
Start preparing for October 
when reimbursement rules change
CMS proposes switching to MS-DRG system in fiscal year 2008

The Centers for Medicare & Medicaid Services (CMS) has not yet
issued its final rule for fiscal year 2008, but it’s not too soon for case
managers to start familiarizing themselves with the new Medicare

Severity-DRG (MS-DRG) system that CMS has proposed using as a basis for
reimbursement for inpatient services, asserts Carol H. Eyer, senior manager
of clinical compliance with Pershing Yoakley & Associates’ Atlanta office.

When it issued its proposed changes to the inpatient prospective pay-
ment system in April, CMS announced its intention to switch to the MS-
DRG system as a basis for reimbursement. The agency solicited comments
on its proposed rule through June 12 and is expected to issue a final rule in
August.

It’s too early to know exactly what CMS will require when it issues its
final rule, but it is anticipated that the rule will largely mirror the pro-
posed one, Eyer points out. 

“Every time CMS issues a change in its reimbursement policies, in a
sense, the industry takes action but with somewhat of a wait-and-see
approach. As with any major change, the first year will be very telling
toward future changes that may be implemented. We’ll all work our way
through the first year and go from there. CMS is likely to tweak the sys-
tem in the following year,” she explains.

The MS-DRGs represent a significant increase in the number of DRGs,
from 538 to 745, Eyer points out. The new system creates a distinction
between severity levels by separating major comorbidities and complica-
tions from comorbidities and complications, she adds.

Hospitals shouldn’t start making changes without understanding the
full scope of what is going on, but case managers can start preparing for
the new system by familiarizing themselves with the MS-DRGs and
increasing physician awareness of the need for documentation that
reflects true patient severity of illness, adds Cassandra Barnes, RN, MS,
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Case managers can look at their hospital’s top 20
DRGs based on MEDPAR data and get acquainted
with the correlating MS-DRGs to analyze how the
MS-DRG system may affect them, Barnes suggests.

Documentation even more important

“If documentation improvement was impor-
tant before, it’s going to be 1,000 times more

important with the new system,” Eyer adds. 
The MS-DRG system most often distinguishes

DRGs by three severity levels: those with an
“MCC” or major complication/cormorbidity;
those with a “CC” or complication/comorbidity;
and those classified as “non-CC” — neither.

For instance, DRG 89 (simple pneumonia and
pleurisy with a CC) and DRG 90 (simple pneumo-
nia and pleurisy without a CC) will be replaced by
three MS-DRGs.

MS-DRG 193 is simple pneumonia and pleurisy
with a major complication or comorbidity. MS-
DRG 194 is simple pneumonia and pleurisy with a
complication or comorbidity, and MS-DRG 195 is
simple pneumonia and pleurisy without a compli-
cation or comorbidity.

“CMS took the existing comorbidities and
complications and largely carved out those repre-
senting the greatest severity in order to create 
the major CCs and more accurately capture the
patient’s severity of illness,” Eyer says.

Financial impacts

There’s a huge difference in reimbursement
between the three MS-DRGs, Eyer points out. 

Eyer projected the impact on one hospital
client as an example. Based on the CMS proposal,
this hospital would receive reimbursement of
$6,463.19 for MS-DRG 193 (pneumonia and
pleurisy with a major CC). Reimbursement for
MS-DRG 194 (simple pneumonia and pleurisy
with a CC) would be $4,508.49 vs. MS-DRG 195
(simple pneumonia and pleurisy without a CC)
with a proposed reimbursement of $3,272.16.

“The severity level of the patient is going to
drive the reimbursement more than ever before,
which makes sense as an overall goal. A patient is
going to have to be really sick to fall into an MS-
DRG with a major CC. With a big disparity in
reimbursements between the severity-adjusted
MS-DRGs, it will be imperative that hospitals
that treat the sickest patients ensure accurate doc-
umentation in order to be accurately paid for the
care they provide,” Eyer says. 

In some instances, the current DRGs are split
into two MS-DRGs, with or without a major CC,
Eyer points out.

For instance, the current DRG 576 (septicemia
without mechanical ventilation for more than 96
hours) is split between MS-DRG 871 (septicemia
without mechanical ventilation for more than 96
hours with a major CC) and MS-DRG 872 (sep-
ticemia without mechanical ventilation for more
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than 96 hours without a major CC). 
“In this and other scenarios, there is not

enough difference between the major CC and CC
severity to warrant an additional distinguishing
level,” Eyer says. 

Case managers who are involved in documen-
tation enhancement initiatives will have the chal-
lenge of assuring documentation with a more
complex set of DRGs, Barnes points out.

“Documentation supports the hierarchy of the
comorbidities and complications. To receive appro-
priate reimbursement, the hospital must be able to
show through the documentation how sick the
patient really was,” she adds.

If a hospital is treating more severely ill
patients, it will be essential that the documenta-
tion support a patient’s condition so the hospital
will be reimbursed for the cost of care accord-
ingly, she adds. 

CMs role bigger than before

Case managers are likely to have a bigger role
than ever before in clinical documentation improve-
ment, Barnes says.

As documentation becomes more important
than ever before, it’s likely that case managers will
be more involved in documentation improvement
programs since they are in the charts every day,
she adds. 

Regardless of whether the case managers or the
coding professionals are responsible for assuring
documentation, the clinical staff will need a lot of
education on the new process, Barnes adds. 

Eyer recommends that case managers begin to
familiarize themselves with two tables in the pro-
posed inpatient prospective patient system rule,
which outline the conditions that CMS is consid-
ering as either major complications or comorbidi-
ties and the complications and comorbidities. The
1,200-page proposed rule for 2008 is available on-
line at www.cms.hhs.gov/AcuteInpatientPPS/
downloads/CMS-1533-P.pdf. Table 6J “Major
Complications and Comorbidities List” begins 
on page 882. Table 6K “Complication and Comor-
bidity List” begins on page 940.

“The proposed changes for fiscal [year] 2008
reflect CMS’ increased initiative to ensure federal
health care program integrity and funding with
appropriate care for its beneficiaries as well as
reimbursement to providers for the severity
treated. In the bigger picture, Medicare is doing
everything it can to preserve the program. Every
year, CMS peels back another layer of the prover-

bial onion with the goal of ensuring that the dol-
lars are well spent,” Eyer says. 

In addition to a new reimbursement system,
CMS has announced its intention to hold hospitals
more accountable for quality by withholding pay-
ment for the cost of treating hospital-acquired infec-
tions. (For details, see Hospital Case Management,
June 2007, p. 83.)

(For more information, contact Carol H. Eyer,
senior manager of clinical compliance with Pershing
Yoakley & Associates, e-mail: ceyer@pyapc.com.
Cassandra Barnes, RN, MS, CCM, senior consul-
tant for case management with Pershing Yoakley &
Associates, e-mail: cbarnes@pyapc.com.) ■

Internship program fills
slots with experienced CMs
Hospital system develops training program

Morton Plant Mease Health Care in Clearwater,
FL, has found an effective way to fill case

management vacancies with qualified candidates.
The four-hospital health system has created its

own case management internship program, an
intensive four-week training program that teaches
qualified RNs how to be effective case managers.

“About a year and a half ago, we had a 14%
vacancy rate in the case management department
at one of our hospitals. We knew that the tradi-
tional way of trying to hire experienced case man-
agers would be difficult because there aren’t that
many out there. We decided to look at things a lit-
tle differently,” says Jackie Munro, MS, ARNP,
director of development and practice for Morton
Plant Mease, who was case management director
for the system at the time. 

“We had a lot of people leaving for a variety of
reasons. We had a lot of interest in the positions
but few of the potential candidates had a lot of
case management experience,” adds Diana Cripe,
manager of case management for Morton Plant
Hospital and Morton Plant Northwest Hospital.

The hospital system was named the 2007 winner
of the Franklin Award of Distinction for its case
management program by The Joint Commission
and the American Case Management Association.

The internship program was highlighted as
one of the achievements that qualified Morton
Plant Mease for the award. The program includes
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topics such as the history of case management,
payer rules and regulations, discharge planning,
evidence-based measures, clinical documenta-
tion, and communication with physicians, nurses,
and ancillary services personnel.

Candidates spend four weeks learning the mul-
tifaceted case management functions at Morton
Plant Mease. The education includes both class-
room sessions and clinical experiences. The course
also includes instructions on how to use the case
management web-based computer program.

During a portion of the internship program,
the case manager candidates work in the hospital
half a day, putting what they learned in the class-
room into use. They are closely followed by expe-
rienced case managers who act as preceptors and
oversee the new case managers for a year.

The first class of 13 case management interns
finished the program in October 2006. A second
group completed the classroom portion of the
program in early May.

Before starting the internship program, the
case management team spent about a year creat-
ing the program and developing the curriculum.

“We sat down and looked at the multiple roles
and responsibilities of the RN case managers —
their job descriptions, feedback from the team
and reviewed orientation experiences from candi-
dates that we hired in the past when we designed
our curriculum. As we established the curricu-
lum, we kept in mind what nurses truly need to
be case managers,” Munro says. 

For instance, the team knows that case man-
agers must have good communication skills in
order to effectively work with other disciplines in
the hospital.

“We developed a class on crucial conversations
between case managers, nurses, physicians, and
managed care companies and emphasized that
communication is a vital part of the role,” Munro
adds.

The team pulled in the physician advisors to
case management, consultants, and experts within
the case management department to assist in cur-
riculum development.

“We had a lot of experts within our own disci-
pline and within the Bay Care Health System
who could help us develop the curriculum,” says
Randi Ferrare, director of case management for
Morton Plant Mease. 

After the program was designed, the manage-
ment team sent it to the experts for validation,
and reviewed it with the case management staff.

The hospital system opened the program up to

all of the hospitals in the Bay Care Health System
and recruited team members from other cam-
puses to help with the training, Ferrare says.

The hospital system initially received about 50
applications for the first internship program. The
team narrowed it down to 20 candidates and
hired 13 people for the first class. 

“We had a lot of people who were interested in
auditing the class who didn’t necessarily want to
work for us. We haven’t opened it to them yet,”
Cripe says.

Candidate requirements

Candidates for the program must be licensed
as registered nurses in the state of Florida and
have worked in the acute care environment for 
at least two years.

Before the team started interviewing applicants
for the program, it developed standard interview
questions.

“We wanted to make sure that we were com-
paring apples to apples and that the candidates
would be the right fit for our work environment
and health system values,” Cripe says.

Few of the interview questions involved case
management skills. Instead, the team chose to
focus on behavioral questions, such as how a can-
didate would handle a situation in which he or
she had to resolve a conflict.

“Case managers are the leaders on the nursing
units. They are like the air traffic controllers and
must be able to work in a team environment and
make sure that all the disciplines work together,”
Cripe says.

After all the candidates were interviewed, the
interview committee sat down and talked about
which candidates would best fit into the health
system. 

In combination with the internship program,
the hospital system developed a preceptor pro-
gram to make sure that new case managers
received appropriate experience in the hospital.

Top performers in the organization were cho-
sen to be preceptors and went through on-line
training.

After they finish the program, the new case
managers go through an extensive orientation
program required of all new employees of the
hospital system.

They work closely with their preceptors for a
period of about four to six weeks, until the precep-
tor signs off on an 11-page document that outlines
the skills and competencies the new case manager
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must complete.
After the initial period, the preceptor works

more as a mentor to the new case manager and
continues the role for a year.

Program popular among staff, patients

The program has had positive results and gets
high praise from existing staff as well as the new
case managers, Munro says. 

“The new case managers are working out won-
derfully. They came in with more knowledge
than anyone we have previously hired and have
immediate buy-in to the program. The team wel-
comes them because they come in with that mea-
sure of experience,” Cripe adds.

The case management team scores about 10%
higher than the rest of the health care organization
on satisfaction surveys given to new employees.

Based on input from the first group of case
managers, the team has tweaked the curriculum
in addition to updating the content, Munro says.

The didactic portions of the course are available
to all Bay Care Health System employees through

the organization’s on-line learning center.
“The program represents an opportunity to

bridge the relationship between the bedside
nurse and the case management team. It contains
a lot of information that bedside nurses need to
know. We all went to nursing school to learn how
to care for patients, but these days, it’s very
important for nurses to be informed about how
the hospital gets paid, why we are concerned
with length of stay, and other issues,” Cripe says. 

In addition to recognizing Morton Plant Mease
for its case management internship program, the
Franklin Award evaluators cited the hospital sys-
tem for its culture of cooperation between case
management and the senior leadership team, physi-
cian advisors, and patient services, and medical
records also were cited in the awards presentation.

“When a member of the case management
team identifies an opportunity for improvement
or a patient in need, the team member can
directly contact senior management. We don’t
work in silos. Working together as a team across
disciplines is an integral part of our culture,”
Cripe says.  ■
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Advocate for patients with
catastrophic injury, illness
CMs help families deal with present, the future

By Jolynne “Jo” Carter, BSN, RN, CCM
Beverly Cunningham, MS, RN

An accident has left John, 52, with a C-4 cervical-
level fracture, and the prognosis is that he will

remain a quadriplegic. Hospitalized in the intensive
care unit, John has been assigned a catastrophic case
manager, who has met with him and his wife, Mary.
As the case manager develops a care plan to take John
through initial treatment, a long rehabilitation, and
beyond, she is in constant communication with John’s
physicians, nurses, the hospital social worker case
manager, other members of the treatment team, the
insurance company, and other involved parties. The
case manager makes sure that John and Mary are con-
tinually informed, but in the days immediately follow-
ing the accident, they remain in shock, unable to

comprehend much more than the immediate events.
After a catastrophic illness or injury, patients

can be so overwhelmed and medically ill that
they are unable to deal with what comes next. For
the family, dealing with the devastating trauma
may make it nearly impossible to think about
rehabilitation, long-term plans, and the inevitable
changes that will follow as a loved one becomes
medically stable, but cannot return to a pre-injury
or pre-illness state.

In these catastrophic situations, the case man-
ager’s advocacy — providing access to the right
care and treatment resources at the right time —
extends to a vitally important leadership role as
well. Through the case manager’s leadership,
patients and families can begin to embrace a
vision based on the highest level of clinical out-
come possible. The case manager is in a unique
position to outline what’s possible, and then to
create alignment among all the stakeholders
(families, health care providers, payers, employ-
ers, and so forth). 

Dealing with multiple interested parties makes
communication complex; however, that communi-
cation is required to help all involved gain consen-
sus and develop strategies to achieve those goals. 

The case manager should take a leading role in
assembling the resources needed to implement
the strategies and achieve the desired outcomes.



The vision of what is possible is grounded in clin-
ical and financial reality and the experience of the
case manager, particularly one who is certified.
Through certification, case managers demon-
strate that they possess the requisite knowledge,
skills, and expertise to practice case management
competently. 

Envisioning desired outcomes

When dealing with a catastrophically ill/injured
patient, the case manager’s vision of desired out-
comes begins with the assessment of the individual
immediately after the injury or onset of the illness
— medically, functionally, mentally, and emotion-
ally. The case manager’s assessment process
requires dialogue and listening in order to assist
that patient and family to develop a vision. The
challenge, however, is that the patient’s care plan,
treatment, and vision for the future is developed in
the midst of a family in crisis and transition. 

John’s hospitalization has put stresses on the family.
Mary has taken time off from her work as a self-employed
consultant, but she is trying to maintain her business
while spending as much time as possible at the hospital.
The knowledge that she is now the primary breadwinner
and will remain so in the future adds to her emotional
and financial stress, along with concerns about their son,
who is in college, and their daughter, a high school stu-
dent. The hospital social worker case manager spends
time with John and Mary, offering support and suggest-
ing counseling resources for the family.

A catastrophic injury or illness disrupts an
entire family system. The fear of losing a loved
one and the reality that this person will never be
the same medically escalates the family’s stress.
The family also may feel overwhelmed by the
amount of information they are receiving from
physicians, nurses, and other caregivers. The case
manager’s advocacy role is to ascertain whether
the patient and/or family truly understand the
information as it is presented by clinicians. 

Focus on basics of learning

Case managers must also consider the effect of
stress on the patient’s or family’s ability to take in
information. Their approach should be grounded
in the three basic types of learning: visual, audi-
tory, and kinestic. The case manager presents
information verbally, repeats it frequently to the
patient/family, provides written information,
draws diagrams or pictures to illustrate concepts
or options, and demonstrates and/or involves

family members in patient care whenever possi-
ble. In every interaction, the case manager orients
the patient/family to the desired outcomes and
what all parties are trying to achieve, while being
judicious in the amount of information presented
at any one time. 

The physician explains that John’s condition makes
him prone to “decubiti.” The case manager can tell by
the looks on John’s and Mary’s faces that the word is
intimidating and they do not really understand what it
means. The case manager’s communication interven-
tion prompts the physician to explain that this refers 
to a skin breakdown or what would be known in old-
fashioned terms as a “bed sore.” The case manager also
can provide access to facility educational resources, as
well as Internet resources for the family to review. 

The advocacy role involves dealing with the
payer. Frequently, the case manager needs to
explain to patients and families how their benefits
drive transition planning. Not only are the clinical
aspects of catastrophic illnesses/injuries stressors
for patients and families, but also the financial
impact as well. While the family is concerned about
the health and long-term well-being of a loved one,
the discussion must occur regarding benefits from
the payer — or regarding far more serious transi-
tion planning in the case of an unfunded patient.

Further, in an advocacy/leadership role, the
case manager empowers the family to ask ques-
tions and obtain information in a way that they
can comprehend. This requires that the case man-
ager utilize excellent verbal and written commu-
nication skills to successfully address complex
and confusing treatment and care options to all
parties — including the payer.

In addition, the family’s mental and emotional
upset can cloud decision making, particularly as
it relates to the patient’s long-term care — for
example, contemplating the next phase of the
patient’s treatment after hospitalization, families
may seek a rehabilitation facility that is close and
convenient, rather than choosing a facility that
has the highest level of medical expertise but is
located hours away from the family home. 

The case manager’s role is not to sway or
influence the family, but to ensure that every-
one involved has the necessary information.
The goal is to make solid decisions that are
aligned with the outcome of maximum medical
recovery and the highest degree of satisfaction
for the patient and family, while taking into
account the resources that the insurance com-
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pany or other payer will authorize.
As an effective leader, the case manager should

take an active role in addressing issues, for exam-
ple, guiding the family with questions that need
to be asked as rehabilitation facilities are evalu-
ated and asking tough questions about how the
family can cope with the lifestyle changes ahead.
This demands that the case manager assess how
well the patient/family understands the situa-
tion, has accepted the clinical reality, and is emo-
tionally and psychologically capable of making
choices for the next treatment level.

Although ABC Rehabilitation Center is closer to
home, after talking with the case manager and assessing
all their options, John and Mary have selected XYZ
Rehabilitation, which specializes in patients with these
types of injuries, even though it is six hours away.
Meanwhile, the case manager is negotiating with the
insurance company to pay for services at XYZ
Rehabilitation, which is out of network, explaining why
it is beneficial for all parties. The case manager explains
that the expert care that John will receive is likely to
result in the maximum medical and rehabilitative out-
comes as outlined in his care plan. Over time, this will
likely decrease the total cost of the claim for the payer. 

As the strategy and resources are identified and
agreed upon, the case manager can turn attention
to implementation of the plan. The transfer of a
patient from one treatment setting to another is a
critical time of transition. It may be from hospital 
to subacute or rehabilitation facility, rehabilitation
facility to home, or even within the hospital from
ICU to the hospital floor. Case managers know that
transition planning is essential in order to avoid
breakdowns in communications, in treatment con-
tinuity, and/or in care planning. (Transitions are so
crucial that some case management firms require
the patient be seen in person by a nurse case man-
ager within 24 hours of a transfer from one treat-
ment setting to another, one facility to another, or a
facility to home.)

NPSGs and transition planning 

The Joint Commission in its 2007 National
Patient Safety Goals highlights several important
components of transition planning, for example,
accurately and completely reconciling medications
across the continuum of care. This means establish-
ing “a process for comparing the patient’s current
medications with those ordered for the patient
while under the care of the organization,” and

ensuring that “a complete list of the patient’s medi-
cations is communicated to the next provider of
service when a patient is referred or transferred to
another setting, service, practitioner or level of care
within or outside the organization.” The Patient
Safety Goals also emphasize that “the complete list
of medications is also provided to the patient on
discharge from the facility.”1

CMs role in transition

Case managers play a pivotal role in working
collaboratively with health care providers in
helping patients transition from one care setting
to another. Through open communication among
all parties, case mangers help patients navigate
the transition while keeping their best interests
and needs at the forefront.2

Another National Patient Safety Goal in transi-
tion planning is for “handoff communication” to
be undertaken by the case manager, covering
both clinical and financial considerations.
Leadership for the case manager means not only
excellence during the transition but as a follow-
up as well. For example, were the patient and
family satisfied with the transition? What were
the outcomes directly related to transition,
including readmission and reason for readmis-
sion? In the case of a readmission, was the patient
discharged from the facility too early? Was the
patient appropriately placed in another treatment
setting? Was the plan understood by the person
receiving the patient and/or assuming care for
the patient at the next level of care?

Throughout the process, the case manager’s
leadership extends to upholding a vision of what
is possible for the patient, grounded in clinical
knowledge and prior experience. The case man-
ager’s ability to see beyond the immediate term —
after the initial trauma or onset of illness, through
the phases of the care and treatment plan, to the
likely outcomes — also helps to guide the patient
and/or family beyond their initial fears. 

The reality is patients who are extremely ill or
severely injured often have repeated setbacks.
Knowing this, the case manager can offer leader-
ship through “anticipatory guidance” of what
should happen next. Case managers also should
consider potential barriers or problems and take
proactive steps to reduce the likelihood of their
occurrence, while providing education to the
patient and family to enhance their ability to
avoid or mitigate clinical problems. This requires
a high level of communication skill and patience,
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which may run counter to the fast-paced, high-
turnover environment such as a hospital.

After a catastrophic event, patients may not
return to their pre-injury or pre-illness state. The
patient, however, is still able to move toward the
desired outcomes. Those outcomes and a vision
of what is possible are the foundation of the case
manager’s leadership. The case manager offers
hope that is grounded in clinical knowledge and
case management experience, and provides edu-
cation that leads to informed decisions in the best
interest of the patient.
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director of network services at Concord, CA-based
Paradigm Management Services LLC, accountable for
the day-to-day management of Paradigm’s national net-
work of nurse case managers, which includes approxi-
mately 130 registered nurses across the United States. 

Beverly Cunningham, MS, RN, is vice president,
clinical performance improvement (which includes
responsibility for case management) for Medical City
Dallas Hospital. She also is chair-elect of CCMC.] ■
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Hospitals often face ‘lose-lose situation’

In the wake of a first-of-its-kind settlement
regarding the discharge of a homeless woman

by a Kaiser Permanente hospital in Southern
California, indications are that the disturbing
issues it aims to address are far from unique. 

Under the settlement agreement, the HMO is
required to establish new discharge rules, pro-
vide more training for employees, and allow a
former U.S. attorney to monitor its progress.
Kaiser also will contribute $500,000 to a charita-
ble foundation that supports the expansion of
recuperative beds in Los Angeles County and a
project to develop an electronic database linking
county shelters and hospitals.

The case involved a 63-year-old patient who was
discharged from Kaiser’s Bellflower Medical Center
in March 2006. A video at a downtown mission
shows the woman apparently being dropped off by
a taxi and then wandering aimlessly, clothed in only

a hospital gown and slippers. After several minutes,
officials from the Union Rescue Mission escorted
her into a nearby building.

As horrifying as it is to view that incident — and
similar ones recorded since the action against Kaiser
was filed in late 2006 — the “dumping” of homeless
patients often is the ultimate result of a “lose-lose
situation” for hospitals that have exhausted their
options, suggests Kate Tenney, RN, manager of
case management at Sutter General Hospital in
Sacramento, CA.

“That could easily have been us,” adds Tenney.
She says Sutter Health started its interim care pro-
gram, aimed at meeting the challenges presented by
the homeless population, after community service
organizations expressed concern that homeless
patients were being discharged back to the streets
before it was medically appropriate. 

What frequently happens in such cases, Tenney
explains, is that discharge plans collide with patient

Homeless pose unique discharge challenge 



choice. Referring to a similar case — which also
drew media attention — in which a man with a
colostomy, wearing a soiled hospital gown, was
dropped off at a city park, she says, “I bet the dis-
charge planners tried to get him to go to a skilled
nursing facility, and he probably refused because he
didn’t want to spend his general assistance money.”

Her experience, she adds, is that homeless indi-
viduals often balk at signing over the funds they
receive from the state so they can gain admission to
a skilled nursing facility or other post-acute care.

Giving up that money “eliminates the ability to
go out and buy a fifth of whiskey every other day,”
Tenney notes. “So then you have the patient say-
ing, ‘I don’t want to do anything you’re suggesting
and I want to stay here.’ That’s why hospitals get in
this situation.”

It’s also likely, she says, that the homeless per-
son in such a case would tell shelter officials that
he was “thrown out” by the hospital.

After meeting with advocacy groups, case man-
agers from Sutter Health and two other major hos-
pital systems created the interim care program,
which resulted in the establishment of a homeless
shelter specifically designed for people who need
care after discharge. (See article in the October
2005 issue of Discharge Planning Advisor.)

The latest phase of the Sutter program is called
the “T3 Continuum Project,” which focuses on
designing ongoing primary care and housing
solutions. (See related story, p. 110.)

Is it the government’s responsibility?

Dealing with the problems associated with the
homeless is actually the government’s responsibil-
ity, says Tenney. That view is shared by several
leading advocates for the homeless, who cautioned
that the Kaiser decision is not a panacea for deeper
structural issues of how local, state, and federal
governments deal with Los Angeles’ large home-
less population, according to an article in the Los
Angeles Times.

In addition to the provisions already mentioned,
Kaiser agreed, in its settlement, to pay $5,000 in
civil penalties and $50,000 in investigative costs to
the city attorney’s office. The foundation to which
it made the $500,000 contribution also will fund a
free legal clinic in Skid Row to assist eligible home-
less people in getting health benefits.

Under the terms of the protocol, Kaiser must
do the following:

• Take precautions with homeless patients, log-
ging them into a special record and documenting

all of their belongings, which must be returned to
them on discharge.

• Require physicians, nurses, and social workers
to assess and document homeless patients’ mental
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CE questions
1. To determine how the new MS-DRG system is likely

to affect their hospitals, Cassandra Barnes, RN, MS,
CCM, suggests that case managers compare current
DRGs with the correlating MS-DRGs. How many
does she suggest that case managers examine?

A. 10
B. 20
C. 30
D. 40

2. Carol H. Eyer, says based on the CMS MS-DRG
system proposal, one of the hospitals she works
with would receive reimbursement of $6,463.19 for
MS-DRG 193. Reimbursement for MS-DRG 194
would be $4,508.49 vs. MS-DRG 195 with a pro-
posed reimbursement of $3,272.16.

A. True
B. False

3. Faced with a growing vacancy rate, Morton Plant
Mease Health Care created an internship program
for case manager candidates. How long does the
classroom portion of the program last?

A. Two weeks
B. Three weeks
C. Four weeks
D. Six weeks

4. According to guest columnists Jolynne “Jo” Carter,
BSN, RN, CCM, and Beverly Cunningham, MS, RN,
when case managers coordinate the care of a catas-
trophically injured patient, their advocacy role is to
ascertain whether the patient and/or family truly
understands the often-overwhelming amount of infor-
mation they are receiving from physicians, nurses,
and other caregivers. 

A. True
B. False

Answer key: 1. B; 2. A; 3. C; 4. A.

CE instructions 

Nurses participate in this continuing education pro-
gram by reading the issue, using the provided refer-

ences for further research, and studying the questions at
the end of the issue. Participants should select what they
believe to be the correct answers, then refer to the list of
correct answers to test their knowledge. To clarify confu-
sion surrounding any questions answered incorrectly,
please consult the source material. After completing this
semester's activity with the December issue, you must
complete the evaluation form provided in that issue and
return it in the reply envelope provided to receive a credit
letter. ■



status and refer them for cognitive and neurological
exams when needed. If a member of the medical
staff questions the person’s ability to understand a
discharge, the discharge will be delayed.

If the hospital fails to comply with the agree-
ment, the court can levy fines or jail time. The
injunctive provisions of the agreement will last
three years, but Kaiser will be allowed after a year
to request that they be dropped if it can show com-
pliance with the conditions and protocol of the
order.

Sutter General has had numerous patients show
up at its emergency department (ED) who “come
to find out were in somebody else’s hospital two
days ago,” Tenney says. “Two were from the state
of Washington. They arrived at the bus station and
were so debilitated that the people there brought
them to our ED. The hospital in Washington had
bought them a one-way ticket to Sacramento.”

Staff at the original facility “probably said,
‘They have lots of homeless places down there,’”
she adds.

In both cases, Sutter took action through the
Washington State Ombudsman Program, “which

was very helpful in getting the two patients back
to facilities in that state,” Tenney says. “It turned
out there were skilled nursing facilities that were
sending patients down here.”

Facilities get a reputation as places where the
homeless may be sent, she notes, suggesting that
the Kaiser hospital may have “believed that send-
ing them to Skid Row was a good solution.” That
won’t change, Tenney adds, if the receiving facil-
ity doesn’t do anything about it.

“Having every small community in the nation
have shelter beds is expensive,” she notes, “so
suddenly you have a homeless person show up
in the hospital” and the question of what to do
with him or her. That’s especially true, Tenney
says, “if they need ongoing care — and they
always need ongoing care.”

(Editor’s note: Kate Tenney can be reached at
TenneyK@sutterhealth.org.) ■

Sutter program addresses
homeless housing, care
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Reducing ED use is goal 

Atwo-pronged initiative under way at Sutter
Medical Center in Sacramento, CA, aims to

provide interim housing for homeless patients
who need home support services or assistance
with medications as well as reduce the use of the
hospital emergency departments (EDs) for pri-
mary care among homeless patients.

The T3 Continuum Project is the latest phase of
an ongoing interim care program (ICP) designed
to address the medical challenges presented by
the homeless population, says Kate Tenney, RN,
manager of case management at Sutter General
Hospital.

The ICP was started in 2005 as a way to avoid
situations such as the one in which a homeless
patient discharged from a Kaiser Permanente
hospital was dropped off by a taxi in the Skid
Row area of Los Angeles dressed in a hospital
gown and slippers, Tenney notes.

As part of the T3 Continuum Project, Sutter
Medical Center is contracting with an existing
primary care clinic and then adding housing, she
adds. The pilot is being conducted at Sutter
General, one of two hospitals that comprise the
medical center and, in 2008, the program will be
rolled out to the ICP collaborative, Tenney says. 

T3 Continuum will be “a significant invest-

ment,” she says, with an estimated cost of $250,000
a year. Sutter will provide 100% of the funding for
the pilot, and will negotiate future costs with the
collaborative.

Meanwhile, the respite shelter that is the cen-
terpiece of the existing ICP “is working well for
homeless patients in Sacramento,” Tenney notes,
with the 18 beds frequently filled.

The Salvation Army provides the space, infras-
tructure, and management for the 24-hour unit, she
says. The three participating hospitals provide in-
kind donations of beds and other equipment and
also commits annual funding of $50,000 per hospi-
tal to coordinate discharge services, participate in
clinical review committees, and find durable medi-
cal equipment and prescriptions as needed, she
says.

The county of Sacramento provides oversight
for the shelter, as it does for all community shel-
ters, and other funding to support the program,
Tenney says. 

Participating patients must meet all standard
hospital screening criteria, and have a short-term
need for respite housing of no more than six
weeks, Tenney notes. “The six-week period is
based on a typical course of intravenous antibi-
otic treatment, which was the most common need
for the respite housing.”

Since the ICP began, 54 patients from Sutter



have been served, resulting in approximately
1,300 saved hospital bed days, Tenney says. There
are other measurements of the program’s success,
she adds, for the first quarter of 2007:

• Twenty-two percent of patients had no insur-
ance initially, but by the time they exited the pro-
gram, none were without any coverage.

• All participants are offered mental health 
or other substance abuse services while in the
program.

• Eighty-one percent of participants move
from the ICP into some type of housing.

• Just 18% of clients require a visit to the ED
during their stay.

• Seventy-five percent of clients use a primary
care clinic for treatment during their stay.

• Only 8% of patients were readmitted to the
hospital.

• The average length of stay is 24 days.  ■

CCM staffing model has
‘general guidelines’
UR, CC, DP functions combined

With increasing demands on case managers’
time and expertise, many professionals

believe a reevaluation of staffing ratios is in order.

The fact that staffing models vary significantly
among hospitals complicates the issue.

Karen Zander, RN, MS, CMAC, FAAN, principal
and co-owner of the Center for Case Management
in South Natick, MA, was one of several case man-
agers who discussed the subject in the April 2007
issue of Discharge Planning Advisor.

Zander has designed a staffing model (see
chart on p. 112) that offers general guidelines for
the combined responsibilities of utilization
review, care coordination, and discharge plan-
ning.

“These are total caseload numbers,” she points
out, “which does not mean that the case man-
agers or social workers do something major for
each of these patients each day. In fact, the pro-
cess of determining which patients need which
services and at which points in the day and/or
the stay is extremely important, but often not
consistent and certainly not taught well.

“I call it ‘fluid reprioritization,’” Zander adds,
“because it is much more time-sensitive and mul-
tifactorial than traditional [linear] time manage-
ment methods.”

She emphasizes that the guidelines refer to each
case management full-time equivalent.

“For example,” Zander explains, “if the case
manager is only doing concurrent reviews, or the
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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 regu-

latory 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. ■

Correction

Karen Zander was quoted in the April 2007
issue of Discharge Planning Advisor as saying

long-term acute care hospitals don’t usually take
Medicare. The statement should have read that
such hospitals don’t usually accept patients
whose payer is Medicaid. ■
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social worker is doing all the discharge arrange-
ments for every patient, then the case manager can
handle more patients than shown on the chart.

“On the other hand,” she continues, “if the
case manager is assigned to physician services
rather than units, the organization will need more
case managers to cover all the services.”

The ranges stated are dependent on many vari-
ables, Zander says, such as automation, payer
mix, the organization’s relationship with key
physicians, and whether continuity of care is a
priority of the nursing department.

(Editor’s note: Karen Zander may be reached at
KZander@cfcm.com.) ■
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CM-Integrated Role and MSW Caseloads by CMI
Proposed Framework to Plan/Evaluate/Benchmark Staffing

Introduction: This framework represents ranges and direction rather than absolutes. Please use as a guideline. There
are many contingencies to be considered (type of technology available, use of case mgmt assistants, onsite payers
and liaisons, etc). These numbers represent CM with a combined role of UR, Care Coordination, and Discharge
Planning and MSW in a risk-referral Clinical Social Work Role, not including DP. These numbers do not include ED,
weekend or PTO coverage, clinical documentation improvement specialists, or denial and appeals specialists. 

CMI= .9-1.1 CMI = 1.2-1.3 CMI = 1.4-1.5 CMI= 1.6-2+

LOS, Medicare 3-4 days 4-5 days 5.1-5.4 days 5.5-6 days

Case Mgrs1: Pts (if under
50% Medicare mix)2

Ratio to ADC, not beds
1: 20-25 1: 20-25 1: 20-25 1: 18-20

Case Mgrs3:Pts (if over
50% Medicare mix)4,5

Ratio to ADC, not beds
1: 20-25 1:20 1: 15-20 1: 12-20

Physician Advisor6 Can be VPMA .5 FTE
.5-1 FTE

depending on 
hospital size

1 FTE

Social Work(MSW)7:
Pts/Families

(if over 50% total
Medicare and Medicaid

mix OR if Trauma,
Oncology, or  Pediatric

specialty hospital)

1: 35- 40 1: 35- 40 1:35 -40 1:30- 35

1With combined UR, Care Coordination, and Discharge planning functions. If assigned by service line, will need more FTEs
2Not including ED coverage
3With combined UR, Care Coordination, and Discharge Planning functions. If assigned by service line, will need more FTEs
4Not including ED coverage
5Must have SW as well if over 50% high Medicare plus Medicaid populations. If no SW, CM will need lower caseloads
6In most cases, should not be VPMA
7Children's Hospitals should have the smallest caseloads, assuming they will do a brief assessment minimally on every family. If
working on a referral basis, can have higher caseloads but will not be as effective as doing own case-finding.

Source: The Center for Case Management, South Natick, MA.
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