
Multidisciplinary rounds have 
become a must, experts say
Meet daily to discuss discharge needs

If your hospital doesn’t have regular, well-organized multidisciplinary 
rounds, you could be missing out on an opportunity to improve 
patient throughput, reduce length of stay, and prevent readmissions, 

experts say. 
The rounds may be called multidisciplinary, transdisciplinary or 

interdisciplinary, depending on the facility, but they all have the same 
purpose — to get the entire team caring for the patient together so every-
body knows what everybody else is doing.

“Multidisciplinary rounds can affect many aspects of the patient stay 
including finances, length of stay, quality, and patient satisfaction. If 
everybody is on the same page and works together to move the patient 
safely and efficiently through the system, hospitals will experience fewer 
denials and cut down on readmissions,” says Brian Pisarsky, RN, MHA, 
ACM, senior managing consultant at Berkley Research Group and 
Centers for Medicare & Medicaid Services (CMS) alumni faculty for the 
Community-based Care Transitions Program (CCTP).

When the multidisciplinary team meets regularly to discuss patients, 
the team knows what has to happen before discharge so the patient 
doesn’t have to stay longer while tests or procedures are ordered or 
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EXECUTIVE SUMMARY
Multidisciplinary rounds are a good way to improve throughput, reduce length 
of stay and readmissions, and improve patient satisfaction, experts say. They add:
• The meetings help the care team identify what is needed for discharge and 
get all of the disciplines on the same page.
• The structure and participants will vary by organization, but nursing, case 
management, finance, and pharmacy should be represented.
• The meetings should be at the same time and place every day and should 
last no more than 45 minutes.
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post-acute services are put in place, Pisarsky says. 
“Everyone on the multidisciplinary team is aware 
of any psychosocial or medical issues that are bar-
riers to discharge and can develop a work plan to 
overcome them. The patient and family are told 
the anticipated discharge date up front so they 
don’t need to scramble to arrange to pick up the 

patient or get the home ready at the last minute,” 
he says.

“With stakes so high these days and with 
emphasis on bringing down the length of stay 
and preventing readmissions, it’s important for 
all the disciplines to act as a team and address 
the barriers to moving patients safely through 
the continuum,” adds Peggy Rossi, BSN, MPA, 
CCM, a retired hospital case management director 
who now is a consultant for the Center for Case 
Management.

Multidisciplinary rounds offer an opportunity 
for colleagues to get together as a team and discuss 
what needs to be done for each patient to make 
sure they will be ready for discharge when the 
physician writes the order. They keep everyone 
on the team focused on what’s going on with the 
patients and what has to happen to ensure a safe 
and timely discharge, she says.

“Having nursing in the meeting is extremely 
important because it gets them involved in dis-
charge planning from the beginning, as discharge 
planning is everyone’s responsibility and starts at 
admission,” Pisarsky says.

Eliminating silos

Yes, the rounds take time out of busy clinicians’ 
day, but they allow the team to work smarter and 
not harder, Rossi says. “They organize the plan so 
the team knows what tasks need to be done instead 
of wondering what to do next. Clinicians get so 
involved in tasks, they sometimes forget the big 
picture,” she says.

The rounds help eliminate last-minute scram-
bling to get everything done because the team is 
addressing discharge needs and getting them out of 
the way, Rossi adds. For instance, a discussion of 
a newly diagnosed diabetic and what he needs for 
discharge could remind the nursing staff to teach 
him how to give himself insulin.

“I don’t know how many times I’ve seen nurses 
trying to teach patients to inject themselves as they 
were about to go out the door. Clinicians are so 
busy they don’t always think of everything that 
needs to be done,” she says.

The rounds eliminate the silos that healthcare 
professionals often operate in because everyone on 
the team is talking to each other on a regular basis, 
Pisarsky points out.

“When the rounds end, the team members are 
aware of what they’re supposed to do in order to 
move the patient through the continuum. The play-
ers cover all of the bases rather than waiting until 
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the patient is ready to leave to get the discharge 
plan enacted. The multidisciplinary rounds drive 
patient care from admission to discharge,” he adds.

There’s no one-size-fits-all formula for multidis-
ciplinary rounds. Their structure will vary with the 
size and culture of the hospital, the size of the unit 
and the acuity and diagnoses of the patients being 
treated on that unit, Pisarsky says.

The core team for multidisciplinary rounds 
should be a nursing representative, a social worker, 
the discharge planner, the utilization review nurse, 
and a financial counselor, according to Rossi. It’s 
also critical to have a pharmacist participate, she 
says.

Other disciplines may vary according to the 
unit, Rossi says. It may not be necessary for some 
disciplines, such as physical therapy or respiratory 
therapy, to participate in rounds on every unit, but 
it may be essential that they participate on some 
units, she points out. For instance, rounds on a 
rehab unit should include representatives from 
occupational therapy, physical therapy, and speech 
therapy. The intensive care unit should include 
respiratory therapy in the rounds. When patients 
are on many different diets, it helps to have a dieti-
cian on the team as well, she says.

Start with your core team and bring in other dis-
ciplines depending on the unit and the patients you 
are discussing that day, she says. “Having represen-
tatives from every department participate in rounds 
on every unit is not the best approach because it is 
almost impossible to assemble a large contingent of 
personnel, especially on a daily basis,” she says.

In some hospitals, a representative from clinical 
documentation is present to discuss the working 
DRG and the geometric mean length of stay to help 
the team assign a discharge date, Pisarsky says. In 
some organizations, members of the quality team 
attend to check on whether the core measures are 
in place, he adds.

Pisarsky and Rossi agree that the rounds are 
most effective when physicians attend, but it’s hard 
to get them to attend due to office hours and sur-
gery times. 

“Sometimes the only person who knows the plan 
is the physician. Even if physicians don’t attend 
the rounds, the team can assign one person to call 
them, which eliminates a lot of phone calls for the 
physicians,” Pisarsky says.

If physicians don’t participate in the rounds, 
Pisarsky suggests having the nurses who are caring 
for each patient come in and speak about the plan 
for the patient. 

“Cycling the nurses through rather than having 

every nurse stay for the entire meeting seems to 
work best. They should talk about their patients, 
answer questions, and go back to their assign-
ments,” he says.

An alternative is to have one representative from 
nursing report on the entire unit, Rossi says. 

Physicians, especially hospitalists, who attend 
the rounds find out that their presence saves time 
in the long run, Pisarsky says. “Physicians can give 
their plan and their directions to the entire team 
instead of getting calls from the individual team 
members. If they spend a half hour in the rounds, 
it saves them much more time than that during the 
day,” he says.  n

Keeping the team 
focused during rounds
Develop a format and always follow it

Multidisciplinary rounds can be an invaluable 
tool for the hospital team, but only if they 

are well-organized and focused, experts say.
After obtaining leadership buy-in, the next step 

in implementing multidisciplinary rounds is to 
appoint a steering committee or work group to 
determine which units should be included, how 
the rounds should be structured, what disciplines 
will participate, and who will run the rounds, says 
Brian Pisarsky, RN, MHA, ACM, senior manag-
ing consultant at Berkley Research Group and 
Centers for Medicare & Medicaid Services (CMS) 
alumni faculty for the Community-based Care 
Transitions Program (CCTP).

“The structure will depend on the facility and 
the unit. It will be different at every hospital, but 
the rounds on every unit in the hospital should be 
as much alike as possible, so when team members 
work on other units in the hospital, they are famil-
iar with the expectations and structure,” he says.

The steering committee should decide what the 
rounds will cover and lay out the ground rules for 
participants, Pisarsky says.

The rounds should be held at the same time 
and place every day, he says. The time depends on 
when it’s best for nursing and case management. 
For instance, if nurses pass medications from 9 
a.m. to 10 a.m., you might start the rounds at 
10:15.

Peggy Rossi, BSN, MPA, CCM, a retired hospital 
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case management director who now is a consultant 
for the Center for Case Management, recommends 
against holding rounds in the morning, the busiest 
time of the hospital day. Instead, she says, hold the 
rounds at 2 p.m., when the team can focus on what 
tasks need to be finished that day and what they 
need to plan for the next day.

“Participants leave the meeting with the tasks 
they need to do. For instance, nursing knows what 
orders they need to get from the doctor so the 
discharge planner can be working on moving the 
patient to the next level of care and the case man-
agers can focus on which patients need to get the 
Important Message from Medicare the next day,” 
she says.

Educating staff

The ground rules for the rounds must specify 
that team members must show up for the rounds 
every day or send in a substitute. Get buy-in from 
the leadership of each department to see that a 
representative attends, Pisarsky says.

For multidisciplinary rounds to be successful, 
the initiative must be driven from the top, Pisarsky 
says. “There has to be an executive champion so 
everyone knows that the multidisciplinary rounds 
are embraced from the c-suite. In many hospi-
tals, the chief operating officer, the chief financial 
officer, or the chief nursing officer attend rounds 
occasionally. Their presence and ownerships dem-
onstrates the importance of the initiative,” he says.

Don’t make the mistake of establishing mul-
tidisciplinary rounds without educating the staff 
on their purpose and how they will be conducted, 
Rossi says.

“The nurses often tend to make the same kind 
of report they make when the shifts change, and 
that’s not the purpose of the rounds. They are not 
teaching rounds and certainly shouldn’t be on the 
scale of ground rounds. Multidisciplinary rounds 
are simply a designated period of time to discuss 
what is needed and what someone must do to 
move the case along,” she says. 

The hardest part of multidisciplinary rounds 
is keeping the staff focused, which means the 
rounds must be led by an effective leader, Rossi 
says. “The person in charge has to constantly 
remind the staff that the team doesn’t need to 
know the blood pressure or anything else that is 
normal. What they need to discuss is what poses 
a barrier to moving the patients along,” she says.

Rounds don’t necessarily have to include every 
patient on the unit. Instead, focus on patients 

with identified issues or barriers to discharge, 
Rossi advises. 

Before the meeting starts, make sure that staff 
turn off their cell phones and beepers to avoid 
constant interruptions, Rossi says.

In most organizations, a representative from 
nursing or case management leads the discussion. 
The leader should summarize why the patient is in 
the hospital, and each member of the team should 
discuss his or her part in the care. Talk about the 
plan for the day, the plan for the stay, and the 
plan for the pay, or how the hospital is going to 
be reimbursed, Pisarski says. Look at what has 
to happen before the patient can be discharged. 
Make a list of issues that need to be addressed for 
each patient and assign a team member to work 
on each issue. Appoint a couple of team members 
to get together later in the day to determine if 
everything got done, Pisarsky suggests.

“Multidisciplinary rounds should last no more 
than 30 to 45 minutes, depending on the size of 
the unit. The person leading the rounds should 
keep everybody on track and devote one to one-
and-a-half minutes to each patient. If the discus-
sion needs to take longer, the disciplines involved 
should meet after the rounds or plan a team con-
ference,” he says.

A team member should document what is dis-
cussed in the meeting, items to be followed up, 
and document accordingly in the patient records, 
he says. In hospitals with up-to-date electronic 
systems, it’s effective to have someone sitting at 
a computer and changing or updating orders or 
treatment plans as the team members speak and 
decisions are being made, he says.  n

Extended-stay rounds can 
help move patients along 
Team brainstorms on moving patients along

As an adjunct to daily multidisciplinary rounds 
to focus on what needs to be done for dis-

charge, hold weekly extended-stay rounds and 
discuss any patients who have been in the hospital 
more than five days and what can be done to move 
them through the continuum, advises Peggy Rossi, 
BSN, MPA, CCM, a retired hospital case manage-
ment director who now is a consultant for the 
Center for Case Management.
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EXECUTIVE SUMMARY
Weekly extended stay rounds help move along 
patients who have issues and barriers to a timely 
discharge, experts say. They recommend:
• Hold them at the same time and place each week 
and schedule an hour to an hour and a half for each 
meeting.
• Include the physician advisor for case management, 
a financial counselor, and representatives from case 
management, social work, therapy, nutrition, phar-
macy, wound care, and other departments providing 
services to patients.
• Talk about the barriers and issues impeding dis-
charge and brainstorm on solutions.

Multidisciplinary rounds should be held daily, 
and extended-stay rounds — also called complex 
care rounds or long-stay rounds — should be held 
once weekly, she recommends. “They both have 
the same basic purpose and end result — a mecha-
nism to ensure that all is done to ensure a safe, 
smooth, and timely discharge,” she says.

Many hospitals traditionally have held extended-
stay rounds for patients who have been in the 
hospital 14 days or longer, Rossi points out. “But 
with average stays of three to four days, it’s a good 
idea to look at moving these patients along at five 
days,” Rossi says.

Extended-stay rounds should be at the same 
location and the same time every week, she advises. 
The team should review patients with a stay of 
greater than five days and issues and barriers to the 
normal progression of care, she says.

Generally, the meeting should be scheduled for 
an hour to an hour and a half, with about five min-
utes dedicated to each patient, according to Rossi.

Participants should include the physician advisor 
for case management, the case management direc-
tor, a financial counselor, and representatives from 
social work, case management, physical therapy, 
respiratory therapy, nutrition, wound care, phar-
macy, and any other department that is providing 
services to the patients being discussed, she says. 
If home health liaisons and skilled nursing facil-
ity liaisons are assigned to the hospital, they also 
should be included, she adds.

“It’s important to include the medical director, 
who may need to call the attending physician about 
moving the patient along,” she says.

Send a list of patients to be discussed to all par-
ticipants before the meeting so each discipline can 
be prepared to discuss any issues or barriers they 
have encountered.

Rossi recommends that the case manager pres-
ent the cases and compare the patients’ length of 
stay with the geometric length of stay and lead 
a discussion of what is extending the stay. Talk 
about the discharge plan and any alternatives, 
whether the patient has the resources to pay 
for the post-acute plan and, if not, what will be 
needed, and what barriers or issues should be cor-
rected before the patient can move smoothly and 
safely to the next level of care.

One team member should take notes and place 
a summary of the team’s discussion and recom-
mendations in each patient’s medical record. 
Team members should be assigned to address 
the barriers and report back to the team the next 
week.

Rossi cites examples of the types of patients 
that should be discussed during long-stay rounds:

• Cases in which there is a disagreement among 
the team members or family members about what 
needs to be done.

• Instances in which post-acute providers indi-
cate that the care the patient requires is beyond 
their capabilities. This includes patients whose 
family has selected a post-acute provider that 
doesn’t have a bed available for the complexity of 
care required.

• Undocumented patients who will need a 
third-party payer and link to a provider for ser-
vices after discharge.

• Patients whose insurer or third-party payer 
will not authorize the services needed or that the 
services are not available within the payer’s pro-
vider network. Rossi says the most common rea-
son is that the payer will not authorize a discharge 
to a long-term acute care hospital (LTACH). “It 
boils down to contractual arrangements because 
many LTACH will not contract with an insurer or 
third-party payer and the LTACH’s daily rate is 
often much higher than the hospital’s reimburse-
ment rate,” she says.

• Patients with legal issues pending, such as 
guardianships or adoptions, or patients who are 
on an Adult Protective Services or Child Protective 
Services hold.

• Instances in which patients or families are 
undecided about discharge plans and drag their 
feet making a decision or change their minds at 
the last minute.

• Patients with psychiatric issues, includ-
ing dementia. According to Rossi, patients with 
dementia often do not qualify for admission to a 
psychiatric hospital, and finding an appropriate 
facility can be time-consuming.  n
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EXECUTIVE SUMMARY
Mercy Medical Center in Canton, OH, established dai-
ly multidisciplinary rounds at the same time the case 
management department was being redesigned. 
• Committee developed expectations for the rounds, 
including a script and checklist.
• Management audits the meetings periodically to 
ensure that the format is being followed.
• The redesign extended hours of case management 
coverage and added weekend coverage.

Rounds help keep the 
treatment team on task
Daily meetings improve efficiency

At Mercy Medical Center in Canton, OH, mul-
tidisciplinary rounds have helped improve 

patient throughput and given the staff a sense of 
accountability, says Barbara Yingling, RN, BSN, 
MAed, Mercy Medical Center’s vice president of 
patient care services and chief nursing officer.

The hospital began organizing its multidisci-
plinary rounds in the summer of 2013 with the 
help of a consultant.

At the time, the hospital already had safety 
huddle rounds on the nursing units as well as hos-
pitalwide safety huddles every morning at 8:30 
attended by representatives from every depart-
ment in the hospital.

“Most of the staff was accustomed to attend-
ing some kind of rounds every day, which made 
it easier to roll out the multidisciplinary rounds,” 
she says.

At the time the hospital established multidisci-
plinary rounds, the case management department 
was undergoing a redesign aimed at extending the 
hours of coverage during the day and initiating 
weekend coverage, Yingling says.

A multidisciplinary committee designed the 
format for the rounds with input from representa-
tives from all the units and departments involved. 
They established the expectations for the rounds, 
created a script, and developed tools to use, 
including a checklist that keeps rounds partici-
pants on task, and a tool for the management 
team to use when they audit the rounds to make 
sure the staff are covering all the bases, she says.

Members of the committee worked with the 
nursing education staff and the nursing director 
to educate all of the units on the multidisciplinary 

rounds process, she says.
“We educated the staff to be efficient with their 

time and for each individual to have their part of 
the round organized and ready to go,” she says.

The team also met with the medical staff execu-
tive committee to inform them about the rounds 
and why they were being held. “We told them the 
goal is to cut down on the number of pages and 
telephone calls the physicians receive and to move 
patients faster and safely through the continuum 
of care,” she says.

The rounds are held daily on each nursing inpa-
tient unit. The time for the rounds, who attends, 
and who leads the rounds varies by unit. For 
instance, the intensive care unit (ICU) rounds are 
at 10 a.m. each day and last about an hour. The 
rounds are physician-led and attended by rep-
resentatives from every discipline that cares for 
patients in the ICU along with pharmacy.

Participants in the rounds include nursing, case 
management, social work, nutritional services, 
and pharmacists. Representatives from occupa-
tional therapy and physical therapy participate 
in rounds on the orthopedic unit and others as 
needed. “We sometimes pull in other disciplines 
that are not routinely involved if we need them to 
discuss a particular patient,” she says.

Currently, nursing leads the rounds. The goal 
is to have case management lead the rounds in the 
future when the new case managers brought on 
board when the department was redesigned learn 
their other duties and responsibilities, Yingling 
says.

The team goes over the plan for the day for 
each patient, anticipated length of stay, and what 
has to happen before the patient is discharged, she 
says.

“One challenge is getting physicians, especially 
the hospitalists, to attend. It’s not that they don’t 
want to participate. It’s that they don’t have the 
time. The hospitalists see patients all over the 
hospital, and there is no way they can juggle their 
time to attend rounds on every unit,” Yingling 
says. When physicians can’t attend, the RN case 
managers and charge nurses contact them before 
the rounds to get their input and report back 
to them on what the team discussed about their 
patients.

The hospital also set up a process for the man-
agement team to attend the rounds and make 
sure the rounds meet all the expectations set out 
when the rounds were established, such as using 
the checklist and staying on the subject. The hos-
pital’s Six Sigma team coordinates the audits and 
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By Toni Cesta, PhD, RN, FAAN

Introduction
It seems that every year case managers are 

asked to take on more and more roles and 
functions. Every time a new rule or regulation 
comes out from the Centers for Medicare & 
Medicaid Services (CMS), administrators turn 
to case management as the group to take the 
new problem or task on. This translates to more 
work! How many of us have heard the age-old 
phrase, “Give it to the case managers. They’re 
already in the charts.”? This kind of logic is a 
throwback to the time when case management 
was actually utilization review, and utilization 
review managers (case managers) spent their 
workdays reviewing medical records. But times 
have changed, and now case managers are an 
integral part of the interdisciplinary care team. 
As with any professional group or specialty, 
there is a finite amount of work that case man-
agers can do, and do effectively, with positive 
outcomes for their patients and the organization 
they work for.

This dilemma is twofold. First, it represents a 
serious disconnect between health care admin-
istration’s understanding of the work we do. 
Second, it represents case management’s own 
lack of ability to be able to articulate what we 
do and how it affects the quality of care, the 
cost of care, and patient outcomes. Some of it 
comes from a need and desire to “prove” our 
worth to our organizations and the thought that 
taking on more and more work would somehow 
accomplish this. By never questioning additional 
workload, this can give the appearance that we 
have all the time in the world and can endlessly 
take on more and more. So we do have a hand 
to play in this problem.

Having said that, I think things are getting 
better. More and more administrators are gain-
ing an appreciation for, and understanding of, 
what case management can do to better the 
functioning of their organization. Many are 
beginning to see the dynamic role that case 
managers must play as part of the interdisci-
plinary care team. However, many still do not 
understand what appropriate case loads are 
or how the work must be managed on a day-
to-day basis. We have discussed appropriate 
caseloads many times, but case managers still 
struggle with how to manage the amount of 
work that needs to be done on any given day.

This month, we will discuss some strategies 
for managing workloads. We will do this under 
the premise that your caseloads are appropri-
ate to your case management model. No matter 
which model you have, if your caseloads exceed 
25 patients, then they are too high and you can-
not possibly perform true case management. 
The sweet spot is between 15 and 20 patients, 
depending on your roles and functions. So, 
assuming that is your caseload range, we will 
review how a day can be organized, and what 
you can do to make your workday productive 
and enjoyable for you.

A Routine for the Hospital Case Manager
To understand the work flow for a case man-

ager, we need to first understand that the work 
we perform in the case management process is 
not linear. Linear work, such as that performed 
in a factory for example, follows a course that 
is not deviated from. As Toyota builds a car, 
the process of car-building follows a strict algo-
rithm, and any deviation is considered a failure 
in terms of quality. In our work as case manag-
ers, we need to follow a process, but we also 

Time Management for Case Managers — 
So Much Work, So Little Time

CASE MANAGEMENT 
INSIDER

Case manager to case manager
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need to appreciate that sometimes work has to 
be repeated. This means that we sometimes have 
to circle back to functions we have already per-
formed and either repeat them or perform them 
in a different way or in a different order.

Despite the fact that our work is not linear, 
we still need to have structure to it. A work 
structure is important because it ensures that 
we don’t forget anything or unnecessarily repeat 
work. So, organization is the name of the game. 
Keeping yourself organized is the surest way to 
complete your work and get satisfaction from 
completing it.

Overall Structure for the Day
As health care professionals, we know that 

every day will be different and that each day 
may bring new and different challenges. By 
organizing your day, you will allow room for 
the unexpected snags that will invariably come 
up. When you were a staff nurse, your day 
was organized around medication administra-
tion, treatments and paperwork. As a case 
manager, the work functions are different and 
do not immediately lend themselves to a time 
structure. Nevertheless, some of what we do is 
time-limited. By this I mean that some routine 
work must be completed by a certain time of the 
day. Examples of this include clinical reviews, 
today’s discharges, and daily rounds.

Organizing Your Patient Assignment – 
Use a Binder!

One of the tools that can be very helpful to 
you is a binder with your patient’s “face sheets” 
in it. Depending on the case management soft-
ware that you use, there may be a different 
name for this document. The document should 
include the patient’s demographics such as 
address, insurance information, next of kin, and 
so forth. The binder should be organized with 
a section for each of your patient’s face sheets. 
Each section should represent a bed number. 
You can use this face sheet in the binder to jot 
down anything you need to remind yourself to 
do for that day or during the course of the hos-
pitalization. You can take it on rounds with you 
and refer to it. You can refer to it when asked a 
question about one of your patients. It is impos-
sible to remember everything, and things move 
very quickly. By jotting down notes to yourself, 
you don’t need to spend wasted time trying to 
remember things or running back to the elec-

tronic medical record (EMR) every time you 
need to refresh your memory.

Once the patient is discharged, you can sim-
ply discard the form as it is not a permanent 
part of the medical record.

Organizing Your Day
Let’s plan our day around an eight-hour shift. 

If your day is longer or shorter than this, you 
can adjust accordingly. Let’s also assume that 
you have some version of case management 
software. If you do not have case management 
software, then you can still obtain the data sets 
we will be discussing through your information 
technology (IT) systems.

8:00 am – 9:30 am
• Report to your assigned unit or area.
• Print and check the patient census for your 

unit or assigned beds. You should have your 
case management software configured so that 
you can print out your assigned area with little 
difficulty every morning. If you don’t have case 
management software, then your admission/dis-
charge/transfer (ADT) system should be able to 
create a similar census report for you daily.

• Review the patients in your assigned area. 
Identify which patients were newly admitted 
or transferred to your unit since yesterday, and 
which patients were discharged since yesterday.

• Print face sheets for new admissions or 
transfers and place them in your binder, as we 
discussed above.

• For patients transferred to your unit, request 
report from the transferring case manager.

• Review your notes from the day before to 
see what tasks you left for completion today on 
existing patients.

• Review the medical records of any patients 
new to you, including transfers and new admis-
sions. As you read the medical record, review 
the following data sets:

– What brought the patient to the hospital?
– Was this a 30-day readmission?
– Is the patient insured? By whom?
– What are the patient’s support systems?
– Where does the patient live?
– What is the expected length of stay?
– If available, review laboratory, diagnostic 

and other test results.
– Review physician and nursing notes.
– Identify the patient’s route of entry to the 

hospital. 
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• Jot down any questions or points of clari-
fication you may have for the interdisciplinary 
care rounds.

9:30 am – 10:30 am
• Interdisciplinary care rounds take place 

during this time slot. They should occur daily at 
the same time.

• Rounds may take place in a confer-
ence room, or you may have walking rounds. 
Walking rounds are considered best practice 
and are a much more efficient and effective way 
to conduct rounds.

• If you are conducting walking rounds, 
bring your notebook with the face sheets in it. 
Have your questions ready for the interdisci-
plinary team. Core team members should be 
on rounds including the physician, the staff 
nurse, the nurse manager, the case manager 
and the social worker, if possible. As discussed 
in prior months, the case manager and social 
worker should provide relevant information on 
rounds, including the expected length of stay, 
the anticipated discharge plan, and any barriers 
to care or discharge such as insurance issues or 
family dynamics. This is also your opportunity 
to gather additional information on the patient 
and ask any questions of the rest of the team. 
Rounds are an opportunity to give as well as 
receive information.

• Once the patient has been reviewed in the 
hall, the team should go into the patient’s room 
and introduce themselves. Allow the patient 
to ask any questions, but set time limits. If the 
patient needs additional time, tell the patient that 
you will come back after rounds are completed.

• Review the patient and their environment 
visually. Check the patient’s affect and mental 
status. Check for intravenous lines, Foley cathe-
ters, or other drains or devices. Ask them if they 
have gotten out of bed, and if they have eaten. 
This will help you when you do your clinical 
review later.

• Make a note of any additional informa-
tion you may need or referrals you may need to 
make.

• Request any discharge orders for the day 
that have not been written.

• Request any physician orders that need to 
be written.

• Complete your admission documentation 
on newly admitted patients. Use your case man-
agement admission form.

• Refer any cases that meet psychosocial high-
risk criteria to the social worker.

10:30 am – 10:45 am
• This may be a good time to take a fifteen 

minute break, if possible.

10:45 am – 12:00 pm
This can be the busiest time of the day for 

case managers. Both discharging of patients and 
clinical reviews will need to be completed.

• Begin the discharge process for patients 
leaving today. Be sure that you have discharge 
orders for the day’s discharges.

• Ensure transportation has been arranged 
and ask nursing to complete discharge paper-
work. Discuss any last discharge issues with the 
patient/family.

• Your goal should be to have today’s dis-
charges out of the hospital by 12 noon whenever 
possible. Some patients may have to stay later 
if a diagnostic test result is pending. Facilitate 
obtaining those results so that the discharge can 
be expedited.

• During this time slot, you will need to com-
plete clinical reviews for those third-party pay-
ers who require their review by 12 noon. You 
should know what your cut-off times are for 
each payer and adjust your work accordingly. If 
you do not complete the clinical review by the 
expected time, as per your contracts, you risk a 
denial of payment to the hospital.

• Based on your admission assessment and/or 
daily assessment, make referrals to home care as 
appropriate.

• If any patients are going to other levels of 
care, such as acute rehab, sub-acute or long-
term care, discuss their options with them. For 
skilled nursing facilities and home care, give 
them the list of choices of agencies and facilities 
and let them know that you will come back later 
in the day to discuss their choices and answer 
any questions they may have.

12:00 pm – 1:00 pm: Lunch Break!

1:00 pm – 2:30 pm
• If any tests, treatments, consults or other 

referrals are delayed, expedite these by contact-
ing the appropriate department or discipline.

• Identify tomorrow’s discharges and obtain 
discharge orders and prescriptions when possible.

• Conduct any discharge education needed to 
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prepare patients who are pending discharges.
• Alert the staff nurse to pending discharges 

so that clinical education can be completed.
• Order transportation as needed and/or 

notify the family of the time they should arrive 
to pick up the patient.

• Provide a verbal as well as written handoff 
to the next level of care.

• Complete any additional clinical reviews, 
particularly Medicare patients.

• Review the “choice list” with any patients 
who received the list that morning and/or pro-
vide a list to any patients newly identified.

• Document progress notes in medical record.

2:30 pm – 2:45 pm: Fifteen Minute Break

2:45 pm – 3:00 pm: Conduct “Mini 
Rounds.”

This is a good time in the afternoon to con-
duct mini-rounds. Mini-rounds are a quicker, 
less detailed version of the morning rounds 
with a smaller number of team members. The 
purpose of these rounds is to follow up on any 
issues that arose during morning rounds that 
needed a quick intervention and resolution. For 
example, a patient may have needed to have an 
MRI expedited. During rounds, whoever was 
responsible for this can report on the outcome.

The case manager, social worker, staff nurse, 
and case manager should participate in these 
rounds. They can be done quickly and infor-
mally. Only the patients who had issues from 
the morning are discussed, so this is a small 
sub-set of all your patients. Mini-rounds help 
to save time because by planning to have them 
every day, you do not need to chase after team 
members throughout the day to give or receive 
updates. You can wait until mini-rounds to 
close the loop on any of these issues.

3:00 pm – 4:00 pm
This is the time to wrap up your day. Any 

remaining issues should be completed at this 
time.

• Review your caseload and be sure that you 
have completed everything you needed to for 
the day.

• Be sure that you have documented in your 
patient’s medical records where necessary.

• Continue with any needed patient education 
regarding the discharge plan.

• Talk with any family members who may be 
present at the patient’s bedside.

• Make any needed follow-up phone calls to 
patients discharged on the prior day. Ensure 
that they received any planned-for services and 
answer any questions they may have. Ask the 
following questions:

– Did home care arrive?
– Did durable medical equipment (DME) 

arrive?
– Are you taking your medications as pre-

scribed?
– Do you have any questions regarding your 

medications?
– When is your next doctor’s appointment?
– Do you have a way to get to that appoint-

ment?
– Do you have any questions?

Summary
The world of a case manager is a busy one, 

and you may not have all the resources you 
need each and every day. If you can maintain a 
routine it will make the workload more man-
ageable for you and will allow room for those 
surprises that invariably happen. Whether you 
are a new or a seasoned case manager, organiz-
ing your workload can always help smooth out 
the rough edges in anyone’s hectic day!  n
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assigns Yingling and the other nursing directors to 
attend rounds on three to four units each month.

All of the RN case managers in the hospital 
meet every Wednesday for long-length-of-stay 
rounds, targeting patients who have been in the 
hospital for more than five days. “They discuss 
every patient, their barriers to being discharged, 
and brainstorm on what has to be done to move 
the patient along,” she says.

The hospital has continued the housewide safety 
huddles. As chief nursing officer, Yingling attends 
along with the chief executive officer, chief operat-
ing officer, chief medical officer, and representa-
tives from each unit and every department in the 
hospital. The team goes over a variety of safety 
issues, such as which patients are in restraints, 
which ones require a sitter, and why. They dis-
cuss “good catches,” such as when a pharmacist 
noted an improper dose of medication ordered, 
and talk about anything that needs to be fixed. For 
instance, if there is a work order for a repair and 
it hasn’t been completed, a representative from 
maintenance is in the huddle and can look into it.

“If there is a length-of-stay issue or another case 
management issue, the case managers bring it up. 
The safety rounds go hand-in-hand with multi-
disciplinary rounds and give everyone a sense of 
accountability,” she says.

As part of the redesign, the hospital increased 
the case management FTEs to expand the hours of 
coverage, she says. RN case managers are assigned 
to every unit and are available from 8 a.m. to 4:30 
p.m. Two RN case managers work the same hours 
on Saturday and Sunday. Social workers work the 
same hours during the week. One social worker is 
on duty on weekends from 8 a.m. to 4:30 p.m.

Emergency department navigators/case manag-
ers are trained to cover inpatient case management 
issues as needed. Their hours of coverage are from 
7 a.m. to 1 a.m. Monday through Friday and noon 
to midnight Saturday and Sunday. Their main pri-
orities are placement of behavioral health patients, 
referrals to nursing facility, and insurance reviews, 
according to Yingling.

The hospital added the new role of case man-
agement assistant to help the RN case managers 
and social workers with faxing and clerical tasks 
and brought a new case management director on 
board, she says.

“We also identified which case managers would 
work best on which units and reassigned some of 
the staff. The new hours of coverage by case man-
agement and the multidisciplinary rounds have 
paid off for the department,” Yingling says.  n

EXECUTIVE SUMMARY
At University of Utah Health Care, a transition case 
manager acts as a liaison between the outpatient 
care team at community clinics and the inpatient 
care team.
• The transition navigator works with case manag-
ers at the hospital and the clinics to make sure both 
have the information they need to coordinate care 
for the patient.
• The transition navigator visits patients in the hos-
pital and works with the unit case manager to make 
sure the discharge plan will work.
• To further smooth transitions, the patients receive 
a one-page sheet that summarizes their discharge 
instructions, follow-up appointments, and medica-
tion regimen.

Transition manager is 
liaison between teams
Program cut readmissions by 23%

By embedding a transition navigator within 
the hospital team to act as a liaison between 

the outpatient care team and the inpatient care 
team, University of Utah Health Care has reduced 
30-day readmissions by 23% for patients who 
work with the navigator compared to patients 
who are not seen by the navigator, according to 
Stephanie Wallace, RN, manager of care manage-
ment for University of Utah Health Care.

“Many times, the care team at the community 
clinic has information that will help the inpatient 
team create a successful discharge plan. Before 
the navigator program started, the hospital team 
and the clinic team didn’t have a way to com-
municate regularly. The transition navigator 
ensures that all of the discharge paperwork gets 
to the proper place so the patient, the family 
members, the care managers at the clinic, and the 
patient’s provider all know the plan of care,” says 
Wallace, who, before assuming her current posi-
tion, was the health system’s transition manager.

The transition navigator’s priority is patients 
who have a primary care provider at University 
of Utah Health Care’s community clinics. The 
navigator gets a list of patients who have been 
admitted to the hospital each morning and 
screens them to determine if the patients have 
an established relationship with a primary care 
provider in one of the health system’s clinics. If 
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patients don’t have a primary care physician, the 
transition navigator helps them find one. 

The clinics are notified electronically if they 
have a patient admitted or if surgery is sched-
uled, and the navigator works with the clinic 
staff to get information that can help with the 
patient’s discharge plan.

For instance, when she was a transition navi-
gator, Wallace worked with a surgical patient 
who was disabled and whose spouse also was 
disabled. The patient told the hospital team that 
her mother would be able to care for her after 
discharge.

“She failed to tell the hospital team that her 
mother was in her 90s, was frail, partially blind, 
and didn’t drive,” Wallace says. 

The care manager at the clinic alerted 
Wallace to the woman’s situation at home 
before the patient was admitted for the planned 
surgery. 

“I was able to set up a team meeting with the 
case manager on the floor before the patient 
was admitted, and the case manager on the 
floor knew in advance that a skilled nursing 
placement was the best option and was able to 
help the patient get used to the idea,” she says.

Without the intervention, the patient may 
have been discharged to home with no support 
and no transportation to her follow-up visit, 
resulting in a potential readmission, Wallace 
points out.

Visiting patients

The navigator visits patients in the program 
in their hospital room and lets them know she 
is working with their primary care provider. 
“When I had the job, I told patients that my job 
was to make sure that the hospital staff under-
stands the outpatient plan and that when they 
got ready to leave, I would make sure the staff 
in the clinic understood what the hospital team 
wanted the plan of care to be,” she says.

The navigator checks on the patient through-
out the hospital stay and becomes more 
involved as the patient gets ready for discharge, 
working closely with the hospital case man-
ager to make sure the discharge plan will work. 
Whenever possible, the navigator also meets the 
person who will be taking care of the patient 
after discharge.

“The transition navigator is able to communi-
cate in a way that shows continuity of care with 
the outpatient setting. The patients saw me as a 

direct link to their primary care provider while 
they see the case managers and staff nurses as 
hospital employees,” she says.

The navigator visits the patients after the dis-
charge nurse has completed the discharge teach-
ing, asks if there are questions, and emphasizes 
the need for follow-up.

For instance, if a pneumonia patient has 
orders for a chest X-ray in six weeks, the tran-
sition navigator will explain why the procedure 
is important, and then makes sure the patient 
gets a reminder call before the procedure is 
scheduled.

The navigator rounds with the hospital pro-
viders and shares information from the clinic 
care manager. “It gives the treatment team a 
bigger and clearer picture of what is going on 
with the patient,” she says.

The transition navigator also sees patients 
in the emergency room and acts as a liaison 
between the care managers in the clinic and the 
emergency department staff.

Connecting with case managers

After patients are discharged, the care man-
agers at the health center get a list of who was 
discharged and call the patient within 24 to 
72 hours and ask a series of questions, such as 
if the patient has a follow-up appointment, or 
if they have questions about their medication 
regimen.

When patients need a lot of follow-up, the 
navigator may be involved, but most of the 
time, the navigators get patients connected to 
case managers in the health centers to facilitate 
outpatient resources.

Elderly patients particularly like the naviga-
tor interventions, Wallace says. “They find it 
comforting that their providers in the clinics 
know they are in the hospital and know what 
is going on so they don’t have to go through 
everything during their follow-up appoint-
ment,” she says. 

It took a while for the inpatient staff to 
understand and appreciate the navigator’s role, 
Wallace says.

“In the beginning, it wasn’t clear that what 
I was doing was very different from what the 
case managers do. Once they realized it was a 
collaborative and complementary effort, the 
case managers felt supported and the providers 
felt like patients were getting the attention they 
deserve,” she says.  n
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Handout summarizes 
discharge instructions
Information is in easy-to-read format

When patients are being discharged from 
University of Utah Health Care, they receive 

a one-page handout that supplements the written 
discharge instructions and gives patients, in an 
easy-to-read format, all the information they need 
when they get home. 

Stephanie Wallace, RN, manager of care man-
agement for University of Utah Health Care, devel-
oped the sheet when she was the organization’s 
transition navigator.

“We are discharging patients today with a 
higher acuity level than ever before. Patients are 
still sick when they are being hospitalized and 
often, they don’t remember everything they are 
told and may not feel like reviewing a lengthy set 
of instructions when they go home,” she says.

The sheet includes the name and phone num-
ber of their primary care provider, the name and 
number of the care managers at the clinic, and the 
transition navigator’s name and number.

Information about the discharge diagnosis is 
written in lay terms and includes a list of things 
that the patients can expect when they go home. 
For instance, for pneumonia patients, one item on 
the list states, “You still will have some coughing.”

There is a list of what symptoms indicate that 
the patient should call the physician office, and a 
list of reasons to call 911 or go to the emergency 
department.

“When patients have complex conditions and 
multiple comorbidities and/or have a low level of 
health literacy, it’s challenging to educate them 
on when to call the doctor and when to go to the 
emergency department. We try to teach them that 
they are not going to feel 100% right away and 
educate them on appropriate use of the emergency 
department,” she says.

The handout includes information on the 
patient’s follow-up appointments, including the 
address and phone number. The navigator can 
either schedule follow-up appointments with com-
munity clinics via computer or call specialty clinics 
from the patient room, preferably when the person 
caring for the patient after discharge is present. 
Sometimes, the navigator lets the patient talk to 
the clinic directly.

“When I first started as navigator, we left it up 

to the patient to make the follow-up appointment, 
but in some cases, once they start feeling better, 
they don’t think they need to see their doctor,” she 
says.

The sheet includes information on why a follow-
up visit is important, Wallace says. For instance, if 
the patient has pneumonia, the sheet would state 
that it’s important to make sure the pneumonia is 
resolved and the best way to determine that is a 
face-to-face visit.

The back of the sheet includes all the medica-
tion the patient is being discharged with, the last 
time it was given, and the next time it is due so 
patients know when to take their medication after 
they go home, she says.

“Coordinating the medication information is 
the most challenging part because the physician, 
the case manager, the discharge nurse and the per-
son transporting the patient home all have to be 
on the same page about when the last dose is given 
and when the patient will leave the hospital,” 
Wallace says.

In addition to the proper name of the drug, the 
sheet includes what the patient calls the drug, such 
as “heart pill” or “pill for sugar.”

“We try to keep things as simple as possible 
so, instead of being overwhelmed with pages of 
information, patients have everything they need to 
know in an easy-to-read format,” Wallace says.  n

Responding to ACA 
access problems
Patients presenting with incorrect information

Even if the patient standing in front of you 
obtained coverage on the Health Insurance 

Exchange Marketplace, the claim still could end up 
being denied.

“There are several reasons for this,” says Sandra 
N. Rivera, RN, BSN, CHAM, director of patient 
access at St. Joseph’s Wayne Hospital and St. 
Joseph’s Regional Medical Center in Paterson, NJ.

Staff members might be unfamiliar with authori-
zation requirements of the new “exchange” plans. In 
other cases, payer plan system upgrades aren’t work-
ing correctly. “We submit the information via the 
payer portal as required, but do not get a response 
back via the portal,” Rivera explains. “In those 
cases, we end up calling the payer to follow up.” 
This process causes delays, due to lengthy hold times.
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Some “exchange” plans now require referrals 
in addition to authorizations. Jill Eichele, CHAA, 
manager of patient access services at Littleton (CO) 
Adventist Hospital, says, “This has caused our pre-
auth process to take longer in some cases. This could 
potentially create a delay in getting the patient in for 
their test.”

Many newly insured patients have little or no 
understanding of what their plan covers or what 
their responsibility is, says Betty Bopst, direc-
tor of patient access at Mercy Medical Center in 
Baltimore. “Patients often do not have their insur-
ance cards with them and have difficulty telling the 
staff which plan they have,” Bopst reports. “Lengthy 
discussions with patients can cause quite a backup 
in the high-volume areas.”

Some claims are denied simply because staff mem-
bers don’t read the entire eligibility response. “This 
occurs when a plan has been terminated or changed, 
but the information hasn’t caught up with the eli-
gibility system, and the patient hasn’t provided the 
correct information,” Bopst says.

In some cases, patients already have switched to a 
different plan than their insurance card indicates. “If 
the member has gone in and out of one of the plans 
and we fail to obtain authorization, we appeal the 
denial,” says Bopst. “But it is most often upheld.”

Registrars at St. Joseph’s Wayne Hospital and St. 
Joseph’s Regional Medical Center work scheduled 
cases ahead of time, so payer issues can be resolved 
before the patient comes in.

“Our goal is to do it correctly the first time,” says 
Rivera. These steps are taken:

• notifying the physician offices if authorization 
wasn’t obtained;

• verifying with the payer that the authorization is 
for the correct site, procedure, and date;

• documenting the verification of information and 
when the physician and patient were notified.

Rivera has worked with the hospital’s director of 
contract management to resolve ongoing problems 
with payers’ system upgrades. “The approval logs 
stopped coming,” she says. “We were following up 
three or four times on the notification of admission.”

Rivera set up quarterly in-person meetings with 
payer representatives, and she ensured she sent 
information on problems with specific claims ahead 
of time. “This way, they can research it and bring 
the outcome to the meeting,” she says. 

Most patients are unaware that a hospital isn’t 
necessarily contracted with their particular plan.

“We are trying to do our best to catch them 
before the patient comes in,” says Eichele.

Quality reports were built into the department’s 
system to catch non-contracted plans ahead of time, 
for accounts that are pre-registered. “One thing it 
checks for is certain alpha prefixes in the subscriber 
policy number,” says Eichele. “If that alpha prefix is 
identified with a certain payer code that we are not 
contracted with, it hits the report.”

Staff members then are able to notify the patient 
prior to arrival. “This has been especially challeng-
ing if patients came to us before, when they had a 
different insurance,” notes Eichele. Patient access 
staff members must explain why the patient needs to 
go to a different facility.

Another challenge involves the grace period 
that patients are given when paying premiums for 
“exchange” plans. “Their insurance shows as active, 
even if they are not current with their premiums,” 
explains Eichele. “If they don’t get current, we could 
see take-backs from the payers down the road.”

Access staff now have to ask payers, “Is the mem-
ber current with their premiums?” when they are 
inquiring about benefits and authorization. If the 
answer is “no,” staff members discuss this issue with 
the patients before they come in. If the patients are 
not current with premiums, patient access staff ask 
them to sign a waiver stating that they understand 
that if they do not become current, they would be 
changed to self-pay status.

“We have also worked directly with payers in 
addressing some of the issues we had early on,” says 
Eichele. “We have been able to come up with some 
good solutions.”

One payer required the patient’s primary care 
physician to be called for a referral for a diagnostic 
test, even though a specialist was ordering the test 
and the primary care physician already had referred 
the patient to the specialist. After discussing the 
problem, the payer agreed that a second referral 
from the primary care physician was not needed. 

“We are able to generate the referral ourselves 
online,” says Eichele. “This saves us a lot of time 
and a lot of extra phone calls.”  n 

Give access staff
a `visual’ for plans

Patient access leaders at The University of Texas 
M.D. Anderson Cancer Center in Houston cre-

ated a visual tool in 2013 to help staff to determine 
the correct payer.

“It looks like a Jeopardy board. It was designed 
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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 healthcare 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 Be a good steward of 
your patients’ benefits.

n What value-based 
purchasing means for 
you.

n More strategies for 
reducing readmissions.

n What’s up next from 
CMS?

COMING IN FUTURE MONTHS

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. Scan the QR code below or 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 al-
lowed 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

by a group of front line staff as a ‘fun’ way to get to 
the correct answer in as few clicks as possible,” says 
Connie Longuet, MBA, MHA, CHAM, director of 
patient access services.

The tool is accessible to all patient access staff. 
“It is updated frequently,” says Longuet. “Staff 
open it in the morning and keep it open all day as 
they load new insurance plans.”

The tool gives patient access staff an easy way to 
select the correct plan code among the hundreds of 
insurance plans they see each month. “Our patients 
come from all over the world,” explains Longuet. 
“Our staff see not only local market plans, but 
unique plans from all over.” 

Feedback from patient access employees has been 
very positive. “As staff make further suggestions 
to enhance the tool, we update it regularly,” says 
Longuet. 

Payers’ phone numbers and websites recently 
were added to the tool, as a result of staff feedback. 
“It takes one to three clicks to determine the payer, 
depending on the insurance plan,” adds Longuet.

An email “hotline” was set up so that staff can 
get a quick answer to any question about a particu-
lar plan.

“Our educators answer them usually within min-
utes,” says Longuet. “We are ensuring the data is as 
accurate as possible from the start.”

At Wheaton Franciscan Healthcare in Glendale, 
WI, patient access leaders post sample insurance 
cards on the hospital’s intranet. Terri Miles, patient 
access manager, says, “Many of the cards have a 
similar look or logo. The sample cards can be refer-
enced by any associate.”

Having the sample cards helps employees to 
identify the plan level the patient selected: Gold, 
Bronze, or Silver. 

“This has been especially helpful when working 
on the phone with our preadmit processes,” says 
Miles. “It allows them to prompt the patient for the 
complete information.” n

Here’s a change we know you’ll like: From now 
on, there is no more having to wait until the end of a 
6-month semester or calendar year to earn your con-
tinuing education credits or to get your credit letter.

Log on to www.cmecity.com to complete a post-
test and brief evaluation after each issue. Once the 
completed evaluation is received, a credit letter is 
e-mailed to you instantly. 

If you have any questions, please call us at (800) 
688-2421, or outside the U.S. at (404) 262-5476. You 
can also email us at: customerservice@ahcmedia.com.
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1. According to Brian Pisarsky, RN, MHA, ACM, 
senior managing consultant at Berkley 
Research Group, how long should multidisci-
plinary rounds last?

 A. 30 minutes or less
 B. No more than 30 to 45 minutes
 C. No more than 45 minutes to an hour
 D. At least an hour

2. According to Peggy Rossi, BSN, MPA, CCM, a 
retired hospital case management director 
who now is a consultant for the Center for 
Case Management, extended stay rounds 
should be held weekly to discuss patients who 
have been in the hospital more than five days. 

 A. True
 B. False

3. What are the main duties of the emergency 
department navigators/case managers at 
Mercy Medical Center in Canton, OH?

 A. Placement of behavioral health patients
 B. Placement of patients to nursing facilities
 C. Insurance reviews
 D. All of the above

4. At University of Utah Health Care, how soon 
after discharge do the community clinic case 
managers contact patients?

 A. 24 to 72 hours
 B. The next day
 C. 48 hours
 D. Within 5 days

  

Hospital Report blog
For further analysis and discussion of topics 
important to hospital professionals, check out 
Hospital Report, AHC Media’s new free blog 
at http://hospitalreport.blogs.ahcmedia.com/. 
Hospital Case Management’s executive editor 
Russ Underwood and associate managing editor 
Jill Drachenberg both contribute.  n


