
Revamp puts case management 
in control of hospital beds
Aim is maximum reimbursement for ED, surgical patients

When the administration at Davis Memorial Hospital in Elkins,
WV, redesigned its case management department, improving
reimbursement for emergency department (ED) patients and

same-day-surgery patients was a major goal.
“We didn’t have anyone covering major surgery or admissions to

help us avoid problems up front. We were having inappropriate admis-
sions and social admissions of patients who came through the emer-
gency department,” says Tod Thorpe, RN, CPC-H, director of case
management for the 90-bed facility in rural West Virginia.

The hospital administration took a close look at the outpatient area 
to figure out where and why reimbursement problems were occurring.

When the revamp was begun in 2000, some of the staff were handling
traditional utilization review, while the rest were discharge planners. 
The hospital shifted to an integrated case management model, cross-
training staff to handle both processes.

The hospital has six case managers on the inpatient side and one out-
patient case manager.

“It was easy to integrate the inpatient side. The case managers were
cross-trained and unit-based. Each was assigned to a block of rooms,”
Thorpe says.

The inpatient case managers have a caseload of up to 27 patients and
work four 10-hour shifts a week. (For details on the work schedule, 
see related story, p. 116.)

Redesigning case management for the outpatient side was a bigger
challenge, he says. At the time, the outpatient case manager worked
from 2 p.m. to 10 p.m., mostly in the ED, and focused on utilization
review, picking up where the day case managers left off.

The case management staff did a needs assessment and shifted to 
10-hour shifts, 7 a.m. to 5:30 p.m.
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“The chief operating officer and chief financial
officer were involved in the process from the
beginning. We want to tie the clinical and the
financial picture together,” Thorpe says.

They identified the areas they wanted to cover:
the ED, day surgery, and preadmission for major
surgery.

“We wanted bed control. Now any admission
from 7 a.m. to 5 p.m. goes through case manage-
ment before a bed is assigned,” he says. 

The decision and the announcement to shift the

bed control to case management had to come
from the administration, because the rest of the
hospital staff didn’t want to lose control, he adds. 

“We looked it at this way: If we [the case man-
agers] are going to get optimum reimbursement
and get patients in the right bed, we needed some
control [over admissions],” he says. (For details
on how the case management staff got buy-in for
their new system, see related story on p. 115.)

Now any admission that comes into the hospi-
tal from 7 a.m. to 5 p.m. goes through case man-
agement. Case managers check for medical
necessity and makes sure the diagnosis is appro-
priate for the admission.

The outpatient case manager covers the ED,
day surgery, and pre-admissions. In the ED, she
screens admissions and works with the ED charge
nurse on any discharge planning needs, such as
payer requirements and arranging for durable
medical equipment.

In the day surgery area, she reviews the sched-
ule each morning, looking for any potential reim-
bursement problems and making sure all admitted
patients are admitted appropriately.

For instance, she makes sure that if a physician
admits a patient for an observation bed, the
admission will still be reimbursed. “The patients
get the same care regardless, but the reimburse-
ment often depends on whether the physician
orders the patient admitted for observation vs.
admitted to a room,” Thorpe says.

In cases where there may be a reimbursement
problem, the case manager works with the physi-
cians to make sure the orders are appropriate and
documentation is complete.

“This is where bed control helps. It’s hard to
measure how many we catch, but the case man-
agers do make sure the orders are appropriate to
ensure that we get the appropriate reimburse-
ment,” he says.

The outpatient case manager is in charge of
preadmission for major surgery.

If the patient is scheduled for a major proce-
dure, the case manager does a preadmission
screening, talks to the patient about the surgery,
and determines the patient’s discharge needs.

On an average day, the ED case manager han-
dles 10 to 15 admissions and screens the majority
of them. The process allows the hospital to start
discharge planning earlier.

In the past, case managers would be unlikely 
to see patients until the day after admission, and
surgical patients didn’t see a case manager until
after surgery.
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“Sometimes patients would come through
surgery and never be seen by a case manager. The
new system improves that as well,” Thorpe says.

All the case managers have been trained in
assigning diagnosis-related groups.

“They have a good understanding of reim-
bursement and assigning codes, and that helps,”
Thorpe says.

The case managers who work in the outpatient
setting have taken a proactive approach to “social
admissions” — patients that the physicians want
admitted because they have no other place to go.
They work on transportation, home health, and
other resources that allow the patients to be safely
discharged from the ED.

“It used to be that if the emergency depart-
ment staff had a problem with someone’s dis-
charge, they would put them in the hospital
until someone had time to find the resources 
for them,” Thorpe says.

At every staff meeting, Thorpe invites a ven-
dor such as a nursing home, the respiratory asso-
ciation, or a senior service center to come in and
talk to the staff about changes in policy, admis-
sion requirements, and what services they can
provide.

“It’s made my staff more aware of what is
available out there. It’s easier to pick up the
phone and ask someone for help if you know
their face,” he adds.  ■
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CM staff worked hard 
to get buy-in for redesign
Staff visited physicians, hospital meetings

Before the case management staff at Davis
Memorial Hospital in Elkins, WV, went live

with its newly designed case management plan,
staff worked hard to sell the new arrangement
to hospital staff and attending physicians.

Once the plan was in place, case management
staff met with the charge nurses who did the
bed assignments and explained what they were
trying to accomplish and the benefits of giving
case management control of admissions. 

They spoke at meetings of emergency depart-
ment staff and day surgery staff. They also
made a presentation at the monthly meeting 
of all the hospital’s clinical managers.

“We had a marketing plan that started with
those areas. We took some time and didn’t just
jump into it,” says Tod Thorpe, RN, CPC-H,
director of case management.

Once they got buy-in from hospital staff, the
case managers started attending medical staff
meetings to gain acceptance from local physi-
cians and their office staffs.

They scheduled an inservice meeting with the
local medical office managers association. The
staff put together baskets of treats and visited
the physician offices in the area, making a pre-
sentation about the new requirement that case
management has to preapprove admissions.

In some offices, the case managers met with
the physicians; in others, they met with the

office nurse in charge of pre-authorization.
“We are in a small area, and although we had

a good many to hit, it was nothing we couldn’t
do,” Thorpe says.

The case managers gave each physician office
a health resources directory, which is a compila-
tion of referrals and other resource information
that all the case managers had collected.

The information is broken out into categories
such as ambulance services, transportation ser-
vices, durable medical equipment vendors, and
personal care homes, and is bound in a book
with the hospital logo. “When you do a little
something for them, it helps a lot to smooth the
way,” Thorpe says.

All of the case managers at the hospital went
through training in assignment of diagnosis-
related groups (DRGs) and now assign DRGs
on the front end on the open chart.

When the training was complete, case man-
agement staff held a dinner for the physicians,
explaining the DRG assignment process and
how it would make their job easier.

“It takes a lot of interaction from the physi-
cian to do this. It helps to have good commu-
nications between the physicians and case
managers,” Thorpe says.

The hospital and physician staff have largely
been pleased with the new arrangement, Thorpe
says. In fact, the ED director has requested more
case management coverage for his area.

“For the most part, we get a lot of compli-
ments on the changes. Our lengths of stay are
so short that the quicker we can initiate dis-
charge planning, the better off we are, and the
doctors recognize that,” he says.  ■



Work week of four 10-hour
days is a hit with CMs
Staff can choose their own days off

At Davis Memorial Hospital, case managers
work 10-hour shifts, four days a week, often

choosing their own days off.
Since the shift from five-day work weeks in

2000, staff satisfaction has improved, and Tod
Thorpe, RN, CPC-H, director of case management
for the 90-bed hospital, has seen less staff burnout.

“The staff loves the 10-hour days. Case man-
agement is a tough job, and the staff likes the
four-day work week. They end up being at work
nine to ten hours anyway,” he says.

The case management staff includes seven
full-time-equivalent (FTE) employees and .38
FTE clerical staff. The staff typically work from 
7 a.m. to 5:30 p.m. Monday through Friday. 
One case manager covers the entire hospital 
on Saturdays.

Six case managers work primarily in inpatient
case management. One outpatient case manager
covers the emergency department, same-day
surgery, and surgery preadmissions. Two inpa-
tient case managers are cross-trained to fill in on
the regular outpatient case manager’s day off.

Some of the staff work one particular block of
cases all the time. Others who are more amenable
to change pick up different areas when another
case manager has a day off.

“We try to keep as much consistency as we 
can to see that all the beds are always covered,”
Thorpe says.

It was a challenge to choose the staff who work
in various areas, Thorpe says.

“It takes a special kind of person to jump
around from caseload to caseload. I had to look 
at the staff and see who needed the structure of 
a permanent caseload and who can pick up
another caseload from time to time,” he says.

Under the new arrangement, the department is
staffing the hospital for more hours a week with
the same number of FTEs. The arrangement gives
the case manager more access to the physician.
Some members of the medical staff do rounds in
the morning; others do rounds in the evenings.

“With 10-hour shifts, we are catching more of
the doctors when they are in the hospital. With an
eight-hour shift, the case managers were missing
a lot,” Thorpe says.

Because Davis Memorial is in a rural area,
many physicians work in clinics that are a good
distance from the hospital, and they do rounds 
at odd hours.

Lack of consistency in working with the fami-
lies is one drawback of the new program, Thorpe
says.

“When a case manager gets to know a family
and establishes a comfort level with them, it is
hard for someone else to pick up the case,” he
adds.

His solution was to design business cards with
a listing of all case managers’ names and a check
box beside each name. If a case manager is going
to be off the next day, the case manager checks
off the name of the person covering his or her
caseload and informs the patient and family.

“Things are moving so fast in the hospital that
typically, if a family member needs to talk to a
case manager and asks the clerk, they’ll just be
told that the case manager is off that day. This
way, they know who to ask for if they need some-
thing,” Thorpe says.

The schedules are set monthly, and staff have
an opportunity to choose their days off.

“The staff loves the self-scheduling. They know
that not everybody can take Monday and Friday
off, but it gives them the flexibility to take time off
when they need it,” Thorpe says.  ■

Balance clinical, financial
sides of patient care
CM, UM should go hand in hand

Case managers are in an excellent position to
help their hospitals balance both the clinical

and the financial sides of patient care, asserts
Teresa C. Fugate, RN, BBA, CPHQ, CCM.

“Health care is in a bad way and can only get
worse if we don’t start running it as a business,
looking at the services we provide, what reim-
bursement we get, and trying to streamline pro-
cesses,” explains Fugate, manager at Pershing,
Yoakley & Associates, a Knoxville, TN-based
health care consulting firm.

Clinical people usually don’t understand that
everything they do in a hospital determines the
revenue that the hospital is going to bring in for
that year. Unless clinicians are trained in the
financial aspect of their organization, they won’t
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see it as a priority, she adds.
If a hospital has separate departments for

social work, utilization management, and case

management, they all should work as a team to
coordinate care, Fugate says. (For an example of
how a team works, see story, above.)
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Case managers can help
improve reimbursement
Educate clinicians on preventing service delays 

With payers sharpening their pencils and
refusing to pay for what they deem to be

unnecessary hospital stays, case managers need
more than ever to help their hospital balance the
clinical and financial aspects of health care.

Case managers are the perfect people to assist
in improving quality of care across the organiza-
tion because they have an overall picture of
what is happening within the entire hospital,
says Teresa C. Fugate, RN, BBA, CPHQ, CCM,
manager at Pershing, Yoakley & Associates, a
Knoxville, TN-based health care consulting
firm.

Case managers know where the delays are,
where they can assist and provide more infor-
mation to the physician, how the populations
are being serviced, and where there are oppor-
tunities for improvement, Fugate adds. 

They should help train the clinical people on
how they do what they do to prevent delays in
services and reduce medical errors.

Consider these scenarios: 
• A physician admits a stroke patient on

Medicare and orders neuro checks every two
hours, but a swamped nursing staff doesn’t 
do them with that frequency.

The hospital could face the possibility of not
being reimbursed for that part of the patient stay.

“Medicare is beginning to review medical
necessity from the point of view that if the physi-
cian ordered the service and the nurses didn’t
provide it, the patient didn’t need to be in the
hospital,” Fugate says.

Medicare is looking for quality of care, so
not following the physician’s orders not only
affects reimbursement but also affects how the
hospital is perceived as providing quality of
care, she adds.

Private insurers are also starting to check
closely to determine whether services ordered
by the physician are actually provided, and, 
in some cases, might ask for the results of the

two-hour neuro checks.
• A physician orders a consultation, but the

consulting physician doesn’t see the patient
for a day or two. This causes a delay in ser-
vices, and the patient spends a day in the hos-
pital waiting for the consultation.

More and more insurance companies are
refusing to pay for avoidable days in the hospi-
tal, Fugate says.

She suggests that case managers keep a log of
delays in consultation, add them up at regular
intervals, and distribute them to the physicians.

“Physicians may not realize that they are caus-
ing the problem, but if you can collect the data
and show how many times the delays occurred
and how many times the hospital didn’t get paid,
it can have an effect on the physicians’ actions,”
she adds.

• A physician orders a chest X-ray, with
orders to dismiss the patient if the X-ray is
clear. The patient doesn’t get the X-ray until
later in the day and stays overnight because
the radiology staff already have gone home.

This is another example of an avoidable
patient day that may result in a loss of revenue,
Fugate points out.

“X-ray tends to do the outpatient X-rays first
because the inpatients are always going to be
there. It’s not always appropriate or efficient
when you talk about keeping a patient whose
care may not be reimbursed,” Fugate says.

This is where the case manager can intervene
and make sure the X-ray is taken care of early in
the day.

“Case managers are in a primary position to
collect data that can show delays in services and
variations in care and show the physicians and
hospital departments that these not only affect
quality of care but cost the hospital money,” she
says.

If a physician’s orders aren’t followed in the
case of the neuro check, sometimes the patient
may have bleeding that’s not caught, and the
patient could end up being disabled or dying.

“It’s not just a quality-related issue. It’s also a
financial issue and a risk-related issue. The three
are connected, and case managers can really
assist,” she says.  ■



“But even when the case manager is doing all
of it, I still see the breakdown. The individual may
lean toward either clinical or financial rather than
pulling them together,” she adds.

The case manager needs to look at psychosocial
issues, deal with the clinical issues, make the nec-
essary phone calls to payers, and work with the
physicians so the hospital will be reimbursed, she
adds.

When Fugate consults with hospitals, nurses
and nurse case managers sometimes tell her they
went into nursing to take care of patients, not to
deal with whether the hospital brings in revenue.

“That’s a noble cause, but if nurses want to
keep their job and want a nice facility with the
newest and best equipment, they have to be in
tune with what they do in the organization and
how it affects the revenue produced by the orga-
nization,” Fugate notes.

That’s where case managers can come in.
Case managers are in a prime position to help

nursing understand the financial side and to help
the financial side understand the clinical side and
how not being paid affects the clinical components,
she explains.

That’s not the case in many hospitals, Fugate
adds.

In some hospitals, case managers focus primar-
ily on clinical activities. In others, their major role
is utilization management and they don’t deal
much with clinical issues.

Fugate is quick to add that she never advocates
for one particular kind of case management
model, but whatever the model, she recommends
that case managers balance the clinical and the
financial.

“We are in the business of health care. We want
to take care of the patients, but we can’t take care
of them if there is no money coming in,” she adds.

Here’s an example of how to have a clinical and
financial focus:

One common hospital model is to have sepa-
rate departments for case management, utilization
review, and social work. These departments often
are in individual silos and don’t communicate
much, Fugate says.

“There is no overall plan of care for the patient
and no streamlining of communication between
the three,” she adds.

Fugate recommends that the three departments
work as a team and communicate on a daily basis
what is going on with each patient. She suggests
that the case manager is in a good position to coor-
dinate the communication efforts. If a hospital has

such a model, Fugate recommends that all mem-
bers of the team be cross-trained so they under-
stand what each is trying to do.

For instance, if a patient has more social work
issues, the social worker will be spending a lot of
time on social issues that are impeding recovery
or discharge.

At the same time, he or she has to understand
the utilization piece and the clinical piece in order
to assist with those issues as well. 

The team should sit down every morning and
discuss each patient. For instance, the utilization
manager may say one patient’s insurer will pay
for only two more days. 

The social worker becomes aware of insurance
constraints and can make sure the patient’s social
needs are taken care of so the patient can be safely
discharged. The case manager knows he or she
has to work with the physicians to make sure the
clinical issues are covered.

Team members should shadow each other

“If the team doesn’t communicate, the social
worker could believe that he or she has another
week to work with the patient’s social issues, and
the clinicians may not realize that some clinical
issues have to be taken care of,” she says.

Fugate suggests that the team members follow
each other around for a week to get an idea of
what goes on in each department. 

“The case manager works with the social
worker and makes sure she is learning about clini-
cal issues. The social worker makes sure the case
manager can identify psychosocial issues, and so
on. Even when the case management model calls
for the case manager to do everything, the model
often tends to lean toward either the clinical or the
financial rather than pulling all three together,”
she says. “It’s a juggling act, but there is a way to
handle it.”

Hospitals that do not operate efficiently and
haven’t streamlined their operations have higher
costs. If the staff don’t follow standards of prac-
tice, there is going to be a lot of variation in care,
which can lead to medical errors, she adds.

“The case management plan should be looking
at the clinical component and the financial com-
ponent. Usually, you have to address the clinical
issues to meet the financial issues. If you are
overusing resources, you’re not going to have 
a good bottom line,” she says. 
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Do stroke patients in your emergency depart-
ment (ED) always receive a computed tom-

ography (CT) scan within 25 minutes, and do you
have results within 45 minutes? If not, you’re not
following recommended time frames for stroke
care — a scenario commonly occurring in com-
munity EDs, according to a just-published study.1

To track compliance with time targets estab-
lished by the Bethesda, MD-based National
Institute of Neurological Disorders and Stroke
(NINDS), researchers assessed the care of 1,003
stroke patients presenting to community EDs in
Cleveland and discovered that median time to
CT scan was 65 minutes and time to imaging
results was 105 minutes — substantially longer
time frames than recommended. (See NINDS
time targets, below.)

If you don’t follow the current set of NINDS

guidelines for stroke care, your ED may face
adverse outcomes, warns W. Scott Burgin, MD,
assistant professor of neurology and radiology
at the University of Rochester (NY). And that’s
not all. “When guidelines are issued about fairly
routine issues in management, it does open you
up for liability issues if they aren’t followed,”
Burgin warns. 

Here are ways you can reduce delays in care of
stroke patients:

• Intervene immediately if you suspect stroke. 
As soon as a suspected stroke patient is identi-

fied, an acute stroke pathway is initiated and the
stroke team is called, says Heidi Jahnke, RN, BSN,
clinical research nurse at Barrow Neurological
Institute of St. Joseph’s Hospital and Medical
Center in Phoenix. (See St. Joseph’s Acute Stroke
Pathway, p. 121.) “Nurses do not need a physi-
cian’s order to initiate the stroke pathway if they
suspect a patient is having a stroke,” adds Jahnke.

To meet time lines, nurses should take the ini-
tiative and aggressively move the patient through
the pathway, emphasizes Jahnke. “For instance, 
if CT scan is ready to scan the patient, and the
physician is examining the patient, the CT should
take precedence over the exam,” she says. The
physician can accompany the patient to CT scan
and finish the exam after the test, she explains.
“Most of the neurology residents and attendings
concur with this approach to decreasing delays,”
says Jahnke.

• Get patients to CT quickly. 
Having a CT scanner within the ED is very

helpful in reducing delays, Jahnke says. “Also,
the CT tech carries a portable cell phone so the
ED nurse can notify him or her of a stroke patient

Study says EDs don’t meet time targets for stroke
Patients not given diagnostic tests in recommended time frames

Meet these time targets 
for all stroke patients

Comply with these stroke evaluation time tar-
gets recommended by the Bethesda, MD-

based National Institute of Neurological Diseases
and Stroke:
• door to doctor: 10 minutes;
• door to computed tomography (CT) completion:

25 minutes;
• door to CT read: 45 minutes;
• door to treatment: 60 minutes;
• access to neurological expertise: 15 minutes;
• access to neurosurgical expertise: two hours;
• admit to monitored bed: three hours.
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that needs a stat CT scan,” she says. After the
acute stroke pathway was implemented, the ED
reduced its average time from door to completion
of CT scan from 88 minutes to 38 minutes, says
Jahnke. “When the CT scanner was placed in the
ED, it was further decreased to around 20 min-
utes,” she reports.

• Identify obstacles to meeting timed goals. 
At Community Medical Center in Toms River,

NJ, a multidisciplinary committee was formed to
identify obstacles to meeting time goals for ED
stroke patients, says Debra Graf, RN, BSN, CEN,
ED educator. The committee comprised the ED
administrative director and ED medical director;
ED physicians and nurses; representatives from
information technology, pharmacy, and radiol-
ogy; neurology nurses; and a neurologist.

The following obstacles were identified:
— large volumes of patients presenting to

triage simultaneously; 
— no immediately available treatment bays; 
— large volume of stat CT scans with no abil-

ity to prioritize according to acuity; 
— inherent delays in the triage and registration

process; 
— knowledge deficit of ED staff regarding

diversity of stroke symptoms and the impact of
early intervention. 

To address these problems, the following steps
were taken:

1. A dedicated rapid assessment area was cre-
ated for stroke patients. The rapid assessment
area is a five-bed monitored area staffed by a
nurse and a licensed practical nurse certified in
intravenous (IV) lines. It is located by the ambu-
lance and triage entrances. Patients with stroke
symptoms bypass triage and registration and are
seen within 10 minutes of arrival by an ED physi-
cian, Graf explains. Here are the steps that occur: 

A. The triage nurse notifies an ED physician
and registration. 

B. Bedside registration is performed while
standing orders are initiated. 

C. The ED physician examines the patient and
enters orders from an ED order set. If a patient is
ruled out as a candidate for thrombolytic therapy,
he or she can be moved to a regular treatment
bay and receive a CT scan on a lower priority,
says Graf. “Potential candidates are given prior-
ity for CT scans based on the ED order set used,
then moved to the ED to await the decision to
treat,” she says. 

2. Nursing standing orders and ED physician
order sets were developed. These orders facilitate

the treatment protocols decided on by the com-
mittee, says Graf. (See checklist of nursing stand-
ing orders, above.)

3. The computerized order entry system was
changed to give priority to stat CT scans for
patients eligible to receive thrombolytics vs. reg-
ular stat CT scans.  “We have been able to meet
the time goals of 10 minutes for door-to-physician
and 25 minutes for door-to-CT most of the time,”
says Graf. The average door-to-CT time was pre-
viously about 60 minutes, she notes. “We have
reduced this by at least 30 minutes in throm-
bolytic candidates,” says Graf. The 30-minute
reduction has allowed some patients to receive
treatment with thrombolytics who otherwise
would have been excluded because of the three-
hour window of time for treatment, she adds. 

• Identify causes of delays. 
An “immediate-response” committee reviews

all stroke patients who are admitted through the
ED on a monthly basis, says Jahnke. “We look 
for delays in ordering lab work and CTs and in
administration of thrombolytics,” she says. If
delays are noted, the ED educator inservices 
the specific nurses, physicians, and technicians
involved about the importance of following the
pathway, says Jahnke. Sometimes the committee
identifies necessary delays, such as problems

Follow these steps
for stroke patients

Nursing standing orders for ED patients with
stroke symptoms at Community Medical

Center in Toms River, NJ, include the following:
■■ Check vital signs with pulse oximetry.
■■ Perform AccuCheck blood sugar.
■■ Document patient weight.
■■ Document time of onset of symptoms.
■■ Insert saline lock 20 gauge or larger.
■■ Draw labs from saline solution lock.
■■ Give nasal oxygen 2L per minute after pulse

oximetry.
■■ Connect to cardiac monitor.
■■ Give 12-lead electrocardiogram (ECG).
■■ Obtain old ECG for comparison.
■■ Begin thrombolytic exclusion checklist.
■■ Note obvious magnetic resonance imaging

exclusion criteria.
■■ Do not administer heparin, warfarin, or aspirin

until ordered.

(Continued on page 122)
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with blood pressure or airway management, she
adds. “We allow nurses to carry antihypertensive
medication with them when they take the patient
to CT scan so they will be able to administer it if
necessary,” says Jahnke.

• Educate staff. 
When problems were identified with staff

knowledge about the stroke protocol at Commu-
nity Medical Center, an educational seminar was
given to ED and neurology nurses, says Graf.

At St. Joseph’s, an ED nurse attends the monthly
stroke meeting, the stroke team reviews specific
issues at ED staff meetings, and the ED educator
works with individuals to review the process, says
Donna Zadrozny, RN, BSN, an ED nurse at the
facility. “During our nursing orientation, the stroke
protocol is emphasized,” she adds. “Also, general
updates are passed on to the staff at our monthly
staff meetings and through our ED newsletter.” 

• Use a team approach. 
The following steps occur simultaneously when

a stroke patient arrives in the ED, says Zadrozny:
— A patient care technician gets the portable

monitor ready. 
— ED nurses check vital signs and neurological

status. 
— The unit clerk calls the stroke pager and

enters orders into the computer system. 
— The neurological resident and/or the ED

physicians establish the onset of symptoms and
eligibility for thrombolytics. 

“All of the staff and ancillary services pull
together to expedite the care of the patient,” says
Zadrozny. 

Delays may occur due to difficult IV starts, but
that should not delay care, says Zadrozny. “In
those cases, we have our lab draw the blood work
and take the patient to CT scan,” she says. “While
we are waiting for the reading, we start the IV.”

By making changes such as these, the ED has
dramatically reduced delays and improved con-
sistency of care, says Jahnke. “We have come a
long way since the institution of the pathway and
stroke team concept,” she says. “We continue to
look for ways to improve our times in order to
give quality stroke patient care.”

Reference
1. Katzan IL, Graber TW, Furlan AJ, et al. Cuyahoga

County Operation Stroke: Speed of emergency department
evaluation and compliance with National Institutes of
Neurological Disorders and Stroke time targets. Stroke 2003;
34:994-998.  

[Editor’s note: For more information about meeting
time targets for stroke care in the ED, contact:

• Debra Graf, RN, BSN, CEN, Emergency
Department, Community Medical Center, 99 Route 37
W., Toms River, NJ 08755. Telephone: (732) 557-8000,
ext. 11925. Fax: (732) 557-2124. E-mail: DGraf@
sbhcs.com.

• Heidi Jahnke, RN, BSN, Clinical Research Nurse,
Barrow Neurological Institute of St. Joseph’s Hospital
and Medical Center, 222 W. Thomas Road, Suite 404,
Phoenix, AZ 85013. Telephone: (602) 406-6976. Fax:
(602) 406-4117. E-mail: hjahnke@chw.edu.

• Donna Zadrozny, RN, BSN, Staff Nurse,
Emergency Department, St. Joseph’s Hospital and
Medical Center, 222 W. Thomas Road, Suite 404,
Phoenix, AZ 85013. E-mail: DZadroz@chw.edu.]  ■

CDC addressing 
monkey pox cases 

The Centers for Disease Control and Preven-
tion (CDC) has issued infection control guid-

ance for managing people in the health care
setting and in the community who may be
infected with the monkey pox virus. In a late
June news briefing, a CDC official said the
agency was investigating 33 cases of possible
human infection with the virus in Wisconsin,
Indiana, and Illinois. Four of these cases have
been confirmed as monkey pox virus infection
through laboratory testing. 

The CDC expects more of the cases will be
confirmed as testing continues, because most of
the people involved have been in contact with 
ill prairie dogs and have the expected symptoms,
which include fever, cough, headache, myalgia,
rash, or lymph node enlargement within three
weeks after contact with an infected animal. The
CDC says standard, contact, and airborne infec-
tion control precautions should be applied in all
health care settings. These include hand hygiene
and use of gown and gloves for any contact with
the patient or care environment, eye protection 
if splash or spray of body fluids is likely, and
N95 respirators or surgical masks for health care
personnel. 

For more information, see the CDC guidance
web page at www.cdc.gov/ncidod/monkeypox/
infectioncontrol.htm.  ■



Get a handle on denials,
increase reimbursement
Central clearinghouse for all rejections is a must

In these times of dwindling health care reim-
bursement, there’s no phrase more significant

to managers — and their bosses — than “denial
management.” 

There are several key components that must
be in place if a hospital is to achieve best prac-
tice in denial management, says Joe Denney,
CHAM, director of revenue management at The
Ohio State University (OSU) Medical Center in
Columbus.

“The goal, of course, is not to receive any
[denials] if possible,” he notes. 

At his organization, Denney notes, a distinc-
tion is made between “rejections” and “denials,”
which is key to understanding the process.

“In our lingo, whenever a claim goes out the
door and something comes back from the payer
saying it is seeking more information or saying,
for example, ‘I will deny the last day of this inpa-
tient stay,’ we call that a rejection.”

Hospital staff work all rejections with the aim
of turning them around if there is a reason to do
so, he explains. “A lot of times a rejection has to
do with documentation, as when it says that
[access personnel] didn’t precert or preauthorize.”

That particular type of rejection is sent to the
registration quality assurance (QA) manager,
who looks in the system and may say, ‘We did do
the authorization and here’s the authorization
number.’” In that case, he adds, “we would write
a quick appeal letter and get the money.”

What his hospital considers “denials,” Denney
explains, is when a rejection has already been
appealed and the payer has come back and said,
“There is no way we’re going to pay.” At that point,
he says, “we write it off to bad debt. So there’s a
real distinction between rejection and denial.”

That distinction made, he says, the central
component of successful denial management is
establishing one area in the hospital where all
rejections and denials will be received.

“Until we established that here, [rejections and
denials from payers] went everywhere — to the
director of utilization review [UR], the business
office, even hospital administration or the chief
operating officer. We found it extremely impor-
tant to have one designated area and say, ‘This is
the address.’”

To clarify that requirement, Denney suggests
making sure the necessary language is in man-
aged care contracts. With Medicare, it’s not an
issue, because those communications are sent
electronically. 

Don’t let one department sit on rejections

“We also did some internal communication,
saying, ‘If you get these [rejections or denials],
forward to this person in the central business
office, and that person will get in touch with the
insurer.’”

This piece of the process is crucial, Denney
points out. “Every [payer] has a deadline. Some
say, ‘If you don’t appeal within 30 days, we’re
not going to pay no matter what.’ If a rejection
went to the director of UR, for example, and that
department sat on it for a while, you could be
past that line.”

The next step, he says, is to have a very good
grasp of what a rejection is about so it can be
placed on a work list and sent to the appropriate
area to be investigated and appealed.

At the focal point of the rejection/denial activ-
ity at OSU Medical Center, Denney notes, is the
organization’s central business office, where
Mark Tennant, the rejection/denial manager,
oversees the process.

In November 2001, Tennant explains, he was
given the mission of developing a rejection pro-
cess using the health system’s existing staff and
computer technology. 
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“The flow was to have the business office
receive all rejections, whether correspondence, fol-
low-up, or explanation of benefits,” he says. These
rejections, Tennant adds, would go to employees
known as “rejection reps,” who would review the
information and put them in various categories,
or electronic “buckets,” depending on the reason
for the rejection. A service code assigned to each
rejection sends it to one of the following buckets,
he says:

• precert/authorization;
• medical necessity;
• medical documentation;
• peer review organization denials;
• Medicaid sterilization.
The latter, Tennant says, has to do with a con-

sent form that Medicaid requires in order to pro-
cess claims for a service requiring a “sterilization
procedure,” such as an abortion or a hysterectomy. 

Gatekeepers resolve rejections

There are more than 50 “open service” codes —
defined by the payer’s reason for the rejection —
within the five categories, he adds. So, for exam-
ple, there are several reasons why a rejection
might go into the precert/authorization bucket.
“If authorization date was the problem, the [rep]
would apply that [specific] service code.”

One person is assigned the role of gatekeeper
for each bucket, Tennant says. The gatekeeper for
each bucket receives a daily revenue management
work list listing all the rejections in the bucket.
While the gatekeepers may delegate tasks to other
employees, they are ultimately responsible for
resolving those rejections. 

“Their names are assigned to that work list,
which is important for accountability,” he notes.
“The gatekeeper has 10 days to resolve the
account. At that time, they put a ‘close code’ on
it, which shows what the resolution was.”

The resolution might be “authorization
obtained,” “no authorization obtained,” “addi-
tional information sent,” and so forth, Tennant
says. “Once [the rejection] is closed, that account
goes back into our regular business operation,
and the code triggers the next action.” 

What’s unique about the process, he notes, is
that everything that happens within the service
code — a function of the hospital’s patient account-
ing system — is a permanent stamp. “The ‘open’
and ‘close’ codes are tracked to the ultimate pay-
ment or adjustment to the account, why we opened
it, and why we closed it.”

As part of the denial management process, the
hospital’s information services department has
developed an information warehouse for the rejec-
tion data, Tennant says. In place since September
2002, this data warehouse “is like a sub of the pro-
cess,” he explains. “The information is identified
and dropped into the warehouse, which produces
reports that show a breakout of the buckets.”

Those reports show which payers the rejections
are coming from and what the problems are,
Tennant says. “We can look at the whole process
to see if it’s the payer having the issue or a prac-
tice we need to change.”

Almost all departments participate

Administrators, directors, and managers
throughout the hospital system receive biweekly
summary reports on the five buckets, including
the number of rejections and the related dollar
amount for each one, he notes.

It has been extremely important to the success
of the denial management initiative that almost
all the departments in the hospital are involved,
Tennant says. When he made the initial presenta-
tion on the process, he adds, “the right people
were in the room to say, ‘I can do this, I can help.’
That’s the plus of doing that.” 

In addition to putting language into the con-
tract regarding where rejection correspondence
should be sent, the managed care department
comes into play in communicating with payers
at the other end of the process, Tennant points
out.

When managed care personnel meet periodi-
cally with payers — for some it’s quarterly, for
others every two months or once a month — they
discuss and review denial management reports,
he says. 

“[The hospital representative] says something
like, ‘We’ve boiled it down to what we think the
real issue is,’” Tennant says. “If it’s a payer prob-
lem, [the hospital’s position is] ‘This is what
we’re seeing. Tell us why you’re rejecting these
claims.”’

The managed care department, as well as
everybody in the revenue cycle, has direct access
to the denial information, he notes.

The next step is to designate one individual on
the payer’s side and one individual from the hos-
pital who correspond directly regarding rejec-
tions, Tennant adds. The hospital already has this
relationship with two of its biggest payers, he
says, and the goal is to increase that to five.  ■
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Proper ID of plans cut
denials by $20 million
Initiative yields significant annual savings

When Millie Brown, a former manager in
the billing department at Children’s Health

Care of Atlanta, became director of patient access
at the hospital about two years ago, it was natu-
ral that she would look for opportunities for
improvement in the quality of registration data.

Given the education-focused culture of her
organization, adds Brown, it was also natural
that staff education would be an important part
of her quality improvement initiative.

That initiative, which took place between
January and December of 2002, turned the spot-
light on ensuring proper identification of patients’
insurance plans and has resulted in more than
75% of claims being paid the first time out, she
says. “The industry standard is 52%, so we’re well
above that.” The positive financial impact on the
health system has been approximately $20 million
less in annual denials, Brown adds. 

Training started with the assumption that
“most employees want to do a good job, and the
reason for the errors is they think they’re doing
it correctly already,” she notes. “Using that
mindset, we created an insurance card test. We
took a sample of the different cards submitted
[to registrars], gave a plan code listing, and did
a matched quiz.”

The idea, Brown says, was to show staff there
was room for improvement. The initiative was
aimed not only at the 140 access employees who
are Brown’s direct reports, but also the access staff
at the health system’s satellite clinics, for whom her
department oversees training and quality control.

Identifying the correct plan — when insurance
cards are covered in logos and the plan name is
not always prominent — is easier said than done,
Brown notes. To show how confusing the process
can be, she says, the departmental trainer admin-
istered the quiz not only to patient access staff,
but also to patient accounting employees and
vice presidents. 

“Often [those outside access] say, ‘Just enter
the name on the card,’ implying that the process
really isn’t that hard, Brown explains. “When you
think about patient accounting and billing, their
job is usually set up so they’re working with one
type of card.” 

The quiz gave the outside staff a better under-
standing of what it’s like to be on the front line
and how difficult it is to identify the correct plan,
she notes.

In keeping with Children’s Health Care’s phi-
losophy of “making sure the message is always
consistent,” Brown says, one person does all
patient access training.

To address the insurance card issue, she adds,
Rose Cape, manager of quality and training,
designed tip sheets around the appropriate way
to handle the various third-party payers. Cape
targeted the handful of payers that make up the
majority of the organization’s business, Brown
says, to make the training have the biggest pay-
off possible. 

“If three or four payers represent 70% of your
business, is it the best use [of resources] to focus
on 10 smaller plans?” she points out. “What if
you got 70% of your business 100% correct?”

After receiving some intense training on the
major payers, Brown says, staff were given the
tip sheets, which are also available on the health
system’s education web site. “If any access
employee is having problems with one of the
top plans, the supervisor can go to the site and
print the tip sheet.”

As the quality improvement process contin-
ues, she notes, the collection of tip sheets will be
expanded to include other payers.

The operative phrase for the tip sheets and for
all aspects of training has been “Keep it simple,”
Cape emphasizes. “Use words that are applicable
to [staff], that they’re familiar with, to get their
buy-in. Give examples of when what they’ve
done in the past hasn’t worked, and say, ‘When
you do this, you’ll get this result.’”

Regarding the insurance plan issue, Cape adds,
she explains to employees that the hospital doesn’t
get the correct payment when the wrong plan is
chosen because it has different contracts with dif-
ferent payers. “Instead of looking [at an insurance
card] in this way,” she tells them, “look at it know-
ing the plans we have contracts with.”

Brown says any type of constructive criticism
of staff should follow this format: “When you
[do a certain thing], what happens is [the wrong
outcome]. A better choice would be [the right
way to do it]. This way the result would be [the
desired outcome].”

Repetition is another important part of the
training regimen, Cape adds.

Once employees were trained on the top pay-
ers and the tip sheets, Brown says, she did a
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quality check on the information. “Today, for
example, we gave a huge training [effort] on
BlueCross BlueShield,” she says. “Then we went
back and checked and watched to see if [employ-
ees] are [processing those accounts] the right
way. I took a sample of accounts — a very large
sample — to see who was doing it correctly.”

Those still making errors received additional
training, Brown says. In some cases, she notes,
tip sheets are adjusted after quality checks.

Any big changes in the process are covered at
quarterly training sessions, Brown adds, and “in
between those is when we’re checking quality. If
we see a particular problem with a lot of people,
[Cape] will send an alert bulletin with a tip sheet
attached, saying, ‘Everyone be careful with this.’”

Supervisors are asked to make sure all employ-
ees read the bulletin and the accompanying infor-
mation, she says. “Each supervisor is accountable
for the quality scores of the staff, and each manager
is responsible for the quality scores of the team.” If
the supervisor deems it necessary, the trainer will
work one-on-one with employees who continue to
have problems, Brown says. “The tip sheets are so
clear, so concise, that’s not usually needed.”

Access managers from across the health system
meet with Brown once a month to brainstorm
ways to continually improve quality, she adds.

In addition to focusing on proper up-front iden-
tification of the top payers, Brown notes, she also
works with the billing department to trend denials.
That report often determines what the next training
focus will be. “If a certain number [of denials] are
related to BlueCross BlueShield, we need to do
some education on [that payer] this month.”

Each time the department goes through the
cycle of trending denials, educating with tip
sheets, and checking for quality, she says, “we
get a little bit better.” 

Registration errors have been reduced by more
than half, Brown says. The reduction occurred
specifically in those errors that lead to denials.
“For example, a [wrong] patient address does not
cause a denial.

“We found that when we focused on [cutting
denial-causing errors], it increased overall accu-
racy as well,” she adds.

Annual recognition for employees who excel
in claim accuracy has been another important
part of the quality focus, Brown points out.
Those who score 90% or above on claim accuracy
— meaning at least 90% of the claims they pro-
cess are not denied — receive a gold medal, she
says. An accuracy rate of between 85% and 90%

earns a silver medal, and a rate of 80% to 85%
earns a bronze medal, Brown adds.

“Right after we [awarded medals],” she notes,
“everyone — the entire team — jumped to 90%.”

“It was a great year for access last year,” Brown
says. “We got written up in the hospital newsletter,
and the staff was treated to a party and received
[commendation] letters. A lot of times access peo-
ple complain about not being recognized, but we
can’t say that.” ■
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CE questions

5. Under the integrated case management model
adopted by Elkins, WV-based Davis Memorial
Hospital in 2000, case management staff were
cross-trained to handle what two processes?
A. risk management and infection control
B. risk management and discharge planning
C.discharge planning and utilization review
D.utilization review and infection control

6. Whatever the case management model, case
managers should focus on either clinical or
financial issues, but not both, according to
Teresa C. Fugate, RN, BBA, CPHQ, CCM, 
manager at Pershing, Yoakley & Associates 
in Knoxville, TN.
A. true
B. false

7. What is the central component of successful
denial management, according to Joe Denney,
CHAM, director of revenue management at 
The Ohio State University Medical Center in
Columbus?
A. having one area in the hospital where all 

rejections and denials are received
B. appealing all rejections as quickly as possible
C.establishing a multidisciplinary committee to 

discuss appeals strategies
D.all of the above

8. A 2002 initiative at Children’s Health Care of
Atlanta to ensure proper identification of patients’
insurance plans resulted in what percentage of
claims being paid the first time out?
A. 52%
B. 64%
C.70%
D.more than 75%

Answers: 5. C; 6. B; 7. A; 8. D



Case managers in the hospital setting can use
their knowledge as a powerful tool to help the
organization streamline processes and improve
quality of care, which in turn improves reim-
bursement, she says.

“One of the things we’ve found as we work
with hospitals is that a lot of time there is a mis-
alignment of priority from the hospital leadership
down to the case managers. The case managers
are doing the job they believe they should be
doing. The administration says it’s not getting 
the results it needs,” she says.

The case management program should be built
on the strategic plan of the organization.

For example, if the strategic plan is to reduce
the length of stay for the top 10 diagnosis-related
groups, the case management department should
hold its own strategic planning session and iden-
tify its top five priorities for the next year based
on the organization’s strategic plan.  ■

Document outcomes 
to prove your value
Tallying soft savings is not enough anymore

Today’s case managers need to understand out-
comes and track them in order to prove that

their interventions have value, says Mary Jane
McKendry, RN, CCM, MBA, director of educa-
tion, training, and consulting for McKesson and
president-elect of the Case Management Society 
of New England in Hampstead, NH.

“Case management is at a crossroads. We know
that case management brings something valuable
to the table, but now we need to clearly define 
the ways to accurately measure the results of our
interventions and design a way to report on it,”
she says.

McKendry is a member of the Case Manage-
ment Leadership Coalition (CMLC, on the web at
www.cmleaders.org), a group of leaders repre-
senting a broad cross-section of the case manage-
ment field. The CMLC was formed to address the
challenges facing case managers in a changing
health care environment. McKendry is on the
CMLC task force researching quality and out-
comes reporting metrics and return-on-invest-
ment tools and strategies. 

Simply put, outcomes are the end result of 
the interventions a case manager performs,
McKendry says.

In the past, case managers have faced chal-
lenges in documenting their interventions because
they often lacked the appropriate software, there
were no processes in place to document outcomes,
and there were no hard-and-fast rules about what
to document.

McKendry recalls that in a previous job, she
was able to call as many as three clients in a 15-
minute period and make good decisions and sug-
gestions about the clients’ care, but it would take
an hour or longer to document the discussions.

Most case managers who document their out-
comes have had to learn how to do it by the seat
of their pants, she adds.

Some case managers have been doing cost/
benefit analyses and documenting soft savings,
but many people haven’t paid attention to this
because it hasn’t been hard dollars, she says.

The challenge is how to take global case man-
agement strategies such as assessment, planning,
implementation, and evaluation, and build mod-
els that work for organizations to track which case
management interventions are done, which out-
comes should be observed, and how to report on
them, McKendry says.

“Chances are that we document only the most
critical interventions. We are making interven-
tions we can’t quantify or not documenting what
we are doing,” she says.

It is critical for case management departments
to be able to take what a typical case manager
does and link it to cost savings or good outcomes,
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she adds. The information has to be in a form that
can be used to generate a report that documents
the related savings.

“It happens every day. The patient has a con-
cern. The case manager discusses it and directs
them to the right care, helping them avoid an emer-
gency room visit or exacerbating their condition so
much that he or she needs to be hospitalized. These
are important interventions, and we have not done
a good job of documenting them, or we document
them in a narrative form,” McKendry says. 

McKendry suggests that case management
directors collaborate with their information tech-
nology staff to create a way to measure outcomes
and quantify the impact of interventions. Some
case management departments have used an off-
the-shelf spreadsheet program to track their inter-
ventions, she adds.

If your computer technology isn’t sophisticated
enough, create a paper worksheet that case man-
agers can use to jot down their interventions. The
information can be put into the organization’s
data warehouse, she says. 

Start by listing the typical interventions that case
managers perform in a way that makes it easy for
the case managers to check them off. With a soft-
ware application, there can be a screen with places
for the case managers to check off what they did.

Even with paper copies, it’s easier to document
in an outline format than in a narrative form.
Outlines also make it easier to generate reports
later on, she adds.

Every time a case manager does something for
a patient, he or she should fill in the data and
transmit them to wherever your data are stored.

Come up with a way to measure how a case
manager’s interventions have an impact on the
quality of life, clinical, and financial aspects of
care.

Link what you do to those three markers:
Clinically, the patient is doing what he or she
needs to do and knows where to get help. The
patient’s quality of life is better because he or she
feels better. The company is financially better off
because the patient requires less urgent care and
fewer visits to the physician’s office.

“Case managers have to be able to define in
some kind of format the things they do, when
they do them, and the impact they have. It’s not
just that they make calls, it’s what they learn
when they call and what they then do with the
information,” she adds.

For instance, if you call patients with congestive
heart failure to check on their weight, be able to

document that if the patient gained weight, you
helped the patient get in to see his or her physician.
Then you could include in your report that you
helped the patient avoid a potential admission.  ■
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CE objectives

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

the following:
• identify particular clinical, administra-

tive, or regulatory issues related to the profes-
sion of case management;

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

• cite practical solutions to problems asso-
ciated with the issue, based on independent
recommendations from clinicians at individ-
ual institutions or other authorities.  ■
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