
Case management for uninsured 
cuts length of stay, readmissions
Patients are encouraged to have a primary care home

Faced with a growing number of uninsured patients and rapidly
escalating costs for treating them, Brackenridge Hospital in Austin,
TX, created a case management program for the uninsured that

has resulted in shorter lengths of stays (LOS), fewer readmissions, and
less utilization of the emergency department (ED) by patients being
managed.

Brackenridge Hospital provides the majority of indigent care for Seton
Healthcare Network, a not-for-profit organization that provides services
in an 11-county area of Central Texas. The cost of providing care for the
medically indigent was about $100 million in 2003.

The health system came up with two strategies to combat the prob-
lem: aggressive medical management to decrease LOS once patients are
admitted and the case management piece to help manage the care of the
uninsured to avoid hospitalizations and ED visits, says Gary Piefer, MD,
medical director for Seton Regional Health Services. 

“The cost of care for this population rose from $50 million to $100 mil-
lion in just three years. The initiatives slow down the increases. Costs are
still going up, but the cost per case for the cases we are managing is
decreasing,” he explains.

The hospital started an outpatient case management program for
uninsured frequent users of the hospital services in 2002 with just one
case manager. Now there are three case managers, with plans to hire two
more, says Rebecca Cook, LMSW, outpatient case manager supervisor.

Case managers at Brackenridge Hospital manage the care of its unin-
sured high utilizers in the same way that a disease management case
manager or an insurance company case manager would. “When we get a
referral, we look up their medical history to get as much background as
we can. We get in touch with them by telephone to let them know about
the program and set up a time to meet them face-to-face,” she says.
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The case managers do an extensive assessment,
including a psychosocial history, and work with
the patient to set goals they will work on together.

They educate patients about their conditions,
encourage them to see a primary care physician
rather than going to the ED, make sure their have

their prescribed medications, and encourage
them to follow the treatment plan.

“We really start with the basics, like making
physician appointments and keeping them. These
are people who have fallen through the cracks.
The regular system has failed them, and they’re
kind of lost,” Cook notes.

They help patients who are high utilizers of the
ED find a medical home, usually one of three
clinics operated by Seton that provide primary
care services for the uninsured.

Since the program began, LOS has gotten
shorter and there are fewer readmissions. Some
patients still utilize the ED for primary care, but
the utilization has gone down. The per-patient
per-month pharmacy costs have dropped from
about $20 to about $5 among the case managed
population, Piefer says.

The health system measures total bed days per
quarter and patients coming in with multiple
admissions. “There is a percentage of patients
you can’t do anything with. If you accept that
and move on, there’s a large group of patients
you can do a lot for,” he says.

The health system began by looking at the unin-
sured population as if it were a payer group and
manages the care accordingly. It looks at who are
the frequent utilizers of care, who has had repeat
hospitalizations, and which patients have complex
diseases and comorbidities, Piefer points out. It cre-
ated a list of patients who were uninsured who had
three or more hospital admissions in 12 months or
six or more ED visits in the past 12 months. “We
created a list larger than anyone had anticipated,”
he adds.

For the initial complex case management pro-
gram, the health system picked the patients who
were at greatest risk for utilization and those
whose care had a high dollar cost and began a
pilot program with one case manager assigned to
a group of 35 to 50 patients. The three case man-
agers together handle a load of about 100 active
cases, Cook notes. “I’ve been working with some
of these patients since the program began. Others
I’ve work with for about a month and closed the
case,” she adds.

The case managers meet with Piefer, another
medical director, and the case management direc-
tor once a week to review complicated patients.

“Case management is what has been missing in
care of the uninsured,” he says. “If a patient is in
the hospital and the only reason he couldn’t go
home was that he couldn’t get a walker or his elec-
tricity was turned off, the case manager brings that
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to the meeting. We weigh the cost of keeping them
here five days or spending less money to help get
them out of the hospital.”

Many of the patients don’t realize they have a
treatment plan, Piefer points out. For instance,
many patients with congestive heart failure don’t
know they need to monitor their weight and see a
physician frequently.

They make sure patients are getting their medi-
cation, they are getting outpatient physician follow
up, and, if there is a change in status, that they call
the case manager before they go to the ED. “Most
of the visits to the emergency room are not emer-
gencies. These people were using the emergency
room as primary care access,” Piefer adds. 

For instance, the case managers may educate an
asthmatic patient about his asthma medication,
show him how to use an asthma inhaler, and help
him learn what triggers an asthma attack, helping
avoid a trip to the ED. “Unfunded patients don’t
want to be in the emergency room, and they don’t
want to be in the hospital. The case managers help
them avoid both,” he notes.

One subset of patients has chronic diseases as
well as significant mental health problems that
impact their disease. When their anxiety level 
goes up or they don’t comply with their treatment
because of depression, they often go to the ED. 

“The case managers serve as health care
concierges. They encourage the patient to call
them before they come into the emergency
room,” he points out.

When a patient calls the case manager, he or
she determines what is going on and suggests
appropriate steps to take. If the patient already
has called his or her primary care provider and
can’t get an appointment for a few days, the case
manager will call and expedite getting the patient
in that day. 

“The case managers have me and two other
medical directors to help them remove the barri-
ers at the clinics and physician offices,” Piefer
says.

Since many of the uninsured don’t have tele-
phones, the hospital put in a toll-free number so
the patients could call the case manager from any
telephone. “We’ve been able to establish contact
with everyone so we can do follow-up,” he adds.

The health system creates outcomes reports for
the patients’ primary care physicians, showing
them the ED utilization for their patient panel.

“The physicians were not aware that when the
patients couldn’t get an appointment with them
they were going to the emergency room,” he says. 

Many of the patients who are initially in the
case management program qualify for Medicaid
or another funding source but don’t know it.

“When you have a three-day length of stay, by
the time we determine the patient qualifies for a
funding source, he’s gone,” Piefer notes.

The case managers at the hospital work with
those at the clinics to help members become eligi-
ble for funding sources and help them identify
other funding possibilities, such as for prescrip-
tion drugs.

“If we can help the patients manage their pre-
scription drugs, they have a greater likelihood of
avoiding hospitalization,” he says. 

The clinics work with pharmaceutical manu-
facturers to get free medications for the patients.

“The forms are long and complicated, and the
patients don’t know where to get them. We have
a system through our pharmacy that can fill out
the forms and get the patients their medication,”
Piefer says.  ■

Communities must tackle
care for the uninsured
Growing problem affects 44 million Americans

Providing medical care for the uninsured should
be a community initiative and not just the

responsibility of hospitals that provide indigent
care, asserts Donna Zazworsky, MS, RN, CCM,
FAAN, director of community and outreach for St.
Elizabeth of Hungary Clinic in Tucson, AZ.

“The community must problem solve together,”
says Zazworsky, who also is managing partner for
Case Manager Solutions, LLC.

The number of people without health insur-
ance is growing rapidly and included about 44
million Americans last year, according to the U.S.
Census Bureau. When they get sick, the unin-
sured tend to show up in hospital emergency
departments (EDs) because they don’t have a pri-
mary care physician or because they know the
hospital can’t turn them away.

ED physicians report about 30% of their patients
are without health insurance. In a survey of 2,000
ED physicians conducted by the American College
of Emergency Physicians, 72% say the number of
uninsured treated in the last year has increased,
and 70% say it’s like to increase this year. 

The vast majority of people without insurance
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are not homeless. The population includes college
students and educated people who get into situa-
tions where they can’t afford health insurance,
Zazworsky says. “The biggest problem is the
near-poor, people who are making more than
minimum wage or have two jobs but are making
too much to be eligible for Medicaid. They aren’t
making enough to cover the cost of insurance.
That number is growing,” she adds.

Workers can’t afford insurance premiums

Part of the problem is the rising cost of health
insurance premiums, which cause employers to
shift more of the cost of benefits to employees.

“It either makes the cost of insurance unafford-
able, or the deductibles and copays increase to a
point where employees opt out of the plan because
they can’t afford it,” Zazworsky says. 

She tells of employees who have refused raises
because they would make their families ineligible
for Medicaid and they have a better health pro-
gram with Medicaid and can’t afford the plan
that the company offers.

The working poor often frequent Zazworsky’s
immunization clinics at local schools because
even though they have insurance, they can’t
afford the copay.

In Tucson, there are several strategies of care for
the uninsured. One program is through the coor-
dinated effort of the Pima Community Access
Program (PCAP), a network of physician special-
ists and hospitals that have agreed to accept a
large discount on their fees. This program was
originally funded by the Health Resources and
Services Administration Healthy Community
Access Program Grants, which enabled communi-
ties to establish infrastructures to support the care
of the uninsured. Their target is families at 100%
to 250% of the national family poverty level that
do not qualify for Medicaid or other government
funding sources. Every hospital takes its turn in
treating uninsured patients, Zazworsky says. 

The patients in the program are assigned to a
medical home, a community health center, or a
clinic. They are educated about the health care
system and how to seek treatment at the clinic
instead of using the hospital ED. 

Providers charge 30% of Medicare charges for
specialty visits and agree not to charge more than
$400 per day or $2,000 per hospital visit. The idea
is to spread the burden.

Many of the patients in that program can
afford the reduced rates, Zazworsky explains. 

Even with the discounts, in some instances
when expensive procedures are prescribed, peo-
ple are faced with the problem of deciding if
they’re going to pay rent or pay for an MRI, she
adds. “A lot of times, the program makes them
eligible for Medicaid benefits if they run up a
high bill. We have seen patients that are $3 over
the Medicaid allowable income,” she says.

The patients must pay $20 every six months for
the service, but many wait until something hap-
pens to them to think about it. “This group of
people tends to not think ahead and buy preven-
tion. They wait until something happens and go
to the emergency room,” she says.

St. Elizabeth of Hungary Clinic is a faith-based
clinic that has provided care to the uninsured for
more than 43 years, relying on donations and
grants. It offers primary care, specialty clinics,
obstetrics, dental, nurse case management, and
community outreach. Zazworsky works with
more than 170 volunteer physicians, dentists,
nurse practitioners, and nurses.

The clinic’s staff and community case man-
agers conduct an assessment that looks at medi-
cal history, financial, sociodemographics, family
systems, cultural beliefs, health beliefs, and val-
ues. They identify potential health care needs,
benefits, barriers, and appropriate resources.

The case managers connect patients with a
medical home, establish referral processes with
community resources, and coordinate pharma-
ceutical patient advocacy programs. They negoti-
ate specialists and hospital discounted fees and
track variances.

On the hospital side, case managers should do
their homework up front and find out what com-
munity resources are available for someone who
is uninsured, Zazworsky suggests. “Their No. 1
goal should be to get the person into a medical
home, a primary care setting where they can be
sent for regular follow-up,” she says.

If your organization has a lot of uninsured peo-
ple coming through the ED, find out who are the
frequent fliers and take steps to reduce their num-
ber, Zazworsky adds. 

She suggests working with the social services
department and the hospital marketing depart-
ment to find out what kinds of special funds can
be accessed.

Some hospitals have special funds that can
help pay for medication and services for people
who need care but have no insurance. “The key 
is not to drop the ball after the person leaves the
hospital. Make sure they are handed off into
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another system for follow-up care. Otherwise,
they’ll be right back in your emergency room,”
Zazworsky says.

Consider establishing a relationship with a
community health center. In Tucson, Zazworsky’s
organization joined with a hospital and got a joint
grant to fund a Saturday clinic to follow up on
the uninsured patients who showed up in the
hospital’s ED. The physicians at the ED refer the
patients to the clinic for follow-up visits.

(For more information on the problems and solu-
tions to the growing number of uninsured, go to the
following web sites: 
• www.iom.edu/uninsured; 
• www.covertheuninsuredweek.org; 
• www.careforall.net/report; 
• www.bphc.hrsa.gov.)  ■

System links providers
throughout the continuum
Community network provides care for uninsured

Communication between hospitals and the pri-
mary care providers in the community is

essential in managing the care of the uninsured,
asserts Diana Resnik, vice president of commu-
nity care for Seton Healthcare Network in Austin,
TX.

“One of the biggest challenges at our clinics
has been that we don’t know if our patients have
been to the emergency room unless they tell us.
Nobody is accountable because nobody knows
what is going on,” adds Resnik, who manages
three community clinics that provide care for
5,000 members of the working poor.

Many of the uninsured who come into the hos-
pital emergency department (ED) have no medi-
cal home. Others have a primary care provider
but go to the hospital instead.

In Austin, an Internet-based electronic record
system links all providers that treat the uninsured
population, creating an easy eligibility process
and facilitating the management of the patients’
care.

The Indigent Care Collaboration (ICC), a pri-
vate-public partnership created to manage the
care of the uninsured, created the system with a
Community Access Program grant from the U.S.
Department of Health and Human Services that

was matched by Ascension Health. All of the hos-
pitals and clinics that treat the poor in the Austin
area are part of the collaboration.

“It’s a work in progress. We have assembled 
a number of players who are dividing and con-
quering. The important thing is that we are all
working together and the payoff is the savings,”
she says.

The ICC was formed to take some of the bur-
den of providing care for the uninsured off the
hospitals.

“Traditionally, what happens is that the hospi-
tal sees the uninsured as their problem and only
their problem. We are trying to collaborate here
and say that even if you’re the hospital safety-net
provider, you shouldn’t take the burden of care
on all alone. Other community clinic providers
should bear part of the burden,” Resnik says.

The shared database is the foundation of what
the ICC hopes will provide data to help create care
management across the continuum and beyond the
boundaries of every system, she says. The database
tracks demographic and encounter information at
present and eventually will include laboratory and
pharmacy interfaces and the patient’s medical
record.

“The ICC members are trying to case manage in
the primary care arena. The incentive is that if we
all save money from managing their care, we can
reinvest and add more care managers and see more
uninsured,” Resnik says. Having the data to iden-
tify the people whose care needs managing and to
track their interventions is crucial, she adds. 

The members of the ICC try to filter everybody
who is uninsured through the system and either
care manage them through a community clinic
program or help them get enrolled into Medicaid
or the Children’s Health Insurance Program
(CHIP) through a community outreach group.

Through the electronic system, all eligibility
screeners can ask the same question and assess
the patients the same way. The screening tool
helps identify if the patients are eligible for a 
government payer source or what charity agency
might fund their care, Resnik says.

“We literally hold their hands through the
enrollment process, and if they don’t qualify, we
direct them to a safety-net provider,” she says.

The system already has been successful in iden-
tifying patients who have a medical home at a pri-
mary care clinic but still use the ED as a primary
care provider.

“If a patient has a medical home, that medical
home should be getting reports on a monthly
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basis about the frequent fliers through the emer-
gency room. The medical home should be work-
ing them into appointments and seeing what are
the issues that direct them to the emergency
room,” she says.

The Seton Community Health Centers have
piloted this system with 5,000 lives and, over the
past two years, have reduced the list of frequent
fliers into the ED from 30 pages to two pages.

When the clinic staff find out someone has
been using the ED for primary care, they call the
patient.

“It’s not a threatening call. We ask what the
problem is and how we can help them get to the
clinic instead of the emergency room. With most
of these people, it’s a matter of education,” she
says.

The pilot program has made a lot of progress
on the primary care side, Resnik says.

“It’s not just the hospital going out and doing
more than they’re responsible for. Everybody
takes on their appropriate role and scope of man-
aging the uninsured,” she adds. “We hope to
expand the learning of this pilot out to the other

clinics in the ICC and, using the ICC database,
build a best practice for managing the care in the
community clinics.”

If families that enter the Seton Healthcare
System don’t qualify for Medicaid or CHIP, they
qualify for care at the Seton Community Clinics.

“We manage their care in these clinics. We
watch the data and find out when they are using
the emergency room. We try to make sure every-
body who needs care uses us,” Resnik notes.

All of the community providers and clinics in
the ICC have a sliding payment scale. The upfront
payment can be as little as $5. When patients go to
the ED, they are expected to pay $25 or more. 

The next step is to get a list of all the chronic
patients and start managing their care, following
the same practice ideas, she says.

“This is a huge reason for people to use the
emergency department, and it’s the most expen-
sive reason. One diabetic can rack up a huge
price tag by being admitted, released, and getting
complications that lead to readmission. We want
to educate them to manage their disease,” Resnik
adds.  ■
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Electronic patient records
result in efficiencies
Case managers spend time with their patients

Since the implementation of a state-of-the-art
electronic patient record system, case man-

agers at Evanston Northwestern Healthcare have
more time to visit with patients and their fami-
lies, enabling them to better prepare the patient
for going home.

“The case managers have more time to spend
face-to-face with their patients and families, and
therefore, they’re able to improve throughput and
make more appropriate referrals,” says Mary
Ellen Mitchell, RN, BSN, MA, director of clinical
services at Highland Park (IL) Hospital. 

“We’re hoping to see enhanced patient satisfac-
tion as well. It’s already at the 90th percentile in the
[South Bend, IN-based] Press Ganey [Associates]
scoring, but now we know we can be more com-
fortable in spending time with the patients and
families and answering their questions.” 

Highland Park Hospital rolled out the elec-
tronic patient record earlier this year, the third
hospital in Evanston Northwestern Healthcare
system to adopt the system. Designing and

implementing the patient record system was a
three-year process.

Within the entire three-hospital system, sav-
ings generated by the electronic patient record
system are estimated to be $10 million a year,
from improvements such as higher copay collec-
tion and rising reimbursement. Insurance denials
due to lack of information have fallen to nearly
zero.

The three hospitals are among only 41 through-
out the nation that fully comply with the comput-
erized physician order-entry (CPOE) standards set
by the Leapfrog Group, a health care watchdog
agency in Washington, DC, dedicated to improv-
ing hospital care.

The system integrates CPOE with electronic
health records and allows all charting, ordering
of tests, procedures and medications, registration,
scheduling, and physician billing to be done elec-
tronically through one system.

The integrated patient record system creates a
record that follows the patient from the physi-
cian’s office to the laboratory to the pharmacy to
the hospital, rather than being scattered among
various providers.

Systemwide, the turnaround time for test
results has fallen significantly, and entire cate-
gories of medication errors have been eliminated.

(Continued on page 127)
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Outcomes measures indicate solid success

By Kim Pointer, BS, RN, BC CPUM
Integris Southwest Medical Center
Oklahoma City

In September 1999, INTEGRIS Health asked 10
employees from their two Oklahoma City hos-

pitals, INTEGRIS Southwest Medical Center
(ISMC) and INTEGRIS Baptist Medical Center
(IBMC), to redesign certain elements of admit-
ting, case management, medical records, and
billing practices. This team of employees met
eight hours per day for three months. The
changes that occurred in the case management
services department at ISMC as a result of the
redesign process, are chronicled below:

Background

The original ISMC department had one direc-
tor who also had duties at IBMC, six full-time RN
case managers, two full-time social workers, and
one administrative secretary. We provided ser-
vices via a physician-based model to all acute
inpatient areas of our 232-bed facility. Patients
were followed from admission to discharge. All
admitting physicians were assigned case man-
agers, but not all utilized the services provided
by the department. The case managers referred to
the social workers as needed. At the time of the
redesign, our Medicare length of stay (LOS) was
6.3 days.

Redesign

The department was placed under new senior
management with a full-time on-site director. 

The position of medical director was transi-
tioned in, and 10 physician members established
the utilization management (UM) committee 
to oversee all aspects of case management and
utilization. 

A UM plan was written and implemented, and
InterQual was selected as the criteria-based stan-
dard to be utilized.

In August 2000, we converted to a unit-associ-
ated model of RN case manager/social work
teams.

The people

The majority of staff chose to remain employed
in the case management services department; how-
ever, there was some turnover as job roles were
redefined and new expectations were outlined. 

Additional master’s prepared social workers
were hired, and roles and goals for each disci-
pline were developed. (See list, p. 120.)

Staff were divided into teams based on experi-
ence and areas of interest. Change can be diffi-
cult, so the human element was factored into
every process decision that was made. 

We experienced laughter and tears, as well as
many other emotions making the need for team
building apparent. 

This was initiated and continued to evolve as
we implemented and refined new processes. 

We attempted to utilize humor while tests
were conducted to analyze personality and work
preference. 

The department developed the “Awesome
Team Rules,” which defined how we wanted to
treat one another. 

CM redesign: How one organization tackled the process

(Continued on page 121)
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Case Management Services Roles

The RN case manager will:

✔ Review charts, looking at:

• clinical, social, and financial information;

• progression of care;

• timeliness of procedures.

✔ Conduct insurance reviews:

• Identify potential quality issues.

• Enter Medicare patients in InterQual database (utilization review).

• Coordinate and monitor insurance benefits through clinical reviews.

• Communicate and collaborate with physicians to move patients along the continuum of care.

• Conduct daily care conferences to assess correct level of care and discharge plans.

The social worker will:

✔ Assess and evaluate patient’s psychosocial, emotional, financial, and cultural needs.

✔ Identify barriers to discharge.

✔ Assist in identifying and making referrals to community resources.

✔ Conduct patient/family interviews as needed.

✔ Provide counseling as needed.

✔ Facilitate patients/families in their adjustment/transition to changes related to illness.

✔ Assist in complex discharge planning.

As a team, the case manager and social worker will:

✔ Facilitate discharge plan.

✔ Conduct formal and informal multidisciplinary meetings regarding appropriateness of discharge plan.

✔ Report to the Utilization Management Committee under the direction of Medical Director, Dr. William F.
Barnes.

Goals of the team are to:

✔ Decrease length of stay related to delays in care.

✔ Promote efficient use of patient and hospital resources.

✔ Identify variances per admission, continued stay, and discharge criteria using InterQual.

✔ Provide patterns in trend analysis to evaluate clinical outcomes.

✔ Improve financial and clinical processes.

Source: Kim M. Pointer, INTEGRIS Health, Oklahoma City.
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The most significant thing that occurred, though,
was that we each made a commitment to becoming
a strong team on behalf of our patients, our facility,
and one another.

Current status

Our mission statement for case management
services is to assess, plan, coordinate, and facili-
tate options to meet individuals’ health needs
and placement in the appropriate level of care. 

This is a collaborative process involving qual-
ity, patient satisfaction, cost-effectiveness, and
education.

We have a total of seven full-time case man-
agers and six full-time social workers covering
case management needs in-house seven days a
week. 

We also provide on-call services after hours
and on weekends. Each hospital unit including
the emergency department (ED) has assigned
case management staff. We added the positions 
of clinical database coordinator and database
coordinator. 

These positions provide clinical and technolog-
ical training to all staff and perform monthly sta-
tistical tracking and trending of data for the UM
committee. 

We also expanded our administrative secretar-
ial staff by an additional full-time equivalent
(FTE).

Current daily staffing is based in general on
one RN case manager to 25-30 patients and one
social worker to 35-40 patients. 

Staffing does fluctuate per census. Our model
is designed for case management services to be
triggered by the initial nursing assessment, physi-
cian orders, care conference input, word of
mouth, and by request of patient/caregiver. 

Of course, this means we occasionally see
every patient, each day depending upon his or
her needs. 

Daily interdisciplinary care conferences are
held on every unit Monday-Friday and are facili-
tated by the case manager/social work team for
that area. 

The following information is discussed: 
• current clinical status and clinical goals needed

to reach prior to discharge;
• psychosocial status;
• discharge plans/options;
• barriers to discharge.

The department meets weekly as a team with
the medical director to discuss problem solving,

support issues, and general communication of
one another’s needs dealing with various case
management issues.

Communication

Our database coordinator developed a web site
and a newsletter; we utilize these vehicles for com-
munication to increase awareness of case manage-
ment throughout the hospital.

Quarterly reports are sent to the top 40 admit-
ting physicians detailing their medical specialty,
patient count, average severity of illness (SOI),
average LOS compared to the physician, and
Medicare GLOS (geometric mean LOS), the per-
cent difference between the two and the opportu-
nity days this represents on a yearly basis vs.
potential beds that could be freed up on a daily
basis. 

That is compared to their status for the same
time period one-year prior. Quarterly reports are
posted throughout the facility regarding current
status on fiscal year goals.

Weekly letters are sent to physicians regarding
assigned variance and avoidable days for the pre-
vious week. The physicians verbalize apprecia-
tion for this timely reminder of delays. 

Results/measures of success

Through case management efforts, ISMC
reduced and maintained the Medicare LOS at
5.1 days. This is a cost savings to our facility of
$3.3 million per year. We decreased our variance
days (a day when the patient is safe to be at
another level of care) by 23%, and 19% the first
two years InterQual was in place and are on tar-
get to meet the goals of 15% this fiscal year. 

We have since added avoidable days (a delay
in the continuum of care but the patient is not
safe to leave the hospital). 

That results in tracking of potential system
issues, i.e., unavailability of operating rooms,
throughput issues, etc.

INTEGRIS Jim Thorpe Rehabilitation Hospital
(JTRH), also in Oklahoma City, was primarily a
social work-driven department, which is com-
monplace in many rehabilitation arenas. 

It was placed under the same umbrella of lead-
ership and adopted the case manager/social work
model in July 2002. 

Case managers were hired, roles and goals were
established, and team building was implemented.
At this time, JTRH has realized a cost savings of
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$1.2 million by reducing their Medicare LOS four
days, and putting patient care goals in line with
reimbursement changes.

In January 2004, INTEGRIS implemented
Canopy, a leading provider of web-based care
management solutions. 

Wireless laptops were purchased for all staff
automating and streamlining their workflow,
documentation, discharge planning, and data
gathering.

Continuing forward

As we move into the future, both ISMC and
INTEGRIS JTRH departments remain excited to
serve our patient’s care and resource needs. 

We are planning to set goals soon for our next
fiscal year. Communication efforts continue to be
made upward to the board of INTEGRIS Health,
separate hospital boards, and senior management
as well as downward to all hospital staff.  ■

CE questions

For more information about the continuing edu-
cation program, call customer service at (800)
688-2421.

5. The three case managers in Austin, TX-
based Brackenridge Hospital’s outpatient
case management program for uninsured
high utilizers together handle a load of how
many active cases?
A. about 60
B. about 80
C. about 100
D. about 120

6. Approximately what percentage of ED
patients are without health insurance,
according to a survey of 2,000 ED physi-
cians conducted by the American College
of Emergency Physicians?
A. 20%
B. 30%
C. 40%
D. 50%

7. The Indigent Care Collaboration’s shared
database, which currently tracks demo-
graphic and encounter information, eventu-
ally will include what other elements?
A. laboratory and pharmacy interfaces
B. the patient’s medical record
C. both A and B
D. neither A nor B

8. Through its electronic patient record system,
Evanston Northwestern Health has been
able to integrate its 42 clinical pathways with
which of the following?
A. the nursing care plan
B. patient satisfaction surveys
C. a national clinical database
D. all of the above

Answer key: 5. C; 6. B; 7. C; 8. A

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 profes-
sion of case management;

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

• cite practical solutions to problems associ-
ated with the issue, based on independent
recommendations from clinicians at indi-
vidual institutions or other authorities.  ■



Self-pay focus overhauls
financial counseling
Successful move from business office to access 

Higher patient copays and increasing num-
bers of people who are working but not

insured have made the management of self-pay
accounts a more crucial issue than ever for most
of the nation’s hospitals.

With that in mind, OhioHealth has taken a
hard look at providing better service for patients
and streamlining financial counseling practices
across the board at its Columbus-based hospitals,
says Marne Bonomo, PhD, corporate director for
patient access. 

Most notably, the company made the decision
to move financial counseling from the business
office to the point of service — the access depart-
ment, she adds.

With a change occurring in the management 
of the business office and a business consultant
on site, the timing was good, notes Bonomo, 
who assumed her position with OhioHealth in
September 2003.

Searching for consistency

As she sought ways to enhance management
of the revenue cycle, an immediate concern was
that the financial counseling process was not con-
sistent across the organization, Bonomo explains. 

“It was different on all three hospital campuses
and at a key ambulatory clinic whose staff report
to access. One financial counselor would start
with a patient and might or might not finish the
episode. [He or she] might hand off to a financial
counselor in the central pre-registration/verifica-
tion group or to one at the registration site,” she
points out.

Because the reporting procedures were not 
the same, Bonomo adds, it was difficult to know
when the work on an account was truly finished. 

Under the new plan, she says, “The [person]
who starts the process will finish it, carrying
through until the patient is either approved for 
a government program or charity, or until pay-
ment arrangements are made.”

Financial counseling initiative begins

Another issue, Bonomo notes, was staffing at
the system’s largest Columbus-area hospital had
dwindled to three or four financial counselors
who had not had a manager for more than a year.
“We wanted to make sure they had the training
and the tools they needed.”

A third-party vendor, meanwhile, had been
assisting OhioHealth in account management,
she adds, but the services provided were not the
same throughout the system. 

In some cases, for example, the vendor might
find out if the patient had insurance, and then
bump the account back to the hospital, while in
others the hospital staff would hand off accounts
they felt they couldn’t handle to the vendor, but
were not triaging them in the same way.

The different hospitals had different contracts
that handled different parts of the process, says
Bonomo. 

Without a uniform contract with one set of
prices, she adds, it is difficult to determine if any
financial counseling initiative was beneficial. 

In January 2004, OhioHealth contacted the ven-
dor to “sit down and think about what we might
do,” and 90 days later in early April, implementa-
tion began at the beta site at the health system’s
inner-city hospital, Grant Medical Center, Bonomo
continues.

“Our strongest staff are there; they’re already
providing clean, consistent reports,” she points
out. “As we get our process working there, we
will roll out to the other two hospitals and the
clinic.”

One of the benefits of the financial counseling
initiative, notes Michael Armintrout, Grant
Medical Center’s director of patient access, is

August 2004 / HOSPITAL CASE MANAGEMENT ™ 123

ACCESS MANAGEMENTACCESS MANAGEMENT



that it has created a front-end unity between reg-
istrars and financial counselors. 

“Both areas now have the same focus — to get
a payer source for the patient,” he adds.

There was much preparation, albeit in a short
time frame, Bonomo says. 

“We looked across all of the campuses and
flowcharted our self-pay management process.
[Then we] came up with best practice and
decided that would be what we would do. We
would make sure we were compliant with gov-
ernment regulations and with [the system’s phi-
losophy of] customer service, as well as being
efficient,” she says.

OhioHealth is very focused on customer ser-
vice, Bonomo says. The company measures its
patient satisfaction results against those of the
other clients of the South Bend, IN-based Press
Ganey Associates, and makes patient satisfaction
a priority in all decisions.

The speed with which the financial counseling
initiative was implemented, and the accountabil-
ity that was built into the process reflects the way
OhioHealth operates, she notes. 

What is new and different, Bonomo points out,
is that for the first time, accountability for results
has been moved from the business office to access
services. “In the past, self-pay management had-
n’t been a big accountability for patient access.” 

Some positions were in the process of being
filled, she says, but among the three hospitals,
there are approximately 25 financial counselors.
“I don’t know how many people the vendor will
need, but [the company] made a commitment to
take up the slack.”

For the first time, Bonomo says, the vendor
will provide “full service,” meaning its staff will
take the accounts they are assigned all the way
through to resolution.

“My staff will triage all of the self-pay accounts
and hand off what we can’t handle to the ven-
dor,” she notes. “The vendor will handle [the
accounts of] discharged patients, out-of-county
patients, those with disabilities, illegal aliens,
nights/weekend/ED [emergency department]
patients that we currently miss, and all accounts
still needing work after 45 days.” 

In the past, Bonomo explains, hospital staff
might have held onto an account too long or
missed an account altogether because patients
from areas such as outpatient services or the ED
were there for such a short time. “We weren’t
catching the ED volume and the outpatient high-
dollar procedures.”

To address such problems, she says, in addi-
tion to augmenting with vendor services, finan-
cial counselors have been moved into the ED.

In other instances, Bonomo adds, work on an
account might have been finished, but staff didn’t
realize it and handed it off to the vendor when
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Learn how to improve
account management
• Provide full-service financial counseling for

inpatients, observation, and outpatients more
than $1,000 or outpatients with multiple
accounts (includes program approvals, pay-
ment arrangements, and insurance finds).

• Eliminate account handoffs from vendor to
financial counselors, to PRVC, to patient
accounts, to vendor. 

• Use best practice self-pay management pro-
cedures, flowcharted for patient access and
for vendor. 

• Back-fill OhioHealth staffing resources with
vendor. 

• Manage all account handoffs to vendor. 

• Stop patient shopping. Single self-pay dis-
count policy followed by all entities. 

• Financial counselors monitor account quality
for all patient access and vendor accounts. 

• Handoffs to vendor include: out-of-county
patients, disabilities, illegal aliens, discharged
patients, nights/weekends/emergency depart-
ment patients that currently are missed, and
all accounts still needing work after 45 days. 

• All vendor contracts summarized into one
OhioHealth document. 

• Standardized eligibility pricing for all facilities. 

• OhioHealth to “Authorization to Represent”
documents signed at registration. 

• Weekly/monthly meetings and reports from
vendor. 

• Quarterly review of vendor pricing structure
written into contract. 

• Expected results — overall net patient 
revenue increase through qualification of
Medicaid or HCAP/charity. 

Source: OhioHealth, Columbus.



there was nothing further that could be done.
“If [we do] everything we [can] and it’s just

held up at the county for approval,” she says,
“it’s no good to hand it over to the vendor. But if
someone needs to knock on the patient’s door, get
more information, then it makes sense to give it
to the vendor.”

Customer service essential

One of Bonomo’s primary goals, she empha-
sizes, is to ensure that there is every opportunity
to get the bill paid before the account — or the
patient — leaves the hospital. 

“I want my staff handling what is in-house,”
she adds. “I don’t want to disrupt customer ser-
vice by being perceived as being unfriendly or
pushy . . . or by letting them out the door and
saying, ‘Oh well, it’s a self-pay.’”

OhioHealth will monitor the vendor’s service
level closely, Bonomo notes, comparing it against
the service provided by the hospital’s own staff
by using a patient survey. 

“We won’t be able to survey every patient, as
we do [in-house], but we will pick a big enough
random sample that we get a true feeling,” she
continues.

The full-service arrangement represents a new
way of doing things for the vendor, she says, and
if the program is successful, it will be something
the company can use with other clients.

The idea is to capitalize on the expertise of the
health system’s own financial counselors, adds
Bonomo. 

“We want to augment that — not disrupt what
we already [have]. Over time, if we’re able to do
more with our own staff, we will do that, but this
is an opportunity for the vendor now to have
more business than it has had.”

Something else that Bonomo’s staff — specifi-
cally Armintrout’s team at Grant Medical Center
— has developed is a quality tool for financial
counseling, with codes that go into the computer
system for each part of the process, she explains. 

“We get a report so that we know if they’re
doing everything they’re supposed to do on an
account. No one had done that before with finan-
cial counseling,” Bonomo adds.

[For more information contact:
• Marne Bonomo, PhD, Corporate Director, Patient

Access, OhioHealth, Columbus. Telephone: (614)
566-4128. E-mail: MBONOMO@OhioHealth.
com.]  ■

Report card provides staff
feedback at a glance
Customer service, quality ratings included

Anew registration report card at Children’s
Health Care of Atlanta provides access man-

agers with key information on the performance 
of individual employees in a convenient, easy-to-
read format.

Much of the data was available before, but 
getting to it was a tedious process, says Millie
Brown, director of patient access. The monthly
report card, she adds, allows her to see, at a
glance, how access employees are doing in five
important categories.

One measurement given on the report card,
she says, comes from information gleaned from
the hospital’s Press Ganey Associates patient sat-
isfaction surveys. 

Although many hospitals are clients of the
South Bend, IN-based firm, some may not be tak-
ing advantage of the opportunity to get back
employee-specific reports on the data contained
in surveys sent to Press Ganey, Brown notes.

Most hospitals look at performance by depart-
ment, receiving results based on averaging the
survey data, she adds. “So you get a score for the
department, but you’re not able to get to the indi-
vidual [performance].”

But Brown points out that “Press Ganey is able
to [give back] any information we provide to
them in a data file.”

Feedback on employees 

Even though the firm doesn’t need the patient
account number that corresponds to each patient
survey, she explains, Children’s Health Care
includes that number, as well as the initials of the
registrar whose service the survey reflects. 

“That way, when we get back the data that are
attached to the survey outcomes, we’re able to
sort that data and compile [results] according to
employee,” she says.

Otherwise, Brown explains, unless a patient
happened to mention the person in the survey,
“you’d have to look it up — it would be lots of
trouble” to get the feedback on an individual
employee.

Depending on department, she notes, there are
three or four survey questions that relate directly
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to the employee’s performance: “What was the
wait time to register? Was the registrar friendly
and courteous? Was the environment pleasant
and clean?”

“I want to reward consistent behavior,” Brown
says, and not focus on an isolated positive report
on a particular employee. “I might have a regis-
trar who got five surveys back, with one glowing
report and five bad ones. I want to acknowledge
that you did [a good job] this time, but reward
that you do it all the time.”

With the individual data she has been obtain-
ing through Press Ganey for more than a year,
Brown says she has been able to look at an
employee’s performance during that time frame.
What just came together in April 2004, she adds,
is the electronic process that takes that data, orga-
nizes it, and presents it in the neat monthly pack-
age that she has dubbed the registration “report
card.” 

In addition to the Press Ganey customer ser-
vice information, Brown explains, the report card
includes four other measures:
1. Quality.

This figure is the result of random quality
checks of registrations throughout the month.
Registrars are expected to have an accuracy rate
of 90% or greater.
2. Denials.

The number and the dollar amount of claims
that are denied due to errors the registrar could
have corrected are included.
3. Productivity.

This measurement reflects the number of regis-
trations completed by the registrar. Depending
on volume and area, the goals are based on each
registrar doing his or her share.
4. POS collections.

This figure is the amount of money the regis-
trar is responsible for collecting at the point of
service.

“This is the first month we’ve had the report
card completed like we want it,” reports Brown,
adding that she worked closely with the hospi-
tal’s information systems and technology (IST)
department to develop the process. 

“We worked with them throughout it. They
were excited to do it,” she explains.

In addition to the individual report cards,
Brown explains, she receives one with the regis-
trars’ results combined according to who their
supervisor is, and one that organizes the results
by manager. 

Scores from the report cards are used for training

purposes, for identifying top performers, and are
rolled into employees’ annual job evaluations,
Brown says.

The report cards also will be used to help deter-
mine winners in the department’s annual “Patient
Access Awards,” styled after the Academy Awards,
which are presented in a ceremony held in October,
just after the end of the organization’s fiscal year,
she adds.

“We give awards to everyone who meets the
criteria in all the given categories,” Brown says.
“There is a goal for each category — top POS col-
lections, lowest denial rate, etc. — and we rate
each employee with a 1, 2, 3, or 4,” depending on
whether he or she simply “meets expectations” or
attains a higher mark.

Patient access awards go to the registrar who is
at the top of each category and to the top overall
performer, Brown adds. “There are also other
awards, like gold medals for those who score
over 95% in quality.

“The award ceremony last year was awe-
some,” she notes. “The staff loved it, and my vice
president said it was the best staff meeting he had
ever seen, because everybody came back to work
so motivated to do more.”

Rewards increase motivation

The top performer received a surround-sound
stereo system, Brown says, which she paid for
with the funds usually spent doling out small
rewards throughout the year. 

“When she saw she had won [the stereo], that
was it,” she adds. “Everybody is determined to
win next time.”

While Brown’s access staff at Children’s totals
about 150 people, she says the number of employ-
ees participating in the awards ceremony will
grow to between 220 and 300 next year when it
expands systemwide to include two hospitals and
numerous satellite clinics. 

At that point, Brown says, individual awards
will be given by hospital, but there will still be
one overall winner.

The wizard that appears at the top of the report
card is the department’s training mascot, she
points out. “He’s on everything that we do in that
area, which makes the item instantly recognizable
as having to do with training.”

On Halloween, Brown and the training man-
ager dress as wizards, and employees have to
correctly answer a training-related question to get
candy, she adds. “We have fun with it.”  ■
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Delayed administration of patient medications
has decreased by 70%, while omitted administra-
tion of medication has dropped 20%.

From a case management standpoint, the sys-
tem has saved time, allowing documentation and
concurrent review to be done in real time, and
increased the efficiency of the staff.

“The electronic patient record system speeds
up all the tasks the case managers undertake to
facilitate patient treatment and care. From our
perspective, the system has a positive impact 
on the advancement of patient care, resulting in
improved quality,” Mitchell says. 

Within minutes of a patient’s admission, the
case managers are able to make sure the patient’s
medical records and admission status coincide.
“In real time, we are able to see if we have a
patient who does not have an order or a patient
whose admission status does not match the
actual physician order.”

The system is particularly helpful for concur-
rent review, she adds. “We can avoid the aspect of
having a patient who is not admitted in the right
status in real time.”

The new electronic system helps case man-
agers keep tabs on the documentation required
for reimbursement in a timely manner, Mitchell
adds. “With this system, there’s no mistaking.
Something either is there or it’s not. We have to
be very precise about the cause, the coding, and
other factors to be reimbursed for treatment, and
this system helps improve the clarity of the docu-
mentation,” she says.

It eliminates questions about exactly what the
physician said about the patient’s status, comor-
bidities, or treatment plan.

“To have a tool this refined gives us a distinct
advantage. The documentation is so enhanced
that we never have to ponder or call and clarify
what a physician has written. We never have to
worry about not being able to read an order or
about making an error because it isn’t clear what
the doctor intended,” Mitchell explains.

The system allows for a tremendous amount of
flexibility in communication, she points out.

The nurses and case managers are able to com-
municate with the physicians through an electronic

in-basket and receive a rapid response instead of
telephoning their offices and being kept on hold or
waiting for a reply. The system allows case man-
agers to access patient charts at any time from any-
where in the hospital, rather than standing around
in the nursing station, and allows more than one
person to access the chart at the same time.

“We all know the limitations of the patient
chart. It goes with the patients if they’re having
testing, and you have to wait to access it. With
automated medical records, we have access from
any point, and all individuals who need to can
access the chart at the same time,” she says.

The electronic system makes it possible for
documentation to be mobile and in real time,
Mitchell adds. The hospital has about one com-
puter mounted on a wheeled cart for every four
patients in each unit.

Case managers and other staff take computers
into the patient rooms for documentation when
they visit the room if documentation at the bed-
side is appropriate.

“Not only do we have the advantage of know-
ing everything we need to know, but we also can
document on the spot instead of making notes
and then writing it down later when we have
time,” she says.

Through the electronic system, if a question or
concern comes up during the rounds, the case
manager can contact the physician by e-mail.

The intensive care unit (ICU) has a case cart
with a computer mounted on it, along with other
tools the ICU nurses need as they make their
rounds.

The hospital system uses 42 clinical pathways,
which, on the electronic system, are integrated
with the nursing care plan — an innovation that
is particularly helpful for case managers, Mitchell
points out. 

With the electronic system, the case managers
no longer are the only clinicians who see each
patient’s overall care plan, she adds. “For every-
body in the hospital to know where the care they
provide fits in the overall plan and where we are
headed is a real efficiency tool.”

With paper clinical pathways, the physicians
sometimes had problems finding the forms or the
nursing station was out of the form they needed. 
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Now that the clinical pathways are computer-
ized, the physicians can just pull up an order set,
click off what they want to order, and have it
instantly documented.

The result is that the electronic clinical path-
ways are being used much more frequently than
the paper pathways, Mitchell reports. “Now we
can be sure that no patient is having less than a
minimum of care for that particular diagnosis.”

Physicians can enter orders from the hospital,
from their offices, or from their homes any time
of the day and night. For instance, when attend-
ing physicians are notified by a nurse or a case
manager that their patients are being admitted,
they can enter the orders remotely and get the
treatment started. 

“The orders are actually entered in real time.
This has an effect in the overall time in the case of
the patient,” she says.

The hospital does 100% utilization review, but
only about 25% of the patients need in-depth dis-
charge planning with appropriate referrals. 

A referral for case management goes to a cen-
tral call pool where staff forward the referral to
the case manager who is on duty.

“We didn’t want the referrals to go to the unit
and identify the case manager by name because
someone might be sick, on vacation, or working
in another unit,” Mitchell adds. That way, who-
ever is following the patient gets an automatic
referral. “This allows flexibility without being
concerned about having the referral covered,” 
she adds.

Since the case managers are not on duty 24
hours a day, the system allows the physician to
place an order for discharge planning with a
mechanism for the referral to go to the proper
person for follow-up, she adds.

The case manager, with the assistance of the
social worker, creates an interdisciplinary dis-
charge plan for the patients. All clinicians are
aware of the plan from the beginning. The system
allows all the disciplines to have access to the dis-
charge plan and the case managers to have access
to what the other disciplines recommend, she says.

“With an average length of stay of around four
days throughout the corporation, time is of the
essence, and having the electronic medical record
as a support tool helps facilitate the discharge
process. It helps to have all the information in a
timely basis,” she says.

The only paper the hospital uses these days are
items that patients actually sign and any other
support documentation. Initially, because of the

detailed documentation like flow sheets, the
patient record could encompass hundreds of
pages, but staff quickly identified what items
they needed. Printing out what was needed 
when a patient transferred to another facility 
was another learning experience, Mitchell recalls.

“The wonderful part of the automated medical
record is that you can print summaries. We’re now
down to printing five sheets and all summaries,
including demographics. It is more efficient and
user-friendly, because at a glance, you can see
everything about patient care,” she adds.

Designing and implementing an electronic
patient record system took three years and
involved representatives from every depart-
ment of Evanston Northwestern Health Care.

“The case management and other departments
participated in the design of the elements of docu-
mentation, and to a lesser degree, reviewed and
participated in the building of the other elements,”
Mitchell says.

Staff members underwent a minimum of 16
hours of training, depending on their computer
skills.

At each hospital, the system was rolled out in
two parts, starting with the documentation por-
tion, followed by the complete order-entry sys-
tem. “Rolling out the system in two parts allowed
the staff to become more adept at documentation
then go to the order-entry portion with expertise
to build on,” she says.  ■
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