
Notify patients of financial responsibility
if they don’t meet Medicare criteria
HINNs should be used when patients no longer qualify for acute care

Changes in the notifications that hospitals must give Medicare
patients about their pending discharge are making discharge plan-
ning and careful documentation more important than ever before.

In addition to making changes in the delivery of the Important Message
from Medicare, which includes notifying patients of their right to request 
a review of their discharge, the Centers for Medicare & Medicaid Services
(CMS) has revamped its set of Hospital-Issued Notices of Noncoverage
(HINNs), which inform patients of any potential financial liability if they
receive services that Medicare does not cover. 

The process of a review/appeal includes issuing a “detailed notice,”
which lists, in language patients can understand, the reason their doctor has
discharged them and the reasons that the patient no longer meets Medicare
criteria, says Jackie Birmingham, RN, MS, vice president of professional
services at CuraSpan Inc., a Newton, MA, health care technology and ser-
vices firm.

The Important Message must be given to patients within two days of
admission and again within two days of discharge. “The ‘detailed notice’
process in the July 2, 2007, notification rule is more important to case
managers than the Important Message letter. The detailed notice starts
the process of identifying that the patient is at an acute level of care and
what to do next if the patient is considered by the Quality Improvement
Organization [QIO] to be ready for discharge,” she says.

(For a look at the appeals process and its challenges, see Guest
Column on p. 164.)

The next step in the process is deciding whether the patient should be
given a HINN, notifying him or her of potential financial liability for the
hospital’s services, Birmingham adds.

“The whole process has changed. I made a chart showing all the new
forms so we will be able to determine which form to give when,” says
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Roxana Ballinger, RN, CCM, director of care
management at Regional Medical Center in
Chesapeake, VA.

Hospital-Issued Notices of Noncoverage are
notices of financial liability that are to be used by
hospitals when the patient is no longer deemed
eligible for acute care by CMS and there is some
question about financial liability, Birmingham
says. These include services that are not medi-
cally necessary, that are custodial in nature, or
services that can be provided in another level of

care, such as at home with home health or in a
skilled nursing facility.

“Patients have a right to be informed of their
pending discharge and can request a review by the
QIO if they or their representative have a concern
and they also have a right to be informed of any
potential financial liability should they be receiv-
ing services which Medicare does not cover,” she
adds.

At the same time, hospitals have a right to be
paid for the services that are medically necessary
and that makes it imperative to document that
patients have been informed of discharge plans
and that they have been given the HINNs, says
Birmingham.

“Hospitals must have proof that patients have
been informed of any potential financial liability
should they be receiving services which Medicare
does not cover. Case managers should document
their discharge planning efforts and conversa-
tions with the patients and family. In addition, 
a copy of any HINN given to a patient must be
kept in the patient chart,” she adds.

In order to be sure that the patient is informed
of potential liability, CMS has a set of HINNs that
can be used in various situations. 

HINNs most likely to be used by CMs

According to the instructions released by 
the Centers for Medicare & Medicaid Services,
Birmingham suggests that case managers are
most likely to use the following HINNs: 

• Preadmission or Admission Hospital-
Issued Notice of Noncoverage replaces HINNS 
1 and 9 and is to be used prior to a noncovered
stay. 

The hospital should notify the patient that
Medicare is not likely to pay for the admission
because it’s not considered to be medically neces-
sary or it could be furnished safely in another
setting. 

• Hospital-Requested Review (HRR) notifies
patients that the hospital has determined that the
patient no longer meets Medicare criteria for a con-
tinued stay because the services are no longer med-
ically necessary but the physician disagrees. The
HRR notifies the patient that the hospital is asking
the QIO to review the case and that the QIO will be
contacting the patient to discuss the case. 

• HINN-11 (Noncovered Services During a
Covered Stay) notifies patients of services that
may not be covered by Medicare during an other-
wise covered stay. 
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Hospitals should issue a HINN-11 when
Medicare coverage policies state that a diagnostic
or therapeutic item or a service is not covered,
based on medical necessity, but the patient still
requires continued hospital inpatient care. The item
or service must not be bundled into payment or
treatment for the diagnosis that justifies the inpa-
tient stay.

HINN-11 certifies the patient’s consent to
accept financial liability for the noncovered pro-
cedure or procedures. Hospitals must give a copy
to the patient, his or her physician, and to the
QIO upon request 

• The HINN-12, Noncovered Continued Stay
notice, is a new notice, which became effective in 
July 2007, which notifies patients that the hospital
believes Medicare may not continue to pay for their
hospital stay beginning on a certain date. The notice
states the reason in easy-to-understand language,
and includes the estimated cost of the patient’s stay,
beginning from the date of noncoverage. The notice
also encourages the patient to discuss his or her
pending discharge with the physician.

Hospitals may consider issuing the HINN-12
when a patient requests a review of his or her dis-
charge by the QIO and the QIO agrees with the
discharge, Birmingham says.

This HINN should be issued only if there is
some concern on the part of the hospital that the
patient may be financially liable for his or her
continued stay after the review process has been
completed, she says. 

“When you give someone who is appealing
their discharge the detailed notice, it’s not a bad
idea to give them the HINN-12 because it spells
out so simply if they have to be responsible for
the bill,” Ballinger adds.

Knowing when to issue the HINN-12 gets
complicated when patients are being discharged
to a lower level of care, Birmingham points out.

‘Not as straightforward as it seems’

“The HINN-12 is not as straightforward as it
seems. Case managers have to use their judgment
according to the individual situation and coordi-
nate the process with the utilization review com-
mittee to determine when to issue the HINN-12,”
Birmingham says. For instance, if a patient no
longer meets hospital level of care criteria but there
is not a bed that is appropriate for the patient avail-
able at a lower level of care, the hospital probably
shouldn’t issue a HINN-12 because the patient isn’t
at fault.

However, if a bed is available and the patient or
family refuses to go and the reason for the refusal
is reviewed by the utilization review director, the
HINN may be issued and the hospital can charge
the patient for the subsequent days.

“The issue gets difficult for discharge planners
when the patient has been in the hospital only
two days but needs a three-day stay to be eligible
for extended-care benefits in a skilled nursing
facility, or when the case manager finds an appro-
priate bed but the family says it’s too far away,”
Birmingham says.

When the QIO steps in

If a patient or family requests a review in hopes
of delaying the discharge so the patient is eligible
for the “extended-care benefit” and the QIO deter-
mines that the hospital stay was not medically nec-
essary at the time of the request for the review, the
day will not count toward the three-day require-
ment for coverage, Birmingham points out.

“Case managers are in a pivotal place when
working with patients and families in helping
sort out what is covered and what is not. The
financial interest of the patient exists and the
financial interests of the hospital must be consid-
ered. Case managers must take the time to learn
the rules for coverage, work closely with the
physician advisors and the QIO so that they can
be advocates for patients and to make sure the
hospital gets paid appropriately,” she adds.

(For more information, contact Jackie Birmingham,
RN, MS, vice president of professional services,
CuraSpan Inc., e-mail: jackiebirmingham@sbcglobal.
net.) ■
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Where to download information
and sample HINN notices
• Hospital-Requested Review: www.cms.

hhs.gov/BNI/Downloads/NoticeOfHospital
RequestedReview.pdf

• HINN-11 — Noncovered Service(s) During a
Covered Stay — www.cms.hhs.gov/transmittals/
downloads/R982CP.pdf

• HINN-12 — Noncovered Continued Stay) —
www.cms.hhs.gov/BNI/Downloads/HINN12
Noncovered ContinuedStay.pdf

• Preadmission or Admission HINN — www.cms.
hhs.gov/BNI/Downloads/PreadmissionAdmission
HINN.pdf ■



Avoid misinterpreting
HIPAA regulations
Don’t deny access to people who are entitled to it 

While her husband was sleeping, after a medi-
cal procedure, Elizabeth Hogue, Esq., picked

up his chart, which was lying on a table in his hos-
pital room.

A few minutes later, a nurse came into the room,
took the chart and said, “You don’t have a right to
read that. HIPAA won’t allow it.”

“Actually, I’m his wife and I do have the right
to read it. HIPAA doesn’t prohibit it,” replied
Hogue, a Burtonsville, MD, attorney specializing
in health care issues. 

“Well, it’s the director’s policy,” the nurse
replied.

Hogue’s experience is just one example of how
HIPAA is being misinterpreted and patients and
families are being alienated, Hogue says. 

“Health care professionals are making big mis-
takes when it comes to HIPAA and these kinds of
things shouldn’t be happening. In this case, there
were two problems concerning HIPAA: The chart
was lying out there where anyone passing by
could have read it and she was refusing me, as a
relative, access to the information that I was enti-
tled to have,” she recalls.

Intent of the law

The Health Insurance Portability and Account-
ability Act of 1996 was intended to protect the
privacy of patients’ medical records and other indi-
vidual identifiable medical information by limiting
the way medical providers could share the informa-
tion. It never was the intent of the law to deny infor-
mation to patients’ family members and significant
others, Hogue points out. 

“HIPAA has certainly had some unintended
effects. The law was written to protect patients
but there are a lot of misunderstandings that can
be to the detriment of patients,” she says.

Except for some technical issues with which
providers have to comply, HIPAA generally
incorporates the same practices that health care
providers have used for years in regards to the
release of information, Hogue says. 

“Depending on the circumstances, health care
providers can release almost any appropriate
information, based on good common sense,”

Hogue adds.
Hogue advises case managers to have a copy

of the HIPAA rule available so they can review it
if they are confronted with an unusual situation
and don’t know how to handle it.

“Case managers must master the regulations
despite their complexity. There is no substitute
for a careful reading of the rule again whenever a
question arises,” she adds.

Use your common sense

Use your common sense when it comes to
giving out patient information, Hogue says.

“The HIPAA rule says that patient information
can be shared with family members as well as
with significant others,” she says. 

Some health care providers have refused to
give out information over the telephone, fearing
they would violate HIPAA regulations, Hogue
says. These instances can be particularly trou-
bling when someone is checking on a loved one
in another city, she says.

“If someone calls a case manager on the tele-
phone to ask about a relative, the case manager
could talk with them to elicit information that
gives them a sense of comfort that the person is
who they say they are or they could ask the per-
son to fax some identification,” Hogue suggests.

Another option would be to tell the caller you
want to verify who they are and call them back,
she adds. 

(For more information, contact Elizabeth Hogue
at ElizabethHogue@ElizabethHogue.net.) ■

Coordinating Important
Message notifications
Rules require immediate response

By Vivian Campagna, MSN, RN,C, CCM
Commissioner, Commission for Case Manager 

Certification (CCMC)
New York City

On Monday, July 2, 2007, a Medicare patient in 
a metropolitan hospital, whom we’ll call Mrs.
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Jones, was notified by her physician that she was to
be discharged the next day. In accordance with new
rules governing the rights of Medicare patients,
Mrs. Jones already had been informed twice —
once at admission and again within 48 hours of
anticipated discharge — of her right to appeal.

That evening, despite the physician’s determi-
nation that she was ready to go home, Mrs. Jones
decided to exercise her rights as a Medicare
patient to appeal her discharge plan. Although
Medicare patients have had the right to appeal
discharge plans for many years, new rules that
went into effect just a few days before (on July 1,
2007) complicated matters for the hospital.

Under the new rules, known as “An Important
Message from Medicare about Your Rights” (or
“IM”), Medicare patients have until midnight of the
day of discharge to appeal — meaning to request 
a review by an outside Quality Improvement
Organization (QIO). Furthermore, the new rules
state that the QIO must receive clinical information
for review (in many cases, a complete copy of the
patient’s medical record) by noon the next calendar
day — not the next business day — even if it falls
on a Saturday, Sunday, or holiday.

In Mrs. Jones’ case, her decision to appeal her
discharge meant that her medical records had to 
be copied and delivered on July 4, a national holi-
day, to the local QIO office. Although the QIO
office was staffed on the holiday, it was located in 
a building that was not open that day. (Fortunately,
a member of the hospital staff lived near the QIO
office and volunteered to deliver the records per-
sonally on July 4. The staff member, having previ-
ously contacted the QIO, knew that she had to ring
the buzzer to the building and wait several min-
utes for someone from the QIO office to come to
the door and accept the records.)

Contingency plans should be in place

As the example of Mrs. Jones’ case shows, the
new Medicare discharge appeal rules create sce-
narios in which hospital staff may have to scram-
ble to make sure that there are people assigned to
specific tasks and available 24/7, including on
weekends and holidays. Rather than wait until
they are confronted with an appeal made over a
major holiday — or perhaps one that falls on a
weekend — hospitals should have detailed contin-
gency plans in place to respond to any possibility. 

For example: Medical records must have per-
sonnel present and/or available seven days a
week, 365 days a year to copy records for QIO

reviews. Even if the hospital is notified of a
Medicare discharge plan appeal on a Saturday,
the records must be copied and available for
delivery by noon the next day. There is no wait-
ing until the next business day. 

Hospitals must have several designated liaisons
with the local QIO — and not just one person.
Those liaisons should be responsible to be con-
tacted by the QIO, and know how to facilitate
delivery on weekends and holidays. 

Because of the new Medicare appeal rules 
that require immediate response, hospitals must
widen their circles of communication and cooper-
ation across several departments. Those may
involve case management, medical records, nurs-
ing, social work, and registration.

Cross-department cooperation

Cross-department cooperation already is part
of the case management process, with hospital
case managers facilitating communication among
physicians and other clinicians, nursing staff, the
patient and/or family, insurance companies, and
other interested parties as well; further, given
their responsibility for discharge planning, it is
only logical that case managers are integral parts
of the hospital’s Medicare appeals response team.

“There is a need for better communication all the
way around, especially to make discharge as safe 
as possible for patients,” observed Susan Bailey,
regional vice president and CEO of The Specialty
Hospital of Washington. “When a patient no longer
meets medical necessity, the physician, as the driver
of the team, works very closely with case manage-
ment and other members of the interdisciplinary
team. It’s more important today than ever before.”

For hospital-based case managers, Medicare
appeals add further complexity to the overall dis-
charge planning process. 

For the hospital case manager, discharge plan-
ning begins as soon as the patient is admitted 
in order to prepare for a successful transition,
whether to another treatment facility (such as
rehabilitation) or to home. As the Medicare IM
informs patients: “During your hospital stay, the
hospital staff will be working with you to prepare
for your safe discharge and arrange for services
you may need after you leave the hospital. When
you no longer need inpatient hospital care, your
doctor or the hospital staff will inform you of
your planned discharge date.”1

The goal of a safe and successful discharge plan
is to help the patient adhere to physician orders for
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treatment, prescriptions, and other concerns such
as special diets. There are no guarantees, however,
that patients will adhere to physicians’ orders. It
may be that, despite the family’s assurances, the
patient does not have access to transportation to
the doctor’s office for follow-up visits. 

To give another example, following cardiac
surgery, the postoperative plan recommends that
a patient recover at a rehabilitation facility to
regain further function. However, the patient says
she wants to go home and will receive care there.
Because the family is only able to provide care for
12 hours a day, to make up for the gap, the hospi-
tal case manager helps arrange in-home care. 

However, within 30 days of discharge, the
patient is back in the hospital and the readmis-
sion is flagged. As the case manager investigates,
it becomes clear that the reason for the readmis-
sion is the patient refused to allow the in-home
care provider to enter her residence. The patient
later tells the case manager she “didn’t want to
let a stranger into the house.”

As this example illustrates, despite the best dis-
charge planning, when working with the wishes of
patients and families, the plan may not be followed.
All too often the result is patients are readmitted.

Adding another potential complication to
discharge planning, hospital-based case man-
agers must also include in their processes the
possibility that Medicare patients may file
appeals. Further, under the new appeals rules,
hospital case managers will likely play a key
role in making sure that patients receive two
notifications as required and that a system is in
place to handle appeals to a QIO, even on week-
ends and holidays.

The IM procedures exist to guard the rights of
Medicare patients who have legitimate concerns
about being discharged. As the IM states, if
patients feel they are being discharged too soon,
they may talk to hospital staff, physicians, and
managed care plans, if they are covered by one. If
they decide to pursue an appeal, they must con-
tact the QIO no later than the planned discharge
date and before they leave the hospital. By fol-
lowing these steps, patients will not have to pay
for services received during the appeal, except for
charges such as copays and deductibles.1

The patient’s decision to appeal may be made
any time before discharge. That means when a
Medicare patient receives a second IM notice the
day before discharge he may give every indica-
tion that he will go home the following day.
However, if the patient wakes up at 3 a.m. on 

the day of discharge and does not feel well, he
may decide at that point that he is going to file 
an appeal. 

Once that occurs, all involved parties must
respond. From a hospital throughput standpoint,
a bed that was expected to be vacated that day
will now be occupied. Procedures that were pre-
viously established must now be set in motion 
to have medical records copied and delivered as
soon as possible. 

With the new Medicare rules, the patient appeal
process has moved out of the time frame of Mon-
day through Friday. As a result, hospitals must
respond with a wider circle of people who must be
involved in the Medicare appeals response process. 

Every department needs to know their respon-
sibility, from patient notification to ensuring 
the records are copied and able to be delivered
— on any given day — to the QIO for review.
Preparing a response plan means choosing the
right players, identifying potential weak spots,
and providing the checks and balances. The goal
is to ensure that appeals are handled properly
and within the required time frame, and that
potential challenges — such as delivering medi-
cal records on a national holiday — are antici-
pated with an appropriate response plan.

Reference

1. Department of Health and Human Services, Centers for
Medicare & Medicaid Services, “An Important Message from
Medicare About Your Rights,” www.cms.hhs.gov/BNI/12_
HospitalDischargeAppealNotices.asp#TopOfPage.

Vivian Campagna, MSN, RN,C, CCM, is a
commissioner of the Commission for Case Manager
Certification (CCMC), the first and largest nationally
accredited organization that certifies case managers. She
also is director of patient care management at Lenox Hill
Hospital in New York City, where she supervises a staff
of 21 case managers, 12 social workers, three discharge
planning associates, three denials and appeals coordina-
tors, and two payer specialists. ■

Tips for handling Medicare
discharge appeals

New rules and guidelines for Medicare
Discharge Plan Appeals — known officially

as the “Important Message from Medicare about
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The length of stay for patients being dis-
charged to skilled nursing facilities from St.

Joseph’s Hospital progressive ventilator care unit
dropped by 7.5 days (a 47% reduction) following
a Six Sigma pilot project that focused on better
ambulation of patients, earlier screening for
potential skilled nursing admissions, and timely
discharge.

“We discharge a lot of patients to skilled nursing
facilities. We felt that their length of stay was longer
than it should be and that there were opportunities
to coordinate the care of these patients in a more
efficient and effective way, while improving the
length of stay and the outcomes,” says Elizabeth
Galvin, RN, MBA, manager of clinical resource
management for the Tampa, FL, hospital. 

St. Joseph’s Hospital is part of BayCare Health
System, which includes nine not-for-profit hospi-
tals in the Tampa Bay area. 

In addition to the overall improvement in
length of stay, the six-month project achieved
the following outcomes in areas where the team
focused:

• Functional status assessed upon admission
increased by 28%. Activity levels ordered upon
admission for a patient went up 131%. Ambulation
one to two times a day for eligible patients rose 71%. 

• The number of discharge planning assess-
ments completed within 24 hours of admission
increased by 43%. The percentage of discharge
orders executed on the same day they were writ-
ten rose by 25%.

The project was designed and implemented by
a multidisciplinary team that included represen-
tatives from case management, social work, nurs-
ing, medical assistance, finance, medical records,

and pastoral care, according to Tanya Siddiqui,
Six Sigma Black Belt, who led the team. 

The Six Sigma team chose 5 North, a step-
down intensive care or progressive care unit for
the pilot project. The unit has multiple patients
on ventilators and with tracheostomies, and dis-
charges a large percentage of its population to
post-acute facilities, Galvin says.

“We chose this unit because the population 
has very complex needs and a high length of stay.
The quality of nursing care and leadership was
another factor in our choice. We knew we could
count on the staff for the extra effort involved in
any pilot project,” Galvin says. 

Patients in the progressive care unit include
trauma patients, those with severe chronic ill-
nesses, cardiac patients, or postoperative patients
who need to remain on life support. They require
a lot of complex care but are more stable that
patients in the intensive care unit, says Joanne
Mayers, RN, nurse manager of the unit.

“We face some unique challenges in our 
unit because of the clinical complexity of our
patients, along with the fact that many of them are
unfunded. We have a difficult time placing them
because there are limited options in the Tampa area
for discharging patients who are on a ventilator
and who do not have funding,” she says.

The team began the process in December 2006
by determining what the problem was and iden-
tifying opportunities for improvement.

They reviewed charts for a one-year period to
determine what roadblocks prevented patients
from being discharged to a skilled nursing facility
in a timely manner.

“We all had feelings about why length of stay

Six Sigma project slashes LOS for SNF discharges
Initiative targets ambulation, early assessment, discharge planning
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was longer than it should be and what the oppor-
tunities were. Part of the process was to deter-
mine what the issues were using statistics not
anecdotal information,” Galvin says.

The team identified three main areas of focus:
ambulation of patients, early identification of
potential skilled nursing and rehab discharges,
and executing the discharge orders the same day
they were written.

The team then drilled down to determine spe-
cific steps that could be taken to make improve-
ments in each of the key areas. 

‘Ready, Sit, Go!’

They developed a pilot called “Ready, Sit, Go!”
to alert the staff to the Six Sigma Project and its
goals.

“We conducted education for all the nurses on
the unit. Case managers and social workers were
also involved in getting the word out that the
project was going to begin,” Siddiqui says. 

During its chart review, the team determined
that some patients, particularly those who came
to the unit from intensive care, were becoming
debilitated because of extended stays in bed. 

“Many of the patients on the unit don’t neces-
sarily have to stay in bed. This was a big change
in mindset for the physicians, nursing staff, and
case managers,” Mayers says.

Among the goals the team set were having all
patients assessed for functional status as soon as
they were admitted to the unit and making sure
that everyone on the unit has activity-level orders
within 24 hours.

If the physician doesn’t order bed rest, the goal
is to have the patients up in a chair a minimum of
once a day and to ambulate them if they are able.

“Physical therapy did an inservice for staff 
on mobilization to teach them how to get those
patients moving. Many of the patients on the unit
could be ambulated by a nurse, instead of a phys-
ical therapist,” Mayers says.

In addition to shortening the length of stay for
patients going to skilled nursing facilities, the
increased attention to ambulation also resulted in
a decrease in the number of patients who needed
to go to an extended care facility, Siddiqui says.

“Ambulating the patients more during their
stay in a progressive care unit helps improve
their conditions and allows them to go home
healthier. This project has improved patient satis-
faction and decreased the cost of health care.
Patients are going home healthier with improved

outcomes and their insurers aren’t being billed
for skilled nursing care,” Siddiqui says.

In addition, because of the positive outcomes
from the Six Sigma project, the nursing unit pur-
chased a second special power chair that folds
down to allow nurses to slide patients out of the
bed, rather than lifting them. 

“Like many hospitals, we have a no-lift policy
because of increasingly morbidly obese patients.
It’s a challenge to get them up when they are
obese and on a ventilator. Getting the new equip-
ment makes it easier,” Mayers says.

Like any new initiative, the idea of increased
ambulation of patients initially met with resistance. 

“The nurses completely support the process now
that they have seen dramatic improvements from
the ambulation. It’s made the atmosphere on the
unit more progressive and positive,” Mayers says.

The project’s goals called for a proactive approach
to identifying patients who were likely to be dis-
charged to a skilled nursing facility in order to facili-
tate getting the patients transferred once the order is
written.

The nurses began screening patients upon
admission or transfer to identify good candidates
for a skilled nursing facility and alerting the case
manager and social worker. 

The social workers concentrated on getting the
discharge planning assessment completed within
24 hours of admission to the unit.

“The social workers look at all of the aspects 
of the discharge from payer status and medical
diagnosis to the support system at home early 
in the stay. They start talking to the patient and
family about skilled nursing care early in the 
stay, getting them accustomed to the fact that the
patient may not be discharged to home,” Mayers
says. 

The team added a section to the discharge
planning form that includes information about
patients likely to be discharged to skilled nursing
facilities. The case managers and social workers
have a place to note information such as family
concerns, copays and other insurance issues,
potential outcomes, and deterrents to admission.

“We identified key family issues involving
transferring patients to extended care facilities
and tried to address them and to improve com-
munication with the family in regards to these
issues,” Galvin says.

For instance, the terms “nursing home” or
“skilled nursing facility” tend to have a negative
connotation with family members. Instead, staff
tell the family that the patient needs to go to a
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facility for rehabilitation. 
The team determined that not all patients were

discharged to a skilled nursing facility on the day
their discharge orders were written, many times
because the paperwork wasn’t in order or medi-
cation reconciliation had not been completed.

In some cases, the physician fails to sign all the
required forms for discharge; in other cases, the
facility the patient wanted may not be available.
Sometimes, transfers are held up by the patient’s
special needs or by requirements from a managed
care organization.

“We are working to get the paperwork com-
plete and everybody on board,” Mayers says. 

The interdisciplinary team on 5 North has a
weekly length of stay meeting attended by their
physician advisor and Galvin, during which the
team looks at long-stay patients and obstacles to
discharge.

In addition, 5 North holds weekly interdisci-
plinary rounds to look at discharge issues with
input from the rehab team on how the patient is
improving physically.

During the daily huddle, the case manager,
social worker, and charge nurse discuss any
obstacles to discharging patients. 

The nurses write the patient goals for each day
on a dry-erase board placed in the patient rooms
where it can be seen by the patient and family. 

“It helps us communicate goals from shift to
shift and keeps the patient and family aware of
the goals,” Mayers says.

Following the success of the Six Sigma project,
the team is continuing to look for other opportu-
nities to improve length of stay. The hospital is
forming partnerships with extended care facilities
and developing tools, such as virtual tours of
facilities, to help the patient and family make
informed decisions, Siddiqui says. 

“We are involving the extended care facilities
in this initiative, making sure they get a liaison
on site to talk to the patient and family about
issues and questions they may have. In addition,
representatives from hospice care and palliative
care are part of the rounds on the nursing floor
and the unit,” she adds.

The clinical resource management department
at St. Joseph’s is responsible for coordinating the
care of adults in the main hospital. The average
daily census for this group of patients is 425.

The department includes RN case managers
and social workers who are unit-based.

The case managers have primary responsibility
for utilization review, tracking and reporting

avoidable days, managing observation patients
who are placed throughout the hospital, tracking
and reporting evidence-based measures, and
driving the length of stay for their units. 

The social workers have primary responsibility
for completing the initial discharge planning
assessments and coordinating the discharge plan-
ning process to alternative level of care facilities.
They address patient psychosocial needs and
arrange other discharge services such as trans-
portation, outpatient therapy, unfunded patient
prescriptions, and community services.

(For more information, contact Elizabeth Galvin,
RN, MBA, manager of clinical resource management
for St Joseph’s Hospital, e-mail: elizabeth.galvin@
baycare.org.) ■

Educating ED staff
assures admission criteria
On-call CMs assist with community resources

By educating emergency department supervi-
sors on admissions criteria and community

resources, Weatherford Regional Medical Center
in Weatherford, TX, has managed to eliminate
most social admissions to the hospital and ensure
that patients who are admitted meet admission
criteria.

“The case managers can’t be on duty 24 hours a
day, seven days a week. Now we have trained the
emergency department supervisors on all shifts so
they understand the difference between someone
who needs medical care and someone who came
to the emergency department because they didn’t
know where else to turn,” says Lyn Clark, RN,
BSN, MHA, director of case management.

The 99-bed hospital treats about 33,000 patients
a year and has an 11-bed emergency department
that is a Level IV trauma center. 

The case managers are assigned by floors and
are cross-trained so they can handle patients on
any floor.

During the week, a case manager is available
to the emergency department at peak times and
when staff need them. The four case managers
and Clark rotate being on call from 5 p.m. to 10
p.m. weekdays and on weekends.

Before Clark began the initiative in June, social
admissions were fairly common in the hospital,
part of Community Health System, based in
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Franklin, TN. For instance, people would bring in
their elderly parents when they could no longer
take care of them and they’d be admitted to the
hospital, instead of being transferred to a nursing
home. 

Social admissions removed

“A lot of social admissions have been removed
from the mix. Now the emergency department
staff work with the case managers to find an
alternative to admission when patients who do
not meet admission criteria are discharged from
the emergency department; they go to a more
appropriate level of care. It’s no longer an option
to put patients in the hospital overnight and fig-
ure it out in the morning,” Clark says.

“In the past, patients would be admitted
because no one knew what to do with them. With
the community resource books, the charge nurses
in the emergency department and the case man-
agers can find out what these patients need. If
they don’t meet admission criteria, they’re no
longer admitted. It doesn’t mean that we don’t
give them support; we just don’t give them sup-
port at the inpatient level,” Clark says.

Clark created a series of four educational mod-
ules for the emergency department supervisors.
They include information on the Centers for
Medicare & Medicaid Services, definitions such as
“case mix index,” information on the largest payer
sources for the hospital, and the conditions that
qualify for observation status under Medicare
regulations.

When case managers are called about an admis-
sion, they help walk the emergency department
supervisor through the process of determining if
the patient meets criteria.

“When the ED supervisors call us to talk about
an admission, we ask them to put their education
to use and tell us what they are thinking about
this particular patient. This on-the-job [educa-
tion] helps them understand the process so they
know what to do when the case managers are not
in the house,” Clark says.

The emergency department staff use criteria
sheets to determine if the patient should be admit-
ted or placed in observation status based on lab
values and other factors. 

Clark emphasizes to the emergency department
nurses that she wants them to call if they have
questions about patient status or available com-
munity resources. “I’d much rather take a phone
call and help put patients in an appropriate bed

status and avoid having a denial,” she says.
The emergency department supervisor can

keep the flow of the emergency department mov-
ing more effectively and efficiently if he or she
knows where to find community resources for
patients and whether they meet admission crite-
ria, Clark points out.

“In essence, we have case management ser-
vices available 24 hours a day because we have
trained the emergency department supervisors
to function in case management roles,” she says. 

Physicians were resistant to become involved
with the initiative at first but now they appreciate
the role the case managers and the emergency
department nurses play, Clark says.

“Once the physicians realized that we were
there in a supportive and assistive role, they
began to value our services. Physicians are not as
familiar with community resources as the case
managers are. This initiative has reduced the
number of inquiries for inappropriate admis-
sions,” she says.

Physicians appreciate the help

The physicians also appreciate help determin-
ing the patient’s admission status, Clark says. 

“They aren’t going to treat the patients any
different due to bed status,” she adds.

Clark monitors admissions every day to make
sure that admission status is appropriate. If not,
she educates the case manager, the emergency
department supervisor, and the physician. 

“We make sure the hospital is doing the best
thing for the patient, and if not, we give the
physicians feedback in real time,” Clark says.

Clark prepares a monthly education letter for
physicians who admit patients to the hospital
and meets with the hospitalists almost daily to
discuss appropriate admissions.

When the case managers believe a patient has
been admitted who does not meet criteria, they
discuss the case with their physician advisor who
follows up with the admitting physician.

“Doctors just want to practice medicine. 
They don’t realize that if you don’t get the right
admission status, the hospital won’t be paid
and the patient may be stuck with the bill,”
Clark says.

(For more information, contact Lyn Clark, 
RN, BSN, MHA, director of case management,
Weatherford Regional Medical Center; e-mail:
zlaclark@hotmail.com.) ■



Your Rights” (IM) — require hospitals to respond
to appeals at any time, including weekends and
holidays. In order to be prepared, hospitals need
to identify the right people and have the proper
measures in place. Here is a checklist to consider: 

1. Broaden the circle of contacts. Under the
latest rules, when a patient initiates a Medicare
discharge plan appeal, medical records must be
copied and delivered to the pertinent Quality
Improvement Organization (QIO) office on the
next calendar day. In order to respond to that
quickly, the circle of people involved in respond-
ing to the appeals and ensuring that information
is gathered and delivered in a timely fashion
must be broadened to include case managers,
nurses, social workers, medical records, and so
forth.

2. Set a clearly delineated process. Determine
a step-by-step flow of information so that all par-
ties know what they have to do. 

3. Identify key roles, not key people. Rather 
than relying on particular individuals to carry out
specific functions, key roles should be identified,

regardless of who is on duty on a particular day. 
For example, medical records may have four or five
people who regularly cover on weekends. All of
them must know what is required in case records
have to be copied and delivered outside of regular
business hours.

4. Educate everyone involved in the process.
The best way to promote cooperation is to make
sure that everyone understands the importance
of following procedures. It is particularly impor-
tant to get the buy-in of managers and depart-
ment heads who will then communicate this
priority to their staff. 

5. Identify possible weak points. Even with
the best response plan, there will be failures. (For
example, the courier that is used on weekends
does not work when a major holiday falls on a
weekend.) The more potential weak points that
are identified, the better the chance of responding
successfully to the unexpected. 

(For more information on the new notice and guide-
lines from the Centers for Medicare & Medicaid Services,
see the web site at www.cms.hhs.gov/BNI/12_Hospital
DischargeAppealNotices.asp#TopOfPage.) ■
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(Continued from page 166)

Employee education big
part in initiative’s success 
Important Message part of all staff meetings

Putting the “know” before the “why” for
patient access employees was the focus at

Stevens Hospital in Edmonds, WA, during imple-
mentation of its procedure for distributing the
revised “Important Message From Medicare,”
says Evita Armijo, patient access manager.

“It’s not just the operational process, but the
education process,” she adds. “It’s about being
responsible to educate [employees] on what the
ramifications are if we don’t have [the Important
Message].

“What we’ve done,” Armijo says, “is give
them reading materials, a written procedure, the
actual pieces from the manual that the Centers
for Medicare & Medicaid Services provides of
the regulations and rules. We’ve built a little

packet for registrars.”
Patient access staff must sign a form, filed as

part of their education records, stating that they
have read the materials.

Additionally, ongoing education related to the
Important Message always will be on the agenda
of departmental staff meetings, Armijo adds. “We
talk about how well we’re doing and what types 
of obstacles we’re running into. We brainstorm
together as a group on how we can improve the
processes.”

At present, Important Message procedures are
mostly manual, she says, built around the limita-
tions of the hospital’s existing computer system.
A new system is scheduled to be installed in the
summer of 2008, Armijo notes.

“We do get a report every day from informa-
tion systems with the names of all Medicare
patients that are in-house,” she says. “One of the
patient access coordinators goes through those
names and makes sure that a signed copy of the
Important Message form is scanned and in the
record for those patients, and that we have a
good communication process to follow up if
some patients have been missed.”

When patients are missed, Armijo notes, it is
usually because they were admitted through the
emergency department. 

ACCESS MANAGEMENTACCESS MANAGEMENT



With the installation of the new computer sys-
tem, she says, there likely will be alerts or per-
haps a screen process whereby registrars can’t go
to the next page of the registration process with-
out taking care of the Important Message.

The new system might also print the forms on
demand, Armijo adds, eliminating the need for
NCR forms. 

Sooner than that, she says, the hospital plans 
to add Korean to the languages — now English,
Spanish, and Russian — in which the Important
Message is distributed.  ■

Who should you charge 
with charge capture?
Consultant: Push job back to clinicians 

When it comes to the crucial arena of charge
capture — making sure that providers are

paid at the appropriate level for all services ren-
dered — it’s all about “the right charges and the
right resource putting the charges in,” says Gala
Prabhu, a New York City-based senior manager
for Accenture.

If your patient access department is tasked
with entering those charges, you should be push-
ing that job back to the departments providing
the service, Prabhu advises. “Charge capture
should be done by the people closest to delivery.”

Tightly integrated charge capture and reconcili-
ation processes are critical for hospitals, she says,
pointing out that missing and/or lost charges have
a significant impact on revenue for these reasons:

• Items that are never charged cannot be billed
to the patient’s insurance company.

• Missing charges adversely affect the level of
reimbursement depending on payer (diagnosis-
related group [DRG], fee for service, etc.).

• Poor reconciliation or lack of reconciliation can
lead to billing errors due to inappropriate charges
being entered on the front end because of submis-
sion of late charges or missing documentation.

• Missing charges affect census balancing and
capacity management.

“There are different ways that charges get into
the system,” Prabhu explains. “One way is for 
the charge to drop as soon as an order comes in.
Another way — as with pharmaceuticals — is for
[the charge to drop] once a nurse indicates the
drug has been given.”

Radiology charges, she notes, in many cases
don’t drop unless the test has been read and the
results dictated.

The goal is to make sure that if 10 patients came
in for services, there are 10 sets of charges — that
you’re not missing revenue or documentation of
charges, Prabhu says. “What we do is go in and say,
‘How can you prevent lost or missing charges?’”

The solution, she adds, lies in developing inter-
nal controls and reconciliation mechanisms to
verify that all eligible charges are accounted for
and processed within 24 business hours.

“You make sure, by running exception reports,
that you are tracking that you got the charges in,
and that they actually hit the billing system — that
they don’t, for example, go to the wrong account,”
Prabhu explains. 

In the operating room, charges typically are
checked off as they are incurred, while the
surgery is taking place, as with a superbill, she
says. “The issue comes if you didn’t pick the right
patient or the right encounter. If someone is not
doing reconciliation, the account just lies there.
Sometimes a whole batch doesn’t go through due
to technical error, and sometimes staff on the
back end don’t know to ask, or who to ask.”

While it is considered best practice for charges
to be entered at the point of service by clinicians,
she says her experience has been that patient
access staff continue to perform the job at many
health care institutions.

“In the past, what’s happened with some of the
clinical departments is that they say they don’t
have time for administrative work, that they’re
too busy looking out for the patients, so it’s
pushed onto patient access,” Prabhu says.

“A lot of the systems are not sophisticated
enough or programmed appropriately to capture
the charges [automatically], so a lot is done on
paper,” she adds. “Pages are missing and the
department is always trying to follow up on miss-
ing charges. So they finally say, ‘We’ll get some-
one to come in and take over that responsibility.’”

That someone typically has been a clerical
employee in patient access, Prabhu says. “They
don’t go to medical records staff — they’re too
expensive.

“What normally happens,” she adds, “is
clinicians fill out a superbill, and patient access
has the responsibility of getting the charges in,
doing data entry.”

At the end of the day, Prabhu says, “the OR
used to collect encounter bills and send them to
the front end. Patient access staff could run back
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up and check with the nurse [if there was a ques-
tion]. That was the thinking.”

The problem with patient access staff performing
the job, she contends, is that “they really don’t own
it. It’s unfair for them to do it because they don’t
know what happened to the patient. It won’t strike
them to ask, ‘How can a person have this knee
surgery without an implant [listed on the bill]?’”

With the new technology and software now
available, Prabhu says, “things are changing.
[Technicians] are punching into a handheld device
or directly into the legacy system that they gave the
patient this drug, instead of filling out a superbill.”

Data entry should be done at the point of
service by clinical personnel, she emphasizes. If
patient access staff are doing this, they should be
saying that it’s best practice for it to be done by
the clinician delivering the care.

(Editor’s note: Gala Prabhu can be reached at
sumangala.prabhu@accenture.com.) ■

New CMS ‘error’ rule 
has access implications
‘We can affect patient outcomes’

Arecent announcement by the Centers for
Medicare & Medicaid Services (CMS) that it

will no longer pay for care required because of
hospital error has implications for patient access.

The change is one of several initiatives being
touted by the administration as ways to improve
the accuracy of Medicare’s payment for inpatient
care and to encourage hospitals to improve the
quality of their services. 

The rule identifies eight conditions — includ-
ing three serious types of preventable incidents
sometimes called “never events” — for which
Medicare will no longer cover the cost of treat-
ment. CMS has said it would work to add three
more conditions to the list next year.

Hospitals in the future will be expected to pick
up the cost of additional treatment required by a
preventable condition acquired in the hospital,
according to the rule.

While at first glance it’s easy to assume that
patient access is not affected by the clinically ori-
ented rule, closer consideration suggests other-
wise, notes Keith Weatherman, CAM, MHA,
associate director for patient financial services 
at Wake Forest University Baptist Medical Center

in Winston-Salem, NC.
“Certain things we do can affect treatment proto-

cols and, yes, even patient outcomes,” Weatherman
points out.

“Patient access is responsible for getting the
exact patient name while completing the medical
record search and the registration,” he says.
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CE questions
17. Which Hospital-Issued Notice of Noncoverage

(HINN) should be issued if the hospital believed
Medicare will not continue to pay for a patient’s
stay on a certain date?

A. HINN-9
B. HINN-11
C. HINN-12
D. All of the above

18. The Preadmission or Admission Hospital-
Issued Notice of Noncoverage replaces which
HINN(s)?

A. HINN 9
B. HINN 11
C. None of the above
D. A & B

19. According to Elizabeth Hogue, Esq., HIPAA
generally incorporates the same practices that
health care providers have used for years in
regards to the release of information. 

A. True 
B. False

20. According to Susan Bailey, who drives the
team when a patient no longer meets medical
necessity?

A. Case manager
B. Physician
C. Charge nurse
D. None of the above

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

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. ■



“Mix-up of records because of a registration error
can certainly affect the treatment plan for patients
regarding the patient’s history, allergies, etc.”

Clinicians must be able to trust that the infor-
mation given to them via registration is exact,
Weatherman adds. “Also, it is vital that patient
access departments with responsibility for bed
management get patients to the correct bed,
including transfer situations.”

Transporters at his hospital, for example, are
assigned to the patient access department. “It is
vital, not just because of this ruling, that trans-
porters — and actually, all staff — are well trained
in safety precautions.”

Weatherman cites an instance at another facility
in which a friend was injured while being dis-
charged from the emergency department (ED).

“As she was being put into the wheelchair, her
hand slipped,” he says. “Her finger got caught in
the frame of the wheelchair and it actually pinched
the end of her finger off. This terrible incident is
proof that even nonclinical staff — including
patient access — can affect patient outcomes.

“The other things that we do — preregistration,
financial counseling, precertification, verification,
point-of-service collections — must mix into the
patient flow so that treatment that is urgent or
emergent is not delayed,” Weatherman adds.

In 2006, Congress gave CMS the power to pre-
vent Medicare from giving hospitals higher pay-
ment for the extra costs of treating a patient when
infections and other preventable conditions occur
during a hospital stay.

Hospitals are to begin reporting secondary
diagnoses present on the admission of patients
starting with discharges on Oct. 1, 2007. One year
later, cases with these conditions would not be
paid at the higher rate unless they were present
on admission.

Stephen Frew, JD, a web site publisher (www.
medlaw.com) and health care risk management
specialist, has expressed skepticism about the
motivation behind the rule, pointing out what he
calls “some spin issues.”

“Not all of these ‘errors’ are preventable in the
best system, and patients often contribute to the
events in ways that are beyond hospital control,”

he says. “Not paying for the ‘errors’ has a strong
emotional appeal to the public, but what are the
real costs and consequences going to be? I am not
all that sure CMS has those even on the radar yet.”

Frew raises the question of whether cutting
payments to hospitals for these events will
improve care so that after a while all providers
are receiving full payment again, and says he
believes such an outcome to be unlikely.

“Once money is ‘saved,’” he adds, “it has a
way of disappearing into the great federal black
hole, and it certainly does not occur to Congress
to return it to the taxpayers — or to pay it to hos-
pitals to cover the care of uninsured patients.”

Frew predicts that private insurers will join in
on the idea, and that balance billing will be one of
the unintended consequences of the rule.

“Under Medicare, denied claims cannot be billed
to the beneficiary, so the denied claim is just the
hospital’s loss,” he says. “Similarly, most managed
care plans and some states prohibit balance billing.

“What happens to patients who have private
insurance that cannot enforce a ‘no balance billing’
rule because there is no state law?” Frew adds.
“Odds are that the patient gets stuck with the bill.”

That could lead, he suggests, to a second unin-
tended consequence of the new CMS rule: “When
patients get a notice that their care was not paid
for because the hospital committed an unpardon-
able ‘error,’ many of them are going to seek out a
malpractice lawyer, and these issues will sud-
denly become prima facie proof of malpractice.”

Another concern, Frew says, is the cost of test-
ing every patient admitted to the hospital to
determine whether the person already had an
infection.

The health care system would be better served,
he contends, if CMS were to set aside more money
— not less — and reward hospitals that reach goals
for reduction in errors that the agency is concerned
about.

“Maybe there are hospitals out there that
would like to have more revenue and would do
something to reduce risk to get higher reimburse-
ment,” he notes.

“Most of the [hospitals] I visit are working
their hearts out to get these risks under control
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for a lot of reasons,” Frew adds. “If it were just a
simple matter of trying, all of these issues would
have disappeared a long time ago.”

(Editor’s note: Keith Weatherman, CAM, MHA,
can be reached at kweather@wfubmc.edu.) ■

Cell phones to the rescue
when weather woes hit
Emergency, on-call staff affected

Cell phones replaced land-based pagers at
Richland Hospital in Richland Center, WI,

when the area was hit by severe storms and
flooding in late August.

“Like any technology, you can’t always depend
on ground-based communication, says Chuck
Aber, MBA, senior assistant administrator and
CFO. “The land-based medical pager antenna
took an electrical hit and reduced the capacity to
transmit the signal as far as it normally can.

“Cell phones are improving all the time, so we
tried to evaluate whether cell phones or the land-
based pagers should be used, and we decided
that the cell phone signal was stronger,” Aber
adds. “So for a few days we converted to cell
phones to contact staff in emergency situations.”

Because of the flooding, the medical pager
antenna could not be serviced for about five days,
he notes.

While the admission process at the hospital
remained unchanged during the severe weather, he
adds, the community was kept informed through
radio and the efforts of a local government emer-
gency group.

“We did an evaluation with the county emer-
gency group to be aware of road closings so we
could communicate to the community as far as
providing information about road closures and
alternate routes,” Aber says. 

About 92% of hospitals surveyed in 2003 
and 2004 had revised their emergency response
plans since Sept. 11, 2001, according to a recent
report from the Centers for Disease Control and
Prevention.

Nearly two-thirds of hospitals had addressed
natural disasters and four types of terrorism inci-
dents (biological, chemical, nuclear-radiological,
and explosive-incendiary) in their plans.

More than three-quarters engaged in coopera-
tive planning with other local health care facilities,

while 52% had written agreements to be able 
to transfer patients during a disaster. Facilities
accredited by The Joint Commission provided for
these elements more frequently than nonaccred-
ited hospitals.

Hospitals with 300 or more beds planned with
other health facilities more frequently than those
with fewer than 100 beds.

As to expansion of capacity during an emer-
gency, 73% of hospitals had planned for cancella-
tion of elective procedures and admissions,
65.5% had plans to establish an alternate care
site, 60% had plans to make medical use of non-
clinical space, 40% planned to convert their post-
anesthesia care unit to accommodate intensive
care needs, and 28% planned to activate decom-
missioned units.  ■
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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. ■
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Join our free weekly 
e-mail alert today

Subscribers of Hospital Case Management can
join our Hospital Case Management Weekly e-

mail list. This alert is designed to update you weekly
on current case management issues that you deal
with on a daily basis. Many of the articles in this alert
will be followed up in detail in upcoming issues of
HCM.

To sign up for the free weekly case management
update, go to www.ahcpub.com and click on “Free
Newsletters,” for information and a sample. Then
click on “Join,” send the e-mail that appears, and
your e-mail address will be added to the list. If you
have any questions, please contact our customer
service department at (800) 688-2421.  ■
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Today’s case managers report that they are
paid more but they’re working longer hours

and being asked to do more documentation and
paperwork.

More than half of the respondents (65%) to
Hospital Case Management’s 2007 salary survey
were case management directors. The rest were
case managers, utilization managers, social work-
ers, or had other titles. 

The majority of respondents to the survey report
that they got a raise last year but 88% of them put
in more than 40 hours a week with 39% working
more than 50 hours a week. Many of those hours
are spent doing documentation, filling out forms,
and completing assessments than working with
patients, says Catherine M. Mullahy, RN, BS,

CRRN, CCM, president of Mullahy & Associates.

‘Decrease in job satisfaction’

“I’ve seen a decrease in job satisfaction among
case managers because of an increase in caseloads
and paperwork [and] lack of mentoring and edu-
cation for new case managers. A lot of nurses I
talk to say they are spending a lot of time doing
documentation and not so much doing the things
they feel will make a difference, Mullahy says.

In this year’s survey, 86% of respondents report
an increase in salary during the past year, slightly
more than the 84% who reported an increase in
2006 but down from 89% in 2005 and 88% in 2004.
Half of the respondents reported a 1% to 3% salary

Case managers facing increased caseloads, paperwork
documentation with less direct patient care responsibilities
Decrease in job satisfaction, increase in caseload

2007 SALARY SURVEY RESULTS
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increase, followed by 26% whose salary increases
were between 4% to 6%. More than 10% reported
receiving raises of 7% or more. 

About 84% of respondents to the survey report
salaries of $60,000 a year or more. The biggest per-
centage (27%) make between $60,000 and $69,999,
with 18% reporting salaries of $100,000 or more.

Salary a ‘challenge’ in recruiting

Salaries make recruiting and retaining case
managers a challenge, says Beverly Cunningham,
RN, MS, associate administrator, clinical perfor-
mance improvement at Medical City Dallas
Hospital.

“Many times the premium salary is for the
nurse at the bedside and not for the case manager.
There is very little training for case managers so
we tend to cycle the same case managers from job
to job,” she adds.

At South Ocean County Hospital in Manahawkin,
NJ, the case management department offers a train-
ing program for in-house nurses who are interested

in becoming per diem or relief case managers. The
nurses attend training for two eight-hour days and
work alongside a case manager. Then they fill in as
case managers when a full-time case manager is on
vacation or sick and some continue to work as bed-
side nurses as well.

As a result, when a case manager resigned
recently, the department had several nurses within
the hospital who applied for the full-time case man-
agement position.

“The nurses I’ve trained as per diem are experi-
enced with good critical thinking skills. They’ve
worked in the ICU or immediate care or telemetry
and are right on top of what needs to be done.
Our vacancy rate is not high and we’re blessed
with a float pool of full-time and part-time
nurses,” says Marilyn Butler, RN, MSN, CCM,
director of case management.

At New York Hospital Queens, case managers
are paid for their years of nursing experience and
compensated as managers, which makes recruit-
ing and retaining case managers easier, says
Caroline Keane, director of case management. 
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Most of the case managers have been assistant
nurse managers or nurse mangers within the
building, she adds.

“Case managers need critical thinking and
negotiation skills and it takes time for them to
develop them,” she adds. 

Readers of Hospital Case Management tend to be
older and more experienced nurses. Among respon-
dents, more than 63% have 25 or more years of
experience in health care, with 53% of respondents
reporting that they have worked in case manage-
ment for 10 years or longer.

The largest number of respondents (34%) report
being in the 51-55 age bracket with nearly 78%
older than 46.

That may be changing to the detriment of the
profession, based on job descriptions in profes-
sional magazines, Mullahy reports.

“Case managers should have life experiences
and clinical experiences that they don’t get in a
year or two on the job,” she says.

As a case management consultant, B. K. Kizziar,

RN-BC, CCM, CLP, owner of B.K. & Associates, a
Southlake, TX, case management consulting firm,
sees fewer younger nurses opting to go into case
management; with shift differentials and overtime
pay, they can make more remaining on the floor. 

“Case management can still be a refuge for
more experienced nurses who want a job that’s
not as physically demanding as working on the
floor,” she says.

Evening, weekend schedules now common

At one time, case management meant working
Monday through Friday with no holiday or week-
end work, Mullahy points out. Now, case man-
agers are being called on to work evenings and
weekends, making it a challenge to recruit case
managers.

“Weekend and evening work is an issue and it
will require that leaders develop the package for
case managers in a different way. There will need to
be some sort of perceived benefit for these new staff
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members. In addition, we compete in many areas
where there are case managers, including insurance
companies, workers’ compensation organizations,
and other levels of care,” Cunningham says.

For instance, New York Hospital Queens has
case managers and social workers on duty until 
8 p.m. on weekdays and weekends.

The hospital has a staff of 23 case managers,

which means they have weekend duty only 1½
weekends a year and receive compensatory time
off during the week. Case managers who work
until 8 p.m. on weekdays receive an evening
differential. 

“We have one social worker who works only
weekends but when she’s not available, the regu-
lar staff has to fill in,” Keane says.  ■
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