
Taking care of patients also 
means taking care of business
Balance patient advocacy with the financial side of care 

If your case management department isn’t involved in the business
side of health care, you’re missing opportunities to affect your hospi-
tal’s bottom line and to ensure that your patients get the most effec-

tive, cost-efficient care.
The balancing act that case managers maintain between being a

patient advocate and looking out for the hospital’s best interests makes
being involved in the business side of case management imperative, says
Toni Cesta, RN, PhD, FAAN, vice president, patient flow optimization
for the North Shore-Long Island Jewish Health System.

“Case management is all about the patient. Ensuring that your
patients receive appropriate, timely, and cost-effective care is more than
just a business case for the hospital. It’s also a value-added benefit for
patients,” adds Beverly Cunningham, RN, MS, vice president, clinical
performance improvement, Medical City Dallas Hospital.

Stop snowball effect before it starts

Keeping patients in the hospital extra days and giving them unneces-
sary treatment can have a snowball effect, she points out. When an inap-
propriate patient takes up a bed, patients may stay in the emergency
department longer because no beds are available, and the emergency
department may have to go on diversion, Cesta adds.

The patient in turn is exposed to potential infections, and to top it off,
the hospital doesn’t get paid for the stay. 

“From a standpoint of quality, patient safety, and patient satisfaction,
as well as the bottom line, this is totally a losing situation,” she says.

Patients also can suffer financially if they stay in the hospital extra
days when they could have been discharged. They could use up their
Medicare lifetime reserve days and lose their resources for the future.
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Most patients, whether they have commercial
insurance or are covered by a government plan,
have a financial limit or a benefit allowance and
many will have to pay a percentage of the hospi-
tal charges.

“When you keep a patient on an IV longer 
than necessary or they have more than the recom-
mended number of X-rays, there’s no value
added for the patient and it becomes a patient
safety issue as well as a financial issue for the

patient,” Cunningham says.
These examples illustrate how case managers

have an impact on every component of the organi-
zation, from patient care to the hospital’s bottom
line. But many organizations don’t understand the
value that case management brings to the table,
Cesta adds.

Value of case managers

“Whether it’s denial management, length of
stay, throughput, or quality of care, the impact
that an individual case manager can make can be
measured but we don’t always measure our
impact appropriately. Proving our value is our
challenge,” she says.

Case management directors and managers
should develop strategic planning initiatives, by
analyzing what has happened in the past year
and planning for the next, she suggests.

For instance, if the case management depart-
ment needs more staff, the director has to con-
vince administration to approve and fund it by
presenting the business case, Cunningham points
out. Start by identifying some meaningful key
measures for your hospital. Do a comprehensive
analysis and look for trends to report, she advises.

Make sure that your key indicators mesh with
the issues your organization is focused on and
match the organizational goal, she adds.

“If you’re going down one road and the orga-
nization is going down a different road, it’s not
helpful,” she adds. Watch your trends, year over
year and quarter over quarter, and benchmark
whenever possible, Cunningham suggests.

For instance, with Medicare patients you can
look at the gap between the geometric mean
length of stay and your actual length of stay or
look at severity-adjusted data if available.

Benchmark apples to apples

“It’s hard to tell in your own organization
when your costs are too high if you’re not bench-
marking, but you have to benchmark using
apples to apples,” she adds.

In order to make valid comparisons, you must
use severity-adjusted data; otherwise, you’re not
allowing for spending more on one patient than
another if one is more severely ill, Cesta says.

Data from the new MS-DRG system will be
helpful for hospitals that don’t have severity-
adjusted data because the system addresses the
severity of a patient’s condition, she adds.
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Analyze the impact of case management on
individual patients and groups of patients,
including resource utilization and how resource
utilization and cost affect the bottom line of the
organization, Cesta suggests.

“Case managers can make a case for retaining
staff or adding staff by showing the value that
case management brings to the organization. We
need to show the relationship between how the
work is deployed and how staff intervene to opti-
mize resources on a case-by-case basis,” she adds.

Case managers are in a position to collect and
analyze data that can affect many aspects of the
health care system including: physician practice
patterns; ancillary department services, such as
housekeeping and radiology; denials; and patient
flow, she points out. For instance, the hospital
may lose a lot of money on pneumonia or conges-
tive heart failure because of the length of stay or
the costs are too high.

The case management department and indi-
vidual case managers can analyze care delivery
components for these patients and determine
where changes could be made. Start by looking 
at the key direct care resources that need to be
delivered for patients in the DRG you are target-
ing and analyze what resources they are receiv-
ing. If you don’t have other data available to you,
you can figure out in aggregate the average cost
of taking care of patients with a particular diag-
nosis by tabulating how many X-rays the patients
have, the cost of antibiotics, and other costs of
care, Cesta says.

Outline cost of care for particular patients

“This gives case managers a general idea of the
cost of care for that particular type of patient and
when there are outliers you can determine the
reason, such as the antibiotic choice by a particu-
lar physician or one physician’s practice of order-
ing additional X-rays,” she adds.

Use evidence-based literature to determine the
standards of care for a particular diagnosis. For
instance, if pneumonia patients routinely receive
multiple chest X-rays or MRIs or CT scans, deter-
mine if this is necessary. 

“It slows down patient flow, prolongs the stay,
and increases the costs if the hospital is over-
treating patients with X-rays and antibiotics,”
Cesta says.

Look at the length of stay and cost per case and
analyze in depth what contributed to both, such
as the number of labs, the number of X-rays, or

the number of physical therapy evaluations.
At her hospital, Cunningham analyzes cost-of-

care data comparing the hospitalist group and the
internal medicine physicians to determine the
outliers.

“We look at the practice patterns of the outliers
and compare them to evidence-based practices,
using the evidence as the benchmark,” she says.
For instance, if a physician is ordering physical
therapy for a particular group of patients and the
literature doesn’t recommend it, the team points
it out to that physician.

Combining standards of care and benchmarking
is the best way to determine if patients are receiving
the best and most cost-effective care, Cunningham
asserts. “Evidence-based care doesn’t always hap-
pen. The whole idea behind critical pathways and
practice guidelines is they reduce variation and
improve the quality and cost of care,” Cunningham
says.

Make your data work

Share your data with other departments and
collaborate with them to improve processes and
make the case for adding staff, lengthening hours
of coverage, or purchasing equipment for the
department, such as laptops or software, Cesta
suggests. 

“Case management collects so much data that
could benefit the rest of the organization but we
don’t always share it in a meaningful way so that
the other departments see us as a valuable asset
instead of a problem. We can collaborate with
them to improve patient flow and services as
opposed to finger-pointing,” Cesta says. For
instance, you may determine that there are delays
in the cardiac catheterization lab on Mondays
because it isn’t open on Sunday.

In another example, when Cesta determined
that physical therapy consultations were creating
delays at one hospital, she shared the data with
the physical therapy director.

“I was able to show her all the delays associ-
ated with the physical therapy department. It
wasn’t because the physical therapists weren’t
doing a good job. It was because there weren’t
enough of them. My data helped the director of
physical therapy make the business case for more
staff by showing administration all the extra days
we were experiencing because the physical thera-
pists couldn’t meet the need,” Cesta says.

After you have tracked trends and analyzed
data, spend time deciding how you are going to
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present the data to administration, Cunningham
says. “What you take to administration has to be
in a format they can understand and that relates
to the key indicators measured by that hospital,”
she says.

• Present concise, clear, and simple data that
a busy administrator can understand very
quickly, Cunningham suggests.

“It should be like sound bytes. Senior staff
need succinct and intuitively obvious informa-
tion,” she adds.

• Make sure you present information that is
important to them.

“At my hospital, bed days are something we
budget on, but if I take denials data to the CFO,
that means more to him than length of stay,” says
Cunningham.

• Putting a dollar amount on the data makes
them much more meaningful, Cesta adds.

“If your data show how case management has
affected avoidable days or denials, show the
financial impact. If you’re making the business
case for more staff, dollars will be very power-
ful,” Cesta says. 

• Gear your presentation to the issues that are
most meaningful to your hospital administration.

For instance, length of stay may not be an
issue but perhaps the emergency department
frequently is on diversion. Show that case man-
agers have been able to free up beds, improving
patient flow, and that will be important to
administration.

Or you can show how the case managers deter-
mined that some physicians are overusing ancil-
lary services, which slows down the services for
other patients and keeps them in the hospital
longer, creating patient flow problems that lead
to emergency department diversion.

Be aware that in spite of your best efforts, you
may not get what you are seeking, Cunningham
cautions.

“Case management directors must realize that
just because they present the data and present
them well, they might not get the staff they need.
More and more case management directors tell me
that unfunded patients are having such an impact
that their hospitals are cutting staff,” she says.

(Editor’s note: For more information, contact Toni
Cesta, RN, PhD, FAAN, vice president, patient flow
optimization for the North Shore-Long Island Jewish
Health System, e-mail: tcesta@lij.edu; Beverly
Cunningham, RN, MS, vice president, clinical per-
formance improvement, Medical City Dallas Hospital,
e-mail: Beverly.Cunningham@hcahealthcare.com.) ■

Hospital’s plan assures
correct admission status
Initiatives includes check and balances 

Faced with an audit that eventually revealed
millions of dollars in Medicare overpayments

for short-stay patients placed in the wrong
admission status, Saint Joseph’s Hospital in
Atlanta began a series of proactive steps to cor-
rect the problem, educate staff, and assure that
InterQual criteria are applied correctly.

“We knew that the processes were broken. As
soon as we learned that we were aware of the sit-
uation in the summer of 2005, we created a team
to look at where we needed to make improve-
ments,” says Valerie Barckhoff, the hospital’s
vice president for revenue cycle. 

In December 2007, the hospital agreed to pay
$26 million in overpayments and interest for
Medicare claims spanning a six-year period. The
overpayments were for the care of patients who
were admitted as inpatients but who did not
meet inpatient criteria.

To ensure that patients are placed in the correct
admission status, the hospital set up a multilay-
ered process. Here’s how it works:

After a patient is admitted, the case manager
on the floor reviews the chart and verifies admis-
sion status within one business day.

A team of representatives from the business
office, health information management, and care
management meets every day and reviews every
zero- and one-day-stay patient covered by a gov-
ernment payer to double-check that they met
inpatient criteria

If they determine that the admission status was
not correct, they notify the physician and patient
and instruct the business office to bill Medicare
Part B services.

The business office also reviews all zero- and
one-day stays for government patients. They look
into the account documentation to make sure that
the notes from the zero- and one-day-stay team
are in the system prior to releasing the claim.

As an external control, the hospital contracted
with McKesson to conduct monthly quality
audits to determine if InterQual criteria were
applied correctly.

“We’ve improved dramatically. When we first
started the quality audits, we scored in the low
80th percentile. Now, we were in the upper 90s
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and Saint Joseph’s is holding themselves to the
highest standard of InterQual application,”
Barckhoff says.

The process improvement team, led by
Barckhoff, included representatives from the rev-
enue cycle management department, case man-
agement, health information management, and
the business office. 

The project’s oversight team, the CEO, CFO,
and the chief nursing officer, was involved in the
initiative to understand where the process break-
downs were occurring and be involved in the
decision making, she says.

The team began by looking into whether
patients with zero- and one-day stays were
admitted in the appropriate status and examining
the reasons the admission status was not correct,
then suggesting ways to improve the process.

Improvements that were implemented include
regular audits to assess case managers’ under-
standing of InterQual criteria, shifting utilization
review from a peer review committee back to the
reinstated utilization review committee, contract-
ing with a physician advisor company specializ-
ing in Medicare issues, and fully integrating case
management into the revenue cycle department.

“The team found that there was a lack of com-
munication among departments, the processes
were broken, and we had not been actively moni-
toring admission status for short-stay patients,”
Barckhoff says. 

What to look for in order sets

One of the first steps was to review more than
1,000 order sets and look at how they might affect
the patients’ admission status. The team met with
the floor nurses and discussed the scenarios in
which each order set would be used. They elimi-
nated some of the order sets and revised others.

“We wanted to make sure that the order sets
gave physicians the option to pick outpatient or
observation status. We cleaned them up and fine-
tuned them so we don’t lead the physician to a
particular admission status,” she says.

As part of the team’s efforts to identify break-
downs in the case management process, industrial
engineers from the revenue cycle department
shadowed the care managers and mapped out
what they did on a daily basis. Their goal was to
analyze how the processes flowed and where they
were breaking down.

“We started the old-fashioned way by follow-
ing the care managers, talking with them and

gaining a better understanding of what they did
on a day-to-day basis. We looked at whether the
case managers were following the hospital’s poli-
cies and what kind of controls we needed to put
in place to ensure that they could do so,” she says. 

For instance, hospital policy calls for case man-
agers to review all admitted patients within one
business day and to apply InterQual criteria cor-
rectly. The engineers found that some care man-
agers gave managed care patients priority over
Medicare patients.

“They had the idea that Medicare documenta-
tion was not as important because we were paid
on the DRG system so these patients were falling
to the bottom of the work list. It was simply a
matter of emphasizing that Medicare expects us
to ensure that medical necessity criteria are met,”
she says. 

The hospital hired McKesson representatives to
educate the staff on InterQual criteria.

Tying CMs to revenue cycle

When the Department of Justice began its
audit, the hospital already had moved responsi-
bility for overseeing case management from the
chief nursing officer to the CFO. As part of the
process improvement initiative, case manage-
ment was fully integrated into the revenue cycle
department.

“Case managers are key in impacting the bill
and are part of the revenue cycle. The administra-
tion is very supportive of what the case managers
need to do from the business perspective. Before
they were in this department, some case man-
agers didn’t fully understand the impact they
have on the billing process, how important
patient status is, and how important it is to con-
duct utilization review with the managed care
company,” Barckhoff says.

As one step in the process, the hospital rein-
stated the utilization review committee. “We had
temporarily shifted to a peer review model for
utilization review. We returned to a traditional
model,” she says.

The hospital outsourced its physician advisor
function, contracting with a physician advisor
company that specializes in Medicare issues. The
consulting physician advisor firm is still under
contract but the care managers don’t use them
nearly so often, Barckhoff says.

“We feel our internal utilization review com-
mittee can now help guide care managers but
there is an occasional anomaly that falls out of
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their areas of expertise,” she says.
The biggest challenge was educating all the

parties involved in determining admission status,
she says. “Educating the physicians became a
grass-roots campaign. Because we have a large
cardiac population, we saw more opportunity
with chest pain and provided education at the
cardiology section meetings.”

Under the Corporate Integrity Agreement with
Medicare, clinicians, including all physicians who
practice at Saint Joseph’s, must undergo two hours
of documentation training. 

“Our doctors have such long-term relation-
ships with their patients that they weren’t putting
everything they knew into the chart. We are
working with them to get them to enhance their
documentation and include all the information
we need to bill correctly,” she says.

As part of the agreement, Saint Joseph’s will
participate in a Medicare demonstration project
aimed at streamlining assignment of patient
admission status. The Case Management Protocol
program, which went live March 3, moves the
primary responsibility for determining patient
status from the physician to the care manager.
The demonstration project has been under way in
Florida but Saint Joseph’s is the first Georgia hos-
pital to participate.

CMs at Saint Joseph’s

Saint Joseph’s has 25 care managers who are
assigned by unit and who cover the hospital seven
days a week. They cover the emergency depart-
ment, working shifts that coincide with the peak
times for patients. About 35% of St. Joseph’s emer-
gency department patients are admitted.

Case managers are required to achieve certifi-
cation within one year of the time they become
eligible.

Before the short-stay process improvement ini-
tiative began, case managers had a caseload of 28
to 32 patients. It’s now 24 and slated to drop to 15
this year.

“When care managers have a workload of 32
patients, there’s no way they are going to do their
job well. We worked hard to get that number
down and have gotten approval to hire seven
more care managers in 2008. With the new Case
Management Protocol demonstration project,
their job is going to get more intensive,” she says.

(Editor’s note: For more information, contact Valerie
Barckhoff, vice president for revenue cycle, Saint
Joseph’s Hospital, e-mail: vbarckhoff@sjha.org.) ■

Don’t neglect contributing
factors in assessment
CMs should consider ‘whole patient’

By Jolynne “Jo” Carter, BSN, RN, CCM 
Paula Gelber Dromi, PhD, LCSW 

Commissioners, Commission for 
Case Manager Certification 

Millions of Americans live with chronic con-
ditions: diabetes, hypertension, arthritis,

pain, and myriad other illnesses and injuries.
When chronic conditions worsen or unrelated
acute episodes occur, hospitalization may become
necessary.

For individuals who have chronic conditions
— including older adults who may have several
health issues and who may have been prescribed
numerous medications — concerns go beyond
the immediate clinical needs. Hospital case man-
agers, therefore, must devise a care plan that
addresses not only the acute-care episode, but
also considers the chronic conditions and other
contributing health factors.

The challenge for hospital case managers is that
when a patient is hospitalized, most of the atten-
tion is on the acute episode, especially given insur-
ers’ allowance for the number of days for treatment
and hospitalization. Targeting only the acute prob-
lem through clinical treatment and intervention,
however, may de-emphasize chronic conditions
and other contributing health factors so that impor-
tant connections are not made.

Consider a person who is a quadriplegic after
suffering a spinal cord injury 20 years ago, who
has been hospitalized for his first skin breakdown.
Because this condition is potentially very serious,
treatment focuses on preventing infection and pro-
moting healing. The case manager who looks at
the patient holistically, however, considers other
factors; for example, when was the wheelchair
cushion last replaced and has the patient changed
his mattress recently? Psychosocial considerations
are also important: Did he change his caregiver or
experience a loss of relationship recently?
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By reviewing the discharge dispositions of
patients whose hospital stay was covered by

the Medicare post-acute transfer rule, Jupiter (FL)
Medical Center in Florida was able to generate an
additional $108,000 in reimbursement in just one
year.

The review determines whether patients who
were discharged for post-acute services before
they met the geometric mean length of stay actu-
ally received the services that were documented
in the chart.

Under the Inpatient Prospective Payment
System (IPPS), if patients in certain DRGs are
transferred to other providers of post-acute ser-
vices before completing the geometric mean
length of stay for that DRG, the hospital receives
only a portion of the full reimbursement for that
DRG.

The provision covers discharges to other hospi-
tals that are reimbursed under the IPPS, to skilled
nursing facilities, and for home health services
provided by a home health agency if the services
are provided within three days and are related to
the reason for the hospitalization.

Reviewing Medicare discharge dispositions

At the advice of a consultant, the hospital
reviewed Medicare discharge dispositions to
determine how many errors there were and what
it would mean to the bottom line, says Cathy J.
Hamilton, RN, BA, MHS, CPUQ, CPUR, director
of care management.

For instance, if a patient’s DRG qualifies for the
transfer rule and he or she is transferred for home
health services before the geometric mean length of

stay is completed, the hospital is paid a portion of
the DRG reimbursement. But, if the home health
services are not received within three days, the hos-
pital gets the full amount.

A trial review that compared the actual dis-
charge disposition with what was coded resulted
in $57,000 in additional reimbursement when, for
whatever reason, the patients didn’t go to the final
discharge disposition within the specified time
period or the services were not related to the acute
hospitalization, Hamilton says. For instance, in
some instances, the home health agency didn’t
provide care for the patient until the fourth day or
the family refused home health services. In other
instances, the patient was transferred to a custo-
dial bed at the receiving facility, rather than a
skilled nursing bed.

The hospital created the position of case man-
agement LPN and hired Elaine Gamache, LPN,
to conduct a concurrent review of the discharge
dispositions.

Hamilton runs a monthly report of all Medicare
patients who fall within the post-acute transfer
rule DRGs and who did not meet the geometric
mean length of stay for the DRG.

“Once Gamache has the report to work with,
she is able to identify patients who received cus-
todial vs. skilled post-acute care and those who
did not receive home health within 72 hours,”
Hamilton says.

Gamache goes through the report and sorts 
the patients as to their discharge destination. For
instance, she groups all patients who were receiv-
ing care from the same home care agency.

She contacts the home care agency and validates
that the services were received and compares the

Discharge disposition initiative increases reimbursement
LPN reviews discharges under transfer rule
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diagnosis the home care agency is treating to the
patient’s hospital diagnosis. A patient may be hos-
pitalized with the primary diagnosis of congestive
heart failure but have diabetes with a wound as a
comorbid condition. If the patient received home
health services to treat the wound and the home
health agency’s billing diagnosis was a diabetic
ulcer, the hospital is entitled to reimbursement
because the post-acute services were not related 
to the reason for hospitalization.

When patients are transferred to other acute
care facilities for a service that Jupiter Medical
Center doesn’t provide, the LPN checks on the
admission status at the accepting facility. 

“We transfer a lot of patients to other facilities
for cardiac catherizations. If they are an inpatient
at our hospital and the receiving facility admits
them under observation status, that doesn’t count
as a transfer DRG,” she says.

When Gamache identifies potential errors, she
calls the hospital’s fiscal intermediary and vali-
dates what diagnosis was on the bill to ensure
that the hospital is rebilling appropriately.

“One of the keys to our success is that case
managers put in the final disposition. It’s critical
that this information is accurate, otherwise it sig-
nificantly increases the work when the LPN calls
a facility and finds out that the patient never was
transferred there,” Hamilton says.

(Editor’s note: For more information, contact Cathy
J. Hamilton, RN, BA, MHS, CPUQ, CPUR, director
of care management, Jupiter Medical Center, e-mail:
CHamilton@ jupitermed.com.) ■

Web site links to valued
post-discharge resources
On-line information replaces piles of documents 

Instead of handing patients piles of papers dur-
ing the discharge planning process, case man-

agers and social workers at The Valley Hospital
in Ridgewood, NJ, simply refer them to the hos-
pital’s Valley C.A.R.E.S. web site, a resource with
links to more than 2,000 agencies, facilities, orga-
nizations, and informational sites.

Valley C.A.R.E.S. is the brainchild of social
worker Karen Barbato, MSW, and Molly Schenk,
office supervisor for the case management/social
work department. They initiated the project,

planned it, did the research, and worked with
Ken Parker, manager of marketing and commu-
nications, to set up the on-line resource. The
acronym stands for Community Access Resource
Education System.

“This project streamlined work processes and
organized information in one place. It’s a tremen-
dous resource for patients and family members
because it has everything related to discharge
planning and finances at their fingertips, whether
they are in the hospital or a family member in
another state,” says Maryann Vecchiotti, director
of case management/social work. 

Impetus for project

The project was developed when Barbato and
Schenk volunteered to update the packets the
hospital gave to families with information about
long-term care options. As they went through the
information on hand, they discovered that much
of it was out of date and some of it had been
copied so many times, it was hard to read. The
team wanted to create additional packets for
other types of patients, such as maternity patients
or people with disabilities and started writing
down the categories of packets and the type of
information they wanted to include.

“We realized it would cost an exorbitant
amount of money to make copies and people
would still get information they wouldn’t need
but they might not get information they would
find useful. Then, we still would be challenged to
update the information frequently and discard
the old information,” Barbato says. 

Barbato and Schenk began by listing the topics
they wanted to list on the web site, what details
they wanted to include on each one, and how
they should link together. 

Major categories include bereavement services,
caregiver resources, community resources, dis-
ability programs, discharge planning informa-
tion, end-of-life care, long-term care services,
maternal/pediatric/adolescent services, medica-
tion assistance programs, mental health and
emergency services, senior services, support
groups, veterans’ services, and health organiza-
tions and agencies. 

Schenk researched the Internet to identify links
that should be included for each topic, starting
with the department’s internal resource list.
Barbato wrote the introductory section for each
topic. 

“It’s a compilation of everything the hospital staff
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have collected as a group. It’s been extremely help-
ful because the web sites are frequently updated so
we always have the latest information,” Schenk
says.

The hospital’s webmaster set up a way that
they could look at the web site offline, proofread
it, and check the links. “We took a long time
developing it because we wanted it to be correct,
comprehensive, and attractive,” Barbato says.

Five of the largest post-acute health care centers
in the area donated $50,000 to fund the project.

“As soon as we showed them what we wanted
to do, they were eager to be a part of it,” Barbato
says.

Putting information to work

The purpose of the project is to shorten the
time and improve the efficiency of the discharge
process by offering families research capabilities
that enable them to access information that is per-
tinent to them without having to wade through
pages of information, Barbato says.

“Our goal is to try, in a concise way, to lead a
family through everything that we discuss face to
face — to show them the process, their choices,
and what they need to do,” she says.

The webpage is especially useful for family
members who live in other parts of the country
and can’t spend a lot of time visiting nursing
homes or assisted living centers, Barbato says.

“In the past, we sent them a list that said,
‘Bergen County Nursing Homes.’ Now we send
them a link that allows them to tour the nursing
home web sites and get an idea of what the facili-
ties are like as well as check the nursing home
reports cards,” she says.

The daughter of one patient who has dementia
wanted to place her mother in a long-term care
facility closer to her home in New York. Barbato
helped the daughter go on-line, identify potential
facilities, and download a checklist of what to
look for in a facility. In the case of another patient,
who was failing at home, Barbato was able to
direct the family to caregiver resources, education
and support groups, and adult day care facilities.

“When I talk to someone on the telephone and
they can’t be here, I send them an e-mail that
includes links to the various parts of the web site
they may find useful,” she says.

The social workers and case managers guide
the family members through the process if they
aren’t familiar with computers or the Internet. As
soon as the hospital’s wireless Internet network is

complete, they will be able to take laptop com-
puters into the patients’ rooms and show patients
and family members discharge options at the
bedside. In the meantime, the hospital has set up
a computer kiosk in one of the waiting rooms,
giving family members access to the information.

“Sometimes I bring them into my office if it’s
convenient and they’re not computer-savvy.
Other times, if they just want to sit down and
look at it, I walk them to the computer station
and show them how to get started,” she says.

Web site cuts phone calls

Having an on-line resource has cut down on
calls from physician offices and the public who
are seeking resource information, said Schenk,
who handles telephone calls from the public.

“We were being inundated with calls from doc-
tors’ offices who wanted our home care list, our
nanny list, or community support groups. Now
the doctors can print out information from our
web site or give their patients a card with the web
site information on it. We can refer the public to
the web page for the information they need,”
Schenk says.

Feedback has been positive from patients and
family members, physicians, and especially from
the hospital staff, Barbato says. 

“It gives staff members centrally located and
accessible up-to-date information and resources,
saving them time and making the discharge pro-
cess more effective,” Barbato says. 

(Editor’s note: For more information, contact Karen
Barbato, MSW, social worker, The Valley Hospital, 
e-mail: kbarbato@valleyhealth.com.) ■

Department takes control
of managed care denials
‘Buy-in of those above’ required

Three years ago, the management team at
Orlando Regional Healthcare System took a

hard look at managed care denials, recalls Craig
Pergrem, CHAM, MBA, corporate director of
patient business, and asked, “What can we do to
stop the bleeding?”

Those denials were at 4%, he says, and there
were certain unalterable facts defining the situation:
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“What it came down to is there is no recourse for a
physician [not getting] an authorization for a proce-
dure. The managed care companies contract with 
us to provide a service, and they contract with the
physician to provide a service. They require an
authorization and they require the physician to 
get it.”

Enticing physicians

Since physicians get paid either way, Pergrem
adds, “there is no enticement for them to get the
authorization, so we find ourselves chasing
authorizations.”

What typically happened, he says, is that
access employees would schedule a high-end
radiology procedure, such as a CT scan or MRI,
reminding the physician’s office staff that an
authorization from the patient’s insurance com-
pany was required.

Hospital preregistration staff would call 
days before the appointment and ask about the
authorization, Pergrem adds. “[The office staff]
would say, ‘Oh, we’ll get that,’ but it just never
happened.” 

That led to scenarios in which, for example, the
patient arrives at 7:30 a.m. for a procedure with-
out the authorization, the physician’s office is
closed, and a check with the insurance company
reveals that the physician never made the neces-
sary authorization call, Pergrem says. 

“We would tell the patient, ‘We don’t have the
authorization and you may be responsible [for the
bill],’ but in reality that is not always the case,” he
notes. “You can’t always bill if you don’t do the
[preauthorization] job right.”

Changing the paradigm

Looking for a way to change the paradigm,
Pergrem and his department came up with a plan
and presented it to “all the key revenue manage-
ment players,” as well as the managed care
department.

With that approval obtained, he says, the
health system began putting out the word to
physicians that a new policy was in place.

“We said we would no longer schedule ancil-
lary services — outpatient radiology — without
the authorization,” Pergrem says. Once given, he
notes, such authorizations generally are in effect
for 30 to 45 days.

There was some initial resistance to the policy,
Pergrem says. “We sent out letters to all the

physicians, put tent cards on the tables in the
cafeteria, and it still went over like a lead balloon,
but that [response] lasted only about three
weeks.”

At the root of the issue, he notes, was a lack 
of understanding on the part of the physicians.
“They were getting paid, and they assumed
everyone was.”

In advance of the policy going into effect,
Pergrem says, people calling the facility heard the
message that, effective Jan. 4, 2004, authorizations
would be required before a procedure could be
scheduled.

Once the deadline passed, physician offices
scrambled to adjust, he adds. “We had bogus
[authorization] numbers given to us, and then
[the physician’s office] would call back and say,
‘Now I have the right one.’”

In 90% of the cases, Pergrem explains, “[getting
approval] requires going on-line and entering the
data or calling, and you get it right away.” 

Dealing with radiology procedures

With high-dollar radiology procedures, how-
ever, many managed care entities have begun
using third-party companies to handle the autho-
rizations, he says. “The physician’s office calls the
radiology company, which has a screening script
and asks questions about whether the MRI is
really needed. Sometimes they ask for additional
data and then you get the authorization.

“There have been times when the managed
care company will deny the claim, and when they
deny it, we will contact them,” Pergrem says.
“We have had meetings with major payers and
we show them our authorization number and
they show another [number].”

At that point, he adds, the hospital representa-
tive explains that the authorization is required at
the time of service and that the hospital in good
faith has taken the number from the physician with
whom the managed care company has contracted.

“We tell them that we’ll be happy to provide
the date of the denial, who the physician was,
and what the authorization [number] was,”
Pergrem says.

While he had some complaints from physicians
about the policy, they died down after the individ-
uals made calls to his superiors, who also didn’t
back down.

When putting such a program in place, Pergrem
emphasizes, “You have to have the buy-in of those
above you.”  ■



Another contributing factor that must be taken
into account is a change in personal circum-
stances, particularly for those coping with
chronic conditions such as pain. The death of a
spouse may affect a person’s ability to take care
of one’s self, keep track of medications, and/or
prepare meals. The death of a loved one or a pet
may trigger depressive grief, which further com-
pounds the person’s ability and even desire to
care for themselves. 

Case managers must consider all these factors
as part of patient assessment and in the develop-
ment of a care plan, particularly if the individual
is elderly and has limited or no family or other
support systems in his/her community. 

Among chronic conditions, one of the most
common is pain. There are many potential root
causes, including musculoskeletal injury, nerve
root compression, arthritis, complex regional pain
syndrome, fibromyalgia, cancer, gastroesophageal
reflux disease, or peripheral neuropathy. 

When pain has been present for six months or
longer, quality of life deteriorates. Pain that is
often in the background when patients have multi-
ple conditions becomes a chronic condition in and
of itself. As chronic pain intensifies, it becomes the
focus of the patient’s inability to cope. Disruption
of sleep caused by the pain can compound the sit-
uation and lead patients to seek out a variety of
physicians who could prescribe changes in treat-
ment and/or more or different medications. In
addition to prescribed medications, patients may
try to self-medicate with other drugs or alcohol.

If the patient becomes hospitalized for pain
that has become unmanageable, the intersection
of an acute-care setting and insurance company
requirements may necessitate a clinical response,
including surgery. Post-surgery, the patient may
be prescribed narcotic drugs, raising the potential
for addiction, which triggers yet another cycle of
intervention. 

Conversely, elderly patients may be living with
unacceptable levels of pain. According to a recent
report, at least 80% of older Americans are living
with at least one chronic condition and 50% have at
least two.1 As older adults experience acute and
chronic pain, however, their reaction may be more
stoic, largely because they believe the discomfort
they experience is simply a part of aging, and there
is nothing they can do about it. However, there is a
correlation between pain and progressive sympto-
mology. As health declines and sleep is disrupted,

there is often an increase in depression, loss of
interest in activities, and self-isolation, which fur-
ther compounds individuals’ ability to cope and
care for themselves. Case managers should be on
the lookout for the impact of chronic pain on the
overall plan of care. 

When patients have one or more chronic con-
ditions, case managers must address not only the
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(Continued from page 38)

Collaborate with pharmacist
to manage complex cases
Seek help for patients on multiple medications

When a patient is admitted to the hospi-
tal with a chronic condition such as

pain, one of the key elements of assessment is
to determine what medications — including
prescriptions drugs and nonprescription
medications and supplements — the individ-
ual is taking. It is not uncommon for some
patients, particularly older adults, to take 10
or more prescription medications a day. 

Medications that are taken daily may not be
the sum total of what has been prescribed by
various doctors for the patient. There may be
additional prescriptions that have not been
filled. Patients may arbitrarily decide not to
take a particular medication because they do
not know what it’s for, they consider the drug
to be too expensive, or they have concerns or
questions or are afraid of addiction. Further,
some medications may be taken less frequently
or more frequently than prescribed.

The number of prescriptions, the need to
manage multiple medications with varying
doses, and the possibility of contraindica-
tions raises the need for a pharmacist to be
part of the case management team. A phar-
macist can provide expertise about particular
medications and combinations of medica-
tions. In addition, medications may affect
older adults differently than other patients. 

Through collaboration to manage complex
cases, hospital case managers should seek a
pharmacist’s input. A pharmacist can review
all prescriptions that have been prescribed, as
well as nonprescription medications and sup-
plements, and provide information or raise
concerns about drugs that may not be as
effective or that may have undesirable or
high-risk side effects.  ■



clinical and pharmacological aspects of a case,
but also the patient’s psychosocial and spiritual
needs. A comprehensive assessment is even more
important when dealing with chronic health con-
ditions and pain. 

Addressing psychosocial issues

Dealing with psychosocial and spiritual issues,
the hospital case manager may reach out to other
members of the treatment team, such as social
workers who have expertise assessing behavioral
health, including the person’s mental state, and
who can address the individual’s family and social
support. Case managers often have experience
reaching out to community resources, from volun-
teers who will provide transportation to medical
appointments to groups that will deliver meals. 

After an acute care treatment episode, patients
are often discharged to the home environment
with many ongoing medical and therapeutic
needs. For many patients, including the elderly
who may live alone or with an aged spouse, a
key resource is home health care. Home health
care provides continuity of treatment from the
acute care setting into the home environment.
When a patient is considered higher risk for hos-
pital readmission or has difficulty providing self-
care, home health care is an effective way to
ensure a safe and successful transition from the
hospital to the home setting.

In order for the home health care provider to
deliver the right care and services to the patient
post-discharge, there must be clear communica-
tion from one treatment setting to the next. The
hospital case manager, the case manager at the
insurance company, the treating physicians, and
the home health care providers must have access
to the same information, including details about
the acute episode, the presence of chronic condi-
tions, and a list of prescribed medications and
other supplements or nonprescription medicines
that the individual takes. 

For many people, managing chronic conditions
is a way of life. Through comprehensive, effective
case management, these individuals can improve
their health — both physical and mental — remain
safely in their communities, and enjoy a higher
quality of life. 

(Editor’s note: Jolynne “Jo” Carter, BSN, RN,
CCM, is a commissioner with the CCMC. She also is
director, network services at Paradigm Management
Services LLC, accountable for the day-to-day manage-
ment of Paradigm’s national network of nurse case

managers, which includes about 130 registered nurses
across the United States. Paula Gelber Dromi, PhD,
LCSW, is a therapist, consultant, and educator, with a
specialty in geriatric case management, and is also a
commissioner with the CCMC.)

Reference

1. Centers for Disease Control and Prevention and The
Merck Co. Foundation. The State of Aging and Health in
America 2007. Whitehouse Station, NJ: The Merck Company
Foundation. www.cdc.gov/aging/pdf/saha_2007.pdf. ■

Decrease readmissions with
‘whole-family’ approach
Consider needs of ‘carers’

By Patrice Spath
Consultant, Health Care Quality
Brown-Spath & Associates
Forest Grove, OR

Unnecessary hospital readmissions can be
avoided by a “whole-family” approach to

discharge planning. Medicare requirements and
The Joint Commission focus on evaluating and
meeting the patient’s needs, yet engagement and
active participation of the family or lay caregivers
also is central to improving the patient’s transi-
tion from hospital to home. Case managers must
work collaboratively with “carers” — those peo-
ple who provide some form of care for the patient
(i.e., family members, friends, or neighbors) —
throughout all stages of discharge planning to
ensure patients are adequately cared for after
leaving the hospital. Informal carers and family
members play a vital role in helping sick and dis-
abled people of all ages maintain their indepen-
dence in a home environment. To make this
possible, the needs of these carers must be care-
fully considered during discharge planning. 

Both patients and their carers should be
involved in all stages of the discharge planning
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process and provided information on what to
expect and their contribution to the process. Carers
should be embraced as valued partners in the dis-
charge process as their knowledge of the patient is
vital in developing an appropriate discharge plan
of care. Just as patients should have a choice about
post-hospital plans, carers should be given a
choice about their contribution. Otherwise, the
inability or unwillingness of a family member or
friend to provide care for the patient might not be
evident until there is an unexpected readmission.
Don’t marginalize carers’ concerns or patients may
be sent home to unacceptable situations.

If the patient’s admission is planned, provision
of information to carers prior to the admission
enables them to ask questions or raise concerns.
Prior to admission or as soon as possible after
admission, the patient should be consulted for
permission to share information with the carer. 

For patients admitted as an emergency, pre-
admission planning obviously cannot take place.
Under stressful circumstances such as an emer-
gency admission, it is even more important to
recognize the role of the carer from the start of
the process in order to ensure that all the stages
are well managed. 

The admission process is the critical time to
explain to carers what to expect and how they are
to be involved in key decisions. Remember that
they are the experts in what it is like to live with,
or care for, someone with a particular condition
or disability.

Case managers may find that patients and
their carers have differing needs. For this reason,
carers often require a separate assessment. There
may be occasions where a carer’s wishes conflict
with the patient’s desires. In these situations, case
managers should review the patient’s care plan
and attempt to find realistic solutions for all con-
cerned. Carers often will be willing to take on or
continue caring for the patient if the case man-
ager can arrange adequate physical and emo-
tional support. 

If a carer is being asked to make a life-changing
decision (such as quitting a job or moving a family
member into their home) the case manager can
help by discussing various options. The personal
health and social care needs of the carer must be
considered as well as the role they are being asked
to undertake. If these areas are not addressed,
there is an increased likelihood the patient will
receive less-than-adequate care after discharge. It’s
important to inform carers about support net-
works and community services that may be avail-
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CNE questions
9. According to Toni Cesta, when an inappropriate

patient takes up a bed, what could happen?
A. Patients may stay in ED longer.
B. ED may have to go on diversion.
C. Neither A nor B.
D. Both A and B.

10. According to Cesta and Beverly Cunningham,
the best way to show administration the value
of case management is to present a lengthy,
comprehensive document with details about
what the department does. 

A. True 
B. False

11. At Saint Joseph’s Hospital in Atlanta, the
caseload for case managers has dropped from
28 to 30, down to 24 patients, and is slated to
drop even further this year to how many
patients per case manager?

A. 20
B. 18
C. 15
D. 12

12. According to a report cited by Jolynne Carter
and Paula Gelber Dromi, what percentage of
older Americans have at least one chronic
illness?

A. 80%
B. 75%
C. 90%
D. 50%

Answer key: 9. D; 10. B; 11. C; 12. A.

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 June issue, you must com-
plete the evaluation form provided in that issue and
return it in the reply envelope provided to receive a credit
letter. ■



able to assist in meeting their physical and emo-
tional needs. Particular attention should be
directed to the individual’s need for short-term
breaks from caring. It is not only the time spent
each week actually caring for the patient that has
an impact on the individual. Just the ongoing

responsibilities can create considerable anxiety
from which the carer needs an occasional break. 

To determine if relying on a layperson to care for
the patient is a practical and sustainable solution,
the case manager must assess the impact of the
whole caring situation. Key questions to ask of car-
ers are listed in Figure 1. During the assessment,
listen carefully to what the carer is saying. The
assessment is not a test. It provides an opportunity
for the case manager to evaluate the patient’s home
situation and develop a plan specific to the needs
of the carer as well as the patient. Great sensitivity
may be required. It is important not to presume
that the family member or friend wants to continue
to provide care or should be expected to do so.
Discussions about the patient’s future can be diffi-
cult and carers often need a chance to talk through
issues and consider their own needs. A holistic
assessment of the whole situation — one that takes
into account all parties’ needs and aspirations —
will lead to the best outcomes for everyone.

Family-centered case management is much
more than just keeping patients and carers
informed of discharge decisions. To ensure the
patient’s needs are met, carers must be confident
of their ability to provide continued support and
understand what is happening. This requires that
carers be treated as active participants in the dis-
charge planning process.  ■

Pregnant patient at risk for
unnecessary appendectomy

Pregnant women who come to the ED with
abdominal pain often are misdiagnosed and

undergo unnecessary appendectomies, says a
new study.1

Researchers looked at 94,789 women who
underwent open or laparoscopic appendectomy,
and 3,133 of them were pregnant. The rate of neg-
ative appendectomy was significantly higher in
pregnant women (23% vs. 18%) than in nonpreg-
nant women. 
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Figure 1. Carer Assessment
Questions

• How long have you been caring for the individual?
• How much help do you get?
• How often do you get a full night’s sleep?
• What has been the physical impact on you?

The emotional impact?
• How much time do you feel “off duty”?
• Do you know how to contact carers’ support

groups or local community services? How often
have you used these services? 

• Do you feel confident in your ability to provide
continued care for the individual? 

• Which parts of the caregiver role do you want to
do (if any)? Which parts do you find particularly
difficult? Which part do you not want to do?

• What do you do when you need a break from
caregiving? When did you last have a break?

• Do you feel you have a choice about caring for
the individual?

• How much time is taken up with caring for the
individual?

• Would you like training in how to manage any
part of your caring role?

• What outcome would you like to see for the
individual?

• Are you well? Do you have any physical prob-
lems? Are you receiving any treatment?

• Is caring for the individual having an impact on
relationships, either with the cared-for person or
other members of the family, friends, etc.?

• If the individual doesn’t live with you, are there
any problems with where he/she lives (e.g.,
long travel distance)?

• Could you use any equipment or adaptations to
assist you in caring for the individual?

• Can you get the advice you need on financial or
social benefits for the individual?

• What other responsibilities do you have (e.g.,
parent, work, volunteering, etc.)? Does balanc-
ing these responsibilities cause stress?

• If you suddenly became ill what would happen
to the cared for individual? Can a contingency
plan be made?

Source: Patrice Spath, Brown-Spath & Associates, Forest
Grove, OR.



“I think the most important message for ED
nurses is that abdominal pain in the pregnant
patient can be difficult to diagnose and may
include both surgical and nonsurgical causes,”
says Marcia McGory, MD, the study’s author
and research fellow at the Center for Surgical
Outcomes and Quality at the University of
California — Los Angeles Medical Center

Although negative appendectomy in other
patient populations generally does not have any
unforeseen consequences, unnecessary surgery
should be minimized in the pregnant patient due
to risk to the fetus, she explains. The study’s results
suggest that improved diagnostic accuracy of
appendicitis in pregnant women may minimize
risk of fetal loss or early delivery, says McGory.
“ED nurses can assist with patient advocacy by
encouraging pregnant women to pursue additional
imaging prior to making the decision to undergo
surgery to remove the appendix,” she says. 

Assessing pregnant patients

At Virginia Commonwealth University
Medical Center in Richmond, ED nurses ask
patients the following questions at triage for
pregnant patients with abdominal pain, says
Steve Rasmussen, RN, CEN, clinical coordinator
for the ED:

• How many weeks pregnant are you? “Under
20 weeks, the fetus is considered nonviable and is
seen in the ED, although even this is being recon-
sidered in light of recent premature saves,” he
says. “Over 20 weeks, and the patient is sent to
OB for evaluation.” 

• How many pregnancies have you had and
how many live births?

• Have you had prenatal care?
• Do you have a history of multiple pregnan-

cies or multiple births?
• Have you had problems with other pregnan-

cies, or how is this pregnancy different?
• Do you use drugs or alcohol?
• Have you had a recent urinary tract infec-

tion, sexually transmitted disease, or vaginal
discharge?

• Is there a history of HIV, hepatitis, tuberculo-
sis, MRSA, diabetes, congestive heart failure, or
preeclampsia?

• Are you bleeding? If so, how much? 
• Is the bleeding painful? Placental abruption

can cause severe hemorrhage and is a significant
cause of maternal and fetal mortality, says
Rasmussen. “Abdominal pain, uterine tender-
ness, tetanic uterine contractions, hypertension,
and preeclampsia are associated with increased
rates of occurrence,” he says. Painless bleeding
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■ Putting technology to
work for your department

■ Tips for developing a
length-of-stay initiative

■ Ways to train and orient
new staff

■ Documentation assurance
for one-day stays

COMING IN FUTURE MONTHS

CNE 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. ■

On-line bonus book 
for HCM subscribers

Readers of Hospital Case Management who
recently have subscribed or renewed

their previous subscriptions have a free gift
waiting — The 2008 Healthcare Salary Survey
& Career Guide.

The report examines salary trends and
other compensation in the hospital, outpa-
tient, and home health industries.

For access to your free 2008 on-line bonus
report, visit www.ahcmedia.com.  ■



can indicate placenta previa, which means the
placenta is implanted abnormally, he adds. “It is
most common in the third trimester and may
require a cesarean to stop the bleeding and save
the mother’s life,” he says. 

• Did bleeding or pain occur spontaneously or
after sex or some type of trauma?

• Is there a possibility of domestic violence?
• Is there a psychological history, with or with-

out drug therapy? “Remember when assessing
fetal heart tones with an audible Doppler, palpate
the mother’s pulse and make sure you are not lis-
tening to the mother’s heart rate,” says Rasmussen.

Reference

1. McGory ML, Zingmond D, Tillou A, et al. Negative
appendectomy in pregnant women is associated with a sub-
stantial risk of fetal loss. J Am Coll Surg 2007; 205:534-540. ■
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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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