
Improve documentation, fine-tune
admissions process before RACs arrive
Avoid denial rates that occurred in demonstration project

As the Centers for Medicare & Medicaid Services (CMS) rolls out
the Recovery Audit Contractor (RAC) program nationwide, case
managers are in a position to help their hospitals stay ahead of

the curve by keeping patients out of the hospital if they don’t need to be
admitted and ensuring that the documentation in the medical record for
inpatient or observation admission supports medical necessity.

“In order to ward off the 40%-45% denial rates in the RAC demonstration
project, it is imperative that hospitals better control utilization of services
and improve medical documentation while patients are still hospitalized.
Case managers should play a bigger role in gatekeeping than what I have
seen in the hospitals I have visited,” says Randi Ferrare, RN, BSN, MHA,
MEd, president of Optima Healthcare Consulting in Tampa, FL.

In a three-year demonstration project, RACs identified $993 million in
overpayments to hospitals. About 85% of the overpayments were collected
from inpatient hospitals. According to CMS, only 4.6% of RAC determina-
tions were fully or partially overturned on appeal. 

Of the overpayments collected, 40% were for care that was not medi-
cally necessary or occurred in the wrong setting; 35% was due to incorrect
coding; and 8% were due to insufficient or no documentation. Other errors
included: incorrectly following fee schedules, submitting duplicate claims,
or billing separately for services already included in other payments.

CMS was slated to identify four permanent RACs this fall and has
announced its intention to have the program operational throughout the
country by Jan. 10, 2010. 

The RACs use proprietary software and data mining methodology to
analyze Medicare claims data and identify records for review. The RACs
perform two types of reviews. In some instances, they may determine
that a hospital has been overpaid by merely analyzing data (“automated
review”). In other instances, they may request medical records from the
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provider or send an auditor on site to review the
records (“complex review”). The RACs can go no
further back than Oct. 1, 2007, in their audits.

Since most of the improper payments were
cited because of incorrect coding or because the
claim did not meet Medicare medical necessity
criteria, hospitals need to beef up their admissions
review processes and clinical documentation
review efforts, says Lorraine Larrance, BSN,
MHSA, CPHQ, CCM, senior manager with

Pershing Yoakley & Associates, a health care con-
sulting firm with offices in Knoxville, TN; Atlanta;
Tampa, FL; Charlotte, NC; and Austin, TX.

“Effective case managers serve an increasingly
critical role in ensuring patients are admitted to the
appropriate level of care, that physicians document
for medical necessity, and that accurate admission
orders are on the chart,” Larrance adds.

The audits are going to be challenging for
acute care hospitals, especially if they are operat-
ing on a narrow margin, since the auditors are
largely focused on recouping Medicare program
funds that have been reimbursed incorrectly, says
Carol H. Eyer, RHIA, CHC, senior manager of
clinical compliance with Pershing Yoakley’s
Atlanta office.

Concurrent medical review system critical

The upcoming RAC audits are just one more
reason hospitals must have sound case manage-
ment processes in place, as well as some method
for concurrent medical record review, Eyer says. 

“Together, these are an effective combination to
address lack of documentation and issues with
medical necessity. The medical necessity and case
management piece fall right in with the RAC area
of focus,” Eyer says.

“The days of vague physician documentation
such as ‘admit,’ without identifying the level of
care, should be history. Otherwise, organizations
are placing themselves in jeopardy,” she adds.

Make sure that there is sufficient information
in the medical record to support every admission,
Larrance adds.

When patients do not meet admission status,
the case manager should actively intervene with
the attending doctor or ask the utilization review
committee or physician advisor to handle the sit-
uation on a physician-to-physician basis.

In addition, when inpatient or observation
orders follow an outpatient procedure, make sure
the documentation correctly reflects severity of
illness and intensity of service needs to support
the admission status, she adds. 

Now that CMS is rolling out the RAC program
nationwide, case managers need to pay the same
kind of attention to Medicare patients that they
have been paying to managed care patients, Ferrare
says.

“In the past, case managers have tended to
review the charts of Medicare patients every few
days instead of every day. Times have changed,
and Medicare patients should be treated no
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different than a managed care patient. Case man-
agers should be reviewing the charts of Medicare
patients as frequently as they do patients with
managed care payers even though they may not
have to call and give daily reports,” she says.

CMs in EDs imperative

In addition, the RAC program makes it imper-
ative for hospitals to have a robust clinical docu-
mentation program and case managers in the
emergency department to keep inappropriate
admissions out of the hospital, Ferrare adds.

“Without an emergency department case man-
ager, the appropriateness of an admission may
not be addressed until the patient is in a bed. By
then, it may be too late and the hospital could
admit someone whose stay will be denied at a
loss of thousands of dollars,” she says.

Ferrare recommends that hospitals expand
their case management staffing in order to
improve documentation and decrease the poten-
tial for denials from the RAC auditors.

“Most case management departments across
the country are grossly understaffed and case
managers simply have too many balls in the air.
Case managers are being asked to do more and
more, and when they are under the crunch, some
duties fall by the wayside,” she says.

Ferrare recommends a caseload of 15-20
patients per case manager in order to maintain
the financial health of the hospital.

Based on the shared experiences of clients
involved in the RAC demonstration project, Eyer
suggests that hospitals develop a solid tracking
mechanism for all RAC requests.

“Hospitals need a centralized, consistent
method to track the process from the time the
request is received to the time the various levels
of appeal are denied or approved,” she says.

Put together a revenue cycle team that includes
the compliance officer, the risk manager, and rep-
resentatives from case management, hospital
information management, the business office,
and finance, Larrance suggests.

She also suggests analyzing a selection of med-
ical records as if you were a RAC auditor.

“By going over what will happen when the
facility goes through the RAC process, hospitals
can get a clear picture of where their vulnerable
points may be as well as how they stand based on
the risk points identified in the demonstration
project,” Larrance says.

Use the information to make improvements in

your processes, she advises.
For instance, if you determine that some of

your patients did not meet medical necessity cri-
teria, the case managers may need to beef up
their reviews of patients or the physician advisor
may need to be more involved in reviewing cases
with the admitting physicians. 

If you have a lot of one-day stays, drill down
to determine whether those patients met admis-
sion criteria and review your process for deter-
mining if patients should be in inpatient or
observation status, she suggests.

Once the RAC audit process starts, the group
should look at what records are being requested,
what the auditor’s findings are, and what is hap-
pening when the cases are appealed.

Look for trends and patterns and drill down to
look for problems that occur and where the pro-
cesses have broken down.

That’s where case managers can be most help-
ful, she adds.

For instance, if the auditors frequently find
that one-day stays did not meet medical neces-
sity, the case managers may be able to provide
data that show which physicians admit the most
patients who do not meet admission criteria.

In the past, the state quality improvement orga-
nizations and other private contracts conducted
limited RAC-type audits of hospital records along
with their other duties, Larrance says.

“The permanent RAC initiative will be much
more focused. The RACs have no other duties but
to review hospital records for a post-payment
determination to ensure that CMS was billed
appropriately and the hospital was paid appro-
priately,” Larrance says.

Following input from the public and an analysis
of the demonstration project, CMS has announced
some changes in the RAC program. For instance,
the permanent RACs will be required to have a
medical director and certified coding experts on
the staff and will be limited to the number of
records they can request based on the size of the
facility.

(For more information, contact Carol Eyer, senior
manager, clinical compliance with Pershing Yoakley &
Associates, e-mail: ceyer@pyapc; Deborah Hale, pres-
ident of Administrative Consultant Services LLC, e-
mail: DeborahHale@acsteam.net; Lorraine Larrance,
senior manager, Pershing Yoakley & Associates, e-
mail: llarrance@pyapc.com; Randi Ferrare, president,
Optima Healthcare Consulting, e-mail: randiferrare@
ohcci.com.) ■

November 2008 / HOSPITAL CASE MANAGEMENT ™ 163



Ensuring that patients
meet admission criteria
One-day stays focus in RAC demonstration project

Of the nearly $1 billion the Recovery Audit
Contractors (RACs) identified in improper

payments to hospitals and other providers, nearly
40% was the result of medical necessity denial for
inpatient admissions, points out Deborah Hale,
CCS, president, Administrative Consultant
Service LLC, a Shawnee, OK, consulting firm.

Much of the focus was on one-day stays sim-
ply because a one-day stay is at the highest risk
of being medically unnecessary, she adds.

To prepare for the RAC audits in your hospital,
Hale suggests analyzing your one-days stays to
determine where you may have vulnerability.

At the same time, case managers should keep
in mind that not all one-day stays are medically
unnecessary. 

“Each case must be evaluated based on evi-
dence-based screening criteria and, ultimately,
the opinion of a physician applying clinical judg-
ment,” Hale says.

Physicians and the UR process

Case managers should be aware that just
because a case doesn’t initially meet admissions
criteria, it doesn’t mean that it is medically
unnecessary.

“That’s where the physicians on the utilization
review committee come in. They can make a clin-
ical judgment based on the patient’s severity of
illness, his or her past medical history, and other
factors and override the determination that the
patient’s condition doesn’t meet admission crite-
ria,” she says.

However, she points out, the documentation
must be present in the medical record and should
include the severity of the patient’s presenting
signs and symptoms, any appropriate past medical
history, the physician’s assessment of why inpa-
tient admission was medically necessary, and the
patient’s medical stability for discharge, she adds.

During the RAC demonstration project, car-
diac-related one-day stays — such as those asso-
ciated with cardiac catheterization procedures or
chest pain diagnoses — yielded significant find-
ings and RAC identification of overpayments,
says Carol H. Eyer, RHIA, CHC, senior manager

of clinical compliance with Pershing Yoakley &
Associates’ Atlanta office.

“Nothing says that the areas the RACs focused
on during the demonstration project will be the
same areas of focus with the permanent RAC
program. However, based on the RACs’ success
in identifying significant overpayments during
the demonstration project, it’s likely that their
focus will continue in these areas as well as
expanding to include others,” she says.

Typically, cardiac catheterization patients don’t
meet medical necessity criteria for staying over-
night unless they develop complications, adds
Lorraine Larrance, BSN, MHSA, CPHQ, CCM,
manager with Pershing Yoakley.

“The determination about admitting patients
following cardiac catheterizations is typically
made in the catheterization laboratory environ-
ment by a physician who may or may not under-
stand the admission criteria or whether the
patient should be a ‘bedded overnight’ as an out-
patient, placed in observation status, or admitted
as an inpatient. Since case managers don’t typi-
cally work in the outpatient environment, there is
a risk of the patients being mis-assigned to a level
of care that isn’t appropriate and isn’t supported
by clinical necessity,” she says.

Physician orders for inpatient admission fol-
lowing a nonemergent elective cardiac catheteri-
zation without documented complications should
be a red flag to case managers on medical neces-
sity, Eyer says.

During the demonstration project, the RACs
also reviewed a lot of charts for medical necessity
when patients had one-day stays for chest pain,
Eyer says. 

Many patients with chest pain are admitted in
inpatient status and discharged within a 24- to
36-hour period, which may not be the appropri-
ate level of care, she adds.

“Patients with negative enzymes or no factors
pointing to a definite heart attack more often
meet observation status criteria, but the emer-
gency department doctors and nursing staff are
not always trained to know that. Without a case
manager in the emergency department reviewing
the admission status, there is a danger that the
patient could slip through the cracks,” she says.

When a patient is admitted, make sure the
physicians include documentation in the chart to
support their rationale as to why it is medically
necessary to keep the patient overnight as an
inpatient, Eyer suggests.

This provides the foundation for success with
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an appeal if the RAC determines that there was
an inappropriate payment, particularly with one-
day stays, she says.  ■

Monitor your facility’s use
of Condition Code 44
Catch inappropriate admissions up front

If your hospital frequently uses Condition Code
44 to change a patient’s admission status, you

may need to take a fresh look at your admissions
process, according to Deborah Hale, CCS, presi-
dent, Administrative Consultant Service LLC, a
Shawnee, OK, consulting firm.

“The Centers for Medicare & Medicaid Services
[CMS] have stated that use of Condition Code 44
should be a rare occurrence. When a hospital fre-
quently uses Condition Code 44, it indicates a fail-
ure of the process for determining an appropriate
level of care,” she adds.

Now that CMS is expanding its Recovery Audit
Contractor (RAC) program nationwide, it is more
critical than ever for hospitals to look at their use
of Condition Code 44 and examine how they are
assuring that they are billing in the most appro-
priate manner, says Carol H. Eyer, RHIA, CHC,
senior manager of clinical compliance with
Pershing Yoakley & Associates’ Atlanta office.

“Hospitals shouldn’t be billing for anything
that isn’t supported in the documentation. The
emphasis is on correct patient status. CMS
doesn’t want to pay for inpatient care for what
could have been accomplished in an outpatient
setting,” she adds. (See chart, above right, for
examples of overpayments cited by RACs.)

Condition Code 44 allows hospitals to recoup
reimbursement for some services when the bill
for the entire episode of care otherwise would 
be denied, such as a late-night admission when
there is no case manager around to determine the
correct level of care.

“Because health care is delivered 24-7 in a vari-
ety of environments, there are a lot of nonspecific
factors at the initial assessment when the doctor
is determining if the patient needs to be admit-
ted,” adds Lorraine Larrance, BSN, MHSA,
CPHQ, CCM, manager with Pershing Yoakley 
& Associates.

For instance, a patient may come to the emer-
gency department at 2 a.m. and be admitted as an

inpatient pending a diagnostic test that later
determines the patient should have been treated
as an outpatient and released. Without the option
of using Condition Code 44, the hospital would
not be paid for the stay because the patient’s con-
dition did not meet inpatient criteria, she adds.

However, Medicare’s Conditions of Participation
and MedLearn Matters SE0622 set out a very spe-
cific process for filing a Condition Code 44 claim,
Hale adds.

“Too many hospitals are just changing the
admission status without going through the pro-
cess. It is a mistake for a hospital to believe that
all they need to do is bill an outpatient claim with
Condition Code 44. They have to correctly follow
Medicare’s requirements for determination by the
hospital utilization review committee,” she says.

A case manager cannot change a patient’s
admission status from inpatient to outpatient
without going through the physician review pro-
cess, Hale points out.

What to do if it’s questionable

If a case manager reviews a case and deter-
mines that the patient does not meet admission
criteria, he or she should ask the admitting physi-
cian if there is other information that would sup-
port an inpatient admission, she adds.

If the admitting physician is unable to provide
information that would allow the case to meet
admission criteria yet he or she continues to insist
on an inpatient admission, the matter should be
referred to two physician members of the hospi-
tal’s utilization review committee, Hale says. 

If after allowing the attending physician to pre-
sent his or her reasons for admitting the patient
as an inpatient, the utilization review committee
determines that the patient’s medical condition
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Examples of Overpayments 
Cited by RACs

• Lack of medical necessity to support patient
who stayed three days in order to qualify for
skilled nursing facility coverage.

• Incorrect reporting of discharge status codes,
resulting in improper payments due to the
transfer rule definition.

• Lack of documentation to support medical
necessity for admission to inpatient status.

Source: Administrative Consultant Service LLC, Shawnee, OK.



does not require inpatient admission, Condition
Code 44 may be used to indicate that the patient’s
status is changed to outpatient if the following
conditions are met: the patient still is in the hos-
pital; the hospital has not submitted a claim to
Medicare for the inpatient admission; a physician
concurs with the utilization review committee’s
decision; or the physician’s concurrence is docu-
mented in the medical record, she says.

“The change must be fully documented in the
medical record and must include the physician
orders, notes that indicate why the change was
made, and the names of the participants who
made the decision,” Hale says.

When the hospital has determined that an
admission meets the requirements for Condition
Code 44, the entire episode of care should be
treated as though the inpatient admission never
occurred and should be billed as an outpatient
episode of care. Examples of services that can be
billed are X-ray tests, diagnostic laboratory tests,
surgical dressings, and splints.

Condition Code 44 does not apply when the
patient has been discharged prior to the utiliza-
tion review and decision, Hale adds.  ■

Documentation goes
beyond correct MS-DRG
RNs also focus on severity of illness, other issues

At DCH Health System in Tuscaloosa, AL,
clinical documentation improvement efforts

go far beyond just making sure the documenta-
tion supports the most appropriate MS-DRG for
the purpose of Medicare reimbursement.

The 8.8 FTE clinical documentation specialists
dedicated to the program review the charts of all
patients, not just those covered by Medicare;
focus on making sure that all conditions that
could affect severity of illness and risk of mortal-
ity are documented; and review for concurrent
interventions for core measures.

“It’s important that the documentation accu-
rately reflects the services the patient received for
reimbursement purposes. However, if we ignore
severity of illness or risk of mortality, it will
adversely affect our benchmarks and how the
hospital appears in publicly reported data,” says
Robin Holmes, RN, MSN, manager of clinical
documentation improvement at DCH Regional

Medical Center, a 580-bed regional facility, and
DCH North-port Medical Center, a 204-bed acute
care hospital with both inpatient rehabilitation and
psychiatric specialty units.

If a patient comes in with multiple comorbidi-
ties, documenting only one can sometimes place
the patient in the highest-paying MS-DRG, she
points out. 

“Once you get that one MCC [major complica-
tion/comorbidity], you’re at the highest-level MS-
DRG possible. If you have six MCCs, the payment
is the same but the data may not accurately reflect
severity of illness and risk of mortality,” Holmes
says.

It is critical to document the other complica-
tions and comorbidities. Complete documenta-
tion will reflect a true picture of the hospital stay,
and it affects the hospital’s benchmark data and
publicly reported data, she adds.

“At one time, the dollars we could generate by
improved documentation was our biggest focus.
We have moved away from that to include the
quality piece in our documentation efforts. We
used to concentrate only on the cases where reim-
bursement was based on the DRGs. Now we’re
looking at everybody,” says Brian Pisarsky, RN,
BS, ACM, CPUR, director of case management
services at DCH Regional Medical Center and
DCH Northport Medical Center.

Some commercial insurers and Medicare
Advantage plans are beginning to base copays on
each hospital’s quality of care as shown by pub-
licly reported data, he points out.

“The quality data are important already, but
they will be more important in the future. That’s
why it’s important to focus on severity of illness
and risk of mortality as well as reimbursement in
any clinical documentation program,” he adds.

For instance, insurance companies may steer
their members to other facilities if a hospital’s
quality data show longer lengths of stay or a
higher mortality rate for certain diagnoses than
data from similar facilities, he says.

Hospital documentation must reflect every com-
plication and comorbidity in order to present an
accurate view of the patient’s condition, Holmes
says. 

For instance, if a patient with coronary artery
disease has open heart surgery and develops
acute respiratory failure, those diagnoses alone
will generate the maximum payment for the hos-
pital because of the MS-DRG assignment.

However, if the patient also has an exacerbation
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Since Baptist Memorial Hospital-Memphis
began a patient throughput initiative, the

patient holding hours in the emergency depart-
ment and post-anesthesia care unit average less
than 30 hours per day despite the fact that 50,000
patients come through the emergency depart-
ment each year and the hospital has more than
30,000 inpatient visits a year. 

The hospital’s solutions to the patient through-
put include funneling all admissions through its
Bed Express system, issuing a bed status report to
all hospital departments every four hours, and
stationing access case managers in the ED 16
hours a day.

Before the new system, the hospital had a cost
center for ED holding hours, says Darla Belt, RN,
director of performance review and accreditation. 

“The hours on hold have dropped so much
that we could delete the cost center,” she adds.

The hospital’s average length of stay has
dropped by one day since the hospital reorga-
nized its case management department in
October 2007 and created a resource center that
includes the Bed Express and staff to assist the
case managers with clerical duties.

“The purpose of the case management depart-
ment redesign and setting up the resource center
was to improve throughput, not just by more
rapid exit through the back door but by control-
ling what comes in the front door,” Belt says.

Before beginning the redesign of its processes,
the hospital team created a flowchart showing
every way patients could access the hospital and
identified eight different access points.

“We are a tertiary facility that serves a big area
and there are a lot of access points in our hospi-
tal. It creates a challenge in coordination of
admissions and keeping the patient flow going
smoothly,” she explains.

Patients access the hospital through direct
admissions, obstetrics, the outpatient clinics,
transfers from other facilities, the emergency
department, through outpatient diagnostics if
they end up needing to be admitted, and from
the outpatient surgery center. Some patients
come for outpatient diagnoses and end up being
admitted.

About 35% of admissions come through the
ED.

Under the new system, all room assignments
come through the Bed Express system, whether
it’s a new admission or a patient being moved to
a different unit within the hospital, says Randy
Brightwell, RN, BSE, MA, case manager in the
resource center and transfer coordinator.

The Bed Express is staffed around the clock by
RNs who review the clinical data and ensure that a
bed is available and that all the services the patient
needs are available at the hospital, Brightwell says.

The hospital no longer takes direct admissions
or transfers through the emergency department.
Instead, they all come through the resource cen-
ter, which clears a path for the appropriate level
of care.

The hospital has a global telephone number
that physicians and other facilities call to request
a bed for a patient being admitted or transferred.

“In the past, when someone called and

Patient flow initiative reduces hours on hold, 
decreases length of stay
Single access point for admissions, bed status reports improve throughput



168 HOSPITAL CASE MANAGEMENT ™ / November 2008

requested a bed, no one questioned them.
Sometimes the patients were out of network or
out of the geographic region their insurance spec-
ified but we dealt with that after the fact,” she
says.

All of the admissions are channeled through
the resource center and Brightwell, who is backed
up by other staff members. A case manager has
been trained to assume his duties if Brightwell is
on vacation or sick.

In addition, all transfers from other facilities
must go through the transfer coordinator.

“Sometimes another hospital will want to
transfer a patient to our hospital and his or her
physician won’t even have been on call that day.
In other cases, the doctor is unaware that the
patient’s benefits don’t cover care in our hospital
but they do cover care in a competing hospital.
The result could be a huge copay for the family.
We try to catch all of these on the front end,” Belt
says.

The resource center is not involved in transfers
from another facility’s emergency department
because of the federal Emergency Medical
Treatment and Active Labor Act (EMTALA).

Instead, access case managers cover the ED for
16 hours a day during peak times. They handle
precertification issues and work with the physi-
cians to decide if the patient qualifies for the
inpatient level of care.

“We have a social worker in the emergency
department so if a patient doesn’t qualify for the
acute care, we can make long-term care referrals
or home health consultations right from the
emergency department,” she says.

Bed Express tracks what beds are available and
which have been cleaned and released by house-
keeping and issues a bed status report every four
hours that is e-mailed to department managers
and posted in the physician’s lounge and parking
lot.

Red status means patients are holding in the
ED or post-anesthesia care unit. Yellow means the
hospital is getting short of free beds. Green means
the patient throughput is going well.

“We know the status of beds in a timely man-
ner. Two years ago, we were in red status for
many days. This year, we’ve had only 26 hours
on red status. Most of the time, our status is
green,” she says.

The hospital’s Bed Express personnel keep a
running total of what service line beds are avail-
able and try to reserve beds for certain patient
diagnoses, Belt says. 

If a particular kind of bed is getting low,
Brightwell issues a page to all case managers, the
house supervisor, and whatever unit on which
beds are needed asking them to speed up trans-
fers as best they can.

The medical staff coordinator maintains a list
of the top 50 admitters and calls them to help
triage patients out of the hospital whenever the
bed status reaches the yellow level.

When the hospital set up its resource center,
the resource center employees collaborated with
the architect on the department design and where
everything would be located. 

For instance, the Bed Express is located across
from the transfer coordination and the people
who handle precertification, making communica-
tion instantaneous.

“Having the employees who were going to
work in the department design the space resulted
in an efficient operation and improved communi-
cations,” Belt adds.  ■

Acute care NP helps
community-based MDs 
Initiative speeds throughput, improves quality

When patients of community-based physicians
are ready for discharge from Chesapeake

(VA) Regional Medical Center, they no longer have
to wait for their physicians to come to the hospital
and write discharge orders.

The hospital has hired an acute care nurse
practitioner who works out of the case manage-
ment department and collaborates with two com-
munity physicians to manage the care of their
patients while they are in the hospital.

Hiring the acute care nurse practitioner was
part of the hospital’s initiative to improve the
quality of care for patients, decrease the length 
of stay, and increase patient throughput, says
Roxana Ballinger, RN, BBA, CCM, director of
care management for the 300-bed hospital.

“We saw a need to be more efficient and more
seamless in our processes and to get the length of
stay down even further,” she adds. 

Having the nurse practitioner on staff saves a
tremendous amount of time for the care manage-
ment staff and nursing because she is on site and
can complete orders, dictate discharge sum-
maries, expedite tests, and answer questions in
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real time, Ballinger says.
“The nurse practitioner is in-house and follow-

ing the patients of these two physicians and col-
laborating with them on their patients’ care.
These doctors’ volumes are high so that in the
past, nursing and case management would have
to leave a message and wait hours for a return
phone call if something came up with the patient.
Now they’re getting answers in real time,” she
explains. 

Docs with high volume targeted

The two general medicine physicians targeted
for the initiative admit a high volume of patients
and their patients have a higher average length of
stay than similar patients being treated by other
physicians, Ballinger reports.

“Because these doctors are in private practice
and they’re in the office all day long, their utiliza-
tion of services isn’t optimal and management of
their patients is much more difficult. It’s not that
the tests and discharge wouldn’t happen without
the nurse practitioner, but it might take longer
because the physicians are busy with the patients
in their office,” she adds.

For instance, if the physicians make rounds
after their office hours and order a test at 5 p.m.,
it’s not likely to be completed until the next day,
often delaying the discharge.

The hospital has a hospitalist program but not
all of the community physicians want to turn
their patients over to a hospitalist, she says. They
are general medical physicians in individual
practice, and they want to remain that way.

The nurse practitioner joined the staff in June.
The hospital pays her salary and benefits. The ini-
tiative has been so successful that the hospital has
plans to extend it to the patients of other general
medicine practitioners.

“The success of this initiative shows that there
is an opportunity for the hospital and the physi-
cians to collaborate for a win-win situation. The
doctors get help in managing the patients more
efficiently and in a more timely manner, and the
hospital benefits because it frees up beds for other
patients,” Ballinger says.

Before hiring the nurse practitioner, Ballinger
approached the two physicians to tell them about
her idea. She wrote up a business plan for the
hospital and presented it to the two physicians,
the hospital’s medical executive committee, and
the hospital administration. (For details, see
related article on p. 170.)

“They definitely supported it. The physicians
were glad to have help managing their patients.
From a hospital standpoint, if the nurse practitioner
can drop the length of stay of patients being treated
by these physicians by a day over a year’s time, it
more than pays for her salary,” Ballinger says.

The nurse practitioner works Monday through
Friday from 8 a.m. to 4:30 p.m. Each morning, she
gets a printout of patients admitted by the two
physicians and reviews the list to determine
which ones are new patients and which have
pending discharges.

She collaborates with the physicians, either by
telephone or in person, to determine what the
patients are likely to need that day and who can
be discharged. She talks with the physicians
throughout the day and calls them to report at the
end of her workday.

Pending discharges are her first priority. 
Many times the physicians can’t get to the hos-

pital until late in the day. The nurse practitioner is
able to discharge early in the day, freeing up the
bed for other patients, Ballinger says.

The nurse practitioner reports to the case man-
agement department and works closely with the
care managers and placement specialists, commu-
nicating through e-mail on a PDA.

“The case management department is the most
logical place for her to be located. The case man-
agers are unit-based and scattered throughout the
hospital and so are her patients,” Ballinger says. 

NP works with care managers, social workers

At Chesapeake General, care managers are
responsible for care coordination, discharge plan-
ning, and utilization review.

The social workers, called placement special-
ists, handle the rehabilitation, skilled nursing
facility placement, adult home, and assisted liv-
ing placements, as well as handling psychosocial
issues. 

Having the nurse practitioner saves the care
managers from having to make multiple tele-
phone calls and faxes to the physician office
when patients are ready to be discharged,
Ballinger points out.

If the care managers or placement specialist
have a patient who is ready to be discharged,
they call the nurse practitioner, who comes to the
unit and dictates the discharge summary.

In the past, discharges to post-acute facilities
were delayed until the doctor could come to the
hospital to take care of the paperwork.
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“The care managers and placement specialists
often would have to make multiple phone calls to
the ambulance service, changing the pick-up
time, and to the nursing facility to arrange a time
for admission. Coordination of care is so much
smoother because we have a point person instead
of having to go through the office nurse and
finally speaking to the doctor,” she says.

Another benefit is that the nurse practitioner 
is always available when family members have
questions about post-discharge instructions or
levels of care.

“She’s available to talk with the family about
discharge and work with the care manager and
placement specialists to coordinate the discharge
in a timely manner,” Ballinger says.

(For more information, contact: Roxana Ballinger,
RN, BBA, CCM, director of care management, Chesa-
peake Regional Medical Center; e-mail: Roxana.Ballinger
@chesapeakeregional.com.) ■

Research, collaboration
makes successful NP model
Doctors involved in hiring process 

When Chesapeake General Hospital began
exploring ways to improve patient

throughput and further reduce its length of stay,
Roxana Ballinger, RN, BBA, CCM, director of
care management, conducted research to discover
what other hospitals had done to improve patient
throughput and determined that nurse practition-
ers could play an important role in moving
patients through the continuum.

“Studies show that there are a lot of benefits to
having a nurse practitioner on the staff. We’ve seen
nurse practitioners in private practice in physician
offices for years. A nurse practitioner comes into
the hospital and works with a physician group. We
have a nurse practitioner in the emergency depart-
ment but this is the first time we’ve had one in the
case management department,” she says. 

The hospital targeted patients of physicians
who want to remain in individual private practice
and do not want to turn their patients over to a
hospitalist.

“We looked at our general medicine doctors to
determine how many patients they were bringing
in and analyzed all their financial data and numbers

for the entire fiscal year. Because these doctors are 
in private practice and they’re in the office all day
long, their utilization of services isn’t optimal and
management of their patients is much more diffi-
cult,” she says. 

The hospital looked at these physicians’ length
of stay, their volume on a monthly and yearly
basis, the average direct cost per case, the indirect
cost per case, profit-loss, and contribution mar-
gins for their patients.

“We compared the data we compiled on the
physicians with the cost of a salary of an acute
care nurse practitioner to see how it would bene-
fit the hospital financially if we hired a nurse
practitioner,” she says.

For the initial nurse practitioner initiative, the
hospital chose two doctors with the higher vol-
ume and whose patients had a higher average
length of stay than similar patients.

The two physicians welcomed the program,
Ballinger reports. “They thought it was great.
They both have a longstanding history with the
hospital and wanted to work with us to keep that
relationship,” she says.

The doctors were involved in the interview
process along with Ballinger, the vice president 
of nursing, and representatives from care man-
agement and social work.

The hospital is tracking data on length of stay,
volume, and cost and developing a patient satisfac-
tion survey to rate the care the nurse practitioner
provides. Ballinger expects the results to be positive.

“Overall, nurse practitioners result in better
patient satisfaction and more continuity of care.
When patients are seen by a nurse practitioner,
they have fewer complications, fewer complaints
about symptoms, and the overall quality of care
improves,” she adds.  ■
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of congestive heart failure and renal failure, and
the physician documents “congestive heart fail-
ure” and “elevated BUN/creatinine dialysis
orders” instead of “acute systolic congestive heart
failure” and “acute renal failure,” the hospital will
still get the same payment but the coded chart will
not reflect the actual severity of illness and/or risk
of mortality.

“If the documentation shows the patient has a
severity of illness and/or risk of mortality of Level
2 or 3 and he really met criteria for Level 4, the ser-
vices the hospital provided are not accurately
reflected in the publicly reported data,” she says. 

It’s not uncommon for surgeons to focus on
their specialties and not document other comor-
bidities the patient may have, Holmes says.

But under current coding guidelines, this docu-
mentation practice isn’t good enough. The surgeon
should document precisely, such as specifying
“diastolic heart failure.

“This can be challenging because often the sur-
geon will acknowledge the congestive heart failure
but cannot offer further specificity as to the type,”
she adds.

Since physicians are so focused on taking care
of their patient, it’s unrealistic to expect them to
know all the language the government requires
for accurate documentation, Holmes says. 

“We are always working to build up a relation-
ship with our physicians so if they have a ques-
tion about documentation, they’ll ask the clinical
documentation specialists for help,” she says.

At DCH Health System, the clinical documen-
tation specialists are all RNs. They don’t query
physicians unless at least two clinical indicators
are present to support a query. 

“Documentation should always be about clari-
fication and never about leading,” she says.

In most cases, the clinical documentation spe-
cialists start out with written queries for the
physicians. In some cases, they may make a ver-
bal query when the physician is on the unit.

“Our staff practice under the guideline that we
will never generate a query before a physician has
the opportunity to document the diagnosis and/
or clarification. If we look at the chart before the
progress note is done, we wait to make a query,”
she adds.

The team tracks trends, such as how many
times they had to query a particular physician. If
physicians are slow to respond, the physician
advisor educates them about the impact poor

documentation can have on their profile.

(For more information, contact Robin Holmes,
manager of clinical documentation improvement at
DCH Regional Medical Center, e-mail: RHolmes@
dchsystem.com.) ■

Constant analysis helps
improvement team succeed
Nurses, coders work together to assure accuracy

At DCH Health System, the clinical documen-
tation improvement team takes a proactive

approach to changes in the Centers for Medicare
& Medicaid Services (CMS) documentation
requirements.

For instance, as soon as the current MS-DRG sys-
tem was proposed, the team began educating the
physicians on complete and accurate documenta-
tion for congestive heart failure months before CMS
began requiring specific documentation for the con-
dition to be documented as a complication/comor-
bidity (CC) or major complication/comorbidity
(MCC).

“It takes a good three to four months for physi-
cians to routinely start following the new docu-
mentation requirements,” says Robin Holmes, RN,
MSN, manager of clinical documentation improve-
ment at DCH Regional Medical Center and DCH
Northport Medical Center in Tuscaloosa, AL.

The team started learning the APR-DRG sys-
tem in 2006 when CMS proposed switching the
DRG reimbursement system to the APR-DRG
system developed by 3M.

Now, in addition to using the MS-DRG system
for coding, the hospital’s clinical documentation
improvement department tracks the hospital data
using the APR-DRG system to get an idea of how
the physicians and the hospital system will stand
up to national benchmarks, Holmes says. 

The all-patient refined DRG (APR-DRG) sys-
tem is more severity adjusted than the MS-DRG
system, she adds.

“We know the APR-DRG severity level is close
to the severity level used with public reporting.
We can look at how we come out on the APR-
DRGs and look for opportunities for improve-
ment,” she says.

The APR-DRG system ties severity of illness
and risk of mortality to every DRG, she says.
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Holmes works closely with the coding man-
ager who prints out the hospital’s case mix index
every month and distributes it to everyone on the
clinical documentation improvement team.

The clinical documentation specialists are all
aware of the case mix index and, if it changes,
they drill down to find out why.

“If it’s up, it’s usually because we had a high
number of surgeries. If it’s down, we look at
whether the CC capture rate was down or it was
due to another factor, such as fewer surgical pro-
cedures than usual,” Holmes explains.

“We are always looking for opportunities to
improve the quality of documentation and cod-
ing,” she adds.

The team also tracks the hospital’s symptom
rate, or how many charts were coded with a
symptom as the principal diagnosis.

“We don’t want a chart to be documented with
just a symptom and not a diagnosis. A lot of times
the physician knows what was wrong with the
patient and just didn’t document it,” Holmes says.

The hospital system began its clinical docu-
mentation improvement program in 2002 when
the performance improvement department tar-
geted key DRGs for a pilot project to improve
documentation.

The project was so successful that the hospital
system decided to launch it in its two largest hos-
pitals with dedicated staff who reviewed the
charts of all Medicare patients for documentation
integrity, Holmes says.

The clinical documentation specialists are
nurses who go through a six-week training
period developed by the hospital system and
continuing education provided by the state qual-
ity improvement organization (QIO).

The clinical documentation specialists rotate
weekly through the service lines in the hospital
and prefer the rotation because they can keep up
their skills in all areas, Holmes says. 

“We tried having them unit-based, but it works
best if they can rotate. Because we offer weekend
service, it’s good for all the clinical documentation
specialists to be familiar with documentation for all
of the MS-DRGs. If someone is assigned to the car-
diac unit and they have to review a neurological
case on the weekend, it would be difficult,” she
says.

When the program started, the team began a
post-discharge review initiative at the end of the
month, after the bills had dropped. Each team
member was assigned a particular DRG to review.
He or she pulled all of the records and looked for

opportunities to improve the documentation.
“Many coded charts have an educational oppor-

tunity for the clinical documentation improvement
team, coders, and physicians,” Holmes reports.

For instance, the team has targeted charts of
patients with the diagnosis of chest pain. Here’s one
scenario: The physician does a cardiac work-up that
is negative and writes discharge instructions for
lansoprazole and to follow up with a gastroenterol-
ogist. The patient has a history of gastroesophageal
reflux disease (GERD).

172 HOSPITAL CASE MANAGEMENT ™ / November 2008

Managing in Times of Chaos:
Must-Have Strategies for an Effective

Case Management Director
Presented by:

Beverly Cunningham, RN, MS
Case management directors now are taking

"center stage" — 
Make sure you have the right tools to deliver

a stellar performance

In an age of rising health care costs, skyrocketing
unemployment rates, and diminishing profit mar-
gins, hospitals now are understaffed and, as a
result, case managers are overworked — leaving
many case management directors asking, "How
do you manage for success in difficult times?”
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in Times of Chaos: Must-Have Strategies for
an Effective Case Management Director, a 
live 90-minute audio conference Wednesday,
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Discover innovative techniques your colleagues
are using to enhance your skills as a case man-
agement director. Our expert speaker, Beverly
Cunningham, RN, MS, will give you tools to:

√ Reduce fragmentation
√ Establish a sound case management 

system infrastructure
√ Bridge the gap between case manage-

ment and other auxiliary departments 
√ Tackle the cost drivers that have a 

direct affect on case management
√ Eliminate some of the unnecessary 

work that falls into the lap of case 
managers 

Call (800) 688-2421 to register today! 
Remember to mention program code

T08259/6747 when registering.



“This is an opportunity to follow up with that
physician and discuss with him that, if after
study, he suspects or has determined the etiology
of the chest pain, to please document this in the
medical record. We can explain to the physicians
how this might affect their physician profile and
they are usually attentive,” Holmes says.

By studying the charts, the team found items
that were documented that the coder had missed
and details that the clinical documentation spe-
cialists didn’t get a chance to clarify while the
patient still was in the hospital.

“We quickly recognized the need for a clinical
review of coded charts prior to billing. As part of a
team effort, the clinical documentation improve-
ment specialists, corporate compliance, and medical
records developed a system that would combine
the clinical knowledge of the clinical documenta-
tion improvement team with the coders’ knowledge
of coding guidelines to assure that the charts are
coded in a complete and compliant manner,”
Holmes says. 

Currently, the team reviews the charts of all
Medicare patients prior to billing.

“The clinical documentation specialists and
coders work as a team to make sure we have an
appropriate principal diagnosis and that every
opportunity for accurate documentation has been
satisfied,” Holmes adds.  ■

Make staff aware 
of payer requirements
You can’t afford these mistakes

Automobile and accidental injury regulations,
the Medicare as Secondary Payer question-

naire, and workers’ compensation guidelines are
just a few of the many issues with which the
patient access professional and case manager
must be educated and competent. 

With today’s health care insurers varying noti-
fication requirements, failure to notify the proper
plan will result in a denial that cannot be billed to
the patient. Many hospitals cannot afford to have
too many of those mistakes. 

“Considering one observation stay could cost

anywhere from $2,000 to $20,000, the monetary
effects of not getting an authorization could be
substantial,” says Donna Swift, CHAM, patient
accounts manager at Hillsdale (MI) Community
Health Center. 

To avoid those costly errors, a complete registra-
tion interview must be conducted, with eligibility
and benefits verified concurrently with the admis-
sion. “This is becoming increasingly important for
health care access professionals,” she says. “Trying
to keep up with all of this, as well as educate the
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CNE questions
17. In the RAC demonstration project, what per-

centage of the overpayments was collected
from inpatient hospitals?

A. 92%
B. 54%
C. 85%
D. 75%

18. What percentage of RAC determinations were
overturned after appeal?

A. 8.2%
B. 4.6%
C. 5.3%
D. 12%

19. According to Deborah Hale, CCS, Condition
Code 44 should not be used frequently.

A. True
B. False

20. How many clinical indicators must be present
before DCH Health System clinical documenta-
tion specialists can query physicians?

A. Two
B. Three
C. One
D. Five

Answer key: 17. C; 18. B; 19. A; 20. 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 December issue, you must
complete the evaluation form provided in that issue and
return it in the reply envelope provided to receive a credit
letter. ■

ACCESS MANAGEMENTACCESS MANAGEMENT



affected employees, can be a real challenge.”
Swift says she recently reviewed with staff

individual payer rules, phone etiquette, and all
the various payer web sites. To keep employees
current with all the rules, regulations, and notifi-
cation requirements, She says she reads payer
bulletins, monitors their web sites, and estab-
lishes a good rapport with their representatives. 

At Hillsdale, the registration clerk verifies bene-
fits, eligibility, and any other coverage information
as appropriate. “This way, the case manager is not
spending time on the phone with a company that
doesn’t require clinical information,” says Swift. 

“Emphasize the importance of complete
patient registration interviews,” she says. “Make
sure that any accident or injury insurance infor-
mation is gathered and verified along with the
health insurance.”

The registration clerk is responsible for notify-
ing the insurance plans that require immediate
notification, and the case manager is responsible
for then notifying the other plans, as well as call-
ing in necessary clinical information. 

However, sometimes a plan that requires
immediate notification could be missed if the reg-
istration clerk isn’t aware of the requirement. By
the time the case manager calls, it may be too late
to get the authorization. 

Swift recommends training the registration
clerk as to what information the case manager
needs. If case managers can spend less time on
the phone communicating nonclinical informa-
tion, they are able to focus on patient care-related
issues. “Both play a vital part in the revenue cycle
and should understand the importance of the
role that they play,” she says. 

An alternative method is that the clerk not
only verifies benefits and eligibility, but also
starts the precertification process before the infor-
mation is delivered to the case manager. 

“The case manager is then notified of what the
plan’s requirements are, and clinical information
can be called in as appropriate,” says Swift. 

(For more information, contact Donna Swift,
CHAM, patient accounts manager, Hillsdale Com-
munity Health Center, e-mail: dswift@hchc.com.) ■
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Hospital averages $6M 
in front-end collections
New system is ‘lifeline’

An enterprisewide master patient index is
used at Methodist Le Bonheur Healthcare, a

system of six hospitals, several off-campus diag-
nostic and treatment centers, free-standing surgi-
cal centers, and urgent care centers. 

Access managers provide all registration ser-
vices, verify insurance coverage, calculate appro-
priate copays and coinsurance, counsel patients
regarding insurance issues, handle requests and
applications for charity care, coordinate incoming
orders for surgery and other outpatient services,
manage a staff of pre-certification nurse special-
ists, verify and document provider licensure and
sanction status, and collect front-end payments
for all services when appropriate. 

“We average 45,000 registrations per month,
and find now that technology is our lifeline. It is
essential to our success,” reports Jessica Murphy,
CPAM, corporate director for patient access ser-
vices at Methodist Le Bonheur in Memphis, TN. 

About five years ago, Methodist Le Bonheur
took a necessary step: investing in an enter-
prisewide, single-vendor software solution,

which encompassed all clinical service needs as
well as scheduling, admissions/discharge/trans-
fer, health information management, and coding. 

“Using this technology, we have developed at
least 35 quality management reports to use as
monitoring and accountability tools for registra-
tion accuracy and regulatory compliance audit-
ing,” reports Murphy. 

The system’s scheduling application directly
feeds into a “work-to-be-done” queue for regis-
trars. “We have direct and/or indirect access to
virtually all payer web sites at each registrar
workstation,” says Murphy. “We developed our
own patient online pre-registration product.”

An electronic front-end payment handling sys-
tem was installed to process all approved credit
cards and electronic checks. In addition, a fax
tracking system is now used on all incoming doc-
uments, with specific emphasis on physician
orders, indexing, and retrieval. 

Murphy points to only one downside: “Needless
to say, if the system ‘crashes’ or is set for planned
downtime, we experience the pressure of stress 
we would never have appreciated before these
changes.” 

Training classes for new associates cover operat-
ing in a downtime environment. “We then caution
the associates to go back into the workplace and get
their supervisor to walk them through the process
and location of necessary supplies,” says Murphy. 



Downtime patient labels can be printed during
the registration process, which capture the bar code
for Downtime Financial Number (FIN). For any
scheduled downtime, access managers receive a
reminder e-mail to check their supplies and ensure
they have adequate levels of needed product. 

A simple “patient tray” system was devised, 
to allow access associates to stay organized in the
midst of chaos. One tray is used for labels and
patient records for patients who were already
“quick-registered” at the time the system went
down. Their FIN already is system-generated 
and is captured on the labels and documents 
that would have printed prior to downtime. 

The second tray is used for patient documents
that would have been generated on patients who
had been “full-registered” but are still located in
the ED. The third tray contains any printed docu-
ments for patients who are being registered dur-
ing the downtime and will need to be registered
into the live system when it is restored. 

“The only hope any of us has is to get orga-
nized in advance, use all the technology your sys-
tems offer in an off-line downtime setting, and
put your experienced staff in charge of running
the operation,” says Murphy. 

Registration accuracy has “improved tremen-
dously,” reports Murphy. “We are averaging in
excess of $6 million in front-end collections each
year for the past 2½ years.” 

In October 2005, goals were set for accuracy
and quality for patient access services. The errors
attributable to patient access services are system
calculated by patient financial services. Two kinds
of claims are flagged: those that hit a front-end
edit, which designates a “fix” is required prior to
sending the claim to the payer, and an actual
denial from the payer for a submitted claim. 

“Obviously, that doesn’t capture every error
that can be committed in a registration process,”
says Murphy. “We review all our systems to look
for additional issues that can be captured elec-
tronically and reported back, so that we are in a
continuous improvement process mode.”

The “goal” agreed upon by all players in the cor-
porate revenue cycle task force, which is chaired

monthly by the CFO, is a total of 500 attributable
errors per month, systemwide. “That places us at
an approximately 1% acceptable error rate,” says
Murphy. “We are looking for ways to capture and
report errors in other areas, but between claim edits
and payer denials, our significant problem areas
are identified and keep us focused.”

Of the 500 edit/denial codes, 106 codes are
attributed to errors that could have been pre-
vented at the time of registration or verification.
Key performance indicators for this category are
reported monthly by facility and for the system.
These are directly tied to the annual performance
evaluation. The number of errors decreased from
1,061 in January 2006 to 424 in January 2008. 

Customer service scores now meet the system’s
standards and stay in that range, and staff also are
more satisfied. “We have significant longevity in
our registration/access areas with surprisingly lim-
ited turnover,” reports Murphy. 

(For more information, contact James Hicks,
CHAA, CHAM, CAM, patient access manager,
Southeastern Regional Medical Center, e-mail:
hicks02@srmc.org; Julie Johnson, CHAM, director,
health information management/HIPAA privacy offi-
cer, Mt. Graham Regional Medical Center, Safford,
AZ, e-mail: juliej@mtgraham.org; Jessica Murphy,
CPAM, corporate director for patient access services,
Methodist Le Bonheur Healthcare, Memphis, TN; 
e-mail: MurphyJ@methodisthealth.org.) ■
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■ Transitioning
patients to the next
level of care

■ Strategies 
for improving
documentation

■ Forging a working
relationship between
case managers, social
workers

■ Discharge planning
for difficult-to-place
patients

■ Coordinating care
for patients with
behavioral disorders

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. ■
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