’s hospitalist staff.

To be eligible for the program, patients must 
live within a 30-mile radius of the hospital and live 
alone or with an elderly spouse. Elderly patients 
who have experienced acute changes in functional 
status, multiple hospital admissions, who take four 
or more medications for a chronic illness, or who 
have terminal illnesses or severe symptoms but are 
not ready for hospice, are also eligible. Other cri-
teria include frailty, dementia, and a high risk for 
readmission. 

“We also offer the program to any patient the 
discharge team feels needs more education, addi-
tional supervision, or multiple changes in the plan 
of care,” Berry-Berard says.

When patients are identified as being eligible 
for the program, the clinical resource coordinator 
(discharge planner) describes the program to the 
patient and caregivers and confirms that he or she 
wants to participate. The information is included 
in the discharge summary.

The Bridge Program administrative assistant 
calls the patient after discharge and sets up a home 
visit by one of the members of the Bridge team.

The clinician making the initial visits completes 
a medical review, looks at support at home, deter-
mines if the discharge needs are being met, and 
determines what other issues the patients may 
have. The initial assessment typically takes about 
45 minutes. 

In addition, the social worker or the RN con-
tinuing care manager conducts a more compre-
hensive functional assessment that takes about an 
hour and a half.

The functional assessment includes screening for 
activities of daily living, anxiety, depression, medi-
cation, nutrition, gait, and alcohol or drug use.

“This assessment gives us a baseline that helps 
us determine what kind of resources and support 
the patients have, what they need, and to identify 
what resources may be available to them,” Berry-
Berard says.

The hospital bills Medicare for the nurse practi-
tioner and the physician visits, but cannot bill for 
the continuing care managers’ time.

The continuing care managers help the patients 
sign up for Medicaid or medication assistance 
programs when appropriate, and connect them 

to community resources such as meals on wheels, 
home and community-based care programs, and 
Lifeline.

“A very important part of this intervention is a 
check with the patient and family of their medica-
tions and the process they use to take their medi-
cations,” she says.

The team also makes sure that patients have 
advance directives in place and discusses end-of-
life issues with the patients and family members 
when appropriate. 

“We have found that a fair number of patients 
who aren’t ready for hospice yet may need some 
support in transitioning to that level of care. As a 
social worker, I can provide counseling and support 
and educate patients and family members about 
palliative care and hospice,” Berry-Berard says.

Many people are not aware of their options 
when they near end of life and have a pre-
conceived notion about what hospice means, 
Thompson points out.

“It really helps to have someone who can talk 
with them about how to proceed and what sup-
port they need to stay in their home. If the family 
can’t provide the support, they can talk about other 
options. The continuing care managers can take 
more time with these issues than physicians can 
provide during an office visit,” Thompson says.

If the patients don’t already have a primary care 
physician, the Bridge team helps them identify 
one. They work with the patient’s primary care 
physician on ensuring that the patients can safely 
remain in their homes.

“A big focus of the program is building rela-
tionships with primary care physicians and letting 
them know that what we want to do is to pro-
vide a safe transition from the hospital to home. 
Physicians recognize that patients are leaving the 
hospital much sicker than in the past and that 
they still need a lot of care when they go home,” 
Thompson says.

The physicians see the Bridge Program as an 
extension of hospitalization. The Bridge team visits 
patients in the home, helps them get stabilized, then 
turns them back over to the primary care physician.

“We are the physicians’ eyes in the patient’s home. 
It’s not often that physicians have the opportunity to 
know how their patients function when they are at 
home. With complex patients, they appreciate having 
another pair of eyes do a home assessment and look 
at the treatment plan,” she adds.

The team members typically make between five 
and 10 visits with a patient, depending on the 
patients’ needs.
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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 Staffing the ED 24-7

n How your peers are 
managing their denials

n Extending CM services 
beyond hospital walls

n How health care 
reform will affect your 
practice

COMING IN FUTURE MONTHS

On rare occasions, on the initial visit, the team 
member may determine that the patient under-
stands his or her medication, has all the needed 
support in place, and has a follow-up appointment 
with the primary care physician. In that case, the 
Bridge team provides the primary care physician 
with an assessment of the patient and the home 
situation and closes the case.

“Sometimes patients are ready to move into 
hospice shortly after discharge from the hospital. 
We bring in someone from hospice to talk to the 
patient and arrange care,” Berry-Berard says.

The Bridge Program team is making a compre-
hensive review of the program with the help of 
leadership at the Dartmouth Centers for Health 
and Aging. 

The scheduling for the Bridge Program team is 
handled by an administrative assistant who tries 
to group the patients assigned to a particular team 
member by geography.

Berry-Berard typically sees four to five patients a 
day and carries a case load of 14 to 15 patients at 
a time.

“Since the continuing care managers don’t bill for 
our services, we are flexible enough to do what the 
patient needs. We might see a new patient three times 
in one week if they are really struggling,” she says.  n

Websites providing 
easy-to-read info 
Quick reference guide for PEMs

As a consumer health librarian at The Ohio 
State University Medical Center in Columbus, 

Abigail Jones, MLIS, MS, has become skilled at 
selecting websites that provide appropriate infor-
mation for patients and families who may not read 
well or have low health literacy.

Following are a few of her favorites:
— MedlinePlus (http://www.nlm.nih.gov/med-

lineplus/all_easytoread.html)
This website has information on how to write 

easy-to-read materials in four steps. Information 
covers planning and research, organizing and writ-
ing the information, language and writing style, 
and visual presentation and representation. The 
health education documents written in this easy-
to-read format are listed in alphabetical order.

— KidsHealth (http://kidshealth.org/
KidsHealth has three sections, with materials for 

parents, kids, and teens. “For low-literacy adults, I 

often use the kids’ site, not the parent site,” says Jones. 
Categories in the kids’ section include informa-

tion on illnesses,injuries, and health problems and 
a medical dictionary. The parent section includes 
selections on general health, infections, emotions 
and behaviors, growth and development, nutrition 
and fitness, medical problems, first aid and safety, 
and medications. 

— NIH SeniorHealth (http://nihseniorhealth.gov/)
Jones says this website is an excellent example 

of good design and layout. Topics can be accessed 
alphabetically. The site provides a printer-friendly 
version in its entirety on selected sections such as 
symptoms and diagnosis. 

Buttons at the top of the page allow site users to 
enlarge the text, change text color, or hear the text 
read aloud. 

— Health information websites 
The Ohio State University Medical Center and 

Arthur G. James Cancer Hospital and Richard J. 
Solove Research Institute has produced handouts 
that include guidelines for evaluating health infor-
mation on websites along with a list of trustwor-
thy and up-to-date sites for consumers. 
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BINDERS AVAILABLE

HOSPITAL CASE MANAGEMENT has sturdy plastic bind-
ers available if you would like to store back issues of the 
newsletters  To request a binder, please e-mail ahc.binders@
ahcmedia. com  Please be sure to include the name of the 
newsletter, the subscriber number, and your full address  

If you need copies of past issues or prefer on-line,  searchable 
access to past issues, you may get that at www.ahcmedia.
com/online.html 

If you have questions or a problem, please call a customer 
service representative at (800) 688-2421 

JOIN OUR FREE E-MAIL  
ALERTS TODAY

Subscribers of Hospital Case Management 
can join our alert e-mail list  Hospital Case 

Management will update you on current case 
management issues that you deal with on a daily 
basis  HCM & Accreditation Alert ezines provide 
updates and news on regulatory and compliance 
information from The Joint Commission and 
national accrediting bodies, as well as case man-
agement issues 

To sign up for these free e-mail alerts, go 
to www ahcmedia com and click on “Free 
Newsletters,” for information and a sample  
Then click on “Join,” send the e-mail that 
appears, and your e-mail address will be added 
to the list  If you have any questions, please con-
tact our customer service department at (800) 
688-2421   

To reproduce any part of this newsletter for 
 promotional purposes, please  
contact: 
Stephen Vance
Phone:  (800) 688-2421, ext  5511
Fax:  (800) 284-3291
Email:  stephen vance@ahcmedia com

To obtain information and pricing on group 
 discounts, multiple copies, site-licenses, or elec-
tronic distribution please contact: 
Tria Kreutzer
Phone:  (800) 688-2421, ext  5482 
Fax:  (800) 284-3291
Email:  tria kreutzer@ahcmedia com
Address: AHC Media LLC
3525 Piedmont Road, Bldg  6, Ste  400
 Atlanta, GA 30305 USA

To reproduce any part of AHC newsletters for edu-
cational purposes, please contact:
The Copyright Clearance Center for permission
Email:  info@copyright com
Website:  www copyright com
Phone:  (978) 750-8400
Fax:  (978) 646-8600
Address: Copyright Clearance Center
 222 Rosewood Drive
 Danvers, MA 01923 USA
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These include the following:
— General health websites (http://medicalcenter.

osu.edu/patiented/materials/pdfdocs/general/lhi-
websites.pdf)

— Nutrition and food websites
(http://medicalcenter.osu.edu/patiented/materi-

als/pdfdocs/nut-diet/nut-other/food-websites.pdf)
— Cancer related websites
(http://medicalcenter.osu.edu/patiented/mate-

rials/pdfdocs/dis-cond/cancer/cancer-internet-
resources.pdf).  n
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What is Your Annual Gross Income  
from Your Primary Health Care Position?

Salaries are increasing, but so are CM responsibilities
Do more with less the new motto

Despite rising health care costs and shrink-
ing reimbursement, many case manag-
ers report that they received a raise last 

year, but at the same time, their responsibilities 
increased.

The 2010 Hospital Case Management salary 
survey was mailed to readers with the July issue. 
Among the respondents, 64% were case manage-

ment directors, 18% were case managers, and the 
remainder had various titles including utilization 
manager, social worker, and discharge planner.

The majority of respondents (71%) reported 
that they got a raise last year. This compares to 
73% of respondents in 2009.

The majority of raises reported in the 2010 sal-
ary survey (47%) were in the 1% to 3% range, 
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with 24% reporting raises of 4% or more. A 
quarter of respondents reported no raise last year, 
and 4% reported a salary decrease for the year. In 
2009, 24% reported no raises, and 3% said their 
salary decreased.

The majority of respondents to the salary survey 

are older and experienced case managers. About 
70% have worked in case management for 10 
years or longer, and 79% have 22 or more years 
experience in the health care field.

About 94% of respondents are over age 40, 
while 68% reported being 50 years or older. Only 
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6% of respondents were age 40 or younger.
Case managers can expect their salaries to 

remain stable in the future, but shouldn’t expect 
any large raises, regardless of the extra duties they 
may take on, experts say. 

They add that hospitals across the country are 
penny-pinching these days. Some are laying off 

workers and putting raises on hold. Others have 
closed their doors due to declining revenues.

“In the economic climate we all find our-
selves in, hospitals are being very frugal due 
to decreased volumes and uncertainty over 
health care reform,” points out Brian Pisarsky, 
RN, MSHA, ACM, CPUR, director of case 
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management services, DCH Regional Medical 
Center and DCH Northport Medical Center in 
Tuscaloosa, AL.

In many places, the usual raises are being 
decreased for all hospital employees, and not 
just case managers, adds B.K. Kizziar, RN-BC, 
CCM, principal of BK & Associates Case 
Management Specialists, a Southlake, TX, con-
sulting firm.

“The uncertainty with the economy is keeping 
salaries down for now. Several clients have told 
me that there will be no raises for staff this year,” 
adds Kimberly Gilbert, RN, case management 
consultant, clinical advisory services for Pershing, 
Yoakley and Associates in Atlanta.

About 94% of respondents reported receiving 
salaries of $60,000 a year or more with the major-
ity of respondents (25%) reporting an income in 
the $80,000 to $90,000 range and 30% reporting 
salaries of $100,000 or more.

At the same time, case managers reported put-
ting in long hours. Nearly 85% of respondents 
said they worked more than 40 hours a week, with 
34% putting in more than 50 hours.

As all payers tighten their reimbursement and 
the Centers for Medicare & Medicaid Services 
auditors scrutinize hospital records, case manag-
ers are being given more responsibility than ever 
before but they aren’t necessarily getting paid 
more, Kizziar points out.

Cathy Campbell, BSN, MBA, CHC, FACHE, 
concurs, saying that case managers are wearing 
more hats than ever before but in most cases, the 
pay is staying the same. Campbell is chief nurs-
ing officer at Dallas Medical Center and president 
of the Dallas-Fort Worth chapter of the Case 
Management Society of America.

“Hospitals are focusing on cutting costs, and at 
the same time, case managers are being given more 
accountability for successful outcomes, smooth 
transitions in care, and monitoring the length of 
stay. But salaries and benefits aren’t increasing. Do 
more with less is the new motto,” Kizziar adds.

The emphasis on getting patient status correct 
at the time of admission and pressures to move 
patients through the continuum as quickly as possi-
ble typically mean that case managers are covering 
the hospital for longer hours each day, and often 
on weekends and holidays. 

“The last two facilities where I have worked 
have had some in-house case management staff on 
weekend. Some nurses take the job of case manager 
so they won’t have to work weekends or off-shifts. 
But I don’t believe the weekend work will affect 
the profession, especially since having a job has 
become a luxury,” Campbell says.

On the plus side, weekend work offers opportu-
nities for case managers who don’t want to work 
full-time but do want to keep their hands in health 
care, Kizziar says.  n


