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ED case managers are crucial 
to help maximize reimbursement
As gatekeepers, you must ensure all admissions are appropriate

Today’s hospitals are facing a shrinking pool of healthcare dol-
lars along with increased scrutiny from Medicare, Medicaid, 
and commercial payers and strong penalties for fraud and 

abuse. This trend makes it essential for case managers in the emergency 
department to screen patients to make sure that all admissions are 
appropriate and that patients are placed in the right level of care.

“Patients must be assigned to the appropriate level of care from the 
moment they 
arrive in the hos-
pital, whether 
it’s being admit-
ted as an inpa-
tient, treated 
and released, or admitted to observation,” says Toni Cesta, RN, PhD, 
FAAN, senior vice president, operational efficiency and capacity man-
agement at Lutheran Medical Center in Brooklyn, NY, and partner and 
consultant in Case Management Concepts, a case management consult-
ing firm based in Dallas. 

“Emergency department case managers serve an important role in 
making sure hospitals have the right patients occupying inpatient beds 

ED CMs improve throughput, reduce denials
If your hospital doesn’t have case managers in the emergency department dur-
ing peak hours, you’re missing an opportunity to ensure that your admissions 
are appropriate and reduce the risk of reimbursement being recouped by audi-
tors from the Centers for Medicare and Medicaid Services (CMS) and commer-
cial payers. In this issue, we examine the benefits of an emergency department 
case management program and give you ideas on how it should be structured. 
You’ll read how one hospital system’s ED case managers save $4.5 million a year 
and learn how to provide the value of an emergency department program to 
your administration. It’s all in this issue of Hospital Case Management.

“Patients must be assigned to the 
appropriate level of care from the 

moment they arrive in the hospital…”
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and that patients are not inappropriately read-
mitted to the hospital.” (For tips on when case 
managers should cover the emergency depart-
ment, see related article on p. 116.) 

The Centers for Medicare and Medicaid 
Services (CMS) has unleashed a bevy of audi-
tors that are scrutinizing Medicare and Medicaid 

claims, looking to recoup payment and, if there 
appears to be a pattern of fraud, referring the 
case to law enforcement. Commercial insur-
ers are following suit and in some states have 
already launched audit programs similar to 
the Medicare and Medicaid Recovery Audit 
Contractor (RAC) programs. 

Brenda Keeling, RN, CPHQ, CPUR, president 
of Patient Response, a Durant, OK, healthcare 
consulting firm says, “Medicare is working 
collaboratively with insurance companies to 
streamline and standardize healthcare. The 2011 
Office of Inspector General’s Work Plan holds 
individual states accountable for ensuring medi-
cal necessity and preventing fraud and abuse. In 
addition to facing audits related to Medicare and 
Medicaid claims, hospitals may find themselves 
facing increasing scrutiny for medical necessity of 
claims to other insurance companies.” 

In the past, hospitals didn’t have the incentives 
to monitor hospital admissions the way they do 
today. Almost every patient who was presented 
was admitted, maximizing hospital volumes and 
reimbursement. 

“There was so little oversight that there was 
only a small chance that the payers would try 
to recoup the reimbursement,” Keeling says. 
“People think that because CMS has threatened 
in the past to crack down and hasn’t done so, 
that it won’t happen now. But, we’re in a new 
ballgame.”

Now, healthcare costs are increasing and tak-
ing up a huge percentage of the gross national 
product, and hospitals are facing cuts in reim-
bursement as well as an increasing number of 
patients without insurance. It’s essential for hos-
pitals to take a proactive approach to managing 
admissions and make sure that every patient who 

ExECUTIvE SUMMARY
As payers tighten their belts and recoup payments 
for inappropriate care and regulators increase penal-
ties for fraud and abuse, hospitals need to ensure all 
admissions are appropriate and patient are placed in 
the right level of care. 
• Hospitals are likely to have to return reimbursement 
for patients who don’t meet inpatient criteria. 
• Improper admissions can exacerbate capacity prob-
lems and result in hospital-acquired conditions. 
• Correcting inappropriate admissions retrospectively 
can be a red flag to auditors.
• ED case managers can impact length of stay by en-
suring that care starts in the emergency department.
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is admitted belongs there and is in the appropri-
ate level of care, adds Joanna Malcolm, RN, 
CCM, BSN, consulting manager, clinical advi-
sory services for Pershing, Yoakley & Associates 
in Atlanta.

   If non-acute patients occupy inpatient beds, 
hospitals are likely to experience capacity issues 
and denials from commercial payers. In addition, 
the hospital is subject to having to give back 
money to CMS when the auditors uncover inap-
propriate admissions. 

“The level of care that patients are placed in 
is one of the big areas of focus from the RACs 
(Recovery Audit Contractors). This means that 
having patients in the appropriate level of care is 
the first line of defense for hospitals,” Cesta says. 

Emergency department case managers are an 
extra pair of eyes for the clinical documentation 
improvement staff and can work with the emer-
gency department physicians to ensure that the 
documentation accurately represents the patient’s 
condition, she points out. 

The RACs are looking at chest pain and syn-
cope admissions because they might not meet 
medical necessity criteria, Cesta says. “Having 
emergency department case managers who are 
educated on some of the key clinical documen-
tation improvement concepts can be extremely 
helpful in getting documentation right at the 
onset,” she says.

Case managers must be involved in the pro-
cess of admission and review the case before it 
is registered for admission. “Once a patient is 
registered for admission, it’s more difficult and 
complicated to cancel an inappropriate admis-
sion than it would be to stop the admission from 
happening in the first place,” Cesta adds. 

Having case managers in the emergency 
department to ensure that admitted patients 
meet inpatient criteria helps the hospital avoid 
filing a Condition Code 44 or a provider liable 
bill modifier if a retrospective review shows that 
the admission was inappropriate, Keeling points 
out. (For more details on Condition Code 44 and 
provider liable billing, see related article on p. 
116.) 

Case managers in the emergency department 
can do more than just make sure the hospital 
doesn’t lose reimbursement or face additional 
scrutiny from payers, Malcolm points out. 
Making sure patients who are admitted meet 
acute care criteria is important not only because 
it helps the hospital bottom line, but also 
because it avoids filling beds with patients who 

don’t need to be there, Malcolm says. “When 
patients are in the hospital, they are subject to 
exposure to diseases and infections and may be 
at risk for falls. We don’t want to hospitalize 
patients unnecessarily and run the risk of them 
getting sicker,” she adds. 

Case managers in the emergency department 
have an opportunity to impact length of stay 
by beginning pre-admission discharge planning 
while the patient is still in the emergency depart-
ment. They can talk to the family members who 
accompany the patient and/or the ambulance 
staff and get information on the patient’s medi-
cal history, his or her living situation, and any 
potential issues after discharge. This information 
saves the case manager on the floor the problem 
of tracking down family members who might 
visit only in evenings when case managers are not 
on duty. 

They can facilitate the initiation of care such as 
getting tests and procedures performed early on 
and making sure that appropriate patients receive 
the treatment covered in the core measures, such 
as antibiotic administration, Cesta says. If it 
appears that the patient is going to need post-
discharge services, such as rehabilitation or home 
care services, emergency department case manag-
ers can start the ball rolling by finding out if the 
patient has a preference for services and setting 
up whatever screening is necessary.

Hospitals can eliminate or at least reduce inap-
propriate admissions if they have someone in the 
emergency department to set up services, such as 
home health, for patients who can’t be safely sent 
home but do not meet admission criteria. They 
can screen for social admissions that  still occur 
today, particularly in small communities, Keeling 
says.

When families bring in their loved ones with 
dementia and other conditions because they can 
no longer care for them, emergency department 
case managers or social workers can help them 
access assistance programs such as elder services, 
meals on wheels, home health aides, or adult day 
programs. They can intervene with patients who 
return to the emergency department over and 
over and work with the emergency department 
staff to create a plan for how they are going to 
manage them. 

Cesta says, “The emergency department staff 
should know that the hospital can’t continue 
admitting every patient who shows up if they 
don’t meet inpatient criteria. We have to work 
together to find alternatives to hospitalization.”
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Improper admissions 
equals paperwork 
Weekend coverage avoids issues on Monday 

When patients are admitted to the hospital 
inappropriately, the paperwork involved 

to correct the error brings to mind the saying “an 
ounce of prevention is worth a pound of cure.”

Hospitals are 
required to submit a 
claim for any Medicare 
inpatient admission, 
even if it is determined 
that the admission 
is not covered. If the 
determination that an admission is inappropri-
ate is made before discharge, the hospital can file 
Condition Code 44, but if the hospital’s utilization 
review committee determines after discharge that an 
entire admission did not meet inpatient criteria, the 
hospital must submit a provider-liable claim, admit-
ting, in effect, that it made a mistake.

Condition Code 44 is the billing code that indi-
cates that the utilization review committee or phy-
sician advisor has determined that a physician’s 
inpatient order for a particular patient is medically 
unnecessary, says Brenda Keeling, RN, CPHQ, 
CPUR, president Patient Response, a Durant, OK, 
healthcare consulting firm. The order may then be 
changed to outpatient with observation services if 
the utilization review decision is made while the 
patient is still in the hospital, if the hospital has not 
submitted a claim to Medicare for the inpatient 
admission, the attending physician concurs with 
the utilization review committee’s decision, and the 
concurrence is documented in the medical record.

When hospitals make frequent use of Condition 
Code 44, it sends a red flag to auditors. “Using 
Code 44, except in rare occasions, is an indication 
that hospitals don’t have a mechanism up front to 
ensure that admissions are appropriate,” Keeling 
says.

When patients are placed in observation status 
after being admitted as inpatients, the hospital 
must give them a written notice of their change in 
status and that they might be responsible for their 
Medicare Part B deductible and co-pay for outpa-
tient services. If patients insist on continuing as an 
inpatient, the hospital must give them a hospital-
issued notice of non-coverage (HINN), notifying 
them that Medicare does not cover their care.

The situation gets more complicated when 
the patient has already been discharged and the 
determination is made that the stay did not meet 
inpatient criteria. “In that case, the hospital can’t 
be reimbursed for the inpatient stay, but since it’s 
required to submit a bill to Medicare whenever 
a patient is admitted, it must send the bill with a 
provider liable modifier. In most states, the fis-
cal intermediary will allow the hospital to bill for 
the outpatient services provided during the stay,” 
Keeling says. 

To complicate mat-
ters, the physician’s 
office might have billed 
Medicare for inpatient 
services, which poten-
tially places the physi-
cian at risk, she says. In 

addition, the patient isn’t aware of the Medicare 
Part B deductible and co-pay for which he or she is 
responsible.

“Sometimes patients are admitted on a Friday 
night and are discharged on Sunday,” Keeling says. 
“When case managers aren’t on duty in the emer-
gency department during the weekends to review 
admissions, it creates a difficult situation for every-
one. That’s why hospitals need a case manager in 
the emergency department seven days a week.”  n

Staff ED at peak times 
for admissions
Cross-train other staff to review for criteria 

If you have the emergency department vol-
ume and the staffing, covering the emergency 

department 24 hours a day, seven days a week 
is optimal, according to Joanna Malcolm, RN, 
CCM, BSN, consulting manager, clinical advisory 
services for Pershing, Yoakley & Associates in 
Atlanta.

“People do come in at 3 a.m. and in some 
areas, the emergency department volume tends to 

SOURCES
For more information contact:

• Toni Cesta, RN, PhD, FAAN, Senior Vice President, Operational 
Efficiency and Capacity Management, Lutheran Medical Center, 
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• Brenda Keeling, RN, CPHQ, CPUR, President of Patient 
Response, Durant, OK. E-mail: brenda@patient-response.com.
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Yoakley & Associates, Atlanta. E-mail: JMalcolm@pyapc.com.  n

When hospitals make frequent use 

of Condition Code 44, it sends  

a red flag to auditors.
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ramp up after midnight,” Malcolm says. 
Most hospitals don’t have the case manage-

ment staff to screen every single patient or cover 
the emergency department 24 hours a day, seven 
days a week, says Toni Cesta, RN, PhD, FAAN, 
senior vice president, operational efficiency 
and capacity management at Lutheran Medical 
Center in Brooklyn, NY, and partner and consul-
tant in Case Management Concepts, a case man-
agement consulting firm based in Dallas. If that’s 
the case in your hospital, analyze your emergency 
department volume and staff accordingly to cover 
peak hours of admissions, she advises. Case man-
agers should not be temporary personnel who 
float down to the emergency department when 
they are needed, Cesta says. They should be dedi-
cated personnel who are assigned exclusively to 
the emergency department.

If your hospital can’t afford 24 hour coverage 
in the emergency department, look at your peak 
hours for admissions and staff accordingly. Cesta 
recommends 12-hour shifts for RN case manager 
positions, supplemented by social workers who 
put in eight-hour shifts. For instance, if the social 
worker comes in at 8 a.m. and the case manager 
at noon, the emergency department is covered 
from 8 a.m. to midnight. This means the emer-
gency department is covered a good portion of 
the time without 24-hour-a-day staffing. Cross-
train emergency department staff on the basics 
of admission criteria so patients can be reviewed 
at the time of admission, rather than waiting for 
someone to review the cases the next day. 

If your hospital isn’t large enough for a full-
time case manager in the emergency department, 
develop a process so emergency department 
admissions are screened, either by cross-training 
the house supervisor or charge nurses, or by call-
ing a case manager to come down and review any 
cases where there are questions about admission 
status. 

Malcolm suggests that when you develop your 
emergency department case management process, 
make sure you have some kind of coverage seven 
days a week. “Having case managers on call may 
work for discharge planning, but it’s difficult to 
determine by telephone if a patient meets admis-
sion criteria or is in the right status. You need to 
see the chart and have access to InterQual crite-

ED case managers
save $4.5 million
Hospital avoids inappropriate admissions

The case management department at Lee 
Memorial Health System in Fort Myers, FL, 

has been able to demonstrate a savings of $4.5 
million as a result of having case managers in the 
emergency department.

The majority of the savings, compiled for fiscal 
2010, were generated by ensuring that patients 
were in the right status — inpatient versus out-
patient with observation services — and avoiding 
unnecessary inpatient admissions by transfer-
ring patients to a more appropriate level of care, 
says Chris Nesheim, RN, MS, CMAC, system 
director of case management at Lee Memorial. 
(For details on how they compile the savings, see 
related article on p. 123.) The hospital system 
collaborates with community resource organiza-
tions to develop the safety net needed to divert 
patients who don’t meet inpatient criteria to a 
more appropriate level of care.

Lee Memorial, one of the largest not-for-profit 
public hospital systems in Florida, includes four 
acute-care hospitals and two specialty hospitals 
with a total of 1,600 acute care beds. The health 
system experiences nearly 80,000 admissions 

continued on p. 122

ria,” she says. “It’s not a good idea to admit just 
using the diagnosis.”

For example, it’s essential for a case manager 
to review the chart to determine admission status 
when a physician wants to admit a patient for 
chest pain. Many patients with chest pain don’t 
meet inpatient criteria, but there might be a little 
nuance in the doctor’s note that indicates the 
patient does indeed meet criteria. 

Many hospitals don’t have the case manage-
ment staff to screen every single patient. In those 
cases, Cesta recommends analyzing emergency 
department admissions to determine which 
diagnoses are at greatest risk for inappropriate 
admissions and develop a triage mechanism so 
those patients are referred to the case manager 
for review. Other referrals might come from the 
emergency department staff or the inpatient case 
manager who might alert the emergency depart-
ment case manager that they think a newly dis-
charged patient might come back.  n

“It’s not a good idea to admit 

just using the diagnosis.”
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CASE MANAGEMENT 
INSIDER

Case manager to case manager

By Toni Cesta, PhD, RN, FAAN
Senior Vice President
Lutheran Medical Center
Brooklyn, NY

When case managers think about ethical 
dilemmas, they are thinking about much 
more than when to discontinue a venti-

lator, or to stop treatment, or any of the myriad of 
clinical ethical decisions that must be made every 
day in hospitals throughout the United States. 
They are thinking about what to do for the patient 
who has no insurance but needs continuing care 
services in the community, or the homeless patient 
who does not want to apply for Medicaid, or the 
patient who wants to come to your hospital but 
who would be out of network.

These are examples of what are referred to as 
“case management ethics,” also known as organi-
zational ethics. Organizational ethics are typically 
non-clinical problems, but they ultimately might 
have an impact on the patient’s clinical course. 
Organizational ethics are the ethics of an organiza-
tion, and how an organization ethically responds 
to internal or external factors. (For more informa-
tion about organizational ethics committees, see 
p. 119.) Organizational ethics express the values 
of an organization to its employees and/or other 
entities irrespective of governmental and/or regula-
tory laws. (For examples of organizational ethics 
categories, see p. 119.)

Organizational ethics deal with an organiza-
tion’s behaviors as they relate to individuals rep-
resented by that organization. Examples might 
include patients, providers, or employees. This 
ethical minefield is something that case managers 
and case management directors deal with every 
day. Unfortunately, they often deal with these 
dilemmas in a vacuum because the organization 

does not have a structure or formal mechanism for 
addressing them.

Conflicts arise for case management when there 
are conflicting parties for whom the case manager 
must advocate. For example, tension might arise 
when the case manager is caught between his or 
her patient advocacy responsibilities and gate-
keeping advocacies. When these issues arise, how 
are they addressed? To whom are they taken for 
consideration? Who makes the final decision? If 
you work in a typical case management depart-
ment, these problems might be solved by one per-
son, often the director of case management. Ask 
yourself, “Is that really fair”?  Should one person 
be forced to make a decision that might have a 
huge financial or other negative impact on the 
organization? Or should the decision-making be 
shared, with appropriate parties weighing in on 
the problem and its solution? (For more informa-
tion on the process of ethical decision-making, see 
p. 121.)

Surely no one would expect one individual per-
son to make a decision about terminating a venti-
lator, yet case managers make decisions on behalf 
of the hospital every day, and they are decisions 
that might have broad ramifications. (For an ethics 
case study example, see p. 119.)  

Case management in the acute care setting 
provides a framework and a delivery model that 
bridges the gap between the clinical world and the 
financial world. By virtue of straddling these two 
worlds, ethical dilemmas will arise. It is impos-
sible to avoid them. For the case manager who 
has to address these issues on a frequent basis, do 
not take them on alone. Use your “chain of com-
mand.” Discuss these issues with your immediate 
supervisor, and bring them up in staff meetings. It 
is likely that others have faced, or will face, a simi-
lar problem. We can all learn from each other.

Every day, the case management department
faces multiple dilemmas over ethics
Countless clinical decisions must be made in hospitals 
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The difficulty with ethical issues is that each and 
every one of them is unique and must be handled 
as such. Even if your hospital does not have an 
organizational ethics committee, you should not 
attempt to solve these problems alone. Discuss 
your issues with all appropriate departments 
and disciplines so that you can make the most 
informed decision possible.  n

An ethical dilemma 
found in a case study 
By Toni Cesta, PhD, RN, FAAN
Senior Vice President
Lutheran Medical Center
Brooklyn, NY

I  will never forget my biggest ethical dilemma. It 
happened when I was a director of case manage-

ment at a large medical center in New York City. It 
was the day after Thanksgiving. I was at work, but 
a lot of people in administration were off that day. 
I received a page from the director of critical care 
medicine. He was covering the ICU that day and 
wanted to transfer a patient to our hospital from 
another state. 

I knew the patient he was referring to, because 
the patient recently had been in our hospital for a 
six-month length of stay, and the patient’s discharge 
plan had been difficult and complex. The doctor 
explained to me that the patient had been readmit-
ted to a hospital in another state, but that his wife 
wanted him to return to our hospital because she 
knew the nursing and medical staff and felt more 
comfortable there. The doctor wanted the patient 
in our hospital too, because he felt it was “the right 
thing to do for the patient” and would improve 
continuity of care.  

Since I knew the patient and his wife, and I 
also knew that the admission would be out-of-
network and probably not reimbursable, I found 
myself faced with a classic organizational, or case 
management, ethical dilemma. I explained to the 
doctor that the transfer would not be approved by 
the patient’s managed care insurer, as the care the 
patient required could be provided at an in-network 
hospital. I was concerned that the patient would 
have another long stay, entirely without payment to 
the hospital. The doctor understood my concerns, 
but he wanted to put the needs of the patient and 
his wife above those of the hospital. In this classic 
conflict, he was exhibiting beneficence. Beneficence 

is defined as an ethical principle that directs the 
healthcare professional to take action to promote 
the well-being of his or her patients. (For a list of 
terms most commonly applied to case management, 
see p. 120)    

I, on the other hand, was advocating for a deci-
sion that addressed the financial needs of my 
employer, the hospital. However, since my decision 
had a direct impact on the patient, the patient’s 
wife, and the potential quality of care of the patient, 
I found myself faced with a difficult decision. 
Without anyone to share the decision-making bur-
den with me, I considered the wishes of the patient’s 
wife against the financial needs of the hospital. In 
my initial response to the physician, I denied the 
admission and cited the financial risk at hand and 
the potential non-reimbursement to the hospital.  

Needless to say, the physician was not happy 
with my decision and provided me with a list of 
reasons why I had made the wrong decision. His 
beneficence was front and center! I considered his 
argument, as well as what I had told my case man-
agers and case management students many times: 
“when in doubt, err on the side of the patient. If 
you do this, no one can fault you for your deci-
sion.”

I finally agreed to the transfer. The outcome was 
not pretty. The patient came to our hospital that 
day. He stayed in acute care for several months and 
ultimately was transferred to our acute rehab unit. 
The entire stay was nine months. And we got paid 
for none of it.

So, ask yourself. What would you have done in 
this situation? Perhaps, if I’d had an organizational 
ethics committee and could have taken my dilemma 
to them, the outcome might have been different. 
Even if it hadn’t been different, at least I would 
have had the power of the committee behind me to 
support my decision.  n

Solution: Committees
on organizational ethics
By Toni Cesta, PhD., RN, FAAN
Senior Vice President
Lutheran Medical Center
Brooklyn, NY

One solution to perennial problems such as 
ethics issues might be the formation of an 

organizational ethics committee. Different from 



August 2011 / hospitAl cAse mAnAgement ™  120

a clinical ethics committee, an organizational eth-
ics committee deals with organizational dilemmas 
that should be solved in a formalized manner. (For 
examples of common organizational ethics issues, 
see p. 121.)  

An organizational ethics committee can be a 
sub-committee of the clinical ethics committee, 
but its membership might be somewhat different. 
Because the committee is dealing with issues that 
typically involve financial and insurance issues, the 
membership must be broader than what one would 
typically see on an ethics committee that deals 
solely with clinical issues. Examples of organiza-
tional ethics committee membership include:

• finance/billing;
• managed care contracting;
• physician;
• case management;
• social work;
• nursing;
• administration;
• legal department;
• patient relations.
The chair of the committee also should be a 

standing member of the ethics committee and can 
report the activities of the organizational ethics 
committee to the clinical ethics committee. Ethics 
consults can be called in the same way that clinical 
ethics consults are called. Members of the commit-
tee can be on-call on a rotational basis, and they 
can take calls for emergent organizational ethical 
issues as they arise. Most of the issues of an orga-
nizational ethics committee can be dealt with via 
telephone, which helps to facilitate the process.  

Case managers can help to facilitate ethics 
consults in their role as patient advocates in two 
important ways:

1. They can ensure that ethics consults are called 
when they need to be called.

2. They can ensure that their patients’ interests 
are fully represented and protected in these con-
sults.

Case managers must adjust their ethical self-
understanding to fit the managed care environment 
in which they practice. Like the traditional physi-
cian/patient relationship, the traditional nurse/
patient and social worker/patient relationship is 
transformed once cost containment becomes a 
pressing issue. Under managed care, nurses — and 
case managers in particular — have conflicting 
loyalties and obligations. They have obligations to 
their patients and to the organizations for which 
they work. Balancing these obligations in an ethi-
cally appropriate manner requires that they stop 

Dictionary: Common Ethical Principles
Applied to Case Management

• Autonomy: A form of personal liberty of 
action in which the patient holds the right and 
freedom to select and initiate his or her own 
treatment and course of action.

• Nonmaleficence: Refraining from doing 
harm to others.

• Justice: Maintaining what is right and fair 
and making decisions that are good for the 
patient.

• Distributive justice: Deals with the moral 
basis for dissemination of goods and evils, 
burdens and benefits, especially when making 
decisions regarding the allocation of healthcare 
resources. 

• Veracity: The act of telling the truth.

Source: Cesta T, Tahan H. The Case Manager’s Survival Guide: Winning 
Strategies for Clinical Practice. Second Ed. St. Louis, MO: Elsevier 
Health Sciences; 2003.  n

thinking in terms of maximizing the interests of 
their patients, but rather find the balance between 
conflicting responsibilities. Ultimately, the case 
manager must determine what is in the best inter-
est of the patient and the organization, which is a 
difficult place to be, at best.  

An organizational ethics committee provides the 
structure for another ethical term, shared decision-
making. It provides the framework for a process 
in which multiple parties with various points of 
view participate in a process that brings them to a 
conclusion that weighs multiple variables. As far as 
case management ethical dilemmas, an ethics com-
mittee can take the burden off the director of case 
management when he or she is faced with a ques-
tion that does not have a clear answer.  

There are at least four elements which exist in 
organizations that make ethical behavior condu-
cive within that organization. The four elements 
necessary to quantify an organization’s ethics are: 

• written code of ethics and standards; 
• ethics training for executives, managers, and 

employees;
• availability for advice on ethical situa-

tions;  
• systems for confidential reporting.
Good leaders strive to create a better and more 

ethical organization. An organization with an 



121 hospitAl cAse mAnAgement ™ / August 2011

organizational ethics committee is providing a 
venue to which case managers and others can take 
their ethcial dilemmas. Restoring an ethical climate 
in an organization is critical, as it is a key compo-
nent in solving the many organizational and ethi-
cal problems facing healthcare today!  n

The process of
ethical decision-making 
By Toni Cesta, PhD, RN, FAAN
Senior Vice President
Lutheran Medical Center
Brooklyn, NY

The ethical decision-making process is similar to 
the case management process and the nursing 

process. The steps include:
• Assessment: Gather and document pertinent 

facts, medical and non-medical. Consider who is 
involved, what the time parameters are, where the 
problem lies, and why it has occurred.  

• Diagnosis: Identify the ethical issue as clearly 
as you can. Be sure the issue you are dealing with 
is truly an ethical issue and not an issue of missed 
communication or patient care management.

• Planning: While planning the solution to 
the problem, determine the objective of the eth-
ics consult. A helpful tip is to determine the long 
and short-term consequences of each potential 
solution. Can you ethically justify each course of 
action that you are considering? If you cannot eth-
ically justify any potential solution, that solution 
should be eliminated as a possibility.  

Clearly identify the moral obligations of the 
hospital and in your role as a case manager. Select 
the course of action that is most defensible. When 
in doubt, err on the side of the patient. This course 

Organizational Ethics Issues Commonly 
Faced by Case Managers

• Resolving care-related conflicts
• Preventing delays in treatment
• Increasing and facilitating access to care
• Brokering services within and outside the 

healthcare organization
• Obtaining authorizations for treatments 

from managed care organizations
• Advocating for patients while working 

with managed care organizations

Professional Codes of Ethics 
Specific to Case Management

Several professional organizations provide 
codes of ethical conduct. As a case manager, 
you should be familiar with them as they 
provide a structure and framework for your 
practice:  

• American Nurses Association. 
Web: http://www.nursingworld.org/
MainMenuCategories/EthicsStandards/
CodeofEthicsforNurses/Code-of-Ethics.aspx. 

• National Association of Social Worker’s 
Code of Ethics. Web: www.socialworkers.org/
pubs/code/default.asp.

• Code of Professional Conduct for Case 
Managers, adopted by the Commission for 
Case Manager Certification. Web: http://
www.ccmcertification.org/pdfs/CCMC_Code_
of_Professional_Conduct_Jan_2009.pdf. 

• American Case Management Association: 
www.acmaweb.org. From the home page, 
click Resources, then click Publications. 
The code can be found in the “Standards of 
Practice and Scope of Services” document 
which can be downloaded.

• Case Management Society of America 
Statement of Ethical Case Management. 
Practice. Web: www.cmsa.org. From the home 
page click Individual. Under the Quick Links 
section, choose Standards of Practice. The eth-
ics section is in the “Standards of Practice for 
Case Management” document which can be 
downloaded.

of action is almost always defensible.  
Most importantly, when you are unable to 

solve the problem, that is the time in which to 
call an organizational ethics consultation! The 
organizational ethics committee can review all the 
information you previously gathered and help in 
facilitating a decision.

• Implementation: Implement the selected 
course of action to address the ethical dilemma.

• Evaluation: During the evaluation step, you, in 
concert with the organizational ethics committee, 
should critique the decision. If consequences have 
occurred, or do occur in the future, those should 
be discussed as an opportunity to learn and use the 
information gathered to help when the next issue 
arises. (For more information about codes of eth-
ics, see box above.)  n
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a year, with 47% of them coming through the 
emergency department.

The care management department has more 
than 150 employees with an integrated inter-
disciplinary team that includes case managers, 
medical social workers, disease management pro-
grams, utilization management, and the hospital 
system’s transfer center that coordinates admis-
sions for patients transferred from other facili-
ties for a higher level of care. Case managers are 
assigned geographically and by unit. 

The emergency department case management 
program was eliminated in the 2009 budget due 
to budget cuts and reinstated in fiscal 2010, 
starting on Oct. 1, 2009. “We found that when 
we no longer had case managers in the emer-
gency department, we were admitting inappro-
priate patients because there was no one there to 
facilitate alternative placements. We had a lot of 
patients who could not be discharged safely to 
home and were admitted or put in observation 
until a case manager could find a placement,” 
Nesheim says. The hospital system also expe-
rienced an increase in use of Code 44 and Bill 
Medicare Outpatient (BMO) billing during the 
time there were no case managers in the emer-
gency department.

The hospital system originally set up its emer-
gency department case management program in 
2001 when an analysis of data showed missed 
opportunities to get patients in the right status 
at the point of entry, Medicare recoupment for 
unnecessary admissions, and patient dissatisfac-

tion. “Within 90 days, the emergency depart-
ment physicians changed their attitude about the 
program from ‘get these people out of here’ to 
‘we need coverage 24/7,’” Nesheim says. 

When the program was discontinued, revenue 
was impacted because of inappropriate admis-
sions, patient flow stalled, patient satisfaction 
scores dropped, and the emergency department 
nursing staff reported being overworked because 
they were dealing with social issues. The health 
system administration re-evaluated the situa-
tion and re-funded the program for fiscal 2010. 
Administration approved additional staff to 
cover the emergency department 12 hours a day 
Monday through Saturday and eight hours on 
Sunday. In addition, the system added social 
workers to cover the emergency department eight 
hours a day, seven days a week.

Case managers are in the emergency depart-
ment from 8 a.m. to 8:30 p.m. Monday through 
Saturday and from 8 a.m. to 5 p.m. on Sunday, 
with social workers covering the emergency 
department from 2 p.m. to 10:30 p.m. seven 
days a week. “We looked at our peak times for 
admissions in order to place case managers and 
social workers in the emergency department to 
screen as many patients as possible,” Nesheim 
says.

Emergency department case managers screen 
patients to ensure that they meet admission crite-
ria and collaborate with the physicians to ensure 
that the documentation supports an inpatient 
admission. The goal is to screen all patients to 
make sure they meet admission criteria, particu-
larly those with high risk diagnoses for one-day 
stays such as nausea, chest pain, and transient 
ischemic accidents. The case managers work with 
the emergency department physicians to make 
sure the orders are correct and complete.

The case managers also coordinate commu-
nity services and facilitate placement for patients 
who don’t meet criteria but cannot be safely dis-
charged. They work with special needs patients 
to develop a plan for care in an appropriate set-
ting, and they conduct reviews of off-hour non-
emergent patients being transferred from another 
facility.

The social workers in the emergency depart-
ment counsel and support patients and their 
significant others; provide bereavement counsel-
ing; intervene when the staff has concerns about 
abuse, neglect, and other ethical issues; coordi-
nate community services; facilitate placement for 
inappropriate admissions; and arrange transfers 

ExECUTIvE SUMMARY
Emergency department case managers at Lee Me-
morial Health System in Fort Myers, FL saved more 
than $4.5 million by ensuring that patients were in 
the right status and transferring patients who did 
not meet admission criteria to a more appropriate 
level of care. 
• Case managers and social workers cover the emer-
gency department at peak hours, seven days a week.
• Case managers screen patients for admission cri-
teria and make sure admission orders are complete 
and correct. 
• Case managers and social workers coordinate 
community services and placement for patients 
who don’t meet admission criteria. Social workers 
intervene when there are concerns about abuse and 
neglect, and they facilitate placement to other acute 
care facilities.

continued from p. 117
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Use data to justify 
adding staff in the ED
Show how case managers affect bottom line 

Arm yourself with data before approaching the 
administration about establishing an emer-

gency department case management department, 
increasing staff, or changing hours. Determine the 
peak hours for admissions, and collect data to show 
the potential savings if case managers are in the 
emergency department during those hours. 

“Case managers have not done a good job in the 
past documenting and collecting data to substanti-
ate their work,” says Brenda Keeling, RN, CPHQ, 
CPUR, president Patient Response, a Durant, OK, 
healthcare consulting firm. “Since they don’t have 
data showing what they contribute to the hospital’s 
bottom line, the hospital administrators often don’t 
see the value in adding staff.” 

In addition to documenting the actual savings, 

point out to the administration how much time 
and money the department can save by not hav-
ing to complete all the paperwork after the fact to 
make sure the hospital is in compliance. Joanna 
Malcolm, RN, CCM, BSN, consulting manager, 
Clinical Advisory Services for Pershing, Yoakley & 
Associates in Atlanta, says, “If it’s a mature case 
management department that functions well, avoid-
ing doing all the rework could allow you to drop an 
FTE after you get the emergency department flow 
going well,” 

The case management departments at the four 
hospitals in Lee Memorial Health System in Fort 
Myers, FL track emergency department case man-
agement interventions and assign a dollar figure to 
each intervention. The case management directors at 
each hospital share the data quarterly with hospital 
administration and with the staff at their regular 
meetings. 

As part of their documentation process, emer-
gency department case managers and social workers 
access a drop-down menu and check off any inter-
vention that prevents an admission or another emer-
gency department visit, according to Chris Nesheim, 
RN, MS, CMAC system director, case management 
at the four-hospital system. The case management 
software product automatically assigns a dollar fig-
ure to each intervention. 

The drop-down menu includes items such as 
clarifying an ambiguous order for observation or 
inpatient admission; facilitating changing the patient 
status from inpatient to observation using Condition 
Code 44 and reducing the potential for a future 
Recovery Audit Contractors (RACs) denial; chang-
ing potential inpatient to observation; finding inpa-
tient criteria for a patient placed in observation; and 
avoided system funding by identifying alternative 
resources. It includes observation admission avoided 
and lists several options including transfer to respite, 
assisted living facility, or skilled nursing facility; 
arranging outpatient services; transfer to psychiatric 
facility; and transfer to low demand/substance abuse 
unit. Under emergency department visit avoided, 
the dropdown list includes assist with insurance and 
coordination of care, assist with MD follow-up vis-
its, and arrange and assist outpatient services.

The case management offices in each hospital 
produce quarterly reports that tally the interven-
tions by individual staff members, the total monthly 
intervention in each category, the total money saved 
in each category, and monthly totals of all interven-
tions and all dollars saved. 

Nesheim and her team tweaked their web-based 
case management software to set up the system 

to other acute care facilities.
Qualifications for Lee Memorial’s emergency 

department case managers include an emergency 
department nursing background and/or experi-
ence in utilization management or case manage-
ment, excellent communication skills, strong 
interpersonal skills, knowledge of community 
resources, knowledge of disease processes, and 
“a thick hide,” to handle critical and often emo-
tional situations, Nesheim says. 

The case managers and social workers 
assigned to the emergency department under-
went four weeks of training that included a 
week of classroom instruction on topics such as 
InterQual criteria; Emergency Medical Treatment 
and Active Labor Act (EMTALA) laws; and 
advice on dealing with difficult people, commu-
nity placement, and how to involve patients and 
families in care planning. They spent time with 
inpatient case managers, social workers, utiliza-
tion staff, and emergency department staff to 
learn their roles, and they made site visits to all 
of the organizations where patients are referred.

SOURCE

For more information contact: 

• Chris Nesheim, RN, MS, CMAC System Director of Case 
Management, Lee Memorial Health System, Fort Myers, FL. 
E-mail: chris.nesheim@leememorial.org.  n
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and worked with the finance department to come 
up with an estimate of the financial impact of the 
intervention. “We tried to be extremely conserva-
tive about the savings. When I present the figures 
to the leadership, I point out that even if the inter-
ventions save only half of what we tabulated, the 
emergency department case manager program still 
pays for itself,” she says.

The health system started the comprehensive 
tracking system when it restarted the emergency 
department case management program a year ago. 
Since it represents an extra step for the case man-
agers, some of the staff remarked that they had to 
check off interventions that they saw as just part 
of doing their job. “After the first quarterly report 
when the case management directors shared the 
information with their staff, the case managers 
understood why we were doing it and how much 
they are saving the healthcare system,” Nesheim 
says.

Malcolm suggests that case management depart-
ments start their data collection by compiling 
the number of times each month when the case 
manager facilitated changing the patient from 
observation to inpatient status or from inpatient 
to observation. Tally the incidences in which the 
emergency department case manager avoided an 
inpatient admission by connecting patients with 
services such as home health or transferring them 
to a facility that provides a lower level of care. Add 
up the number of Condition Code 44s the hospital 
files each month, and emphasize to the adminis-
tration that this is a red flag to auditors that the 
hospital has problems getting its admission status 
right.  n

Provider-preventable 
conditions face cuts 
Document all conditions on admission 

Now that the Centers for Medicare and 
Medicaid Services (CMS) has launched a 

program that adjusts Medicaid payments for 
provider-preventable conditions, including 
healthcare-acquired conditions, it’s essential 
for case managers to work with physicians to 
make sure all conditions that are present on 
admission are clearly documented on a patient’s 
chart.

CMS issued its final rule for the program on 
June 1 and gave state Medicaid programs until 
July 1, 2012, to implement a program to reduce 

payments to doctors, hospitals, and other 
healthcare providers for preventable conditions 
that otherwise would result in an increase in 
payment.

The final rule prohibits states from mak-
ing payments to providers under the Medicaid 
program for conditions that are reasonably 
preventable. It uses Medicare’s list of prevent-
able conditions as a base and provides the states 
the flexibility to identify additional preventable 
conditions.

The final rule means that case managers 
should be scrutinizing the charts of Medicaid 
beneficiaries as closely as they do the charts of 
Medicare patients, says Deborah Hale, CCS, 
president of Administrative Consultant Services, 
a healthcare consulting firm based in Shawnee, 
OK. Hale recommends that case managers 
develop performance improvement initiatives 
that ensure that patients’ records have complete 
and accurate documentation that distinguishes 
between the conditions that were present on 
admission and those that developed during the 
course of the hospital stay.

Work with the physicians who assess patients 
on admission, and be sure their documentation 
reflects any condition that is present on admis-
sion. Pay particularly close attention to patients 
who are transferred from other facilities, Hale 
advises. “This new rule is part of CMS’ empha-
sis on value-based purchasing and pay-for-per-
formance,” she says. “Commercial payers are 
likely to follow suit.” (To access the final rule 
for Medicaid provider-preventable conditions, 
visit http://www.medicarefind.com/searchde-
tails/ManualData/Attachments/2011-13819_
PI.pdf.)

SOURCE

For more information contact: 

• Deborah Hale, CSS, President of Administrative Consultant 
Services, Shawnee, OK. E-mail: dhale@acsteam.net.  n

Pilot project to improve 
discharge process
Team outlined discharge responsibilities

As part of Memorial Health System’s adop-
tion of the Toyota Lean Processes, the 

case management department at Saddleback 
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Memorial Hospital in Laguna Hills, CA, has 
standardized work flow for discharging patients 
and is piloting the process on one unit. The 
pilot project is a result of the case management’s 
department patient flow lean initiatives to move 
patients more efficiently through the continuum.

Louise Della Bella, RN, MN, CNS, NEA-BC, 
executive director for care management, dis-
charge planning, and social services says, “It’s 
too early to have any firm statistics, but it 
appears to be working well. When everyone 
knows what piece is their responsibility, it sup-
ports efficiency and reduces waste in the pro-
cess.” The team is performing regular audits 
to gauge their progress and to identify how 
close they are to the goal of achieving earlier 
discharges after the discharge order is written. 
“When we achieve our benchmarks on the pilot 
unit, we’ll replicate the process throughout the 
other inpatient care areas,” she says. 

At Saddleback Memorial, discharge planners 
are primarily responsible for coordinating dis-
charges to post-acute facilities, and care manag-
ers are responsible for clinical care review/best 
practices, utilization review, and other types 
of discharge coordination including setting up 
home health and other services. Before the pro-
cess improvement project, there was confusion 
as to the role of the nurse, the care manager, 
and the discharge planner in the process, which 
resulted in discharge delays, duplication of 
work, and unnecessary telephone calls, Della 
Bella says.

When the hospital’s patient flow project 
began, a multidisciplinary team analyzed the 
work involved in discharging patients and 
looked at what each discipline did to get 
patients ready for discharge. The manager of 
case management and the manager for the 
unit on which the project was piloted were 
the lead people on the multidisciplinary team. 
Representatives from case management, nursing, 
physical therapy, and other disciplines involved 

in patient care were on the team. The team 
started meeting in early 2010 and continues to 
hold regular meetings. 

The team members looked at all the steps in 
the discharge process to identify duplications 
and tasks that were unnecessary. They deter-
mined that because no particular discipline was 
assigned certain tasks, some things were being 
duplicated and sometimes things fell through 
the cracks because no one was in charge. For 
example, if a discharge was pending a physi-
cal therapy evaluation, there wasn’t a clinician 
specifically assigned to alert the physical ther-
apy team. Sometimes the nurse called physical 
therapy, and other times it was the case manager 
or discharge planner. Sometimes more than one 
clinician would call physical therapy to ask for 
the assessment.

“We looked at what every member of the 
team was doing to get patients ready for dis-
charge, how the work done by every member of 
the team complements the work of others, where 
there is duplication, and where there is ineffi-
ciency. Taking this information, each discipline 
developed its own standardized work process 
which was presented to the senior leadership,” 
Della Bella says.

The pilot project uses an electronic board that 
tracks the progress of all patients on the unit 
from the time the patient is admitted to the unit 
until discharge. Anyone on the team can see at 
a glance how close the patient is to being ready 
for discharge and what needs to be done before 
discharge, rather than having to go through the 
patient chart or access the electronic medical 
record. When a discharge order is written, it is 
flagged on the electronic board, and the targeted 
time for discharge is identified.

The team analyzed all discharges to all des-
tinations and came up with an average length 
of time it took from the time the discharge 
orders were written until the patients were out 
the door. Team members looked at how soon 
the discharges needed to take place to improve 
patient flow and came up with a targeted dis-
charge goal of an hour and 45 minutes after the 
doctor writes the discharge order. “When the 
discharge order is flagged on the board, every-
one on the team has the same targeted time to 
get their part completed. It saves a lot of nudg-
ing. Each team member knows what he or she 
needs to do and that they need to make it a 
priority to meet the discharge goal,” Della Bella 
says.

ExECUTIvE SUMMARY
The care management department at Saddleback 
Memorial Hospital in Laguna Hills, CA, is piloting 
a standardized work flow process for discharging 
patients.
• Process identifies who is responsible for what after 
discharge orders are written.
• Discharge process is tracked on an electronic board.
• Process eliminates duplications and omissions. 
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Registration kiosks 
‘intuitive’ for patients

The Medical Center of Central Georgia in 
Macon was an early adopter of registration 

kiosks, says Jane Gray, CPA, FACHE, FHFMA, 
assistant vice president for the revenue cycle. 
When they first were implemented in 2007, she 
says, other hospitals were skeptical they could 
work. 

“Now, their boards are approving this con-
cept,” she says. 

The kiosks first were placed in the hospital’s 
Heart Services area, then the diagnostic center, 
says Gray. “Over time, we deployed it in other 
locations. We put kiosks in the family practice 
environment, and most recently, in both the 
main surgery and ambulatory surgery centers,” 
she says.

The kiosks are not completely self-service, 
because staff members are available to assist 
patients with navigating the system, says Gray. 
“We were still able to realize significant cost 
savings, since staff members can manage mul-

tiple kiosks at one time,” she says. “However, 
our platform was the same one we went live 
with four years ago and was somewhat out-
dated.” 

Patients occasionally complained that the 
system was difficult to use and wasn’t intuitive 
enough, Gray explains. For example, it included 
a “yes or no” checkbox that didn’t allow users 
to click inside the “yes” box, and it didn’t have 
a “back” button on every screen, she says. 
“When you are first starting out with kiosks, 
you might not think about little things that can 
make a difference to a patient,” says Gray.

An updated version recently was rolled 
out, and it makes the process much simpler 
for users, says Gray. “People can perform the 
registration more independently,” she says. 
“Feedback so far has been just wonderful.” 
Patients complete a brief survey after the regis-
tration is complete, so that any problem can be 
addressed right away, Gray says.

The goal is simplicity

Registration kiosks will be added to other areas 
of the hospital this year, including the urgent care 
center and ED, says Gray. 

“Our methodology was really to address the 
high-volume peaks-and-valley locations where we 
could really get some staff savings,” she says. The 
next step might be enabling patients to register 
themselves using smart phones, Gray says. “As 
advanced as health care is in terms of medical 
technology, we’re fairly slow to react to things 
that have been around in other industries for a 
long time,” she says. “I want to see a registration 
app. That is where life and technology are going.”

Gray says, “To me, it’s all about making it 
simpler for the patient,” she says. “In the future, 
instead of capturing the information on the kiosk, 
maybe patients will check in on their iPhone as 
they pull into the parking deck.”  n 

Patients want registrars 
to educate them
Many uninformed about coverage

More often, registrars are finding them-
selves in the difficult position of educat-

ing patients about their insurance coverage, 

For example, case managers know the time 
frame in which they need to review the dis-
charge plan and make sure everything is ready 
for the patient to leave the hospital. If the 
patient needs a physical therapy evaluation for 
discharge, the board alerts the physical therapy 
department that the evaluation needs to have a 
high priority, which eliminates the need for the 
nurse or case manager to call, Della Bella says. 

The new process eliminated a lot of last-
minute telephone calls between the disciplines 
because, when the discharge order is flagged, 
everyone on the team knows they have to con-
centrate on guiding discharge for that patient. 

“Everyone knows the time we need to get the 
patient out. If the patient needs an ambulance, 
we know what time to arrange it. It’s created a 
much greater efficiency,” she says.  n
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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.  

COMING IN FUTURE MONTHS

according to Steph Collins, manager of patient 
access at Fairview Northland Health Services in 
Princeton, MN. 

“We are definitely finding it necessary to help 
patients understand their insurance plans,” says 
Collins. “Some patients are surprised to learn 
they have a deductible and co-insurance.”

Many plans are changing now from a co-
pay to a deductible or co-insurance plan, says 
Collins, and registrars find themselves explain-
ing what that change means to the patient. For 
example, she says, a patient might present to the 
emergency department and find out after speak-
ing with registrars that they have a large deduct-
ible, when they thought they had a co-pay only. 
“Some patients just do not understand what a 
deductible is or what it means to them,” says 
Collins. 

As a service to patients with scheduled ser-
vices, registrars are informing them of their 
potential out-of-pocket expenses, says Collins. 
“Some people are shocked, because they didn’t 
realize they had a deductible or co-insurance,” 
she says. “A few patients choose to cancel or 
seek alternative services with their provider that 
is at a lower cost for them at the moment.”

Calm under pressure

“The best thing to do with patients who are 
upset or concerned about their coverage or 
out-of-pocket expenses is to explain as best we 
can what their coverage means to them,” says 
Collins.

At virginia Mason Medical Center in Seattle, 
staff members answer questions for patients 
about their insurance, to a certain degree, says 
Angela Cabarteja, supervisor in patient finan-
cial services. “You do have to be careful not to 
go too in-depth, because each plan can vary so 
much,” she says. 

Staff members often explain how much the 
deductible, co-insurance, and out-of-pocket 
maximums are, and how much the insurance 
shows has been met so far, says Cabarteja. “The 
patient usually just wants to know how much 
they will be responsible to pay out of their own 
pocket,” she adds. 

When a patient becomes upset or frustrated, 
says Cabarteja, staff work hard to remain calm 
and understanding. “Insurance can be very con-
fusing, even when you are in this line of work 
and deal with it every day,” she adds. 

Staff members might be able to think of 

n Case management 
opportunities in 
accountable care 
organizations

n How your peers 
are reducing hospital 
readmissions

n What Medicare’s value-
based purchasing efforts 
will mean for you 

n Extending case 
management beyond 
the hospital walls

another way to explain a particularly confusing 
point or ask if a caller would like to come in to 
review the information in person, she says. If 
staff aren’t able to answer specific details about 
a person’s coverage, they’ll offer to have some-
one from the insurance company call to discuss 
it, says Cabarteja. 

“Unfortunately, there are times when you do 
have to refer them back to their insurance com-
pany for more specific details,” she says. 

SOURCES

For more information on educating patients about their insur-
ance coverage, contact:

• Angela Cabarteja, Patient Financial Services, Virginia Mason 
Medical Center, Seattle. E-mail: Angela.Cabarteja@vmmc.org.
• Steph Collins, Manager of Patient Access, Fairview 
Northland Health Services, Princeton, MN. Phone: (763) 389-
6263. Fax: (763) 389-6446. E-mail: scollin1@fairview.org.
• Todd Shoaf, Director of Patient Accounting, Moses Cone 
Health System, Greensboro, NC. Phone: (336) 832-8014. Fax: 
(336) 832-8583. E-mail: Todd.Shoaf@mosescone.com.  n
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CNE instructions 

Nurses participate in this continuing education program 
and earn credit for this activity by following these 

instructions.
1. Read and study the activity, using the provided refer-
ences for further research.
2. Log on to www.cmecity.com to take a post-test; tests 
can be taken after each issue or collectively at the end of 
the semester. First-time users will have to register on the site 
using the 8-digit subscriber number printed on their mailing 
label, invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you will be 
allowed to answer the questions as many times as needed 
to achieve a score of 100%. 
4. After successfully completing the last test of the semes-
ter, your browser will be automatically directed to the activ-
ity evaluation form, which you will submit online. 
5. Once the completed evaluation is received, a credit letter 
will be e-mailed to you instantly.  n

5. If you can’t staff the emergency department 24-7, 
what shifts does Toni Cesta recommend for case 
managers and social workers to cover peak hours?
A. 12-hour shifts for case managers and eight-hour 
shifts for social workers
B. Eight-hour shifts for both disciplines
C. 12-hour shifts for both disciplines
D. Eight-hour shifts for case managers, and eight-
hour shifts for social workers

6. True or False: When an improper admission is discov-
ered after the patient is discharged but before the 
bill drops, the hospital still has to bill Medicare. 
A. True
B. False

7. In its final rule for the program to reduce Medicaid 
payments for provider-preventable conditions, 
the Centers for Medicare and Medicaid Services 
gave the states until what date to put a program 
in place?
A. Oct. 1, 2011
B. Jan. 1, 2012
C. July 1, 2012
D. Oct. 1, 2012

8. As part of a process improvement project, a multi-
disciplinary team at Saddleback Memorial Hospital 
analyzed discharges to determine a targeted time 
for discharges to occur after the physician writes 
the order. What amount of time is their goal?
A. 3 hours.
B. 2 hours and 45 minutes
C. 2 hours and 30 minutes
D. 1 hour and 45 minutes


