
Learn how to take the lead in your 
hospital’s denials management
Systematic approach should involve staff from all departments

When you tackle problems such as avoidable days and denials
management, keep the lines of communication open with all
departments in your hospital, back up your findings with data,

and make sure you provide training to break the cycle, advises Jim Martin,
revenue cycle management consultant with VHA Inc., an Irving, TX-based
health care cooperative.

For instance, when you have an insurance or demographic issue that
is recurring, meet with admissions staff and make sure they understand
it, he tells his organization’s member hospitals.

If you have a lot of denied days or patients overstaying their autho-
rized length of stay, make sure the rest of the staff are aware of what is
going on and train them on how to avoid the problems, Martin explains.

“Denials management is a huge issue, and it’s often a challenge to fig-
ure out where to start. You’ve got to capture the denials information and
measure it, then trend it and try to understand what the sources of your
denials are,” he says.

Be aware that everybody in your hospital plays a part in denials man-
agement. For instance, the admissions staff must make sure the patient
demographics information and insurance information are accurate.
Utilization management and case management must make sure the visit
is authorized and the person has benefits for that visit.

The medical records people play a role since they supply medical
records information to the payer. People in the business office collect the
information as well and should be informed of any glitches in the system.

Effective management of a hospital’s revenue cycle takes a systematic
approach to coordinate all the interrelated categories, Martin adds.

“As much as everybody wants to be successful on their own, when it
comes to the revenue cycle improvements, you need cross-functional
teams working together,” he notes. 
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In some of the hospitals Martin has worked
with, case managers lead the charge.

“Generally, the organizations that manage
denials well really push the information to the
people who can proactively deal with the issues
before they occur; and in many cases, those are

the case managers,” he adds.
Improving the revenue cycle involves initiatives

in many areas of the hospital, including improving
processes for registration and benefits verification;
improving clinical documentation; timely and
accurate charge capture, coding, billing, and insur-
ance follow-up; ensuring payment accuracy; and
denials management, Martin says. “To be success-
ful, an initiative to improve revenue recovery
should be a collaborative effort between all depart-
ments in the hospital. The challenge is capturing
the information you need and getting it to the
right people so they can understand what is going
on and help break the cycle.”

Lines of communication

Keep the lines of communication open with all
departments, back up your finding with data,
and make sure your provide training to break the
cycle, VHA advises its member hospitals.

For instance, when you have an insurance or
demographic issue that is recurring, meet with the
admission people and make sure they understand
it, Martin advises. If you have a lot of denied days
or patients overstaying their authorized length of
stay, make sure the rest of the staff are aware what
is going on and train them on how to avoid the
problems, he says.

Case managers should work closely with
physicians on the key areas of improving docu-
mentation, measuring outcomes, and cutting
avoidable days, points out George Martin, MD,
team leader for VHA. “Case management and
documentation needs are best handled on a ser-
vice-line basis. Nobody can be all things to all 
people; and within medicine, there are needs for
specialists.” 

A teamwork approach to clinical standards helps
hospitals gain buy-in from those who must meet
them. VHA recommends that hospitals start with
generic standards, such as those from InterQual or
Milliman USA.

“We encourage them to bring all the clinicians
together and create a real definition of what the
expectations for care ought to be and what our
expectations for outcomes are if the patient actu-
ally receives the care,” George Martin says.

Once the external standards have been con-
verted to internal standards, there still are chal-
lenges to eliminating avoidable days.

“You can’t do a lot about the fact that a nursing
home bed is not available, but you do have con-
trol over whether a patient with congestive heart
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failure gets put on an ACE inhibitor,” he adds.
Most of the time, physicians who don’t meet

clinical standards of care don’t meet the hospi-
tal’s financial standards either, he points out. For
instance, if they don’t get their patients started
on antibiotics the first day, the patients are get-
ting sicker, staying longer, and consuming more
resources. 

“The medical staff, in general, are uncomfort-
able with the leap from efficiency and effective-
ness vs. cost of care and length of stay. They’d
rather deal with clinical care, but it comes out the
same in the end. The patients get the care they
need on the level of care they should be on and
get to the next level in a timely fashion,” George
Martin explains.

When the medical staff are comfortable with
the clinical standards because they participated in
setting them, that in turn makes them comfort-
able with measurements based on the standards,
he says. “If you bring the clinical staff together,
put the evidence on the table, and let them partic-
ipate in clinical standards, it’s amazing what you
can achieve.” Don’t expect changes to happen
overnight. Changing a hospital’s clinical stan-
dards can take as long as four to five years,
George Martin points out.

Improving documentation

VHA advises a three-pronged approach to
improving the documentation, Jim Martin
advises:
• Analyze current events. Look at discharge

data and compare them to the norm, then
examine a sampling of medical records to
understand how things are being documented.

• Compare your data to the norm. Include your
discharge data and documentation data in the
comparison.

• Pinpoint opportunity. Look for cases where
there are deviations in documentation compared
to what might be normal distribution of patients. 
Hospitals should put a lot of time and energy

into educating the physicians on the benefits of
accurate documentation, Jim Martin says.

Case managers should focus on the integrity of
the documentation, working with the physicians,
nurses, and coders to make sure there is complete
accuracy and absolute clarity in documentation.

“The documentation drives the coding. It has
to be right,” Jim Martin adds. 

He suggests that case managers work with
physicians to make sure they understand how

documentation affects the coding and the billing.
“There often is a mismatch between clinical

terminology and terminology in the billing and
coding side. By using certain terms, we drive
coding that we didn’t intend to drive,” points out
George Martin.

For instance, if a patient is admitted with
pneumonia and didn’t come from a nursing
home, the physician is likely to write “commu-
nity-acquired pneumonia” on the chart, meaning
there is no underlying cause. In many cases, the
patient will be coded at a simple pneumonia
DRG, although he or she may have higher needs
than a patient with a simple pneumonia.

In another example, a patient with a urinary
tract infection and high fever with potential sep-
sis may be admitted to the intensive care unit on
high doses of antibiotics. If the physician writes
urinary tract infection on the chart, it translates
into a bladder infection when coded, a condition
for which hospitalization is not required.

“We need to educate doctors to write suspected
sepsis on the chart so the patient will be coded on
a higher DRG,” George Martin says. Case man-
agers should ensure that coding is accurate to
ensure the hospital is not underpaid and so that
quality measurements will be accurate, he adds.

For instance, there is some expectation of mor-
tality in a patient with urinary sepsis but not with
a simple bladder infection. “The physicians learn
through clinical documentation initiatives ways
that they can benefit in their own practice. For
instance, they learn how it can equate to making
sure their case-mix index reflects the actual
patients they are seeing,” Jim Martin says.

Physicians are very data-driven. He suggests
that you show physicians examples of where
there are opportunities to code more accurately
and back it up with data analysis. Couple the
data analysis with education on correct coding,
Jim Martin adds. 

An effective initiative is to create a clinical doc-
umentation reminder tool that can be slipped into
a physician’s pocket. He advises customizing the
tools to individual specialties or where the indi-
vidual physician is seeing the most activity.

“These tools help make sure the physicians are
completing documentation. They don’t tell them
how to do it but ask if they think about certain
things,” Jim Martin says.

After you begin the initiatives, have an ongo-
ing measurement and monitoring tool to con-
tinue to provide feedback. Start with a baseline
analysis. Look at opportunities where better
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documentation may equate to more revenue.
Check to make sure that your hospital isn’t 
overcharging or at risk for hitting audit flags.

“The starting point of any clinical documenta-
tion analysis is any area where there is an opportu-
nity to document more accurately to increase
revenue or avoid putting the hospital at risk for an
audit,” Jim Martin says. Measure, measure, mea-
sure. “As you measure, you may be able to drill
into specific areas like a service line or a particular
set of DRGs. Look at your high-volume procedures
and your high-revenue procedures,” he says.

At the end of the day, case managers should
make sure that the documentation is complete
and accurate and reflects the clinical encounter
with the patient and the patient disposition.

“If the result is that it’s improving revenue,
that’s great. If it’s bringing documentation in 
line so the hospital is compliant in the way it is
billing, that’s a benefit, too,” Jim Martin adds.  ■

Case managers work on
the unit with staff nurses
Initiative improves patient care

At Delnor Community Hospital in Geneva, IL,
case managers work side by side with the

clinical staff nurses, an arrangement that has
helped earn the hospital the coveted “magnet”
designation from the American Nurses Associa-
tion in Washington, DC.

The process started five years ago when a group
of discharge planning RNs and staff nurses met to
discuss how well they were or were not meeting
the needs for patient care, according to Linda
Deering, the hospital’s vice president and chief
nursing officer. The new model was designed
jointly by the nursing staff and the discharge plan-
ning staff during a series of meetings.

“We worked to eliminate territorial attitudes
that have developed in health care over the years.
We feel pretty confident that we broke down the
walls between one clinical service and the next,”
she explains.

Under the new model, the discharge planners,
all RNs, are assigned by unit and work on the
floor directly with the staff nurses.

An experienced nurse on each unit has been
designated a patient care coordinator and works
closely with the discharge planning nurse.

The patient care coordinators are involved in
direct patient care every day and are selected to
take on the role of the more expert clinician. They
have been on the unit longer and provide exper-
tise for the novice nurses. “They are more involved
in knowing what happens in the day-to-day plan
of care as opposed to a nurse who comes in, and
can only focus on one shift,” Deering says.

The discharge planning RNs and staff nurses
make rounds together every day and jointly
develop a plan of care and discharge plan for
each patient. They pull in social workers, thera-
pists, and other ancillary staff when appropriate.
They check on the patient’s progress toward dis-
charge daily and, as a team, collaborate about
progress on the plan of care. “It’s a ‘just-in-time’
relationship. They act on things in a more timely
manner rather than chasing each other and trying
to catch up,” Deering notes.

The team takes a computer terminal into the
patient room and has access to laboratory results,
X-rays, and other information during the visit.
“Instead of sitting in the break room together and
talking about the patients, we take the team
together to the patient bedside. They communi-
cate throughout the day consistently and in real
time,” she says.

Since the integrated program began, the hospi-
tal has seen a decrease in length of stay compared
with the severity of illness and increases in
patient satisfaction, physician satisfaction, and
employee satisfaction. 

Results of all three satisfaction surveys gener-
ally range in the 98th to 99th percentile, she adds.

“All of the measures together show that we are
meeting and exceeding the needs of the patients,
physicians, and employees,” Deering says. 

In addition to measuring patient satisfaction,
the clinical staff at Delnor rate their satisfaction
with other disciplines. The hospital has devel-
oped satisfaction surveys on which the physi-
cians rate the nursing staff and similar surveys
that nurses use to rate individual physicians.
“When you start measuring satisfaction regularly,
everybody’s behavior improves,” she says. 

The department began measuring nurses’ sat-
isfaction with physicians about 18 months ago
and re-measures every six months.

“We took about six months building it and get-
ting the medical staff concurrent,” Deering says.

The five-question survey rates physicians on
overall quality of care and communications skills
and is similar to the survey that physicians use to
rate nurses. The nurses receive a survey sheet for
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all of the active practicing physicians with a mini-
mum admission rate. They rate only the ones with
whom they have personal practice experience.

The physician satisfaction report includes
aggregate scores, and each individual physician
gets to see his or her own score. 

After experiencing the benefit of physicians
rating nurses and nurses rating physicians, the
medical staff have decided to start having physi-
cians rate physicians as well.

The discharge planners don’t report to the nurs-
ing unit. “They report to the utilization review/dis-
charge planning department, but that doesn’t give
us excuses not to be partners,” Deering says.

The physicians depend on the discharge plan-
ning nurses and have expressed a preference to
work with them every step of the way, she adds.
“It’s totally a two-way street. We went back to
rounding with the physicians and being of service.
We realize that their time is money, and we try to
make their job efficient by maximizing the amount
of clinical information available to them.”

The hospital has developed a shared decision-
making model for each unit. Unit-based councils
identify performance improvement efforts for
their team. “We have a structured accountability
model. It starts with an annual set of organiza-
tional goals, and each team across the whole
organization is supposed to develop team goals
that support the organizational goals,” she says.

Typically, there are five organization goals. The
team goals comprise 25% of an employee’s merit
evaluation. An additional 25% of the merit evalu-
ation depends on the organization’s outcomes
toward the goals, Deering explains. “The fact that
50% of an employee’s merit increase hinges on the
results of an organization encourages teamwork.”

Achieving magnet designation was a three-year
process that involved all of the clinical staff. The
standards require that nurses be allowed and
expected to work autonomously and that mem-
bers of all the hospital disciplines treat each other
with respect. Among the other standards for mag-
net designation are:
• quality nursing leaders who are strong advo-

cates for their staff;
• professional models of care in which nurses

have responsibilities, accountability, and
authority in providing patient care;

• a strong organizational structure that includes
nurses in decision making;

• quality improvement initiatives that involve
nurses;

• professional development opportunities

including inservice education, continuing edu-
cation, and career development;

• personnel policies that offer competitive
salaries and benefits, creative and flexible
staffing, and opportunities for promotions.  ■

Delight internal customers
with top-rate service
Know how to deal effectively with complaints

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

When people are unhappy with case manage-
ment services, they will tell someone about

it. In fact, research shows that people who have a
problem are likely to tell eight to 10 other people
about it. 

However, fewer than one in 20 people who
have a complaint will protest formally. 

That’s why standard customer surveys and
informal complaint systems can’t be relied on to
uncover case management problems. The case
management department that wants to provide
top-rate service should encourage, even welcome,
complaints. While often case managers view
patients and their families as primary customers, it
is important to remember that many customers are
internal — physicians, nurses and other care-
givers, billing and admissions staff, quality and
risk management staff, pastoral care, and others. If
these internal customers find a deaf ear when try-
ing to explain about a problem with case manage-
ment services, a feeling of ill well is created. Also,
the department loses out on valuable feedback.

Good internal customer service should be a part
of every case management department’s perfor-
mance improvement strategy. 

Complaints represent valuable information
about recurrent problems. They can point the way
to understanding the root causes of service prob-
lems and help the case management department
target core functions that need improving. The
department should make it easy for physicians
and staff members to complain, even encourage
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complaints. Then, where appropriate, the depart-
ment should bend over backwards to set things
right and make changes so that future problems
are eliminated. Effective handling of internal cus-
tomers with problems is critical to the depart-
ment’s reputation.

The case management department should have
a customer service policy that addresses both exter-
nal and internal customers. (See sample policy,
above.) But statements about the importance of
customers are only as good as their impact on
behavior; case managers need to “walk the talk.”
The department director must motivate staff posi-
tively by listening to and acting on internal cus-
tomer suggestions and rewarding employees’
customer service efforts. When customer satisfac-
tion is viewed as important to the director, case
managers are more likely to support the efforts.
Every case manager should understand the cus-
tomer-related requirements of their job and meet
those requirements. Department policies should
emphasize the importance of listening to internal
customers when designing new services or chang-
ing existing procedures. This theme must be com-
municated throughout the case management
department and made clear to every employee.

The goal should be to delight internal customers,
not just meet basic needs. Don’t be casual about
dealing with internal customers. 

If staff in the department have an “I’ll get to it
when I can” attitude, physicians and staff mem-
bers won’t feel valued as customers. A customer-
focused case management department encourages
customers to complain. Often, if case manage-
ment activities are not working well, it’s your
internal customers who are the first to know, and
this information is valuable to the department.

It makes good business sense to empower case
managers to do what it takes to satisfy internal cus-
tomers by ensuring they have sufficient authority,
training, and responsibility. Sometimes, a careful
explanation of the reason for a decision or empa-
thetic listening along with an apology is all that is
needed. In addition, when frontline case managers
effectively resolve routine problems, the director
can focus on enhancing core case management pro-
cesses to improve service quality.

The case management department director
shouldn’t use complaints to play “gotcha” with
case managers. Most complaints are caused by
case management procedures or policies that
don’t meet the expectations of the internal cus-
tomer. Complaints should be used to find and
resolve the problem. Employee fear and resis-
tance at sharing common complaints is greatly
reduced when everyone knows the director is
focusing on how the department can do better at
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Statement of Commitment to Customer Service
Our Promise to Our Customers
We are committed to providing effective, efficient, responsive, and high-quality services to all our customers;
therefore, the case management department has adopted the customer service standards set forth below:

Responsiveness: 
✔ We will respond promptly to written, telephone, and e-mail inquires in a patient, pleasant, helpful, and profes-

sional manner. 

Service Quality: 
✔ We will be knowledgeable, courteous, and dedicated to the effective and professional performance of our

duties and responsibilities; that is, we will try to “get it right.” 

Effectiveness: 
✔ We will strive to find solutions to issues before they become problems. Toward this end, we will continually

review and assess the effectiveness of our internal procedures. 
✔ Whenever practical, we will use meetings, electronic means, and/or notices and comment procedures to

obtain your views, which we will use to make process improvements. 

Efficiency: 
✔ We will respond promptly to requests for assistance or advice on departmental functions and areas of 

responsibility. 
✔ We will make every effort to provide concise and accurate information. If such information is not immediately

available, we will inform you when you can expect to receive the information. If the requested information is
outside our purview, we will provide appropriate referral to other sources for the information. 
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Reducing LOS is another important goal

Anew preadmission program at the University
of California (UC) Davis Health System is

building a stronger link between hospital and
physician’s office and identifying issues — much
earlier in the process — issues that might affect
length of stay (LOS).

In addition to reducing LOS, the initiative is
aimed at increasing patient and physician satis-
faction, as well as heightening physician aware-
ness, says Karen Warne, RN, manager for patient
services and transfer center.

As an academic medical center and regional
referral center with a large proportion of its popu-
lation either nonfunded or underfunded, she notes,
UC Davis gets patients who are “the sickest of the
sick and the most complex of the complex.” 

“If we are going to improve efficiency and use
of resources, we have the best opportunity to do
this with our scheduled admissions,” Warne
explains. “We thought if we could move the
energy spent once the patient is in bed, where
nurses look at unidentified needs, to [a time in
advance of] scheduled admissions, there would
be some opportunity to work with patients
proactively to identify the kinds of things they
will need for a safe discharge.

“It can be as simple as understanding that the
patient lives in a rural area that may be serviced
in a limited way by home health,” she adds, “or
as complex as a patient who’s homeless and nor-
mally lives under a bridge who will need intra-
venous antibiotics after discharge.”

The patient in question might be, for example,
an 80-year-old widow who lives alone, is inde-
pendent, but is going to have surgery that will
require not just a funding source, but family

support or resources, Warne says. “Has the fam-
ily been contacted? Has she been able to make
arrangements [for care after discharge]? If not,
what resources are available?” Contacted before
admission, before she’s in post-surgical pain, she
points out, the patient is in a better position to
be a participant in her own care plan.

Although no additional dollars were allocated
for the program’s startup in the fall of 2003,
Warne says, she was allowed to designate Kori
Pilkington, RN, one of the hospital’s utilization
review/discharge planning nurses, to take the
new position of preadmission nurse.

“My goal is to demonstrate her value,” Warne
says. “A physician might be deciding to admit a
patient for what really would [more appropri-
ately] be an outpatient work-up, and Kori will be
able to talk with the physician, have our physician
reviewer look at the case, and a decision might be
made to handle it in a more cost-effective way.”

It won’t take many cases of deferring elective
procedures found not to be medically necessary
in the acute setting, or where the patient avoided
a prolonged hospital stay because discharge ser-
vices were arranged in advance, to justify funds
for the program, Warne suggests.

To identify patients who might be at risk for
longer LOS, Pilkington telephones patients to ask
about their post-discharge plans and their percep-
tion of what their post-discharge needs will be. She
also reviews available medical records, and may
speak with the physician or clinic staff. When her
assessment is complete, a copy of her notes goes to
the discharge planner who will have the case, as
well as into the medical record, Warne adds.

Some of the clinics associated with UC Davis
have collaborated with Pilkington to develop a

Program targets patient, physician satisfaction

(Continued on page 74)
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questionnaire that patients, with a nurse’s help if
needed, can fill out in advance of their hospital
stay, she says. The questionnaire, which includes
10 questions designed to help determine if the
patient will need assistance or another level of
care after discharge, then is faxed to the pread-
mission nurse. (See questionnaire, p. 72.)

The questionnaire addresses issues as simple as
whether the patient has transportation from the
hospital or as potentially complicated as whether
the patient is a caregiver. “It’s not unusual to find
there is a developmentally disabled adult child at
home and now the patient, who is the caregiver,
has to go to a lower level of care before going
home,” Warne notes. 

In one case, she says, clinic personnel assumed a
patient would have help after discharge from the
hospital because they knew she had a daughter. 
“It turned out the lady had told her daughter, ‘Go
ahead and take your vacation to Europe — it’s a
good time because I’m going to be laid up.’”

Another time, Warne says, a patient who lived
in a trailer with no electricity asked about trans-
portation and was told by a person at the clinic,
“Oh, the discharge planner will take care of that.”

“These are the kinds of things we’re hoping to
identify early on, shift some of the workload for-
ward and improve communication between the
outpatient and the inpatient settings,” she adds.
It’s my observation that we operate in silos. We
are working to improve the transition of care
across the continuum.” 

In the case of the latter patient, Warne explains,
Pilkington’s assessment revealed that while a
church group had arranged to take the person to
the hospital, nothing had been planned regarding
post-discharge transportation. She helped him con-
tact the church to set up the return trip. Without
that intervention, Warne notes, the discharge plan-
ner ultimately would have taken care of the prob-
lem, but the patient’s discharge would have been
delayed while transportation was arranged.

In the case of a patient coming from a psychi-
atric facility — for cancer treatment — Pilkington
discovered that the person’s family was making
arrangements to move him closer to them, she
says. As a result, the hospital was able to transfer
care to the physician in that area who would be
following the patient’s long-term care.

“[The preadmission initiative] is making sure
all the pieces are considered, breaking down silos
by creating a flow of communication, and being
able to offer expertise on some of the things the

typical nurse or physician may not know,” Warne
adds. Part of increasing physician awareness, she
notes, is educating physicians so they are consider-
ing “nonmedical things,” such as funding issues
and resource issues, that will affect the use of med-
ical resources. 

Pilkington, meanwhile, says one of the most
enjoyable parts of her job has been interacting with
the mostly elderly patients as she tries to identify
their needs. “A lot of them are delightful to talk
with,” she says, and appreciative of being con-
tacted. “An orthopedic patient who was going to
have a spinal fusion — a 79-year-old widow —
was so thrilled. She said, ‘I am so happy you called
— I didn’t realize UC Davis cares about me.’”

Tracking tool on the way

Although evidence of the new program’s success
is anecdotal at present, UC Davis is developing a
tracking tool that will determine outcomes more
precisely, Warne says. “[The tracking tool] is a
mechanism to gather data to identify what educa-
tional initiatives we might need to consider with
clinics or physicians, what the problem areas in the
health system are regarding decision making in our
use of resources, and hopefully, to identify patients
who might benefit from having an assessment
made prior to hospitalization.”

In using the tool, Warne explains, the pread-
mission nurse will fill out an intake form that
documents the outcome of her interventions and
fax it into a database. (See intake form, p. 73.)
Except for the narrative information in the “com-
ments” part of the form, she adds, the data will
fall into the various fields of the database. “This
will provide data to support the outcomes of this
new program, as well as identify areas that will
benefit from process improvement,” she adds.

The preadmission nurse will indicate whether
the patient has met InterQual criteria, used to
determine the appropriateness of the admission,
Warne notes. However, that the InterQual outcome
is used only as a screening guideline and is not the
final decision. InterQual is a clinical decision sup-
port tool produced by McKesson Health Solutions
in Newton, MA. If the case doesn’t meet the stan-
dardized criteria, she says, it is bumped up to a
physician reviewer, who makes the final decision.

“We’ll be collecting date of admission and
medical record number and hope to match that
with registration data to see if we’re noticing a
difference in overall LOS, patient satisfaction, and
reimbursement,” Warne says.  ■

(Continued from page 71)



Use creative thinking to
streamline ED patient flow
Program WOWs hospital ED

Adramatic overhaul of the emergency depart-
ment (ED) process at Paradise Valley Hospital

in National City, CA, began with a single question
from the director of emergency medicine.

In the midst of an animated discussion of the
myriad problems in the facility’s ED — where
registrars behind thick glass partitions faced
noisy, contentious patients on one side and
nurses complaining about tardy face sheets on
the other — he asked, “What if we just shut the
windows?”

It’s indicative of the outside-the-box thinking
of the team that was brainstorming solutions, say
Melanie Betancourt, FHFMA, director of patient
financial services, and Stephanie Baker, RN,
CEN, MBA, director of emergency services, that
the answer was not, “We can’t do that.”

Instead, Baker adds, the response was another
question, “How would we work the process of get-
ting patients triaged and out of the department?”

With that question, she says, the idea of bed-
side registration was born, along with a project
name — Wipe Out Waiting, or WOW.

This six-person core group, which also included
the ED admitting supervisor, the admitting man-
ager, and the nursing manager, identified in April
2002 the concepts it would work toward, notes
Betancourt. 

The team later expanded as needed to include a
secretary, nurse educators, registration line staff,
and information systems and security personnel,
among others.

The representation of security personnel was
key, Baker says, because with no glass to protect
registrars, security would have to be enhanced. 

“Our hospital is in a low socioeconomic area,
and the waiting room tended to be wild with
people complaining, wanting to get back [to the

treatment area] to see family members, and
homeless people coming in just to get shelter,”
she continues.

Other concerns, she adds, included the con-
stant interruption of registration staff, not only by
patients’ friends and family, but also by people
asking directions to other areas of the hospital,
and the need for patient confidentiality, under-
scored by the Health Insurance Portability and
Accountability Act’s privacy standard, which
became effective in April 2003. 

A crucial issue was the need to accommodate
the 5% to 8% increase in patient volume the ED
had been experiencing for each of the previous
three years, but without adding space, which is
limited, Baker says.

The project’s underlying concept, she explains,
was to eliminate the typical ED experience of
sequential processes interspersed by wait times
— the patient signs in, is seen by a triage nurse,
goes to the lobby to wait for his or her name to be
called to give basic registration information, then
sits down and waits to be summoned by a nurse,
and so on. 

At the outset, Baker explains, the team looked
at every segment of time in the ED process, some-
thing the hospital already tracked. The segments
are as follows:
• triage to bed;
• bed to interaction with physician;
• physician interaction to disposition (a decision

on what to do with the patient);
• disposition to discharge (how long it takes to

either admit the patient or send the patient
home, for example).
“The cycle time from when patients got to the

room to when they got out wasn’t bad,” she says,
“but the waiting room was where we were losing
a lot of time, so reducing triage-to-bed time
became our goal. That’s where we decided we
could get the biggest bang for the buck.”

The WOW project team met weekly, setting
short- and long-term goals, and by August 2002,
was ready to do a two-week test to see if the con-
cept would work, Baker says. The team presented
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its plan to the hospital’s senior leadership team,
which approved the purchase of three laptops and
other equipment, as well as the temporary hiring 
of additional registrars and security personnel, she
adds. “We knew if we were moving to bedside 
registration, we would have to have laptops and, 
in a perfect world, would want to have 24-hour
security.”

Approval came with the condition that the
improvements ultimately must be budget-neu-
tral, she says. “We would have to make up the
salaries by improving registration, collecting co-
pays, getting good financial data, and employing
a cash-pay program — but first we had to find
out if [the new process] would work.”

It was evident right away that the new process
was a success, Betancourt says, with triage-to-bed
time shortened dramatically. What also was clear
when the trial period was over, she notes, was
that it would be a mistake to stop the momentum
that had been created.

“The core group came back together and said,
‘We have to keep going. If we stop and then try 
to start again, we’ll have an all-out war on our
hands,’” she adds. “We had no idea how painful
[the transition] would be. To go through that and
then go back to the way it was before wasn’t
going to work.”

Since the WOW process was implemented, the
Paradise Valley ED has shown a 27% reduction 
in triage-to-bed time, from 45 minutes to 32 min-
utes, Betancourt says, while point-of-service col-
lections have increased from about $160 per day
to about $300 per day.

To put the collection increase in perspective,
she says, it’s important to note that that National
City has one of the lowest per-capita incomes of
any city in California. “In the past, days would
go by and not a single copay would be collected.” 

With the same number of beds, Baker says, the
EDs average daily census has increased about
20%, from 84 patients a day in 2001 before WOW
was implemented, to 104 at present.

And despite the census increase, Betancourt
points out, there has been little or no increase in the
number of unfunded accounts. “That tells me we
are doing a better job of verification and getting
information into the system.” The implementation
throughout the Adventist Health System, of which
Paradise Valley is a part, of the HDX interactive
process for eligibility checking has been “very ben-
eficial,” she notes, because of the hospital’s high
number of Medicare and Medi-Cal (the state’s ver-
sion of Medicaid) accounts. 

When time came to start the new process, Baker
says, “we shut the registration windows in the
lobby and pushed couches against them,” and
security guards began 24-hour staffing of a
podium in front of the triage booth. What hap-
pens now is that the security guard greets people
who approach the area, she explains, and asks if
they’re there to be seen in the ED or responds to
requests for directions — relieving registrars and
the triage nurse of those time-consuming tasks.

If the person is an ED patient, he or she fills 
out a short form that asks for name, date of birth,
chief complaint, and time, Baker adds. The triage
nurse, who is in a room with a window that pro-
trudes into the waiting area, speaks to the patient,
asking what he or she is there for and, if busy
with another person, does an “across-room assess-
ment,” she says. The nurse then brings the patient
in for a “quick triage,” lasting no more than two
minutes, in which she asks about medications,
allergies, and gets vital signs.

In the meantime, Baker adds, the nurse takes
the form the patient has filled out, verifies that
information, and passes it through an opening
into the registration area, where the registrar
starts a miniregistration on the patient.

If the patient has been to the hospital before,
the account immediately comes up on the com-
puter screen, she adds. If not, a medical record
number is assigned.

The patient then moves from triage into the
registration area, where the registrar verifies the
demographic information and asks the patient to
sign the conditions for treatment form. An identi-
fying wristband also is put on the patient at this
time, Baker points out, so that, if there is a wait,
the nurse can begin any standard procedures she
deems necessary, such as a basic lab test.

“It is also a ‘psychological capture’ of the
patient,” she notes. “If patients are banded early,
they are less likely to leave before treatment.”
And if the patient does leave before treatment,
Baker adds, “we could still make a chart, because
we have the basic demographics and could call
and see how they are.”

If a bed is open in the treatment area, the
patient goes directly to a room, not back to 
the lobby, Baker says. “The triage nurse works
closely with the charge nurse, using a portable
in-house phone, to see which beds are open.
The chart follows the patient to the treatment
room, where the nurse assigned to that room
takes over care. 

“This gets the patient to the room quicker and
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gives the physician the opportunity to get in
faster,” she adds. “Typically, the physician writes
the orders, the nurse initiates the orders, and
while waiting for labs or X-rays, the registrar
goes in and gets further information from the
patient.”

While waiting, Baker says, the registrar is veri-
fying insurance and, in the case of unfunded
patients, may give the person the appropriate
paperwork to apply for Medi-Cal. For unfunded
patients who don’t qualify, the hospital has a dis-
count program in place. Because the ED area is
completely locked down, there is not a problem
with patients leaving after treatment but before
discharge, she points out. “We have them all leave
through the main entrance, which is where the
main registration and triage happens, so there is
one more chance for a registrar to talk to the
patient if needed.”

The only difference in the process in the event of
a full house is that the next two patients to receive
treatment are put on a couch that is just outside the
registration area, Baker explains. “This reminds the
staff that there are always people waiting.”

If there are more than two people waiting, they
do have to go back to the lobby, she says. “We try
to give them an estimate [of how long the wait
will be], and the triage nurse makes rounds every
15-30 minutes to see if they’re OK. If the patient’s
condition changes, they can upgrade as needed.”

One of the most striking things about the
WOW process, Baker continues, is that it com-
pletely changed the dynamic of the ED waiting
area. “It’s now calm, well-controlled, and security
has taken over the visitor-pass area. [The security
guard] has a portable phone to check with the
[treatment area], and assigns yellow badges to
those who are allowed to go back.”

In the past, she notes, a nurse or registrar
might open the door for one person, and several
more would slip by.

“We also have a better idea at night of who is
coming in and out of the facility — we call them
visitors, vendors, and violators — and if anyone
looks shady, security has time to interact with
them,” Baker says. “We get very specific notes 
from patients, saying they appreciate the changes.”

Because of the more controlled setting, she
adds, “the triage nurse is much quicker and more
focused because she is not being interrupted 50
times. She can keep a close eye on the lobby
because she is not managing as many people.
Most are going [directly] back to a room.”

Baker and Betancourt emphasize that the pro-

ject’s success would not have been possible with-
out a cooperative multidisciplinary team.

“Admitting can’t do it alone,” Betancourt
stresses. “When we do a presentation for our sis-
ter hospitals or other local facilities, we always
emphasize that having the integrated team work-
ing together is really important.”

“We were certainly dependent on the inpatient
side,” Baker says, noting that the success of the
ED operation is tied directly to its ability to get
patients admitted in an efficient manner.

Although a bed manager had been hired before
the WOW program began, she adds, her role was
redefined as a result of the ED initiative. “We did
a big push of what it meant and why we were
trying to get patients out of the ED so quickly.”

“As a team, we were very fortunate,” explains
Betancourt. “There were no ego problems, no one
saying, ‘The physicians don’t want to do it this
way.’ Everybody was bringing ideas forth to make
sure we were compliant in all areas — particularly
with EMTALA [the Emergency Medical Treatment
and Labor Act] — and that we would treat patients
with respect and protect the hospital.”  ■
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CE questions
17. Improving a hospital’s revenue cycle involves

initiatives in which of the following areas?
A. improving processes for registration and

benefits verification
B. improving clinical documentation
C. ensuring payment accuracy
D. all of the above

18. Which of the following is not included in VHA
Inc.’s three-pronged approach to improving 
documentation?
A. analyze current events
B. hire a documentation improvement consultant
C. compare your data to the norm
D. pinpoint opportunity

19. At Delnor Community Hospital in Geneva, IL, the
discharge planners report to the nursing unit.
A. true
B. false

20. To assess the severity of a patient’s stroke,
stroke coordinators at Good Samaritan Hospital
in San Jose, CA, use what tool?
A. the National Institutes of Health Stroke Scale
B. the Cincinnati Stroke Scale
C. the Mathew Stroke Scale
D. the Orgogozo Stroke Scale

Answer key: 17. D; 18. B; 19. B; 20. A



meeting customer needs, rather than on finding
someone to blame. In the right environment, case
managers want to help find and fix the problems
so that next time the expectations of internal cus-
tomers are met. 

Information about problematic interactions
with physicians and other internal customers
should be discussed at department meetings.
Often simple changes can be made quickly to
resolve problems. More complex issues may
require formation of a performance improvement
team comprised of case managers as well as the
internal customers impacted by the problem.

Case management departments also should
have a formal way to survey internal customers
so that aggregate data can be used to measure
performance and progress toward improvements.
(See sample survey tool, above.)

A short survey such as this periodically can be

distributed to internal customers to obtain stan-
dardized feedback about satisfaction with case
management services. However, the survey tool
should not replace the department’s complaint
management process. By effectively responding
to complaints, as well as analyzing occasional
survey results, the case management department
will be better prepared to exceed the expectations
of internal customers.  ■

Stroke coordinators 
manage acute stays

At Good Samaritan Hospital in San Jose, CA,
care for stroke patients is coordinated by a

registered nurse who follows the patient through-
out his or her hospital stay, educates the patient
and family members, and coordinates with the
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Case Management Department Customer Service Survey
One of the case management department’s objectives is to provide superior levels of service to our internal cus-
tomers. Your feedback telling us what is going well and what needs improvement is essential to our success in
our efforts to better serve you. Please take a moment to respond to the following questions.

What was the nature of your contact with us? (Please check all that apply):
❒ Patient discharge needs assessment ❒ Arrange post-hospital services for patient
❒ Family intervention ❒ Request statistical data report
❒ Patient psychosocial assessment ❒ Community services referral
❒ Team conference ❒ Other: ______________________________________

STATEMENTS LEVEL OF AGREEMENT
Strongly Agree Agree Disagree Strongly Disagree

Case managers were professional and helpful ❒ ❒ ❒ ❒
I was provided complete and accurate information ❒ ❒ ❒ ❒
My request was responded to in a timely manner ❒ ❒ ❒ ❒
My overall experience was positive ❒ ❒ ❒ ❒

Please indicate the name(s) of any case manager you would like to commend: 

______________________________________________________________________________________

Comments:

______________________________________________________________________________________

______________________________________________________________________________________

If you feel the case management department fell short in meeting your service expectations, please describe:

______________________________________________________________________________________

______________________________________________________________________________________

As a result of your experience with us, what improvements would you recommend for case management services? 

______________________________________________________________________________________

______________________________________________________________________________________



hospital’s other case managers on discharge
needs.

“The nurse stroke coordinators are essentially
fulfilling the role of a case manager. The goal is
getting the patients home. Often there is a lot of
coordination involved,” says Steve Matarelli,
PhD, RN, vice president of clinical practice
administration.

The 422-bed hospital has two stroke coordina-
tors who are in-house from 8 a.m. to 5 p.m., seven
days a week and who rotate being on call during
the other hours. The nurse stroke coordinators
are part of the team that swings into action when
someone calls a Code Brain Attack, similar to the
hospital’s Code Blue.

Good Samaritan’s Stroke Care and Brain
Attack Program is nurse-driven, Matarelli says.

Any RN can call a stroke alert and activate a
response team when a patient is admitted to the
emergency department with symptoms of a stroke
or begins to show signs of a stroke while in the
hospital. All of the nurses have been educated to
recognize stroke symptoms.

“The key element in stroke survival is time. The
stroke coordinators respond immediately and
guide the team to successful treatments,” he says.

Good Samaritan was one of the first five hospi-
tals in the United States to be certified under the
Joint Commission on Accreditation of Healthcare
Organizations’ Survey on Stroke Care and Code
Brain Attack. The Joint Commission survey is
part of its disease-specific certification, which
allows an organization to demonstrate mastery in
a clinical program. 

Stroke coordinators are “the captain of the
ship” when a Code Brain Attack is called, says
Matarelli. “The stroke coordinators are usually
among the first responders. They make sure the
protocols are started and followed and are in con-
stant communication with the neurologists.”

They use the National Institutes of Health
Stroke Scale to assess the severity of the stroke
and institute appropriate interventions and treat-
ments and make sure the hospital’s stroke proto-
cols are instituted. “The staff are well versed in
following the protocols. They’re pretty cut and
dried, simple to follow, are based on evidence-
based medicine, and have been in effect at Good

Samaritan Hospital for the past seven years,” he
notes.

Staff who automatically respond include a
phlebotomist from the laboratory, patient trans-
port staff, vascular imaging technicians, the neu-
rologist on call, and (since in 90% of the cases, the
patient will end up in the intensive care unit) the
medical-surgical intensive care nurse.

The radiology department is alerted to expedite
freeing up a CAT scan table. The stroke protocols
call for notification of the laboratory to send a
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■ Using process
improvement tools to
enhance case management

■ Tactics for moving 
to the next level with 
your hospitalist program

■ How to move from
discharge planning to
transition planning

■ Effective case management
for the uninsured
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The Practical Guide to Discharge Planning
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Call (800) 688-2421 and order your copy today.

The Practical Guide to Discharge Planning provides case studies
along with practical and expert advice to nurse case managers and
social workers engaged in the practice of discharge planning in the
acute care setting. This invaluable resource provides you with:

■ techniques for overcoming
discharge delays;

■ data on using electronic systems to
improve discharge planning;

■ strategies for improving patient edu-
cation at discharge;
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Registered Nursing, Provider Number CEP 10864, for approximately 10
contact hours. 



phlebotomist, the transportation staff, and the
radiology department to expedite freeing up a
CAT scan table. The hospital has a policy that
only one of its two CAT scan tables can be used
for an involved procedure at any given time, leav-
ing one CT scanner for simple cases and emergen-
cies such as the Code Brain Attack program.

The stroke coordinators follow the patient dur-
ing the acute recovery stage, ensuring that the
treatment protocols are utilized in the intensive
care unit and on the floor. After the initial crisis
has passed, the RN stroke coordinators become
the family liaison. They continue to make rounds,
working with the patient and family to discuss
discharge options. They do a lot of education on
medication regimes, managing hypertension,
weight loss, smoking cessation, and other risk
factors for stroke.

“Their work with the patient and family is sim-
ilar to disease-specific case management. They
try to help them understand the American Heart
Association and American Stroke Association risk
factors and to modify their lifestyles to avoid a
recurrence,” he says.

They coordinate with the hospital’s other case
managers about placing patients in a skilled nurs-
ing facility, acute rehab center, or discharging
them home with home health service and/or
durable medical equipment. If it is appropriate,
the stroke coordinator calls on a durable medical
equipment company to do a home evaluation.

“They do a home assessment and give us a fla-
vor of what the home environment is like. For
instance, if a patient has trouble walking or other
residual stroke deficits and their home has 11
steps, going home may not be an option unless
those barriers can be modified or resolved.

A day or two before discharge, the stroke coordi-
nator connects with the internal case management
staff doing discharge planning and utilization
review. Managed care makes up more than 70% 
of Good Samaritan’s market.

“Our case managers and utilization review
nurses rapidly identify benefits and connect to
post-discharge service providers. It is one of our
highest obligations. The patients have an insur-
ance product for a reason, and they deserve to get
their maximum benefits,” Matarelli says.

While Good Samaritan is a community-based
hospital, the RN stroke coordinators also work on
the hospital’s clinical drug trials, just as neighbor-
ing teaching hospitals Stanford and UC-San
Francisco. The nurses enroll patients in the study,
following them throughout the study and handling

disenrollment and study conclusion.
Good Samaritan uses a number of state-of-the

art techniques to treat stroke patients, including
tPA, a bioscience drug used in clot dissolution in
cerebral and cardiac vasculature.

Good Samaritan has on staff a group of neuro-
interventional radiologists who can isolate the loca-
tion of the ischemic stroke and intervene only on
that area, possibly with a small does of tPA, a treat-
ment method that Matarelli calls cutting edge.

“The desired benefit or advantage of interven-
tional radiology is that a percentage of patients,
such as those with peptic ulcers or those who
have had recent surgery, can now take a lower
treatment of tPA because it’s a localized dose,
rather than the previously larger systemic dose,”
he says.  ■
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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 reg-

ulatory issues related to the profession of case
management;

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

• cite practical solutions to problems associated
with the issue, based on independent recom-
mendations from clinicians at individual institu-
tions or other authorities. ■


