
Case management and compliance:
What every CM needs to know
Failure to act could result in jail, civil penalties

As the federal government, private payers, and accrediting agen-
cies crack down on overutilization, underutilization, fraud, and
abuse, hospital case managers need to keep an even closer eye on

what is going on in their hospitals, experts say.
Case managers have the same obligation that every employee in the

health care industry has — to take appropriate steps when they see inap-
propriate care, underutilization, or overutilization, points out Elizabeth
Hogue, a Burtonsville, MD, attorney in private practice specializing in
health care.

If a case manager knows something is wrong and ignores it, he or she
could end up facing serious consequences. Those could include losing
your job, losing your license, going to jail, and paying huge civil mone-
tary penalties, Hogue says. 

“The stakes are very high,” she adds. 
Case managers can create liability for their hospitals if they don’t do

their job efficiently and point out problems with overutilization, fraud,
and abuse, adds Alice Gosfield, JD, of Alice G. Gosfield and Associates,
a Philadelphia law firm. 

At the same time, they can help their hospitals avoid liability by going
through the proper channels to report incidents that may be in violation,
she adds.

“As fraud and abuse moves more and more into quality and medical
necessity issues, the role of case managers is far more linked to what
compliance is all about,” Gosfield says. 

Case managers’ clinical expertise gives them the ability to look at sit-
uation and see compliance issues or unethical practice, assess them, and
understand what steps need to be taken to correct them, adds Mindy
Owen, RN, CRN, CCM, past chair of the ethics committee and a mem-
ber of the executive board of the Commission for Case Management
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Certification and principal of Phoenix Health
Care Associations in Coral Springs, FL.

“Our clinical expertise, even prior to case man-
agement experience, builds us a foundation by
which we can look at situations and issues and
see this compliance issue or unethical practice
and acknowledge the concerns we have about it,”
Owen says. 

While compliance standards may vary among
accrediting bodies and government agencies, the
overall perspective is that if case managers and

case management organizations come across
potential fraud and abuse cases, they are obli-
gated to address them.

“This goes right along the lines of the code of
ethics for CCM [the certified case manager cre-
dential]. If a case manager observes a fraud or
abuse situation, a medical error, or an incidence
of underutilization, it is their duty and responsi-
bility to report it and to ensure that the next steps
are taken to correct the situation and make sure it
doesn’t happen again,” Owen says.

Case managers need to be acutely aware of the
clinical validity of what they are doing, Gosfield
points out, adding that the best defense is to fol-
low national practice guidelines. 

“Case managers need to be looking at trends in
diagnoses or procedures that don’t meet the medi-
cal necessity criteria, and if they notice something
that seems abnormal, they should report it,” says
Beverly Cunningham, RN, MS, director of case
management at Medical City Dallas Hospital.
Look for overutilization and underutilization of
care, she adds.

“Case managers need to look at quality out-
comes as well. As responsible case managers, we
need to balance the clinical and quality scale,”
Cunningham says.

For instance, if a patient has a three-day length
of stay with poor outcomes and another patient
with a similar condition has a five-day length of
stay with good outcomes, the first patient may
not have gotten the care he or she needs.

Take into account the criteria for admissions
and medical necessity based on the criteria of
each payer, she adds.

In many states, Medicare criteria and Medicaid
criteria are different. Each commercial payer may
have its own criteria that must be taken into
account for its particular patients. Private insur-
ance companies also have active programs to take
legal action on fraud cases, rather than just not
paying the claim, Hogue adds.

“We are accustomed to thinking about fraud
and abuse in Medicare, Medicaid, and other fed-
eral and state programs. Private insurance com-
panies have begun to take action because they
have been supported and encouraged because of
actions taken in federal and state programs,” she
says.

Every state has a Quality Improvement
Organization that is assigned to make sure health
care providers do the right thing for Medicare
patients, and they regularly scrutinize hospitals
and other providers.
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For instance, the Texas Medical Foundation 
is studying one-day stays, an area where there 
is some question about whether hospitals are
putting patients in the right status, Cunningham
says.

Admissions for one-day stays are getting
increased scrutiny, she says. “With Medicare, hos-
pitals are paid by the diagnosis-related group
[DRG], and if it’s just a one-night stay, Medicare
is questioning whether the patient should have
been on observation status.”

The one-night stays are becoming more com-
mon as procedures make it possible for patients
to have shorter lengths of stays, Cunningham
points out. For instance, many patients who
once had open-heart surgery now receive stents,
a procedure that involves only an overnight
stay. 

Compliance issues sometimes pose a Catch-22
situation for case managers. Do you do what you
know in your heart is right? Or do you do what
you know is going to keep you employed?

“This is uncharted territory and will present
some very gray areas for case managers to navi-
gate,” Owen says.

For instance, one potential problem for case
managers is admission vs. observation status. 

Case managers have the hospital — their
employer — telling them they need to get the
patient admitted because it’s a better status for
the hospital and they will be reimbursed more
than for an observation stay. On the other hand,
the family or patient may be refusing admission
and want the patient discharged.

Additionally, Medicare is cracking down on
the number of patients who are admitted instead
of being kept on observation status.

“The issue comes down to what, in the case
manager’s expert opinion, they feel is best for the
patient. As a case manager, their role is to be the
advocate for the patient,” Owen says.

On the other hand, admitting the patient may
be in the best interest of the hospital, which pays
the case manager.

There may be conflicts of interests for case
managers: For example, the employer wants a
patient admitted, but the patient doesn’t want 
to be. The case manager needs to balance which
public he or she is serving, Owen says.

“I’m not saying that a case manager will be
doing anything wrong if he or she goes one way
or another. It’s an issue that case managers may
have to grapple with in their own practice,” she
adds.  ■

Act cautiously if you see 
a compliance problem
Take your information through proper channels

If case managers see a problem in their hospital,
they have a responsibility to report it, asserts

Alice Gosfield, JD, of Alice G. Gosfield and
Associates, a Philadelphia law firm.

“Most institutions should have a compliance
program. In addition, virtually every hospital has
a quality improvement process. Case managers
can report through that process,” Gosfield says.

Case managers should be familiar with what
constitutes a compliance problem and the steps
they need to take to report an incident of non-
compliance, overutilization, or underutilization.

The steps you should take will vary from facil-
ity to facility, but it is advisable for all hospitals to
have a compliance program and a chain of com-
mand. Some areas where problems might occur
are inappropriate care, under- and overutiliza-
tion, kickbacks and rebates, and honoring patient
choice of providers.

Look for patterns

Look for a pattern of conduct, not just isolated
incidents, suggests Elizabeth Hogue, a Burtons-
ville, MD, attorney in private practice specializ-
ing in health care. 

Don’t be tempted to investigate by yourself.
Instead, take your information up the line to the
appropriate people in the hospital. “If a case man-
ager thinks he or she sees a pattern of inappropri-
ate care or underutilization, he or she should go
ahead and make the report to his or her supervi-
sor and let someone else investigate. That’s what
the compliance officer is required to do,” she says.

Start by reporting your suspicions to the case
management director, says Beverly Cunningham,
RN, MS, director of case management at Medical
City Dallas Hospital.

“If staff case managers see things that are
going on they think may not be right, it is their
responsibility to report it to me, and my responsi-
bility as director is to study and see if it is hap-
pening or is an anecdotal incident, then to report
it through the chain of command in the hospital,”
Cunningham says. 

The organization is more likely to pay atten-
tion to problems if they are pointed out by the
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case management department as a whole, rather
than by just one person, she adds.

When you do report a problem, make sure you
approach the issue in a professional way and in a
spirit of cooperation. Don’t sound like you have
an ax to grind with whomever you are reporting,
Hogue says. Emphasize that you know you have
an obligation to point out the problem.

Most compliance plans promise anonymity
when someone makes a complaint, but it’s not
always possible to maintain confidentiality while
you are investigating and taking action, Hogue
adds. 

“Part of any good compliance plan is protec-
tion of confidentiality. A good compliance plan
should indicate that retaliation is not allowed,”
she explains.

If you report fraud and abuse and nothing
happens, you have an obligation to go outside 
of the facility, Hogue says. 

She suggests calling the federal Office of the
Inspector General. “There again, there should be
no ax to grind. Case managers should report
what they see and say that they are satisfying
their obligations to bring it to the attention of the
authorities,” she adds.  ■

Educate yourself on 
compliance requirements
Know the steps to follow to report problems

As Mindy Owen, RN, CRN, CCM, travels
around the country for the Commission 

for Case Manager Certification (CCMC), she’s
always surprised to find how few case managers
are familiar with the standards of practice under
which they operate.

“Case managers should become very familiar
with and follow the standards of practice for their
profession. They are the foundation for the prac-
tice of case management,” says Owen, past chair
of the ethics committee and a member of the exec-
utive board of the CCMC and principal of Phoenix
Health Care Associations in Coral Springs, FL.

Case managers who work for an organization
that has been accredited by an accrediting body
or that is looking at accreditation should be famil-
iar with the standards from that accrediting body
as well, she explains.

For example, the Joint Commission on

Accreditation of Health Care Organizations, the
National Committee on Quality Assurance, and
the URAC all have compliance standards that
health care providers must meet for certification.

All case managers, whether they have been
certified by the CCMC, are held to the code of
conduct that has been established by that organi-
zation, Owen points out. “In a court case, if an
attorney asks case managers about the code of
conduct, the fact that they have not been certified
does not exempt them from culpability.”

Case managers also should be familiar with
compliance guidelines for Medicare, Medicaid,
and other federal and state programs as well as
those from commercial health insurance compa-
nies, says Elizabeth Hogue, a Burtonsville, MD,
attorney in private practice specializing in health
care. Some sources for education include profes-
sional organizations, professional journals, and
publications, she adds.

Be very clear about and able to articulate the
philosophy and mission of the organization with
which you are employed, and make sure your
case management efforts are aligned with the
mission of your organization, Own suggests.

“Ethical, legal, and noncompliance issues often
come from nonalignment. If employees and their
organizations have the same philosophy and the
same understanding of the ethical process, they’re
not as likely to get into trouble. But when the orga-
nization is going in one direction and the case
manager in another, that can lead to a breakdown
in communications and possible noncompliance
consequences,” she says.  ■

Include case managers in
hospital’s disaster plan
Trained clinicians can provide vital help

Case managers can provide vital assistance
during a disaster, Toni Cesta, PhD, RN,

FAAN, knows from first hand experience.
When the August power failure hit Saint

Vincent’s Hospital Manhattan (NY), where
Cesta is the director of case management, the
case management department spent 36 straight
hours providing hands-on care for traumatized
patients. 

In the case of a disaster, Saint Vincent’s case
managers are assigned to go to the cafeteria and
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care for the patients who have been discharged
but can’t go home.

During the blackout, those patients included
people who had been injured in the subway
when the lights went out and people suffering
from heat exhaustion and respiratory problems.
Included in the mix were psychiatric patients,
three newborns and their mothers, and patients
who had been discharged from the hospital that
day but couldn’t go home.

The social workers in Cesta’s department were
called on to provide emotional support to the
patients who had been through a traumatic event
and to help others locate their family members.

“The bottom line is that experienced nurses
and social workers can add a lot of value to a 
disaster plan,” she says.

As soon as the power outage hit, the Saint
Vincent’s disaster plan went into effect and the
case management staff went to their assigned
place in the hospital cafeteria and set up a dis-
charge area for patients who had been released
from the hospital or emergency department (ED)
and had no transportation home. 

During a disaster, New York City does not allow
any emergency vehicles to transport patients out
of hospitals. They are to remain free for casualties
and only can transport patients to hospitals, she
says.

Limousine services and other transportation
companies couldn’t help because the power out-
age also made it impossible to pump gas into
their vehicles. Family members couldn’t come
and get the patients because the bridges and tun-
nels were closed and the traffic signals were out. 

Within a short time, the Saint Vincent’s ED was
jammed with patients. “It became clear that the
[ED] was overloaded. They were seeing and
releasing people and because the city wouldn’t
allow us to transport them out, we had to put
them somewhere,” Cesta says. 

Case managers put their ingenuity to work
assembling what was needed to care for the
patients. The patients with head wounds needed
antibiotics; diabetics needed insulin; and people
with respiratory problems needed inhalers.

“The patients we had there, technically, had been
discharged, but many of them still were very sick.
Some were sicker than they should have been, and
we returned them back to the [ED],” Cesta says.

The hospital had a supply of cots that had been
purchased for the staff to sleep on in emergen-
cies, but they weren’t suitable for the patients
because there was no way to keep them from

falling off. The staff brought in hospital beds, but
all of them had been raised for cleaning, and
there was no electricity to lower them. The solu-
tion was to use the big chairs from the dialysis
clinic. The staff brought oxygen tanks into the
cafeteria for patients who needed oxygen. 

Eventually, the Salvation Army brought in 
bottled water and food. Staff already had gone to
the supermarket to buy sandwich materials. The
news reports downplayed the severity of the
power failure, Cesta says. 

“They showed people camping out, laughing,
and coping, but for our hospital and the patients,
it was a disaster. The case managers essentially
were up for 36 hours taking care of patients. It
was dark and hot, and if you turned on the tap,
you got brown water,” Cesta recalled.

Don’t forget to plan for outpatients

Based on her experiences of 9/11 and during
the blackout, Cesta recommends that hospitals
come up with a means to care for outpatients
during a disaster.

“Now we know we have to beef up the con-
cept of the discharge lounge and equip it with
medications and supplies as well as red plugs
hooked up to our generator system,” she says.

When creating a disaster plan, Cesta recom-
mends looking for a clinically appropriate loca-
tion in which to set up a discharge area. The area
should be large enough to handle the influx of
patients you might expect and should include
hookups to the emergency generator system. She
offers the following advice as well:
• Don’t expect to be able to transfer people out

of the hospital.
• If your hospital uses electronic medical records,

come up with a paper system for admissions
and orders when there is no power.

• Think through everything necessary to accom-
modate the patients’ needs. Establish a supply
of medication, oxygen, and dressing changes
— anything that patients might require for any
period of time.

• Develop a system to get medication orders
from the ED and to get the medication the
patients need from the pharmacy. 

• Line up sources for appropriate food and water.
• Secure appropriate places for people to sleep

or lie down.
• Set up a system to accommodate patients who

have been released from the hospital and ED
who need continuing care.  ■
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Do patients get uniform
case management?
Perform assessment of CM practices to make sure

By Patrice Spath, RHIT
Brown-Spath & Associates
Forest Grove, OR

The leadership standards of the Joint Commis-
sion on Accreditation of Healthcare Organiza-

tions (JCAHO) require that hospitals provide “one
level of care” for all patients. The intent of this
standard has been clearly defined by the Joint
Commission to mean that patients who have the
same health problems and health care needs will
receive the same level of care or resource alloca-
tion regardless of time of service, place of service
delivery, or ability to pay. 

For case management departments, this require-
ment can be problematic. Case manager staffing
patterns and screening criteria may need to be
adjusted to ensure availability of case management
services to all patients needing such services. 

Understanding the intent of the standard is key
to a successful survey as well as success in provid-
ing consistent and uniform case management ser-
vices to all patients. The Joint Commission clearly
recognizes that different patients have different
health care needs and that each patient’s individ-
ual circumstances dictate the level of case man-
agement services needed for a positive outcome. 

Response times for case management assess-
ments and interventions should be the same for
patients with similar needs, regardless of whether
they are admitted on a weekday, weekend, or hol-
iday. An approach case management departments
can use to meet this requirement is through the
development of a strategy and plan for the provi-
sion of patient care. The plan must be consistent
with the mission of the organization, be expected
to produce consistent and positive patient out-
comes, and take into consideration the specific
skill levels and competencies of the case managers
who will provide the services. 

In determining the departmental plan for case
management, a delivery model should be selected.

The model for providing case management

services may involve assigning case managers to
particular units or patient populations in order
to efficiently deliver services to the appropriate
patients. Once the delivery model is determined,
the department must clarify how patients need-
ing case management will be identified and how
resources will be allocated to meet those needs.
Policies that specify all patients will be assessed
at specific frequencies based on the day of the
week are outmoded and inappropriate. Do your
case management policies state, for example, that
patients admitted Monday through Friday will
be assessed within 24 hours of admission and
others will be assessed within 72 hours? If so,
you clearly are not providing consistent care
based on patient needs. The time frames must be
the same for patients with the same needs. 

It is acceptable to have different assessment
time frames for different populations based on
the real needs of patients in those groups. For
example, patients admitted to the critical care
unit may not require an assessment of their dis-
charge needs within 24 hours of admission, but
this time frame may be appropriate for patients
admitted to a medical unit. For specific patient
populations, such as orthopedics, it is appropri-
ate to have a policy that states that acute care
patients with a given set of diagnoses will receive
an initial assessment within a shorter time than
patients with the same diagnoses who are admit-
ted to a long-stay unit. 

It is imperative that the time frames for initial
case management assessment be established with-
out consideration for the case manager staffing
schedules. A policy that specifies that patients will
be evaluated within “24 working hours” implies
that the needs of the staff have been considered
rather than the needs of patients. Likewise, time
frames for initial assessment should not be linked
to the patient’s ability to pay or type of insurance
coverage. All patients with similar clinical or psy-
chosocial needs must receive timely and appropri-
ate case management services.

When faced with limited case management
resources, there may be situations where all
patient needs cannot be met. It is acceptable to pri-
oritize patient needs based on an acuity system
that allows for high-priority needs to be addressed
more quickly than lower ones. Variables of illness
severity can be used to establish a system for pri-
oritizing case management services. These vari-
ables include age, specific complications and
comorbidities, level of effect of complications and
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Checklist helps team follow care plan 

Apatient daily goals checkoff form used twice
daily during rounds has helped the surgical

intensive care unit (SICU) team at Hartford (CT)
Hospital achieve a 25% drop in its mortality rate,
while cutting lengths of stay and ventilator days. 

The 800-bed hospital, a level one trauma center
and urban teaching/tertiary care facility, is a
major affiliate of the University of Connecticut
School of Medicine and one of the original partic-
ipants in the “Transformation of the ICU,” or
TICU Project, sponsored by the Veterans Health
Administration to help improve the organization
and delivery of care to the ICU. 

One of the outgrowths of the project was the
concept of a goals form for rounds, first employed
at Johns Hopkins in Baltimore under the direction
of Peter Pronovost, MD. 

“It seemed to work there, and they asked if
other teams would try it; we took that challenge,”
recalls Eric Dobkin, MD, director of the 12-bed
SICU at Hartford. 

The hospital actually formed two different
teams in the surgical and medical ICUs and came
up with two different goals forms. 

“We [the SICU] clearly had outstanding out-
comes, and I think the main reason for that was
the way our form was structured,” he says. 

The form Hartford uses (see checklist, p. 168)
differs not only from the original Pronovost model
but from many others Dobkin has seen imple-
mented — including some in his own facility. “The
real key is that to some extent, the others miss the
point,” he asserts. “Their focus is to use this as 
a to-do list, and I’m sure that is very beneficial.
However, we chose a different path.” 

One of the key elements of the TICU project, he

notes, is improving patient safety. “We felt [with
our form] we could improve quality and patient
safety,” Dobkin says. “That’s why some of our
questions are attributable to patient safety. They
not only reflect the clinical concerns of the
patient, but also their safety and psychosocial
concerns.” 

But the key take-home message, he under-
scores, is that, “We decided to design not just a
to-do list, but something modeled after an air-
plane takeoff checklist.” That’s why, he says, not
only is every item on the list expressed in the
form of a question, but each question is designed
with a default answer of yes. 

The decision on the questions themselves was,
like the SICU team, multidisciplinary. The team
includes nurses, a physician leader (Dobkin), res-
piratory therapist, social worker, and midlevel
practitioners (nurse practitioner and physician
assistant). “We have a multidisciplinary care phi-
losophy in the SICU, and we primarily developed
the form by mirroring the way we presented
patients on rounds,” Dobkin explains. 

“We have rounds twice a day, and they had
been more or less formalized verbal presenta-
tions of the patient, going in systems order —
pulmonary, cardiovascular, neurological,” he
says. “Traditionally, this had been given from
[memory] or from notes. Since we were multidis-
ciplinary, this would include issues around the
whole patient. We thought about this and for-
malized the areas we routinely discussed into
questions [for the checkoff].” 

Multiple versions of the form were used before
the final version was selected. “We asked for input
from our nursing staff, so they could incorporate

Checkoffs play key role in SICU improvement 

(Continued on page 169)
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SICU Patient Daily Goals Sheet

Source: Hartford (CT) Hospital.
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questions they felt were important, too,” Dobkin
explains. His team started with a small “test of
change,” using one or two patient rooms, then
four, then half the unit. 

“Each time, the form changed,” he notes. The
compilation of the questions in their final form
was handled by the nurse practitioner, Denise
Lawrence. 

Communications improved 

Dobkin says that one of the additional benefits
of this form has been the elimination of a problem
he has seen in every ICU in which he has worked.
“Every day on rounds, the residents present the
patients the same way, by system,” he says. “At
the end, the resident inevitably says the plan for
the day is ‘ABC.’ Yet, when you ask the nurses,
they inevitably will say there is no plan. I don’t
know if this is a delivery issue or a reception
issue; but since we implemented this, we have
had total buy-in from the nursing staff.” 

Dobkin has the data to back up this assertion.
At the outset of this program, nurses were pro-
vided with blank goals forms after rounds and
were asked to write down the plan for their
patients. “We found when we measured that the
nurses truly did only know about 50% of the
goals planned,” he points out. “But after we insti-
tuted the [checkoff] procedure, they knew 98% to
100%. We have tested this for a year and a half,
and it has been consistent.” 

While there is no baseline for the residents, the
current data show that 98% to 100% of them also
know their goals every day, Dobkin adds. 

It also provides reinforcement for the nurses
that this form helps them know the goals for the
day, he says. “Nurses feel better organized about
their day.” And even though it is not the form’s
primary function, it also does function later on as
a to-do list for the nurses. 

“Plus, it is a communication form,” Dobkin
explains. “We print it on fluorescent yellow paper,
and we put it in clear plastic sleeves on the break-
away door to the ICU, so everyone involved with
the case can see it.” Finally, he says, it serves as a
safety and quality “force multiplier.” 

Of course, it is the change in outcomes that is
“truly impressive,” Dobkin says. The SICU has
decreased its mortality rate from about 11.4% to
about 8.3% since the checklist began being used,
he reports. “We also decreased [average] length 
of stay by 1½ days and ventilator days on by one
day,” he adds. 

Scientifically, of course, it is impossible to
attribute the entire change to the checklist. “How-
ever, we have had no change in patient popula-
tion, no new technology implemented, nor have
we been doing any other studies during this
time,” he asserts. Could other hospitals duplicate
Hartford’s results? “Yes and no,” he says. “This is
very low tech, simple, and cheap to do. The high
cost is the commitment by the staff, including
physicians, to use it.” 

The checklist is done for every patient every
morning, and revised in the afternoon. Then at
night, the resident and the fellow make sure every
goal is being followed. “What’s necessary is the
absolute devotion and leadership by clinical care
physicians,” Dobkin says. “How did we do it? We
have a great team, and I had the support of the
director of the section of surgical critical care and
chief of surgery.” 

The nurse practitioner and the physician’s assis-
tant also played a crucial support role. “When I
was not there, they reminded the others to adhere
to the plan,” he adds. 

Even so, there was resistance in the beginning,
both from nurses and physicians. However, notes
Dobkin, “they persisted only until they saw the
results.”  ■

Proper patient ID focus 
of hospital initiative
Effort targets intentional fraud, human error

With patient safety a heightened imperative
from the Joint Commission on Accreditation

of Healthcare Organizations, and facing its own
duplicate medical record problem, Truman Medical
Center in Kansas City, MO, launched an initiative
aimed at ensuring proper patient identification. 

The challenges are myriad, explains Nancy
Stringer, director of patient access. “Some [of the
problem] has to do with patients coming in and
being one person one time and another the next
time.”

A man who knows he needs a particular medi-
cal procedure may use his brother’s Medicaid
card to try to make sure the cost will be covered,
she adds. 

“Or a person is in the country illegally, and
someone loaned him a visa to use.” Then there
are the cases in which someone is Willie Williams
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on one hospital visit, William on the next, and
Billy in a later encounter, Stringer says. Adding to
the mix — which of course also includes normal
human error — are cases in which people give
inaccurate Social Security numbers, she notes.

The hospital is addressing the problem on sev-
eral levels, Stringer says, with educational efforts
targeting registrars, clinical personnel, and
patients. 

“We are making sure registrars understand
proper search criteria,” she adds. “For example,
we probably have 40 or 50 Bob Smiths. We’re
telling them to use multiple criteria when they
put that name into the system. If there’s no match
using name and birth date, don’t give up and add
a new patient. Try the Social Security number —
maybe the [patient’s existing file] is under Robert
Smith.”

In addition to educating registrars, Stringer
notes, the hospital also is looking at getting regis-
tration software with a feature that searches for
names that sound like the one being entered. 

The idea behind educating care providers, she
explains, is that they often are privy to informa-
tion that patients may hide from registrars.
“Sometimes, the person is afraid because, for
example, they may have [outstanding] tickets or
warrants against them and feel we might notify
someone about that,” Stringer says. “So they use
their brother’s name or birth date.” 

When the care provider begins taking the per-
son’s history, but is looking at the brother’s chart,
she adds, the deception may eventually be uncov-
ered during their conversation. Other times, she
says, the patient may have trouble communicat-
ing for one reason or another [during registra-
tion], but when the family comes in later, the
family clears up the confusion. 

With these kinds of scenarios in mind, clini-
cians are being urged to share such revelations
with registration personnel, she notes. “It’s every-
body’s responsibility to make sure we have accu-
rate information.” 

Patients, meanwhile, are being targeted with
an effort called Operation Identification, Stringer
says. “We will do a campaign about why [proper
identification] is important.”

The hospital’s public relations department is
working on a flyer — using the colors red and
black to make it stand out — that stresses the con-
nection between proper identification and good
medical care, she says. 

The flyer will encourage patients to bring along
information to verify identity, and to give the

same form of their name on each visit, Stringer
adds. “It will be displayed at registration sites for
patients to pick up,” she says, as well as being
handed out by registration staff.

In conjunction with the new emphasis by 
the Joint Commission on patient safety, Stringer
notes, the proper identification focus will extend
throughout the organization. 

For example, she adds, “When clinicians do a
procedure, they will use dual identifiers, such as
[checking] the armband, [checking] the birth date,
to verify that this is ‘Suzie,’ as well as going over
it verbally with the patient.”  ■

CE questions

17. Case managers cannot be held legally liable for
failing to report an instance of fraud or abuse
that has come to his or her attention.
A. true
B. false

18. Which of the following organizations has com-
pliance standards that health care providers
must meet for certification?
A. Joint Commission on Accreditation of

Healthcare Organizations
B. National Committee on Quality Assurance
C. URAC
D. all of the above

19. What was the first action of the case manage-
ment staff at Saint Vincent Catholic Medical
Centers of New York when the August power
blackout hit New York City?
A. They evacuated the hospital.
B. They went to the hospital cafeteria and set

up a discharge area.
C. They went to the emergency department to

assist in triage.
D. They maintained their normal routine.

20. Which standards from the Joint Commission
require that hospitals provide “one level of care”
for all patients?
A. environment of care standards
B. medical staff standards
C. leadership standards
D. nursing standards

Answer Key: 17. B; 18. D; 19. B; 20. C
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CMS hopes final EMTALA
rule will ease burden
New rule is both good and bad news

There is much to rejoice about in the final rule of
the Emergency Medical Treatment and Active

Labor Act (EMTALA), with many of the most vex-
ing parts of the law either clarified or eliminated
altogether, but there still is plenty to keep you
busy. The new rule will lessen risk in some areas,
but it also may increase liability from a longstand-
ing problem — the difficulty of getting enough
physicians to take call for EMTALA coverage.

The final rule is “good news, some more good
news, and continued bad news,” says Mark
Kadzielski, JD, head of the West Coast health
practice in the Los Angeles office of the law firm of
Fulbright & Jaworksi and an expert on EMTALA.
He says Centers for Medicare & Medicaid Services
(CMS) administrator Tom Scully was on target
when he announced the new rule by saying that 
it “carries out EMTALA in a common-sense and
effective way.” 

EMTALA applies to all hospitals that participate
in the Medicare program and offer emergency ser-
vices and covers all patients treated at those hospi-
tals, not just those who receive Medicare benefits.
Hospitals that violate EMTALA may have their
Medicare participation terminated and may be
subject to civil money penalties of up to $50,000
per violation. Individuals who have suffered per-
sonal harm and hospitals to which a patient has
been improperly transferred and that have suf-
fered financial loss as a result of the transfer also
are provided a private right of action against hos-
pitals that violate EMTALA.

One of the most difficult parts of EMTALA
essentially was eliminated in the final rule, says
Kadzielski. The “250-yard rule,” which was
prompted by an infamous case in which emer-
gency department staff did not leave the hospital
grounds to render aid to someone nearby, was

made moot by new definitions outlining when
EMTALA applies. Instead of the previous interpre-
tation, which stated that the hospital was responsi-
ble for anyone who was within 250 yards of the
hospital campus (and “campus” was defined
broadly), the final rule now makes clear that
EMTALA applies only in specific areas that meet
one of three definitions. 

In effect, CMS is stating that EMTALA applies
only when people come to an area in which they
could reasonably expect to receive emergency
treatment, Kadzielski says. There no longer is any
need to try to figure out where your campus
begins and what falls within 250 yards.

EMTALA does not apply to inpatients

And to make things even better for hospitals,
CMS declared that EMTALA does not apply to
inpatients. That severely limits how much of a
hospital’s operations are subject to EMTALA. 
“If I take my daughter to a doc-in-the-box affili-
ated with a hospital and they don’t screen her
properly, in the old days, I could have sued for an
EMTALA violation,” he says. “Here the new rules
say no, not unless it is specifically licensed as an
emergency room, or held out to the public as a
place that provides emergency care, or unless
emergency cases made up a third of all cases for
the prior year.” 

The bad news involves CMS’s final word on 
the difficulty of getting doctors to take calls for
EMTALA coverage, Kadzielski says. This has been
a difficult part of complying with EMTALA for
years, as hospitals find it difficult to keep enough
physicians on call to ensure that an emergency
patient can get a proper screening or treatment by
a specialist. Hospitals, especially risk managers,
had hoped the final rule would help them force
doctors to take call, but that didn’t happen. 

“The government hasn’t done anything to help
hospitals get physicians to take call,” he says.
“They just said, ‘It’s up to you. Work it out how-
ever you want to, but the hospital has to provide
coverage.’”

ACCESS MANAGEMENTACCESS MANAGEMENT
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CMS decided to stay out of the fight and sim-
ply give doctors and hospitals maximum flexibil-
ity to work out their disagreement, Kadzielski
says. “The final rule also allows doctors to be on
call at more than one hospital and to do elective
surgery while on call, so they’re effectively not
available,” he says. “It makes it easier for doctors
to take call, but it doesn’t give any hints to the
hospital as to how to provide coverage.” 

One part of the rule related to physician cover-
age may seem like good news, but Kadzielski cau-
tions that there is a hidden risk. The rule clarifies
that it now perfectly legitimate for a hospital, for
instance, to have orthopedic coverage on Monday,
Wednesday, and Friday, and to have neurosurgery
coverage only on Thursday. That often is the best
a hospital can manage when specialist physicians
are too few or just won’t take calls.

So that’s good news, right? Not entirely,
Kadzielski says. The final rule will give you a
defense if you were unable to provide enough
physician coverage, but it’s not an ironclad
defense. “If I’m a plaintiff, I’m going to sue and
argue that the way you limited this call is not
rational, not appropriate, and is a violation of
EMTALA,” he says. “The hospital will argue that
the final rule says it’s up to our discretion and
that was our decision. But the patient will argue
you abused your discretion, knew that was inade-
quate call coverage, and therefore, you should
have liability. It’s going to get crazy like that.

“Not only did they make the on-call situation
worse by not providing any guidance, they made it
worse by leaving it all up to the hospital to decide,”
Kadzielski says. “That means that when someone
disagrees with your decisions about on-call cover-
age, it’s all in your lap.”

With that kind of hands-off approach from
CMS, the nationwide on-call crisis is not likely to
improve any time soon. Kadzielski says the final
rule is likely to exacerbate the situation and lead
to more patient transfers when the emergency
department can’t find a specialist. 

George Molzen, MD, president of the American
College of Emergency Physicians in Irving, TX,
agrees and conjures up images of patients being
driven all over town in search of the one hospital
that has the right specialist on call.

“Hospitals also can allow specialists to opt out
of being on call to the emergency department.”
Molzen notes. “This means that patients in need
of specialty care may need to be transferred to
other hospitals. But the question is where? We
already have a shortage of on-call specialists

because of the medical liability crisis. This rule
could exacerbate an already difficult situation.”

And if your hospital is the one that managed 
to keep specialists on call, guess what? All those
transfers will be coming to your emergency depart-
ment. The new rule potentially could leave only a
few hospitals left with medical specialists, which
means those hospitals may be flooded with emer-
gency patients, Molzen says. It could result in con-
flicts between hospitals over who will provide
specialty care and result in delayed care or more
transfers of patients, exacerbating the ambulance
diversion problem. 

Don’t think EMTALA is toothless now

Aside from the on-call issue, the EMTALA final
rule is largely good news for health care providers.
But according to one CMS official, don’t assume
the government is going soft. CMS still has every
intention of enforcing EMTALA diligently, says
Charlotte Yeh, MD, FACEP, CMS regional admin-
istrator in Boston. 

“No one should look at this as a wholesale
change or weakening of EMTALA,” she says.
“It’s just really a much better balance and assur-
ance that patients will get the necessary care
without being overly burdensome to hospitals.
This makes it more manageable.”

CMS intended to clarify much of the EMTALA
rule that had made compliance difficult, and to
codify some court rulings over the past years that
affected how the law was interpreted and enforced.
In particular, Yeh says, CMS wanted to eliminate
the need for “defensive” EMTALA compliance in
those gray areas in which providers had a hard
time knowing whether the law applied. In many
cases, providers played it safe by using EMTALA
protocols, and that led to an unnecessary burden,
she adds. 

For instance, some providers thought the rule
applied to patients who came to the hospital for
outpatient care such as lab tests. They were in the
hospital, so some providers interpreted EMTALA
to mean there was an obligation to provide screen-
ing. The final rule makes clear that such practices
are not necessary, Yeh says. 

“If you develop an emergency on your way to
the appointment or need emergency help, then
EMTALA applies,” she says. “But if you’re being
treated in rehab and develop chest pains, then
the other hospital outpatient conditions of par-
ticipation apply and you don’t have to apply
EMTALA.”  ■
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Some finer points 
of the updated EMTALA

These highlights of the final Emergency Medical
Treatment and Labor Act (EMTALA) rule were

summarized by the Centers for Medicare & Medi-
caid Services (CMS):
• The new rule changes the definition of emer-

gency department to mean any department or
facility of the hospital, whether situated on or off
the main hospital campus, that: 1) is licensed by
the state as an emergency room or emergency
department; 2) is held out to the public as pro-
viding care for emergency medical conditions
without requiring an appointment; or 3) during
its previous calendar year, has provided at least
one-third of all its outpatient visits for the treat-
ment of emergency medical conditions on an
urgent basis.

• CMS clarified the circumstances in which
physicians, particularly specialty physicians,
must serve on hospital medical staff on-call
lists. Under the revised regulations, hospitals
will have discretion to develop their on-call
lists in a way that best meets the needs of their
communities. In keeping with traditional prac-
tices of “community call,” CMS says physicians
will be permitted to be on call simultaneously
at more than one hospital, and to schedule elec-
tive surgery or other medical procedures dur-
ing on-call times. 

• The rule confirms that hospital-owned ambu-
lances may comply with citywide and local
community protocols for responding to medi-
cal emergencies and thus be used more effi-
ciently for the benefit of their communities.

• Hospital departments that are off-campus now
can provide the most effective way of caring
for emergency patients without requiring that
the patient be moved to the main campus
when this would not be best for the patient. 

• The final rule clarifies that EMTALA does not
apply to individuals who come to off-campus
outpatient clinics that do not routinely provide
emergency services or to those who have begun
to receive scheduled, nonemergency outpatient
services at the main campus — for example,
routine laboratory tests. Other regulations and
state licensing laws already cover the hospital’s
obligations to patients in such circumstances.

• The rule clarifies that EMTALA does not apply
after a patient has been seen, screened, and

admitted for inpatient hospital services, unless
the admission is made in bad faith to avoid the
EMTALA requirements. This provision was
adopted to conform to the decisions of five cir-
cuits of the United States Courts of Appeals.  ■

‘Just the facts’ not enough
if patient asks about bill

Question: Is it true that we can violate the
Emergency Medical Treatment and Labor Act
(EMTALA) by not encouraging a patient to stay
for treatment when he wants to leave? We’ve
been told, for instance, that if a patient asks about
financial liability for treatment, we must actively
encourage the patient to stay until he can be
examined rather than just stating the facts about
payment.

Answer: You’re right. You can violate EMTALA
this way, says Susan Lapenta, JD, a partner with
Horty Springer, a law firm in Pittsburgh that spe-
cializes in health care issues. This facet of EMTALA
is particularly confusing to health care providers,
who often are surprised to learn that they violated
the law when they merely answered a patient’s
question honestly and politely, she says. 

To fulfill the intent of EMTALA — ensuring that
people who need urgent care are not turned away
from hospital emergency departments (EDs) — the
government expects providers to go beyond sim-
ply answering a question about possible financial
liability. ED staff should actively encourage people
to stay for treatment even if they are concerned
about the ability to pay, Lapenta says. “It’s not
enough to answer a question about payment factu-
ally and accurately. The government is looking for
the hospital to reassure patients, to say, ‘Don’t
worry about payment. We’ll take care of you.’” 

The concern is that if you simply provide the
facts about payment, a patient will leave the ED
because of payment concerns when he or she
actually has a medical condition that needs to be
treated, Lapenta says. “The government consid-
ers [it] your responsibility to prevent” this from
happening, she adds.
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The issue can trip up ED staff because they
often think of EMTALA violations as overt acts in
which the staff purposefully turned the patient
away. That is a dangerous misconception, warns
Lapenta. ED staff might not understand this point,
she says. “I suspect they know in a general sense
that they’re not supposed to talk about payment,
but I’m not sure they fully understand that the
government expects them to actively encourage
people to stay for treatment. It confuses people
when they know they meant no harm and didn’t
initiate the conversation about payment to try to
scare people off.” 

The government has spelled out what it expects
of ED staff in this situation, Lapenta says, and the
bar is set pretty high. In an advisory bulletin issued
in 1999, the Health Care Financing Administration
— now the Centers for Medicare & Medicaid
Services (CMS) — explained exactly what the ED
staff should do in response to a question about
financial liability. (Financial inquiries are addressed
in item 4 in the bulletin.) 

In a nutshell, she explains, the government
expects ED staff to gently reassure people that
they will be treated as needed without regard to
payment, going to great lengths if necessary to
avoid answering the question directly.

If the patient is insistent and keeps pushing for a
straight answer, the government does allow the ED
to respond, but only after a verbal tango in which
all attempts to elude the answer are exhausted. The
staff member has to work through a series of steps
choreographed to reassure the patient and deflect
payment inquiries. No matter how reasonable and
serious the question sounds at first, she adds, you
just can’t blurt out the facts and let it go at that.

The Bush administration is sending signals
that it is more flexible in investigating such slip-
ups, Lapenta notes, whereas the previous admin-
istration took more of a hard-line approach. 

Of course, an EMTALA investigation is bad
news even if you prevail in the end. Thus, she
advises taking the necessary steps to educate 
ED staff, especially those involved with patient
triage and intake, about this particular risk with
EMTALA. Some hospitals script out what employ-
ees can say, which she says can be a good idea. 

Lapenta suggests a script that goes something
like the following in response to the first ques-
tion, with parts repeated as necessary if the
patient persists in asking: “You need to be taken
care of first. That’s our first concern. We can talk
about money and what you might have to pay
for later, after we make sure that you’re safe. We

have to do this screening examination first to
make sure that you’re OK, and then we can talk
about payment later. We’ll answer all your ques-
tions about that soon, but we really need to con-
centrate right now on making sure you’re OK,”
she adds. 

Educating staff is a key concern with EMTALA
because, if a complaint arises, investigators will
take a hard look at whether a patient was illegally
diverted intentionally or because staff weren’t
adequately trained in EMTALA compliance.
Either of those conclusions is much worse than
staff simply making a mistake with one patient.
“The government is usually more concerned with
whether staff are trained properly than whether
they slipped up one time,” Lapenta says.

[For more information about EMTALA, contact: 
• Susan Lapenta, JD, Horty Springer, 4614 Fifth

Ave., Pittsburgh, PA 15213. Telephone: (800) 245-
1205. E-mail: Slapenta@hortyspringer.com.] ■
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comorbidities, direct clinical and physiological
observations, need for life-support or therapeutic
interventions, admission status, and anticipated
discharge status. Look at having a case manager
on call to respond to specific needs on weekends
and have criteria that trigger case management
interventions. By triaging patient needs based on
established policy, the case management depart-
ment is able to assure consistent levels of service.

Review a representative sample of charts and
determine what level of case management inter-
vention was provided to meet the high-priority
patient needs that were identified during the ini-
tial assessment. Determine what your staffing
requirements would be to provide just these
interventions on a 365-days-a-year basis and
make this your core staffing level. This would be
the staff you schedule every day. Determine what
medium- or low-priority case management inter-
ventions you could provide with additional staff
on a certain number of days and flex staffing up
and down as appropriate. 

Assess your current activities

Perform your own assessment of case manage-
ment practices to determine if a uniform level of
services is being provided. Start this assessment
by examining the language in your policies. If
you find that you use language that suggests dif-
ferent case management coverage on different
days of the week or that you refer to time frames
as “working hours,” it’s time to critically evaluate
your policies. While having coverage policies that
relate to the weekend may not always be prob-
lematic, this type of language could trigger a
more intensive review of your coverage practices
by a JCAHO surveyor. 

Look at your staffing to determine if it meets
JCAHO requirements for uniform performance of
patient care processes. Suppose you work in a 65-
bed rural hospital and you are one of two RN 
case managers. There also is one part-time social
worker who is available two days a week. 

Case management services routinely are pro-
vided only on weekdays, with one of the two 
case managers on call each weekend. This staffing

pattern would appear to show a different level of
service based on the day of the week and could
put your department at risk for not providing uni-
form care if patients routinely required the ser-
vices of both a case manager and a social worker.
A review of case mix and patient needs would be
needed to determine if patient needs are being
met. If, for example, the patient mix is generally
low-risk medical and all high-risk patients are
being transferred elsewhere, the staffing may be
adequate as long as patients meeting your depart-
ment’s criteria for case management intervention
are being seen. 

Of particular concern might be how patients
with psychosocial problems are being assessed
and appropriate discharge planning initiated. If
the RN case managers are cross-trained to con-
duct social work assessments, staffing may be
adequate. If the department has criteria for select-
ing high-priority patients for case management or
social work interventions, an audit may reveal
that all of these patients are in fact receiving nec-
essary services in a timely fashion.

Another area of potential problems is case
management based on the patient’s payment
source. Patients covered by insurance that is
expected to adequately reimburse the facility for
an entire hospitalization should not be consid-
ered low priority for case management services.
Decisions about whether a patient requires case
management services must be based on the
patient’s needs, not expected payment. Some of
the case manager’s struggle is to find sufficient
time for every patient; however, providing a uni-
form level of care means seeing all patients who
meet criteria for case management interventions.
If the workload is too high to ensure compliance
with the department’s policies, it may be neces-
sary to revise the case management triage criteria
or add additional staff. 

The JCAHO survey team will expect to see that
your practice actually follows the policies you
have in place. If you find your policies and prac-
tices are different, assess the cause of this disparity.
Often policies become outdated and new practices
are accepted without updating written policies. At
other times, policies are appropriate, realistic, and
effective but staff members require education and
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feedback to ensure compliance. Take time to evalu-
ate whether case management is provided uni-
formly to all patients based on their needs and
whether actual practices reflect your department’s
policies. 

If your department is in compliance with the
JCAHO standard for uniform patient care, con-
tinue to monitor staff adherence to policies. If you
find areas out of compliance, take steps to remedy
the problems.  ■
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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, administrative, or

regulatory issues related to the profession of case
management;

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

• cite practical solutions to problems associated
with the issue, based on independent recommen-
dations from clinicians at individual institutions or
other authorities. ■
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Hospital Case Management’s annual salary sur-
vey was mailed to readers along with the

April 2003 issue. Questionnaires, response forms,
and postage-paid envelopes were inserted into
that newsletter. The responses contained no
names unless readers wished to include them
along with special comments. The surveys were
compiled and analyzed by Thomson American
Health Consultants in Atlanta, publisher of HCM. 

Getting right to the point

Annual gross income for HCM readers gener-
ally clustered between $50,000 and $80,000. More
than one-fifth of respondents (21.93%) earned

between $60,000 and $69,000. Another 18.42%
earned between $70,000 and $79,999. The third
highest group was $50,000 to $59,999, with 17.54%
of respondents. Only 2.63% earned less than
$40,000, and 8.77% earned more than $100,000.

Most (61.4%) work between 41 and 50 hours
per week, although more than a quarter (26.31%)
work even longer hours. Only 12.28% work less
than 40 hours per week. About 36% received a
salary increase of between 1% and 3%. Another
31.58% had a salary increase of between 4% and
6%. About 15% had either no change in salary or
(1.75%) a salary decrease.

The greatest percentage of respondents —
24.56% — have been working in hospital case

How do your salary and benefits stack up 
against your case management peers’?

2003 SALARY SURVEY RESULTS
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management for between seven and nine years.
Another 22.81% have been working in the field
between four and six years, while only 9.64% have
worked in case management for 16 years or more.
Sixteen percent have worked in case management
three years or less. 

Meanwhile, nearly half (48.25%) of our respon-
dents have been working in health care for 25 years
or more, and a full 81.58% have worked in health
care for 19 years or more. The most common titles
are director of case management (56.14%), case
manager (14.91%), and utilization manager (5.26%). 

Nearly all of our case management respondents
are women (96.49%). About 42% are in their 40s,
but there are a good number in their 50s (37.72%)
and 30s (9.65%) as well. About 42% have com-
pleted at least some graduate work, and another
25.44% have bachelor’s degrees.

When it comes to the number of people super-
vised, responses again ranged widely. About 28.1%
supervise six or fewer people; 29.83% supervise
between seven and 15 people; and 31.58% supervise
between 16 and 40 people. About 8.7% of respon-
dents supervise more than 40 people.

A plurality of HCM’s readers (37.72%) hail from
the southern United States, while 21.93% live in
the northern central states running from Ohio on
the east to the breadbasket states on the west. 

About 21.05% live in the Northeast, and 19.3%
are from the West or West Coast. About 29.8% come
from hospitals in an urban area. Another 28.95%
are from medium-sized communities, 24.56% are
from rural areas; and 15.79% work in a suburban
setting.

As usual, most of respondents, 67.54%, work in
nonprofit institutions; 16.67% work in for-profit
organizations; 8.77% work in either federal facilities

or academic institutions, and 7.02% work for state
or county government facilities.

For the first year, the highest percentage of our
respondents (24.56%) work in hospitals with fewer
than 100 beds. The next largest group — 23.68% —
work in hospitals with between 101 and 200 beds.
Another 21.93% work in hospitals with between
201 and 300 beds, and 9.66% work in hospitals
with 500 beds or more.  ■

Creativity helps with CM
recruitment, retention
Nursing shortage has intensified staffing problems 

Each year, Covenant Health System in
Knoxville, TN, has a “Case Management

University” for nurses in the system who are
interested in becoming case managers.

“The nurses who participate get basic education
about case management and our model. When
there is an opening, they have that certification,”
says Sandra Marshall, RN, MSN, senior vice presi-
dent of organizational effectiveness/clinical out-
comes for Covenant Health.

At Sarasota (FL) Memorial Hospital, the case
management department has done such a good
job of proving its value to hospital administration
that a hospitalwide budget cut had minimal
impact on case management. 

“This is our biggest retention and recruitment
strategy. We have been resourced well because we
have performed well. Case managers who apply
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to the hospital are usually very excited about our
staffing ratios,” says Judy Milne, director of inte-
grated case management and quality improve-
ment at Sarasota Memorial.

Those are two examples of how case manage-
ment departments are rising to meet the challenge
of recruiting and retaining staff as the nursing
shortage grows more acute.

Case management departments across the
country face difficulties in finding experienced
staff, reports Teresa Fugate, RN, BBA, CPHQ,
CCM, manager at Pershing Yoakley & Associates,
a Knoxville, TN-based health care consulting firm.

The problem is compounded by the fact that
hospitals are offering nurses who work the floor
incentives such as shorter shifts, sign-on bonuses,
and higher pay but don’t offer the same benefits
to case managers. Case managers put in long
hours and now have to work weekends and possi-
bly evenings to meet insurance company man-
dates, she adds.

Part of the reason for the differential is that 
hospital administrations on the whole have not
understood the value that case management
brings to the organization, Fugate adds.

That’s why case managers need to start collect-
ing the data they need to show the value of the
program.

“Hospital administrators are financially focused,
and case managers should be showing how they

can affect the bottom line. Until case managers start
collecting the data they can use to show the value
of their services, the nursing shortage can hurt their
programs,” she says.

According to Marshall, when she started
working at her position at Covenant two years
ago, she immediately tackled retention and
recruitment of case managers.

“At the time, salaries for case managers weren’t
what I expected them to be, nor did their respon-
sibilities meet what needed to be met for that level
of nursing practice,” Marshall says. 

She has required that her case managers be at
an advanced practice level and become certified.
When they meet those requirements, they get a
significant pay increase, she adds.

Marshall got approval from the administration
for increased pay for the case managers by show-
ing the value that case management brings to the
organization.

“We looked at length of stay and cost per case
and were able to show that we got a low denial
rate because of the case managers working closely
with the utilization review staff,” she says.

Because of the respect that case managers receive
in the Covenant organization, staff nurses have
been stepping forward and aspiring to be case man-
agers, Marshall says.

The challenge is recruiting RN case managers
who have experience in clinical case management

and utilization review, Milne reports.
“We get a lot of applicants who have

insurance case management experience
but not hospital experience, and that is a
different skill set,” she adds. 

Her hospital has created special pay
incentives for bedside nurses since they
are considered a critical need, a move
that sometimes causes resentment
among the case management staff. 

“Nurse case managers don’t have to
deal with infectious diseases. We don’t
have to transport patients; we aren’t as
likely to have to work on weekends and
nights; and we don’t typically get tapped
for overtime,” she adds.

The case management department
does have support from the hospital
administration who realize the value the
case managers bring to the hospital, she
adds. For instance, the hospital has been
ranked No. 1 in the country for Medicare
efficiency, a rating largely due to the
efforts of case management, she adds.  ■
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