
Here’s what you need to know 
about Medicare’s Important Message 
Know function of IM, who should get it, and that it’s understood

Medicare’s Important Message (IM) has been around for years, but
a change to the rule and the process for imparting the IM has
thrown many in discharge planning for a loop.

But it’s a change that’s good for patients, according to Mirean Coleman,
LICSW, senior policy associate for the National Association of Social
Workers. “It involves the patient in the discharge plan, and that’s very
important,” Coleman says. “Now the patient knows they have a say in
what will happen in their discharge.”

Prior to July 2, 2007, when the Centers for Medicare & Medicaid Services
(CMS) implemented the revision of the Notification of Discharge Rights, the
Important Message from Medicare was delivered to patients upon admission
to the hospital. That IM describes Medicare beneficiaries’ rights to receive nec-
essary care. The original did not include wording to indicate that the patient
had a right to appeal decisions about continued stay. In the revised version,
Medicare has required that patients receive the revised IM that includes lan-
guage about how to appeal, or request a review, of the decision to be dis-
charged. Not only was that new wording added, but the rule required that the
revised IM be given to a patient within 48 hours of discharge. If the first IM
was given more than 48 hours before discharge (short-stay patients may need
only one copy), then a second copy would be required. 

“We went from a process that was a routine part of admission, that basically
involved our admitting registration staff, to a complex procedure that involves
multiple disciplines throughout the hospital,” says Crystal J. Redding, RN,
MHA, director of case management for Novant Health/Triad Region at
Forsyth Medical Center and Medical Park Hospital in Winston-Salem, NC.

She adds, only half-joking, “So with every patient, you now have two
mandated opportunities to educate them of their rights to appeal their doc-
tor’s discharge decision.”

A new spin on an existing idea

What once was broadly viewed as a simple notification upon admission
has become a source of confusion as staff responsible for discharge plan-
ning struggle to make sure they understand what the changes are and
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what is required. If you’re one of those people,
you’re certainly not alone. 

CMS has for several years required acute care
facilities to give all Medicare beneficiaries who were
going to be admitted as inpatients a copy of the
Important Message from Medicare, a document that
spells out the patient’s rights to benefits. In 2006,
CMS published its final rule revising the IM process,
requiring hospitals to deliver a revised version of the
IM upon admission, and, if the patient’s stay was

longer than two days, to deliver another copy for the
patient to review and sign within 48 hours before he
or she was dismissed. (See box, pg. 3, for compari-
son of new and old versions of the IM.)

No change in rights, just notification

The change to the IM process doesn’t change
patients’ rights — they’ve always been entitled to
appeals and to participate in their discharge plan-
ning. But the new process has created confusion
among patients as well as hospital staff, accord-
ing to Jackie Birmingham, RN, MS, CMAC, vice
president of professional services for Curaspan
Inc., a Newton, MA, health care technology firm.

“Before July 2, the only patients who were
informed of their right to appeal were the patients
who received a HINN [hospital-issued notice of
noncoverage],” she points out. A HINN is used to
inform patients of their financial liability. HINN is
a general term used to indicate one of the five or so
types of financial notices. “Now all patients are
informed, upon admission, of their rights to acute
care services, to participate in discharge planning,
and to appeal a discharge if they believe they’re
being discharged too soon.” (Editor’s note: In addi-
tion to making changes in the delivery of the IM
from Medicare, CMS has revamped its set of
HINNs, which inform patients of any potential
financial liability if they receive services that
Medicare does not cover. See story on pg. 6 and box
on pg. 7 for more on changes involving HINNs.)

“Patients always had this right, but it was not
put in front of them as it is now,” explains
Redding. “And the biggest confusion is that they
don’t truly understand what their rights are.
When we present them with the second copy [of
the IM], we ask if they have questions and do
they understand, and they almost always say
they understand, but they really don’t.”

When patients are admitted, the original copy of
the notice should go into the medical record. When
the decision is made to discharge a patient, the
patient should receive a copy, either of the original
or a second printed copy, of the IM to remind him
or her of the right to appeal discharge. Ensuring
that the notification occurs in a timely manner and
the patient is afforded the opportunity to ask ques-
tions requires a coordinated effort among everyone
involved in planning for discharge — social work-
ers, case managers, physicians, and nursing staff. 

Medicare’s intent with the IM is to make sure
patients understand the discharge process and their
rights under it, and repeating the notification helps
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ensure that. Patients who are very ill or under stress
at the time of admission may not take in everything
they sign or have explained to them.

But merely having the patient sign the form
before discharge does not meet the intent of the
IM, Redding says.

“We want to make sure the patient understands
what their rights are. We created a dedicated line in
the hospital, with the number printed on the form
and given to all patients, for them to call with ques-
tions,” Redding explains. While patients might indi-
cate — and believe — they understand their rights
at the time they are given the IM, experience has
shown that when the utilization review nurse walks
out of the room, questions start coming to mind.

“The patient can call that number, and some-
one from utilization review will come back to
their room and answer their questions. Or, they
can ask us to come talk to a family member.” 

The revised IM process is based on a rule that
grew out of a lawsuit filed against Medicare. The
lawsuit, Weichardt v. Leavitt, defines the intent of the
settlement for notification of patients’ rights.
However, when the overhaul of the IM was in pro-
cess, there were also some changes to the Social
Security Act § 1879 that address the notification of
Limitations of Liability (LOL). This concurrent revi-
sion created some confusion and resulted in the pro-
cess of each becoming more difficult to understand. 

There is a lot of information out there about the

IM and a lot about the notices of financial liabil-
ity, but Birmingham explains that there is no hard
and fast guidance on the blending of the intent
when these two rules overlap. Even experts
familiar with the IM can’t answer all the ques-
tions without a great deal of time and effort.
(Editor’s note: Reference on the Social Security
Act § 1879 Limitations of Liability rule can be
found in the sources/resources box, pg. 5.) 

“It’s a little like when the ADA [Americans with
Disabilities Act] came out. The rule said, ‘Make your
facility accessible,’ but it didn’t say what ‘accessible’
means, or how to build a ramp,” says Birmingham. 

“With the Important Message, there is no right
or wrong way of implementing it — it’s the intent
of the rule and the application that you have to
work out,” she says. “With the ADA, what hap-
pened was, as each challenge went to court, a judge
would decide what was needed on a case-by-case
basis. [Implementing the IM] is also almost on a
case-by-case basis.” Because of the overlap of the
IM and the financial liability notices, the hospital is
not only dealing with its own utilization review
committee, but also with its assigned Quality
Improvement Organization (QIO). 

To appeal or not to appeal

In the accompanying flow chart (see pg. 4) is an
example of one possible scenario in which a patient
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Previous version, effective January 2003 through
June 2007

• One page

• Patient advised of rights:
❍ To hospital services covered by Medicare or 

Medicare plan.
❍ To know of decisions made about hospital stay 

and who will pay.
❍ To have doctor, Medicare, or hospital plan for 

post-discharge services, and to information about
who will pay.

• Notice of appeal rights 
❍ Date of discharge.
❍ Right to appeal to Quality Improvement 

Organization (QIO).
❍ Notice of financial responsibility if appeal is 

denied.

• No signature required

New version, effective July 2007

• Two pages (plus one instruction page for hospital use)

• Patient advised of rights:
❍ To receive Medicare-covered services.
❍ To be involved in decisions about hospital stay 

and who will pay.
❍ To report concerns to QIO.

• Medicare discharge rights
❍ Notice that hospital staff will help arrange safe 

discharge.
❍ Process for appealing discharge plan to hospital 

and to QIO, including step-by-step instructions 
for filing appeal with QIO.

❍ Other appeal rights.

•  Name and phone number of hospital staff member
designated to answer patient’s questions about
Medicare rights

• Space for patient to sign and date, acknowledging
receipt and understanding of rights under Medicare

Changes in Important Message



“appeals” or “does not appeal.” You’ll see that the
decision to issue a HINN is one that is made based
on the circumstances for a specific situation. 

As each hospital gains experience with its QIO,
questions arise based on the unique set of circum-
stances for an individual patient’s situation. The
sorting out of actions to be taken by the hospital
is a time-consuming process, but an important
one to ensure that patients are informed of rights
and of financial liability. There are at least five
financial liability notices and a lot of variations in
patients’ stories. The best thing hospitals can do

is to track the specifics and the replies from their
QIOs to make sure they are building a set of pro-
tocols on what to do when the next similar situa-
tion arises, Birmingham says. 

Compliance a major undertaking

Redding says when Forsyth Medical Center
mounted a risk assessment leading up to the July 2
implementation of the IM change, the question that
was on her colleagues’ minds was: “Everybody
wants to do it right, and tries hard to do it right but
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Patient receives 
initial IM

Family/patient 
counseled about 
discharge plans. 
Choice offered.  

Bed is available in 
geographic area. 
Follow-up copy of 

IM given

Patient assessed 
for post-acute 

care needs

Patient needs 
transfer to SNF 

for extended 
care

Detailed notice to 
QIO 

Patient refuses
the bed. Not 

ready,
appeals to QIO

Issue a HINN #12 
(Non-coverage of  
continued stay)

QIO
agrees with 

patient

QIO
agrees with 

hospital 

Patient is 
discharged

Patient refusing 
the bed. 

Not ready,
does not appeal

Patient 
admitted

Hosp. UR 
committee 

agrees: Patient 
OK for DC

Check with your own QIO on 
the need for a HINN #12 if 

patient leaves on same day 
as reply.  

One Special Appeal: How the IM and the HINN Might Overlap

Source: Jackie Birmingham, RN, MS, CMAC.

Key: IM, Important Message; QIO,
Quality Improvement Organization;
HINN, hospital-issued notice of
noncoverage; SNF, skilled nursing
facility; DC, discharge; UR, utiliza-
tion review.



what is right?”
“We did a risk assessment at our hospital, and

it told us that this was major,” Redding says. The
sheer number of patients affected — not only
Medicare primary patients, but also managed
care Medicare patients, and patients for whom
Medicare is their secondary payer after their pri-
mary insurance — told Redding that the staffing
demands would be major, as well.

“We had to make sure, first of all, that we were
capturing all the appropriate people,” she
explains. “We read the guidance from CMS, and
tried to identify in the prior six months how
many people who were inpatients in our facility
would be affected, and we came up with this
astronomical number.”

Once Forsyth Medical Center identified a
rough scope of the change, a team of hospital
staff from multiple departments came together to
develop a plan:

• Due diligence. “We did our best to gain a com-
plete understanding of the CMS regulation and its
implications,” Redding recalls. “We reviewed the
rule, assessed the implications of noncompliance,
assessed the resources we had, and what we
needed staffing-wise to achieve compliance.”

• Planning and pre-implementation.
Redding’s hospital was able to get additional cleri-
cal assistance to help take care of the “mass quanti-
ties” of paperwork that the change entailed. “On
any day, we have 250 patients who have Medicare
in some form or fashion. We worked with our
[information technology] department to develop
work lists and reports that identified patients with
Medicare plans, and developed a report to tell us
whether the Important Message was signed dur-
ing admission,” she continues. “Then, for the cleri-
cal staff we hired, one of their jobs was to get it
signed in the first 48 hours [after admission].”
Also, they developed a method to make sure that
patients who came in first as outpatients on obser-
vation but then converted to inpatient status with-
out going through admissions were not missed.

• Work out the bugs. During the first two
weeks that the plan was operational, Forsyth
Medical Center’s most seasoned case managers
worked through it, “to see what the bugs were,”
Redding recalls. “We knew there would be lots of
things that didn’t work quite right, so those
employees helped tweak the process and make
sure we had a good patient flow.” 

• Formal policies and training. Once formal poli-
cies were written up and distributed, team meetings
were convened — first three times a day, and now

twice a day. Utilization review is staffed seven days
a week, and education of everyone involved in
admissions and discharge planning continues. 

Fear of longer stays unfounded

“Before, patients didn’t realize that they have a
say in their discharge, and they’ve just done as
they’re told,” Coleman says. “Now they know
that if something is not functional to them, they
have the right to work it out with hospital staff
and appeal to Medicare for assistance if it’s not
worked out to their satisfaction.”

But Redding and other discharge planners say
they have found that one of the feared conse-
quences of the change to the IM process has not
materialized. Because of the addition of a second
notice within 48 hours of discharge, some experts
projected that hospital stays would be extended.

“The impact on our staff has been tremendous,
in terms of the amount of paperwork and the
whole process itself,” Redding says. “But I can’t
say it’s really significantly affected the length of
stay. I think we have been able to manage it as
well as we could have.”

Case managers say CMS’ ultimate goal — to
better inform patients of their rights — shouldn’t
necessarily cause patients to appeal discharges
more often. 

“Part of our scripting [at admission] is telling
the patient to be sure to call us with any ques-
tions and we’ll talk with you, and to let them
know that prior to being discharged that they
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will see us again, and that we’ll be bringing a
copy of this IM back and reviewing it with them
a second time,” says Redding. The dedicated
phone line Novant Health established for
patients’ questions provides an ongoing log of
the kinds of questions patients are asking about
their rights regarding discharge and appeals.

“We log what the question is, who called, and
what the issue is, and that has allowed us to
improve our scripting,” she says. “It all boils
down to good communication with the family
and patient.”

Coleman says that while the changes to IM noti-
fication mean “a little additional work” for social
workers and case managers, “I have heard very
positive responses from patients who are happy to
hear this and know someone is on their side to
make their discharge a positive experience.

“I think what is happening is a good thing,
from a patient experience perspective, and it
makes clinical social workers and other staff
more accountable for their actions in discharge
planning,” she adds.  ■

Know the new HINNs; 
use QIO as a resource
Patients more informed about right to appeal 

Changes to Medicare’s Important Message
(IM), informing patients of their rights to

Medicare services and to question discharge deci-
sions, which went into effect in July 2007, coin-
cided with a revamping of the hospital-issued
notices of noncoverage (HINNs) that notify
patients of their financial responsibility if they
receive services not covered by Medicare. 

The Centers for Medicare & Medicaid Services
(CMS) has published notices of non-coverage,
including those issued prior to hospitalization
(Advanced Beneficiary Notice and Preadmission/
Admission) and those issued after admission —
HINNs. These notices are to be provided to
Medicare beneficiaries prior to admission, at
admission, or at any point during an inpatient stay
if the hospital determines that the care the benefi-
ciary is receiving, or is about to receive, might not
be covered because it is either: 

• not medically necessary; 
• not delivered in the most appropriate setting;

or 

• custodial in nature.
The coincidence of the new version of the IM

and the new set of HINNs, each of which requires
additional discharge planning, documentation, and
review, has led to some confusion among discharge
planners. The confusion centers mostly around
who should get a HINN, and when, say experts.

“I’m at conferences and regularly encounter
people who are wondering what forms to give
and what order to give them in,” says Toni Cesta,
PhD, RN, FAAN, vice president, patient flow
optimization at North Shore-Long Island Jewish
Health System in Great Neck, NY. “The change
only just went into effect, and people are misin-
terpreting it already.”  

The importance to both patients and hospitals
is evident: Patients have the right to appeal their
discharge and be informed that they may be
incurring expenses for noncovered services; hos-
pitals must be diligent in documenting discharge
plans and requests for review so that they can be
paid for medical services, either by Medicare or
other payers, or the patient. The financial con-
cerns of the hospital and the patient add weight
to the need to comply with CMS regulations on
delivery of the IM and HINNs.

When does the HINN come in?

If a Medicare beneficiary does not agree with
the physician’s decision to discharge the patient or
transfer him or her to a lower level of care, the
beneficiary can request a review by the hospital’s
Quality Improvement Organization (QIO). Having
already received the IM upon admission, and
again within 48 hours of discharge if the hospital
stay exceeds 48 hours, the patient then receives a
“Detailed Notice.” This written notice explains, in
language patients can understand, the reason the
physician has determined that the patient no
longer necessitates an acute level of care with an
explanation of the reasons that the patient no
longer meets Medicare criteria.

This same Detailed Notice is the one the hospi-
tal sends to the QIO for a review of the discharge
decision. Once a decision is made by the QIO on
the appropriateness of the discharge, a decision
must be made by the hospital about whether to
give the patient a HINN advising of the potential
that he or she might be liable for non-covered hos-
pital services. This decision is made by the hospi-
tal utilization review committee after reviewing
all the facts of the individual patient’s situation. 

At Forsyth Medical Center and Medical Park
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Hospital in Winston-Salem, NC, case manage-
ment director Crystal J. Redding, RN, MHA,
says a multidisciplinary team conducted a study
before the new IM was enacted, to draw up a
“discharge notice action plan.” 

“Then we got in touch with our QIO,” Redding
says. “You need to be in sync with CMS, but you
also need to be in sync with your QIO. And your
QIO is a great resource for hospitals as we work
through this process.”

While many in discharge planning predicted
that the change in the patient notification and
appeals process would lead to a greater number
of appeals and longer hospital stays, Redding
says that’s not been the case at her hospital.

“We have seen the number of HINN letters
decrease,” she says. “And we have had multiple
patient appeals, but [the discharge decisions]

have all been upheld in the hospital’s favor.”
Even with careful planning and preparation,

unique cases will still emerge as the full measure
of the new appeals process unfolds. 

“There are unique situations that don’t always
fit into a protocol and as soon as one situation is
solved, a new one will show up,” says Jackie
Birmingham, RN, MS, CMAC, vice president of
professional services for Curaspan Inc., a
Newton, MA, health care technology firm. “If
you have an uninsured, homeless, undocu-
mented person, do you give him or her a HINN?
The answer is: It depends on the patient’s situa-
tion and the advice of the hospital utilization
review committee with input of the QIO.” 

The best thing those involved in discharge plan-
ning can do to prepare is to learn as much as they
can about the appeals process, Redding advises, and
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Appealing Discharge

If the patient requests a Quality Improvement Organization (QIO) review:
• The patient (beneficiary) must ask the QIO for the review no later than the day of discharge; request may be 

made by phone or in writing.
• Discharge does not take place if the patient has requested a QIO review.
• The beneficiary should arrange to discuss his or her case with the QIO representative.

When an appeal is made, the hospital must:
• No later than noon of the day after receiving notice from the QIO that an appeal has been made, deliver the 

standardized Detailed Notice of Discharge to the patient/beneficiary.
• Provide the QIO with any information it requests, either by phone or in writing. The burden of proof of 

appropriateness of discharge following an appeal is on the hospital.
• Provide a copy of the Detailed Notice to the patient, if requested.

Once a decision is made on the appeal: 
• If the QIO agrees with the hospital’s discharge plan, the patient is liable for hospital services that continue 

from noon of the day after the QIO notifies the beneficiary of its decision.
• The beneficiary/patient is liable only for deductibles and copays for inpatient hospital services received up to 

noon of the day after the QIO notifies the patient of its decision.
• If the QIO agrees with the patient’s appeal of the discharge plan, the beneficiary is considered not to be dis-

charged and is not liable for any continued care other than coinsurance and deductibles. 

Appeals notification forms:
Forms in use:

• Preadmission/Admission HINN (available at www.cms.hhs.gov/BNI/Downloads/PreadmissionAdmissionHINN.pdf).
• HINN 11 — Noncovered items or services provided during an otherwise covered stay (available at 

www.cms.hhs.gov/transmittals/downloads/R982CP.pdf).
• HINN 12 — May be used in association with the Hospital Discharge Appeal Notices, or even if the patient does

not appeal, to inform beneficiaries of their potential liability for a noncovered continued stay (available at 
www.cms.hhs.gov/BNI/Downloads/HINN12NoncoveredContinuedStay.pdf).

• Notice of Hospital-Requested Review (HRR) — Sometimes referred to as HINN 10 and is used when the 
hospital requests a review when the patient’s physician has not concurred with discharge (available at 
www.cms.hhs.gov/BNI/Downloads/NoticeOfHospitalRequestedReview.pdf).

• Notice of Discharge and Medicare Appeal Rights (NODMAR), a form used by managed Medicare programs, is 
no longer used. All Medicare beneficiaries, regardless of payment source, now receive the same notices. 



in particular to become familiar with how their
QIOs handle reviews and if there is any regionally
specific information that applies. (To find your
state’s QIO, go to www.medqic.org; under “About
Us” in left navigation bar, click on “QIO Listings.”)

Alice Vallar, senior director for federal health care
assessment for IPRO, the QIO for New York, says
that the increase in volume of calls her office has
received since the change in the IM has come from
beneficiaries, their representatives, and hospitals.

“IPRO provided to the hospital community
statewide Webex presentations prior to the imple-
mentation of the [IM] program, which outlined
both the hospital’s responsibility and the QIO
role in the appeal process,” says Vallar. (IPRO’s
PowerPoint presentation on the appeals process
is available on-line at www.ipro.org/hospital-
discharge-appeal.)

Donna McIvor, RN, BSN, appeals manager for
California QIO Lumetra, says the training she did
for hospitals prior to the IM change has proved
“priceless.”

“Every time I did a training, my phone calls
would drop off to almost nothing for a couple of
weeks afterward,” she says. “The education to
hospitals helps a lot, and I tell the hospitals that
we are working together — we are here because
the beneficiary needs us, and they are there
because the beneficiary needs them.”

The biggest share of the education McIvor pro-
vides to hospital staff centers around valid deliv-
ery of the IM — making sure the right patients get
the IM in the right way, with enough time to digest

it and make a conscious decision about an appeal.
“CMS doesn’t want to give [beneficiaries] the

notice on the day of discharge,” she explains. “They
want them to have it 48 hours in advance, to think
about it, to talk to family members, and to decide.”

McIvor says calls to her office have quadrupled
since the change in the IM process — she has had to
hire another employee to help handle the volume. 

With the increase in calls has come a slight
increase in overturned discharge notices, she
reports. 

“We have a 35% rate of overturn of hospital
appeals for our managed care Medicare patients
with HMOs vs. a 30% overturn rate for regular,
fee-for-service Medicare patients,” says McIvor.
She attributes the higher rate of overturn for
HMO patients to it being in the HMOs’ best inter-
est “to deliver care, but not deliver an exorbitant
amount of care,” and thus to discharge patients
sooner than some patients might like.

Know your HINNs

The HINNs now most likely to be used in dis-
charge planning include:

• The Preadmission/Admission HINN is
used prior to an entirely noncovered stay, and
replaces HINNs 1 and 9. The hospital should use
this HINN to notify the patient that Medicare is
not likely to pay for his or her admission because
it’s not considered to be medically necessary or it
could be furnished safely in another setting.

• The Notice of Hospital-Requested Review
(HRR), formerly known as HINN 10, is used
when a hospital requests a QIO review of a dis-
charge decision when the attending physician
does not concur with the hospital’s opinion about
the readiness for discharge. This HINN notifies
patients that the hospital has requested a medical
opinion from the QIO because it has determined
that the patient no longer meets Medicare criteria
for a continued stay because the services are no
longer medically necessary, but the physician dis-
agrees. The HRR notifies the patient that the hos-
pital is asking the QIO to review the case and that
the QIO will be reviewing the facts and may be
contacting the patient to discuss the case.

• HINN 11 (Noncovered Services During a
Covered Stay) is used to notify patients that their
physician has ordered specific services that are
potentially not covered during a hospital stay even
if the hospital stay is covered. Hospitals issue a
HINN 11 when Medicare coverage policies state
that a diagnostic or therapeutic item or a service is

8 DISCHARGE PLANNING ADVISOR / January/February 2008

For more information, contact:
• Jackie Birmingham, RN, MS, CMAC, Vice President,

Professional Services, Curaspan Inc., Newton, MA. 
E-mail: jbirmingham@curaspan.com.

• Toni Cesta, PhD, RN, FAAN, Vice President, Patient
Flow Optimization, North Shore-Long Island Jewish
Health System, Great Neck, NY. E-mail: tcesta@lij.edu.

• Donna McIvor, RN, BSN, Appeals Manager, Lumetra.
One Sansome Street, San Francisco, CA 94104. 
Phone: (415) 677-2166.

• Crystal J. Redding, RN, MHA, Director of Case
Management, Forsyth Medical Center, Medical 
Park Hospital, Winston Salem, NC. E-mail:
cjredding@novanthealth.org.

• To download HINNs and their instructions, go to the
CMS web site, www.cms.hhs.gov/BNI/05_HINNs.asp.
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not covered, based on medical necessity related to
the reason for admission, 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
inpatient stay. HINN 11 certifies the patient’s con-
sent to accept financial liability for the noncovered
procedure or procedures. 

• HINN 12 (Noncovered Continued Stay
Notice) is one of the revised notices. This HINN
notifies patients that the hospital believes
Medicare may not pay for their continued hospi-
tal stay beginning on a certain date. The notice
includes the estimated cost of the patient’s stay,
beginning from the date of noncoverage.

The discharge process, based on the Social
Security Act § 1861(ee), enacted in 1988 with only
minor changes in the standards, was intense prior
to July 2007. 

Now, to be an effective discharge planner, you
must have knowledge and experience of not only
the discharge process, but a knowledge base on the
financial needs of patients and the hospital. Patients
are entitled to appropriate and quality care, and
hospitals are entitled to be paid to deliver that care.
Discharge planners are expected to be advocates for
both, Birmingham points out. This can be accom-
plished when the intent of the services is known,
and the needs of the patients come first. 

In particular, physicians focus on medical
necessity; discharge planners should focus on
working with the physician and the patient to
show that the necessary care can be safely deliv-
ered in another setting. 

“That’s the job of discharge planning, and
doing it effectively will assure that the patient is
in the right place at the right time for the right
services, and the financial issues shouldn’t even
be an issue,” Birmingham says.  ■

The line in the sand: Social
workers, case managers
What matters in the end?

The blurring of lines between the role of social
worker and nurse case manager in discharge

planning has been the source of tension between
the two specialties for more than two decades. But
one expert says some organizations spend perhaps
a little too much time defining roles and too little

time figuring out ways to share responsibility.
“There’s a lot of tension in some organizations

because the role of the social worker has been
poorly defined,” suggests Steve Blau, MBA, MSW,
director of case management at Good Samaritan
Hospital in Baltimore. “Ten to 15 years ago, social
worker leadership [in discharge planning]
changed over to nurse case manager leadership.
The social worker position remained, but many of
the duties were shifted to case managers.”

In many hospitals, social workers can recall
when they led discharge planning, and can’t
shake the feeling that they can perform the same
role as a case manager; hand in hand with this,
Blau says, is the issue of compensation.

“I don’t think social workers or case managers
understand compensation,” Blau says. “A social
worker might think, ‘I should get the same pay
for the same work,’ but that’s not how compensa-
tion is done, and if [case managers and social
workers] are truly doing the same work, then
there’s a problem with the leadership and struc-
ture in the organization.

“If you blur the lines without leadership, that
blurring can become hostile,” he adds.

But while some organizations might have
blended the roles of social worker and nurse case
manager so thoroughly that there is little discern-
able difference in what they do, others spend too
much time, Blau says, defining roles and delineat-
ing responsibility.

“Salary isn’t what brings people to work. They
need to see where they fit in, how they con-
tribute, and that their contributions are recog-
nized,” he adds. 

Different approaches, none right or wrong

Social workers and nurse case managers each
contribute to case management and discharge
planning, and the most productive approach is
one that recognizes the unique contributions of
each while fostering an atmosphere of “we’re all
in this together,” says Blau. 

“Every hospital has a different spin on how
they handle case management functions,” he
points out. “I have seen hospitals carve it up in
many ways — three people doing three different
jobs [utilization management, care coordination,
and discharge planning], in a triad or collabora-
tive model. Other hospitals use an integrated
model with one person doing all three, or one
person doing one thing, while another person
does a combination of the other aspects.”



A contributor to differences in the use of nurse
discharge planners and social work discharge plan-
ners is the kind of institution they’re in, and where
they are located, according to Diane Holliman,
PhD, MPH, MSW, associate professor in the social
work division at Valdosta State University in
Georgia. In 2003, Holliman and her colleagues
reported that social workers are more likely to work
in federal and state hospitals and larger hospitals
with more than 250 beds, while private hospitals
and hospitals with 250 or fewer beds are more
likely to employ nurse discharge planners.1 That
scenario hasn’t changed much since the study was
completed, she tells Discharge Planning Advisor.

“From what  I have seen in recent years from my
students and their practice, larger hospitals such as
VA hospitals, university hospitals, and state psychi-
atric facilities seem to have larger teams with more
professional diversity — social work, nursing,
physical therapy, occupational therapy, and so
forth,” says Holliman. “More services for patients,
more resources — but also more turf battles.”

Because there is not a great deal of consistency
across the U.S. health care spectrum in how social
workers and nurse case managers are deployed,
Blau suggests there is no right or wrong model.

“You need to look at the standard of care, and
you’d be hard-pressed to find which way is best,”
he explains. “We haven’t defined it richly enough
to say one way is best, and because it’s vague and
open to discretion, we suffer a little as an industry.”

It’s a two-edged sword, Blau adds. “We can’t
talk enough about the differences between case
managers and social workers, but we can also
talk about it to the extent that it’s a distraction.
Sometimes, we’re so stuck on the role of the
social worker that the world is moving forward
and we’re missing opportunities to ingratiate
ourselves into the organization.”

Holliman wrote in her 2003 report: “The pri-
mary debate on discharge planning focuses on
who should be doing it and what should be
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CNE questions

1. As of July 2, 2007, Medicare requires that ALL
patients receive the revised Important Message that
includes language of how to appeal, or request a
review, of the decision to be discharged. 

A. True
B. False

2. Which of the following discharge appeals notices is
no longer in use, as of July 2007?

A. HINN 12
B. HINN 11
C. Notice of Hospital-Requested Review (HRR) / HINN 12
D. Notice of Discharge and Medicare Appeal Rights 

3. According to Jackie Birmingham, RN, MS, Centers for
Medicare & Medicaid Services guidance on delivery of
HINNs suggests that when discharging a homeless,
uninsured, undocumented patient:

A. he or she automatically receives a HINN.
B. he or she would NOT receive a HINN.
C. the decision to deliver a HINN would depend on the

patient’s situation and the advice of the hospital uti-
lization committee, with input of the QIO.  

D. None of the above

4. Per the Privacy Rule under the Health Insurance
Portability and Accountability Act (HIPAA), patients
must sign consent forms before doctors, hospitals, or
ambulance personnel can share information for treat-
ment purposes.

A. True
B. False

CNE 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 May/June issue, you must
complete the evaluation form provided in that issue and
return it in the reply envelope provided to receive a credit
letter. ■

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

For more information, contact:
• Steve Blau, MBA, MSW, LCSW-C, Director of Case

Management, Good Samaritan Hospital, Baltimore, MD.
Phone: (410) 532-3821.

• Diane Holliman, PhD, MPH, MSW, Associate
Professor, Division of Social Work, Valdosta State
University, Valdosta, GA. Phone: (229) 249-4864. 
E-mail: dhollim@valdosta.edu.
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done... Despite the continuous debates about who
should perform discharge planning, there is no
empirical evidence that one group is more quali-
fied than the other.”

Reference

1. Holliman D, Dziegielewski SF, Teare R. Differences
and similarities between social work and nurse discharge
planners. Health Soc Work 2003;28:224-231.  ■

CMS offers clarification on
HIPAA medical privacy rule 

The Department of Health and Human
Services (HHS) and the Centers for Medicare

& Medicaid Services (CMS) have issued a clarifi-
cation to better familiarize health care providers
with the Privacy Rule of the Health Insurance
Portability and Accountability Act of 1996
(HIPAA). HHS educational materials include
examples that clarify the privacy rule: 

• HIPAA does not require patients to sign
consent forms before doctors, hospitals, or
ambulances can share information for treatment
purposes. Providers can freely share information
with other providers where treatment is con-
cerned without getting a signed patient autho-
rization or jumping through other hoops. For
frequently asked questions (FAQs) and more
information, go to www.hhs.gov/hipaafaq; for
“Uses and Disclosures for Treatment, Payment,
and Health Care Operations,” visit
www.hhs.gov/ocr/hipaa/guidelines/
sharingfortpo.pdf; and for a summary of the
HIPAA privacy rule. 

• HIPAA does not require providers to elimi-
nate all incidental disclosures. HHS has adopted
specific modifications to that privacy rule to clarify
that incidental disclosures are not violations when

providers and other covered entities have common-
sense policies that reasonably safeguard and appro-
priately limit how protected health information is
used and disclosed. HHS guidance explains how
this applies to customary health care practices; for
example, using patient sign-in sheets or nursing sta-
tion whiteboards, or placing patient charts outside
exam rooms. Review the fact sheet on “Incidental
Disclosures” at www.hhs.gov/ocr/hipaa/guide-
lines/incidentalud.pdf. 

• HIPAA does not cut off all communications
between providers and the families and friends of
patients. Doctors and other providers covered by
HIPAA can share needed information with family,
friends, or with anyone else a patient identifies as
involved in his or her care as long as the patient
does not object. Even when the patient is incapaci-
tated, a provider can share appropriate information
for these purposes if he or she believes that doing so
is in the best interest of the patient. See
www.hhs.gov/hipaafaq/notice/488.html. 

• HIPAA does not stop calls or visits to hospi-
tals by family, friends, clergy, or anyone else.
Unless the patient objects, basic information about
the patient can still appear in the hospital direc-
tory so that when people call or visit and ask for
the patient, they can be given the patient’s phone
and room number, and general health condition.
Clergy, who can access religious affiliation if the
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■ Ethics and 
discharge planning

■ More on the IM 
and HINNs

■ Discharging frail
elderly

■ Consolidated billing ■ Effects of CARE
assessment

COMING IN FUTURE MONTHS

CNE objectives

To earn continuing education (CNE) credit for 
subscribing to Discharge Planning Advisor,

CNE participants should be able to:
■ Identify particular clinical issues affecting dis-

charge planning. 
■ Apply discharge planning regulations to the pro-

cess of discharge planning. 
■ Describe how the discharge planning process

affects patients and all providers along the con-
tinuum of care. 

■ Cite practical solutions associated with the dis-
charge planning process based on independent
recommendations from clinicians working in the
field or from specific regulatory bodies. ■



patient provided it, do not have to ask for patients
by name. See the FAQs on “Facility Directories” at
www.hhs.gov/hipaafaq/administrative. 

• HIPAA does not prevent child abuse report-
ing. Doctors may continue to report child abuse
or neglect to appropriate government authorities.
Search “child abuse” or review the fact sheet on
“Public Health” at www.hhs.gov/ocr/hipaa/
guidelines/publichealth.pdf. 

• HIPAA is not anti-electronic. Doctors can
continue to use e-mail, the telephone, or fax
machines to communicate with patients,
providers, and others using commonsense,
appropriate safeguards to protect patient privacy,
just as many were doing before the privacy rule
went into effect. More on this topic can be found
at www.hhs.gov/hipaafaq/providers/
smaller/482.html.  ▼

‘Medicare should cover
care coordination services’

The Case Management Society of America
(CMSA) is asking the Centers for Medicare &

Medicaid Services (CMS) to revise a recent ruling
and make care coordination services payable
under CMS. 

An interim final rule by CMS provided certain
assessment and care coordination codes that were
assigned Relative Value Units (RVUs) but were
given “N” status, making those codes ineligible
for Medicare reimbursement. CMSA is concerned
that failure to provide financial reimbursement

for these practices continues to misalign incen-
tives and priorities that will negatively impact
care delivery to patients.

“Currently, case managers work in a collaborative
manner with physicians, pharmacists, and other care
managers, such as social workers, to best coordinate
patient care between different professionals and dif-
ferent practice settings,” says Teri Treiger, RN-C,
MA, CCM, CCP, CPUR, CMSA director.

“Without the appropriate financial funding for
these types of services, health care providers have
less incentive to provide this type of coordination,
and many cannot afford to fund such initiatives on
their own,” says Treiger. “Poor coordination leads to
poor transitions of care in our system, not only
resulting in the patient receiving less than the best
care possible, but possibly in very dangerous situa-
tions occurring, such as incorrect treatments, medi-
cation errors, and delay in diagnosis and treatment.”

In a letter to CMS, the CMSA board requests
that CMS reconsider the interim payment rule on
several Current Procedural Terminology (CPT)
codes (99441, 99442, 99443, 98966, 98967, and
98968) and change these codes from “N” status to
“Medicare payable” codes. These codes would
encourage a variety of assessment and manage-
ment services to beneficiaries, such as:

• transition of care coordination; 
• medication reconciliation; 
• health literacy, patient medication knowl-

edge, and patient readiness-to-change assess-
ments; 

• motivational interviewing;
• patient education;
• medical home coordination.  ■
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