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Case managers sling certification jargon around, often with-

out knowing the differences between credentialing, certificates,
certification, accreditation, and licensure. As presented at a
recent conference for hospital case managers sponsored by the
Case Management Society of America, here is a list of terms you
should know, as well as the definitions and meanings behind
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Is your job description a certification obstacle?
For case managers in the hospital setting, eligibility for the

Commission for Case Manager Certification’s CCM credential can
be difficult to prove. Kathryn Bennett, RN, case manager coordi-
nator at Bloomington (IN) Medical Center, found out that her offi-
cial job description did not meet the requirements, even though
her duties include case management across the continuum. . . . 6

Navigating the maze:
How to choose and get the
CM credential you need
Evaluate your skill set, choose what fits your goals

With the recent explosion in the number of
credentials available to case managers,
it’s become more likely than ever that

you’ll find at least one that fits your needs, abilities,
and aspirations. But deciding which one to pursue
— or even whether the pursuit is worth your valu-
able time and effort — can be a confusing, even
frustrating, undertaking.

What’s certain is that the field is moving reso-
lutely toward a greater emphasis on credentialing,
spurred on in part by emerging trends in case man-
agement and by government regulations.

Besides those trends, case management certifica-
tion provides a real leadership opportunity and
increases customer confidence, says Diane Huber,
PhD, RN, FAAN, CNAA, associate professor at the
University of Iowa College of Nursing in Iowa City.
“Certification validates that certified practitioners
are well-prepared for their jobs and promotes
excellence in practice. This competency assessment
provides the consumer with a basis for trust and
confidence in a quality service,” she says.

Trust is one of the most important aspects of the
role of the case manager as a patient care planner.
“Case managers . . . interact among providers on
behalf of clients,” at a time when any effort at health
care cost containment is seen as suspect by most con-
sumers, Huber says. “Without case management,
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clients face a costly, disconnected, and confusing
health care delivery system.”

In addition, she says, case management certifi-
cation increases the practitioner’s opportunity to
advance his or her career. “It supports the practi-
tioner with a competitive advantage in the job
marketplace.” Huber should know: She is one of
the recently elected members of the Commission
for Case Manager Certification (CCMC) and a
leader in the case management field.

The CCMC in Rolling Meadows, IL, offers
three reasons case managers should consider get-
ting a certification:

• An increasing number of employers are
requesting certified case managers.

• Case manager certification is regularly speci-
fied in career advertisements.

• States are beginning to require certification
for case managers — a trend that will continue.

Unlike other specialties — nurse midwifery,
nurse anesthetist, or advanced practice nurse, for
example — certification in case management is not
mandatory in the United States. However, the
CCMC estimates that more than 22,000 case man-
agers have been awarded its certified case manager
(CCM) credential in the past seven years, and many
others hold other case management or quality-
related credentials. Huber predicts that the number
of voluntarily certified professionals will continue
to grow, considering their need to distinguish them-
selves in the multidisciplinary field.

“Complexity and variability are part of the case
management picture. Case management is multi-
disciplinary, and the CCMC was built on that very
multidisciplinary foundation.” In turn, the CCM
credential was developed with a very broad focus,
she says. Certification examinations that are spe-
cific to the various disciplines involved also have
been developed in recent years. Most experts
agree that if you choose to be certified, you should
pick the credential that best fits your current job
or your career aspirations.

The Healthcare Quality Certification Board,
which administers the certified professional in
healthcare quality (CPHQ) exam, has released a
position statement on the issue of relevance to the
employment setting. It states, “When considering
how applicable a particular certification is to an
individual employment position, we find some cre-
dentials are more specific to the individual compo-
nents of quality, case/care/disease, utilization, or
risk management, all of which are included in the
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CPHQ exam. Individuals who are currently satis-
fied with their employment performing in one
of these specific areas may find other credentials
with less content breadth more applicable to their
needs.”

Anne Llewellyn, RNC, BPSHSA, CCM, CRRN,
CEAC, says health care professionals should look
for an appropriate certification. “The important
thing to remember is that the certification mea-
sures expertise,” whatever that certification may
be. “There is case manager certification from the
American Nurses Association (ANA),” she says.
“If a nurse is in the hospital and plans to stay
there, she may want to take [that] exam . . . since
its focus is more clinical [than other exams]. I tell
people looking for certification to see where they
want to go and to look for the certification that
will aid them in their career,” she says.

Ask yourself these questions

Whatever your specialty, there are steps you
should take in choosing the credential that will
best serve you as a professional. Hussein Tahan,
MS, DNSc(C), RN, CNA, director of nursing in
cardiac specialties at Columbia Presbyterian
Medical Center in New York City, says the one
you pick is certainly dependent on your area of
practice and the requirements of the certifying
body. To make the best choice, he says, case man-
agers should answer the following questions
before choosing a particular type of case manage-
ment certification:

1. What is the benefit of the certification for your
career advancement and professional develop-
ment? Will you be awarded a better salary, or will
you be eligible for your dream job if you get the
certification? Could you be promoted within your
organization or reach some level of leadership?

2. Is the certification a prerequisite for your
current or potential job/position options?

3. Is the certification a mandatory expectation for
credentialing your organization? To date, the major
accrediting organizations — The Joint Commission
for Accreditation of Healthcare Organizations, The
American Accreditation Healthcare Commission,
and the National Committee for Quality Assurance
— do not require mandatory case management cer-
tification of individuals when they survey organi-
zations as a whole, Tahan stresses.

“However, they look into evidence of qualified
professionals taking care of patients. That means

that [professionals] have the appropriate training,
education, and competencies, and certification is a
measure of those competencies. It could help show
the accrediting body. ‘We have this percentage of
certified case managers,’ which, yes, will help [the
organization] meet the competency criteria,” he
says.

4. Which care setting do you practice in (acute
vs. insurance/managed care or community care),
and what are the specific standards of care, prac-
tice, and performance present in your practice
environment? “For example,” Tahan says, “are
they managed care-related, rehabilitation- and
disability-related, health care quality- and out-
comes-related, or occupational health-related?”
That can have specific impact on which certifica-
tion you choose to pursue.

5. What are the eligibility criteria of each of the
available case management certifying exams,
and for which are you able to meet the criteria?
Sometimes the case manager’s job description
does not necessarily describe the duties of case
management required by a certifying organiza-
tion’s criteria. (See related story, p. 6.) It is
important that your day-to-day activities are
considered in line with the national practice for
the exam you want.

6. What is the cost of each of the exams, and
who will pay for your certification — you or your
organization? “Many employers are requiring the
CCM or another certification, [such as] the ANA’s
certification. When they require it, they might
pay for it also,” says Llewellyn. She encourages
case managers to approach their employers about
paying for the exam. “Let them know that this is
a way to improve the department’s clinical com-
petency. Certified individuals have to stay abreast
of information since they are required to have a
certain number of [continuing education units].
This keeps them on top of things. Also, it gives
the case manager credibility,” so it might be a
valid expense for the organization.

7. How long is the certification valid? Recerti-
fication may require taking another exam, paying
an annual fee, completing a certain number of
continuing education credits, or a combination of
any of those requirements.

8. How much information/what kind of infor-
mation is available from the certifying bodies?
Some organizations offer sample questions for test
preparation; others might offer a full seminar or
course. With either of those options, it is important
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to remember that case management is a practice-
based specialty. No matter how much you study,
the best way to be prepared for the certification
exam is to be engaged in the practice of case man-
agement in some form. “Practice provides an
opportunity to experience situations that tend to
be unusual. You wouldn’t read about them in
books because books and texts tend to be theoreti-
cal,” Tahan says.

“Also, books tend not to be current; sometimes
it takes a year before they make it to print. As
quickly as the nuances and new changes happen,
the text may not catch them, while the practice
setting has to implement those changes right
away. And that better prepares you to answer
questions on the test,” he explains.

It’s important to realize that the information
available about the test could be an indicator of
its agency’s credibility. The more influential the
agency is, the more information it will probably
share about its exam, Tahan says.

”You can compare the available information
with your practice, knowledge, and skills and
ask, ‘Does this exam fit my career options right
now? I don’t want to sit for an exam that’s heav-
ily insurance when my practice is acute care.’”
The bottom line: The exam you choose should
match your career advancement potential, he
adds.

“The health care environment continues to
experience rapid and tumultuous changes,” he
continues. “These changes make verification of
the competence of case managers an increasingly
important issue.”

While certification certainly does not guarantee
that a case manager is competent, it demonstrates
that a minimum national standard has been met
and the case manager intends to show his or her
competence by maintaining those standards in
practice, Tahan points out.

[For more information, contact:
Diane Huber, PhD, RN, FAAN, CNAA, Associate

Professor, College of Nursing, The University of Iowa,
Iowa City. Telephone: (319) 335-7122.

Anne Llewellyn, RNC, BPSHSA, CCM, CRRN,
CEAC, Owner, Professional Resources in Management
Education, Miramar, FL. E-mail: annllew@gate.net.

Hussein A. Tahan, MS, DNSc(C), RN, CNA,
Director of Nursing, Cardiac Specialties, Columbia
Presbyterian Medical Center, New York City. Telephone:
(212) 305-3888. E-mail: hut9001@nyp.org.] ■
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CCM Directory Entry
CERTIFIED CASE MANAGER (CCM)
Commission For Case Management Certification,
1835 Rohlwing Road, Suite D, Rolling Meadows,
IL 60008. Telephone: (847) 818-0292. Fax: (847)
394-2108. E-mail: info@ccmcertification.org. Web
site: www.cccertification.org.

Eligibility requirements
• Candidates must:
— hold current RN licensure or acceptable licen-

sure/certification in a field that promotes the
physical, psychosocial, or vocational well-
being of the people being served;

— have 12 to 24 months of acceptable full-time
case management employment.

• Registration fee: $290. Testing dates: Twice
annually in June and December.

• Testing sites: Fully accessible, smoke-free
test sites are arranged on the basis of the geo-
graphic distribution of candidates sitting for
the examination. In order to minimize travel
expenses, one examination site per state will
be established where possible.

• Recertification: Certification must be renewed
every five years. The recertification fee is $150.
Candidates must accumulate 80 hours of
acceptable continuing education or retake the
CCM examination to become recertified. They
also must hold the underlying license or national
certification that was the basis of their initial
CCM certification eligibility. Candidates who
choose to retake the CCM examination must
pay an additional fee of $160.

• Exam content outline: The one-day exam
contains 300 multiple-choice questions. It cov-
ers processes and relationships, health care
management, community resources and sup-
port, service delivery, psychosocial interven-
tion, and rehabilitation case management.

Sample question:
1. The effectiveness of case management

services is evaluated most completely:
A. after the extent of the benefits coverage is

determined
B. after the case is closed
C. by measuring the costs incurred by the insurer
D. by input from the client

(Editor’s note: In next month’s issue, Hospital Case
Management will include a complete directory of all
12 major case management credentials.)



Understanding the terms:
A credentialing glossary

Certification, credentialing, accreditation,
licensure — the number of pertinent case

management evaluation terms can be over-
whelming. Plus, the various words often are
confused, according to the industry’s certifica-
tion leaders. In fact, the recent Hospital Case
Management Summit, a one-day conference
offered by the Case Management Society of
America that was held in San Diego, included a
special panel discussion with the goal of clarify-
ing some of the frequently used terms in this
important vocabulary.

❒ Licensure. This is the process used by a gov-
ernment agency to grant permission to an indi-
vidual to engage in a given occupation, upon
finding that the applicant has attained the mini-
mum degree of competency required to assure
that the public health, safety, and welfare will be
reasonably well-protected.1

Licensure is the most restrictive form of regula-
tion, says Carrie Engen, RN, BSN, CCM, president
of Advocare Inc. in Naperville, IL, and chair of the
Commission for Case Manager Certification. It is a
form of occupational regulation; the government
can withhold a license and deny an individual the
right to work or the right to call himself or herself
a certain type of professional and earn money. She
adds that it is illegal for any unlicensed person to
engage in the activities defined by the scope of
practice or to use the title normally conferred on
licensed professionals. Licensure is usually pred-
icated on education and/or work experience.

❒ Certification. This is a process by which a
governmental or nongovernmental agency grants
recognition to an individual who has met certain
predetermined qualifications set by a credential-
ing agency.

Sometimes, the process is called “title control,”
although there are no laws requiring certification
to use the title “case manager,” Engen says. It’s
normally a voluntary process, initiated by mem-
bers of the occupation or professional group, and
administered by an agency created to set stan-
dards and award recognition to those that qualify.
“The No. 1 reason for certification is protection of
the consumer. We want to identify practitioners
who have met national standards,” she explains,

but the specific agency can determine its own
particular set of standards. Certification generally
relies on a testing instrument and is renewable
after a certain period of time through continuing
education or re-testing. Eligibility often depends
on experience and education. Different agencies
set eligibility requirements differently.

❒ Certificate. It can be awarded at the success-
ful completion of an education program, usually
through an institution such as a university nursing
setting or a private company that, in a proprietary
way, has decided to offer an educational program.
It’s important to know the difference between a
certification and a certificate, Engen says. “Many
groups out there would have you believe they are
certifying organizations,” when in fact, they award
to the candidate a certificate of completion for an
educational program that may or may not be pred-
icated on completion of an exam.

❒ Credential. This is the end product of certifi-
cation. It refers to whatever is conferred on the
individual, or organization, who has met eligibil-
ity requirements and successfully completed
the examination process. The term can apply to
either the accreditation or the certification pro-
cess. The credentialing body is the organization
that oversees the process of certification or
accreditation, usually made up of voluntary pro-
fessionals from the field.

❒ Accreditation. This is a process for applying
standards across an industry, which grants recog-
nition to programs or organizations, rather than to
individuals. In this process, there is an association
or agency that has been created to set the stan-
dards based on the services offered. Reviews take
place periodically with evaluation, not an exami-
nation, as the determining factor for recognition.

❒ Registration. It is a listing of people or orga-
nizations who have met specific requirements that
may or may not have anything to do with quality
in the field. Registration is on the state level in
some industries. There is typically no testing
instrument, and sometimes a fee is required. The
common goal of all health care regulatory and
evaluation processes is to protect the consumer
from substandard case management services.

[For more information, contact:
Carrie Engen, RN, BSN, CCM, Owner and Presi-

dent, Advocare, Naperville, IL; Chair, Commission for
Case Manager Certification, Rolling Meadows, IL.
Telephone: (630) 355-0001. E-mail: carriee@advocare
inc.com.]
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Reference

1. U.S. Department of Health, Education, and Welfare,
Washington, DC. ■

Is your job description a
certification obstacle?

Successful application for case management
certification can mean the difference between

earning a valuable credential and throwing away
a few hundred dollars. It’s essential to under-
stand the application process and to understand
your job description as part of that process.

For Kathryn Bennett, RN, BS, case manage-
ment coordinator at Bloomington (IN) Hospital
and Healthcare System, the road to certification
was harder to navigate than she expected. Bennett
chose to apply for the Certified Case Manager
(CCM) credential from the Commission for Case
Manager Certification (CCMC). “That’s the one to
get.” But the requirements for eligibility to sit for
the exam are very stringent, she says.

Bennett says she found out, as other applicants
have, that her job description did not quite meet
the commission’s “continuum of care” require-
ment. “I work in a hospital setting and do refer
across the continuum, but one of the require-
ments is that the continuum must address the
ongoing needs of the individual rather than being
restricted to services related to a single episode of
care or treatment. At one time, our department
was basically utilization review,” and although
the department’s case managers now provide
care across the continuum, their job descriptions
didn’t reflect that.

“If you’re in the hospital setting, you’re not
going into the patient’s home and [you may not]
see the patient’s whole life. However, we are . . .
doing a lot of the things that case managers do,”
she adds.

Anne Llewellyn, RNC, BPSHSA, CCM, CRRN,
CEAC, owner of Professional Resources in
Management Education, a Miramar, FL-based con-
sulting firm, says the solution to that obstacle is as
easy as writing a letter. “It’s how you word every-
thing,” she says. “The application process is used
to ensure that those who qualify for the exam have

a good understanding of the process of case man-
agement. For some, navigating the application pro-
cess can be as difficult as taking the exam.

“If your job description is vague, then you can
write ‘a day in the life’ and have your supervisor
sign it,” she advises.

In fact, the CCMC addresses the question of job
descriptions on its newly revised Web site in a
“frequently asked questions” section. It states, “If
for some reason your job description inadequately
describes your case management activities, you
may write a letter describing what your job duties
are in relation to the eligibility criteria. The letter
must be on your employer’s company letterhead,
signed by your supervisor, and notarized.”1

Carrie Engen, RN, BSN, CCM, president of
Advocare Inc. in Naperville, IL, and chair of the
CCMC, says understanding the eligibility require-
ments is essential for anyone planning to sit for
the exam. The option to write a letter has existed
for several years, she says, “because sometimes
job descriptions do not adequately describe the
job duties, especially in the case of an employee of
a corporation which, as experience has shown us,
may have very global job descriptions.”

What is more important than the corporate
aspect is the CCMC’s mission to uphold certain
standards. In the past, Engen says, many people
who were in positions within health care wanted
to call themselves case managers, “which . . . led
to some problems with credibility for the entire
industry and was one of the reasons that certifica-
tion was put together in the first place. In [many]
cases, hospital-based individuals were doing dis-
charge planning, and once the patient goes home,
there is no follow up at all. This is leaving out a
very important part of the process — monitoring
— integral to case management,” she explains.

“Now if a hospital-based case manager is in
actuality following up with the patient, monitor-
ing that patient, reevaluating the plan of care,
troubleshooting, etc., but it is not reflected in the
job description, then within the certification
guidebook, there is a remedy,” Engen says. “We
do not deny individuals applying from the hospi-
tal-based case management sector as a matter of
course; however, just like everyone else, their job
descriptions and/or supporting documentation
have to reflect appropriate case management
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Fewer preference cards contribute to savings

How would you like to cut your supply costs
per case by almost 33%?

The day-surgery program at Vanderbilt
University Medical Center in Nashville, TN,
achieved this result by implementing a periop-
erative pathway for endoscopic sinus surgery
that helped surgeons and staff focus on what is
actually needed for sinus patients. (See endo-
scopic sinus surgery perioperative pathway,
p. 8.)

The pathway was implemented in 1996 after
almost three months of development that included
data review, writing, and evaluation by nursing
staff and physicians. Supply cost per case in 1996
was $967.13, and in 1999, the cost per case dropped
to $650.23, a decrease of 32.8%.

Implementing perioperative pathways within
day surgery began six years ago and was not a
difficult task, says Nancye R. Feistritzer, RN,
MSN, assistant hospital director and administra-
tive director of perioperative services.

“We were a very case management-oriented
facility, and our inpatient units were very big into
pathway utilization, so introduction of pathways
into our [ambulatory surgery center] went
smoothly,” she says.

Combining preference cards cuts costs

After taking a look at data collected on the dif-
ferent types of surgery performed on an outpa-
tient basis, Feistritzer and her staff identified
sinus surgery as one area that pathways could
have an immediate effect on cost savings and
efficiency.

“We have one surgeon who performs the

majority of our sinus surgeries, so we worked
primarily with him to look at changes,” she
says.

One of the first steps in developing the path-
ways was to combine similar surgeries onto one

pathway,
explains
Feistritzer.
Not only
did this step
cut down on
the number
of pathways
with which
staff have to
work, it
enabled the
surgery pro-
gram to cut
the number
of prefer-
ence cards
for sinus
surgery

from 10 individual preference cards for different
surgeons to one basic card for all sinus surgeries.

By working with the surgeons, Feistritzer’s
staff were able to get them to look at the supplies
used and agree to standard supplies that each of
them are comfortable using.

The review and elimination of the different
preference cards has reduced the cost per case
because everything on the case cart is used, says
Ken Peercy, director of the ambulatory surgery
center.

The biggest effect of the pathway is the staff’s

Periop pathway cuts costs, improves efficiency

(Continued on page 9)

“The surgeon who does
most of our sinus surgery

was meeting with his
patients the day of surgery

to conduct his pre-op
assessment. We showed
him that he could easily

schedule more surgeries if
he conducted the meeting
in his office prior to the day

of surgery and eliminate
these 30-minute meetings

on the day of surgery.”
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Source: Vanderbilt University Medical Center, Nashville, TN.
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efficiency, says Peercy. Most of the ear, nose, and
throat surgeons were ordering the same items
each time, “but we still had to wait for the order
to prepare for the case. Now, we are more able to
anticipate what is needed and prepare ahead of
time.”

The nurses knew what was needed so well that
they primarily wrote the sinus surgery pathway,
explains Peercy. “From experience, they knew
what items were routinely used or thrown out.
They were able to put together a pathway that
met with the surgeons’ approval because it
reflected their practice anyway.”

After evaluating the data, the staff saw one
immediate way to become more efficient. “The
surgeon who
does most of our
sinus surgery was
meeting with his
patients the day
of surgery to
conduct his pre-
op assessment,”
Feistritzer says.
“We showed him
that he could eas-
ily schedule more
surgeries if he
conducted the
meeting in his
office prior to the
day of surgery and eliminate these 30-minute
meetings on the day of surgery.”

The surgeon had previously scheduled no
more than four surgeries per day, and now he
averages five procedures per day, says Peercy.

Although Vanderbilt’s same-day surgery pro-
gram has an on-line charting system that captures
the patients’ history and physical, lab results,
nursing pre-op assessment, and discharge plan-
ning, there were some items identified during
development of the pathway as responsible for
holding up surgery, says Feistritzer.

“One of our surgeons frequently orders CT
scans for his patients, but the documents weren’t
placed in the patients’ charts prior to the day of
surgery. So we delayed surgery as we looked for
the information,” she explains.

A simple fix was put into place when the staff
realized that the charts of this surgeon’s patients
were not flagged as surgery patients. “Now we
make sure the charts are flagged so that the scans
are read and the documents prepared in time for
surgery,” she adds.

“We also reviewed pre-op standards and elimi-
nated some tests that were unnecessary for most
patients,” says Feistritzer. “Chest X-rays, urinaly-
sis, and EKGs are not ordered unless there is a
special need.” A pre-op protocol was also estab-
lished, and pre-op assessments are performed by
nurse practitioner, she adds.

Anesthesiologists were included in the path-
way development to help identify anesthetics
that would work well for sinus patients but
enable them to wake quickly and reduce the
amount of time in recovery.

Good data essentially

The best way to develop pathways is to focus
on your top procedures, says Peercy. “Get detailed
data concerning costs and time per procedure,
and present it to the physicians.”

Because physicians are scientists, they like
objective information such as numbers; however,
don’t expect them to suggest the changes from
data only, he says.

“Offer alternatives and suggestions on how the
preference card might be changed or how he
might alter his practice,” Peercy says. The path-
way has to reflect what the surgeon wants, or it
won’t be used, he adds.

Feistritzer admits that the data are crucial, but
she says she wasn’t prepared for the difficult task
of collecting them.

“Make sure your program has forms to track
the basic items such as costs, times, and reasons
for delays,” she says. “You can’t base your deci-
sions on anecdotal information because things are
not always what they seem.”

Evaluating the costs

For example, staff members said a particular
surgeon was the most expensive because of the
supplies and equipment he used. “But once we
evaluated the data, we discovered that he was
one of the less costly surgeons for that proce-
dure,” Feistritzer says.

[For more information about perioperative path-
ways, contact:

Nancye R. Feistritzer, RN, MSN, Assistant
Hospital Director and Administrative Director of
Perioperative Services, Vanderbilt University Medical
Center, VUH3108, 21st Ave. S., Nashville, TN 37232.
Telephone: (615) 322-3354. Fax: (615) 343-1500.
E-mail: nancye. feistritzer@mcmail.vanderbilt.edu.] ■

“Make sure your
program has forms to
track the basic items,
such as cost, times,

and reasons for
delays.You can’t base

your decisions on
anecdotal information
because things are

not always what
they seem.”
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LOS remains short in
nation’s psych facilities
NAPHS’ annual survey results released

Most of the nation’s psychiatric hospitals
are maintaining stable, and brief, length

of stay (LOS), according to survey data released
recently by The National Association of Psychi-
atric Health Systems (NAPHS) in Washington,
DC.

However, the association’s 2000 annual survey
report, Trends in Behavioral Healthcare Systems: A
Benchmarking
Report, shows
that based on
responses to the
spring 2000
questionnaire,
it’s hard to pre-
dict if short LOS
will remain the
status quo.

Limited
monetary
resources, lim-
ited access to
aftercare ser-
vices, and lack
of funding and support for the most severely
mentally ill patients are concerns that Mark
Covall, executive director of NAPHS, expressed
with the release of the report. “Resources remain
exceedingly tight for behavioral health care,” he
says, “and behavioral health caregivers are work-
ing harder with limited resources. Community
access to aftercare services [such as outpatient
care and partial hospitalization] is becoming an
increasing concern,” he explained.

Key findings are favorable

The report was compiled from survey
responses of NAPHS members, including 300
specialty hospitals, general hospital psychiatric
and addiction treatment units, residential treat-
ment centers, youth services organizations, par-
tial hospital services, behavioral group practices,
and other providers of behavioral health care.

Within the hospital setting, LOS remain short,
according to the results of the survey. Average
hospital LOS for all age groups was 10.2 days in

1999, the same as in 1997. Over the same period,
median LOS continued to decline, from 9.4 days
in 1997 to 9.2 days in 1999.

The continuing downward pressure on LOS
is part of a dramatic shift in the role of hospitals
toward a stabilization model. Over the past
decade (from 1990-1999), hospital LOS plum-
meted 60.1%, going from 25.6 days in 1990 to
the current 10.2 days.

At the same time, respondents to the survey
report that they’re treating significant numbers
of patients. A typical hospital in 1999 saw an
average of 1,831 inpatients, an increase of 4.9%
since 1997. And hospital occupancy rates have
grown, as well, from 54.5% in 1997 to 62.3% in
1999. (Editor’s note: no survey was conducted in
1998; therefore, comparisons track trends from 1995,
1996, 1997, and 1999.)

NAPHS members are providing significant
care for the Medicare and Medicaid populations.
Together, those government programs accounted
for 40.9% of all inpatient admissions in 1999,
according to the survey data.

“With continued reductions in [LOS], hospitals
now focus on stabilizing patients and discharging
them to outpatient care as soon as possible,”
Covall stated.

“However, outpatient care has not grown to
the degree necessary to adequately provide the
care required for the most severely ill patients.
The challenge for the future will be to ensure
that all levels of care receive adequate support
and funding so that individuals with the most
severe mental illnesses will receive effective
care,” he added. ■

Share your hospital’s
pathway successes

Hospital Case Management welcomes guest
columns about clinical path develop-

ment and use.
Articles should include any results (length

of stay, cost, or process improvements) that
use of your pathway has helped achieve and
should be from 800 to 1,200 words long.

Send article submissions to: Lee Reinauer,
editor, Hospital Case Management, P.O. Box
740056, Atlanta, GA 30374. Telephone: (404)
262-5460. Fax: (404) 262-5447. ■

“Outpatient care has
not grown to the

degree necessary
to adequately provide
the care required for
the most severely ill

patients. The challenge
for the future will be to
ensure that all levels of
care receive adequate

support and funding . . .”
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Patients placed quickly
with software combo
Coding, documentation happen concurrently

Case managers at Arnot Ogden Medical Center
in Elmira, NY, use a combination of high-

powered software systems to ensure the proper
placement and care of patients — and documen-
tation of their decisions occurs in the computer,
says Tina Davis, RN, MS, CNS, senior director of
continuum of care.

The software is an interface between Health
Data Management (HDM), a 3M software that
examines coding, and InterQual software, a sys-
tematic approach to determining who should be
an inpatient, she notes.

“As the case managers review a case, they use
HDM to code the patient to come up with a concur-
rent working DRG [diagnosis-related group],”
Davis explains. “After the patient is coded, the case
managers access the InterQual program to identify
if the patient meets the criteria for admission.”

The beauty of combining the two programs,
Davis says, is that the case manager reviews the
chart and documents the results of that chart
review in the computer.

“The system is an actual database that we can
run reports from,” she adds. “We run reports to
identify how many patients meet the admission
criteria, and we can compare the results [accord-
ing to] physician and payer. This information is
shared with the hospital’s utilization review com-
mittee to act upon.”

Since many insurers use InterQual criteria to
determine whether, for example, a patient should
be an inpatient or an observation patient, she
adds, the process allows hospital to make the
same determinations, and to have documentation

should it have to fight a denial of reimbursement.
Arnot Ogden’s case managers use a Patient

Review Instrument (PRI), a tool that is unique to
the state of New York, to identify what level of
nursing home placement is appropriate for the
patient, Davis says. (See chart, p. 12.)

Soon after Medicare began using resource uti-
lization groups (RUGs) in 1986 to determine
reimbursement for nursing home placement, the
PRI was developed by the Professional Standards
Review Council of America (PSRCA) to facilitate
that process, she explains.

Nursing homes use the PRI for reimbursement
purposes, Davis adds, while hospitals and com-
munity agencies use it to identify the level of care
the patient will need.

“When the case manager, the social worker, the
physician, and the family all identify that the
patient can be moved to an alternate level of care,
the case manager fills out a PRI form for the
patient and comes up with a RUGs classification
score,” she says. “Depending on the score, we
know whether the patient is a nursing home
patient or an adult home care patient.”

In screening for admission to their facility,
nursing home officials look at the PRI score to
see what level of care the patient will need, Davis
points out. “It’s a neat classification system,
which helps us understand exactly what the
patients’ needs are — if they’re clinically com-
plex, need rehab, and so forth.”

The state requires an eight-hour training class
— which all of Arnot Ogden’s case managers
have attended — for those who complete the
PRI, she says. Those who are certified receive
a card with an identification number, and that
number must be written on each PRI, which is
then signed by the person completing it, Davis
adds.

(Continued on page 13)
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RUGS-II Classification
HEAVY REHABILITATION — MUST MEET ALL 3 CRITERIA

Level 3 — Restorative, as defined by PRI
PT or OT — 5 times/week
PT or OT — 2.5 hours or more/week

SPECIAL CARE — One or more of the following:
Comatose Stage 4 Decubitus
Suctioning Quadriplegia
N/G Feeding Multiple Sclerosis
Parenteral Feeding

AND
ADL Sum 5 or more (if less than 5, Clinically Complex)

CLINICALLY COMPLEX — One or more of the following:
Oxygen Therapy Dehydration Cerebral Palsy
Wound/Lesion Care Internal Bleeding UTI
Chemotherapy Terminally Ill Hemiplegia/Hemiparesis
Transfusion Stasis Ulcer
Dialysis OR
Physician Visit(s) 1 or more for H/C-PRI Meets Special Care Criteria

4 or more for PRI (NF) but ADL sum is less than 5

SEVERE BEHAVIORAL PROBLEMS — One or more of the following:
Verbal Disruption, Level 4
Physical Aggression, Level 4
Disruptive, Infantile/Inappropriate, Level 4
Hallucinations, Level 1

REDUCED PHYSICAL FUNCTIONING
All Remaining Patients

HEAVY
REHAB

ADL SUM
SPECIAL

CARE

CLINICALLY
COMPLEX

SEVERE
BEHAVIOR

PHYSICAL

RA RB

ADL SUM

SA SB

ADL SUM

CA CB CC

ADL SUM

BA BB BC

CD

ADL SUM

PA PB PC PD

ADL POINT CONVERSION
ADL = Point
Level Value

Eating 1 ..................1
2
3 ..................2
4 ..................3
5 ..................4

Transfer 1 ..................1
2
3 ..................2
4 ..................3
5

Toileting 1 ..................1
2
3 ..................2
4
5 ..................3

3-4 5-10

5-7 8-10

3 4-6 7-8

3 4-7 8-10

9-10

3 4 5-7 8

PE

9-10

NoYes

Yes

No

Yes

No

Yes No

Source: Professional Standards Review Council of America, New York City.
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[InterQual Products Group, Marlborough, MA, is a
subsidiary of McKesson-HBOC. For more information
on the system, call (800) 582-1738 or visit the Web at
www.InterQual.com.] ■

Daily care rounds put
all staff in the know

One of the most effective innovations at Arnot
Ogden Medical Center in Elmira, NY, has

been the institution of “daily care rounds” for
every patient in the hospital, says Tina Davis, RN,
MS, CNS, senior director of continuum of care.

“This is a multidisciplinary forum where we
identify an interdisciplinary plan of care for the
patient.” There are representatives from case man-
agement, social work, nursing, respiratory therapy,
pharmacy, physical therapy, occupational therapy
and the dietary department, she notes. “We’re all
sitting at the table, discussing the patient, and this
includes every patient in every nursing unit.”

For eight units, the process happens every day;
for the long-term care unit, it occurs once a week,
Davis says. “We spend 20 to 30 minutes for each
unit, depending on the unit.”

The goal, she explains, is to move the patient
through the system in such a way that all disci-
plines know what’s going on and exactly what
they are to do for each patient. “Nursing knows
what physical therapy is doing, and dietary [staff]
know what they’re supposed to do. It’s wonder-
ful because a lot of the assessment piece happens
here and it is concurrent. We know now what has
to happen with the patient, not tomorrow after
reading the chart.”

Although daily care rounds have been in place
for three years, in the past year the process has
been taken to a new level, Davis notes. In conjunc-
tion with the implementation of new computer sys-
tems at Arnot Ogden, she sat down with an analyst
from Atlanta-based Per Se Technologies and devel-
oped a documentation tool for the process.

“Every day, for each patient, we document that
this is happening,” she says. “We used to just write
things down on a sheet of paper and archive those
pieces of paper separately from the medical record,
but now the information is in the patient’s chart.
Anybody who wants to see what’s going on with
the patient from daily rounds can see this. It’s a
very integral piece of communication that benefits
the patients.”

The case manager who is present does the
documentation and is responsible for entering it
into the computerized medical record, she notes.
“From the daily rounds format, case manage-
ment can move forward into doing a more in-
depth assessment if needed.”

That might include, for example, determining
if the patient should go to a nursing home,
Davis says. “Once we identify that the patient
could benefit from nursing home placement and
the patient agrees, the social work department
facilitates this process, because of all the emo-
tional issues involved. It may be difficult for the
patient’s family to get used to the idea of mov-
ing [the family member] into a nursing home.”

This part of the process is where social work
“really excels,” she points out. “They identify all
the emotional baggage, all the support the family
and patient need, and then bring that information
to daily rounds, when we decide the patient is
going to be placed.” ■

On CM frontier, defining
care model is crucial

Case managers who are in one of the newest
frontiers of the profession, the physician

practice, may find themselves in an isolated envi-
ronment with no clear blueprint as to the skill set
and resources they’ll need, says Sandra Lowery,
RN, BSN, CRRN, CCM, president of the Case
Management Society of America (CMSA) in
Little Rock, AR.

Many of the professionals in this position,
notes Lowery, who also is president of CCMI
Associates, a consulting firm in Francestown,
NH, come from a hospital or physician-hospital
organization background, and may not have the
experience that will prepare them for the unique
demands of the physician practice.

Capitation typically is the reason case man-
agers find themselves in this setting, she notes.
“It’s wherever there is a transfer of financial risk.”
In some cases, Lowery explains, a health plan
allows a provider to manage utilization — this is
called “delegation” — while the health plan gives
oversight and holds the provider accountable
through “report cards” and evaluation.

Such case managers are often in the position of
trying to avoid the need for hospitalization and of
making sure an individual’s health needs are met,
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she says. This can be difficult, Lowery adds, if the
case manager doesn’t have a knowledge base of
community resources, assessments, and commu-
nity needs.

Additionally, in some cases, she suggests, nei-
ther the case manager nor the physician truly
knows how to make the best use of the case man-
agement function in this setting.

“Most case managers are there because the
physician [or physician group] has taken on capi-
tation of some sort, whether just for primary care
or more globally,” Lowery says. “The physician
often thinks the case manager’s primary role is
just to manage the utilization of the patients in a
hospital setting, which really isn’t going to be the
best bang for your buck.”

Depending on his or her exposure to and
understanding of case management, she adds,
“the physician may not know that the ‘gate-
keeper model’ — managing utilization of
resources through managing access, which isn’t
really case management — won’t result in the
ultimate desired outcome.

“What we’re seeing in terms of the best out-
come is a community-based model, where finan-
cial risk is assessed in the community — whether
in the physician’s office or in the patient’s home
— by using certain triggers,” she explains. Those
triggers, she says, may be that someone is taking
five or more medications, has an inadequate sup-
port system, or has had two or more hospitaliza-
tions in the past six months.

With this approach, Lowery adds, “the case
manager can be much more proactive in achiev-
ing a better outcome before the individual
reaches a higher intensity and need. This is the
ideal model.”

What’s also unique is that while both may be
employed in a physician practice setting, there are
typically far more nurses than social workers per-
forming the case management function, she points
out. “Whoever does it should have a solid knowl-
edge base of psychosocial needs and resources, as
well as medical needs and resources. A high-risk
individual needs both.”

That usually means the case manager needs
more training in one area or the other, she adds.
“Physicians may not realize they need these
resources. They assume ‘a nurse is a nurse’ and
a natural case manager.”

For outside support and resources, Lowery
says, case managers in physician practices should
take advantage of whatever professional associa-
tions are available to them.

“I certainly recommend they become part of a
professional society, and of course, I recommend
CMSA. If there’s a local chapter, they should join
that, and minimally they should get connected to
a national society.” At the least, Lowery notes,
these groups can provide standards of practice
and information about certification.

Although the CMSA doesn’t have a special
interest group as yet for case managers in physi-
cian practices, she adds, “I wouldn’t be surprised
if that is coming. When individuals join or renew,
we get information about where they practice,
and we do member surveys.”

[Editor’s note: Discharge Planning Advisor
would like to hear from case managers working in
physician practices. Please share your concerns and
experiences by contacting editor Lila Moore at (520)
299-8730 or lilamoore@mindspring.com.] ■

Certifying group
updates Web site

To help case managers become certified quickly,
the Chicago-based Commission for Case

Manager Certification (CCMC) has revised and
updated its Web site: www.ccmcertification.org.
The site features a brief tour designed to facilitate
the certification process. The application form, as
well as the recently published newsletter, can be
downloaded from the site.

“The new Web site responds to the health care
industry’s need for certified case managers,”
Susan L. Gilpin, CEO, announced. “An increas-
ing percentage of employers are requesting certi-
fied case managers; certification is regularly
specified in career advertisements; states are
beginning to require certification; and we are
responding to those needs.”

CCMC recently was granted accreditation by
the National Commission for Certifying Agencies
(NCCA), the only national accreditation body for
private certification organizations in all disciplines.
An NCCA panel of experts reviewed all aspects of
the Commission for Case Management certification
process, including validation of the methodology
used in the certification examination.

The NCCA helps to ensure the health, welfare,
and safety of the public through the accreditation
of certification programs that assess professional
competency. ■



duties as stipulated in the guidebook as well as
appropriate licensure and/or certification.”

Llewellyn stresses that follow-up with dis-
charged patients is something that hospital case
managers must actively pursue, not just to meet
certification or accreditation rules, but because it
is good care. “I am hopeful that discharge plan-
ners do follow-up in some way on the plans that
they set up, even if it is not mandatory. This is a
professional responsibility. The goal is that the
case manager is working with the patient to see
that things go well, and if not, they have someone
to follow up with so [the patient doesn’t] fall
through the cracks.”

Bennett agrees. “Some [hospital facilities] say
they do case management discharge planning but
actually just inform the insurance company that
the patient needs home care, and that’s it.” On
the other hand, she contends that many hospitals
do perform continuum care after discharge but
aren’t recognized for it. “I think there’s a big
group that really do a good job of discharge plan-
ning and getting involved with the family, and
they’re being missed in this whole [certification]
picture.”

Bloomington Hospital’s administration is now
reviewing the case management department’s
revised job description, which reflects some of the
changes in their job philosophy. “We have started
doing follow-up phone calls and working with
outside agencies on making continuum path-
ways,” she explains.

Once the new job description is approved,
Bennett plans to go ahead with her application
for the CCM examination. “I’m going to try. I still
think it’s very difficult for hospital case managers
to prove they go across the continuum, but I
think good case management needs to be recog-
nized within the hospital setting.”

[For more information, contact:
Kathryn Bennett, RN, BS, Case Management

Coordinator, Bloomington (IN) Hospital and
Healthcare System. Telephone: (812) 335-5450.
E-mail: kbennett@bloomhealth.org.

Carrie Engen, RN, BSN, CCM, Owner and
President, Advocare, Naperville, IL, and chair,
Commission for Case Manager Certification,
Rolling Meadows, IL. Telephone: (630) 355-0001.
E-mail: carriee@advocareinc.com.

Anne Llewellyn, RNC, BPSHSA, CCM, CRRN,
CEAC, Owner, Professional Resources in Management
Education, Miramar, FL. E-mail: annllew@gate.net.]

Reference

1. Commission for Case Manager Certification (CCMC)
official Web site: http://www.ccmcertification. org/pages/
12frame_set.html. ■
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Special Report: Case Management Certification



What do employers look
for in case managers?

As valuable as certifications and credentials
have become in case management circles,

most employers look beyond the initials near
your name to determine if you’re a good fit for
their organization. There are minimum require-
ments, in most cases, and the certifications are
not always included in those lists.

“My two most important requirements [for
potential case managers] are people who are clini-
cally competent and have excellent communica-
tion skills,” says Kerry Eaton, RN, MS. Eaton is the
director of physician services/case management at
St. Vincent’s Medical Center in Bridgeport, CT. “I
mean, 99.9% of the job is communicating with
other people, so if you don’t have that, you’re in
trouble.” “Unfortunately, certification doesn’t tell
you anything about somebody’s communication
skills.”

Eaton says that her minimum requirements are
that applicants must be an RN, and they have to be
either bachelors’-prepared or actively enrolled in a
bachelor’s program. “I use it as a kind of screen.”
While [a bachelor’s degree] doesn’t necessarily
mean better preparation for the job, applicants with
that level of education “usually demonstrate excel-
lent assessment and critical-thinking skills, and I
want people with initiative who aren’t satisfied
with the status quo,” she says.

Her facility, a 396-bed teaching hospital, is
experiencing the effects of the nursing shortage
and aging RN work force, like many hospitals
across the nation. “In our area, there are far fewer
graduates of nursing [programs] than there are
vacancies for them,” she admits. With regard to
certification, she explains, “the shortage may
delay how quickly it becomes absolutely essential
to become certified to get a job, especially at a
staff level or case manager level.”

On the other hand, Eaton says, certification is
a valuable option as more people come into the
field.

“I think [certification is] kind of a double-
edged sword because, while it’s gotten to be
more widely available and more people are sit-
ting for the exams, it won’t necessarily make me
hire them,” sh adds. “However, if I got a resume
of someone who’s certified, I would know that

[he or she] actually had an active interest in it and
[would] be a good candidate to interview. What
would make me hire [him or her] are the two
things I mentioned earlier: communication skills
and clinical competence.” ■
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CE objectives

After reading each issue of Hospital Case
Management, the nurse will be able to do

the following:
• identify particular clinical, administra-

tive, or regulatory issues related to the pro-
fession of case management;

• describe how those issues affect patients,
case managers, hospitals, or the health care
industry in general;

• cite practical solutions to problems asso-
ciated with the issue, based on independent
recommendations from clinicians at individ-
ual institutions or other authorities. ■

Case Management Certification



In what some in the industry are calling a “land-
mark” study, more than half the U.S. physicians

surveyed said their ability to provide quality health
care to patients has deteriorated over the past five
years, and fewer than one in six said that ability
had improved over the same period.

“These findings are alarming,” notes Robert
Blendon, ScD, survey author and professor of
health policy and management at Harvard.
“What’s worse is that many doctors fear this
decline in quality will continue.”

The study, conducted jointly by the Harvard
University School of Public Health in Boston and
The Commonwealth Fund in New York City,
surveyed 528 practicing generalists and specialists
(cardiologists, gastroenterologists, and oncologists)
in the United States and approximately 2,000 phy-
sicians in Australia, Canada, New Zealand, and the
United Kingdom.

Survey respondents cited several key factors in
the decline of quality:

• Nursing staff levels are inadequate.
• Primary physicians don’t have enough time

to spend with patients.
• Hospitals do a poor job finding and address-

ing errors.
• Doctors are not encouraged to report medical

errors.
• Physicians are concerned about their ability

to keep abreast of new medical developments.
American physicians said their greatest concern

about hospital resources was inadequate nursing
staff levels. Steve Eilen, MD, a physician with
Atlanta Cardiology Group, couldn’t agree more.

“Hospitals can’t hire enough nurses to fill their
staffs,” he says. “What happens is they hire
agency nurses who don’t know where anything
is, how to do anything, or who to call to get
anything done. Ironically, on a per-hour basis
they’re much more expensive than permanent
nurses, so hospitals are forced to spend more
money for inferior care.”

“There clearly is a shortage,” offers Richard A.
Lewis, MD, FACC, a partner in Cardiology
Associates of Fredericksburg (VA), although he
says he does not have a problem with the quality
of the nurses with whom he works. “The nurses
we have are very qualified and dedicated, but
they are being stretched thin. Supply has been
decreased because there are so many other career
opportunities today, hospital administrations are
stretched thin; their reimbursements keep coming
down; and the biggest expense is salary.”

“In some institutions they have really reduced
staff below what I call a safe level,” asserts Dave
Spencer, CEO of Tampa, FL-based Safety-Centered
Solutions Inc., a vendor of medical error reporting
systems. “We have seen clearly that as staff
reductions are made, the incidence of medical
errors goes up.”

These staff reductions have a real, and some-
times critical, impact on the ability to deliver
quality care. “I had an indigent patient with an
aortic dissection and tried to get him moved to a
tertiary care center for specialized surgery,” recalls
Eilen. “The hospital wouldn’t take him, citing a
lack of beds. I talked to a thoracic surgeon, who
told me the administrators no longer wanted to
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accept indigent patients. They were in such dire
straits that they could no longer do surgery after
hours. There are only so many nurses to go around,
and the hospital did not want them to work after
hours because they’d have to pay overtime.”

“The busier each nurse is, the more errors they
can make,” adds Lewis. “They’re under stress;
there’s not as much time for review; and there’s
not as much time for teaching. Nurses have more
bedside time than doctors, and they can help
reassure and educate patients if they have the
time to do it.”

Patients do notice the difference, says Eilen. “I’ve
had patients in telemetry beds who vehemently
refused to stay at a specific hospital because the
nursing care was so bad. With fewer nurses per
patient, the patients become frustrated because
they don’t get bathed; beds don’t get changed; they
don’t get to the procedures they’re supposed to go
to; doctors’ written orders are not followed; or their
medicines are late.”

Compounding the problem is that at the same
time the quality of care is dropping, the patients’
level of sickness has increased, Spencer adds.
“We’re compressing the length of stay. People are
being discharged earlier, so while they are in the
hospital, they are sicker on the average. Also,
people don’t get admitted for less acute conditions.
So we are faced with these two converging forces.”

Eilen concurs with the survey respondents who
noted that physicians don’t have enough time to
spend with patients. He places the blame squarely
on managed care. “Here’s what happens: A patient
walks into the office, and he has a [copayment] of
$10. You make $40 from that patient. That hardly
pays for you to walk in the door, not to mention
your overhead,” he says. “So you need to see more
patients or reduce your overhead in order to try
to compensate for that. You can use [physician’s
assistants], which a lot of people do, but many
patients are not happy about it; they want to see
the physician. And my personal opinion is that
the quality of care is not as good.”

Lewis says he also feels frustrated by managed
care. “It has definitely driven quality down from
many aspects. There are increased demands for
record keeping, which detract from the amount
of time you can spend with each patient. With
decreased reimbursement, you need to see more
patients, so you have less time with each indi-
vidual patient.”

Lewis says the “gatekeeper” structure actually
restricts access to specialty care. “The primary
physician may not be qualified to determine if

there is a need for specialty care. Sometimes,
the patients know best, and some-times just
the reassurance a specialist can provide is
therapeutic.”

He adds that nonphysician reviews of charts and
cases that “second guess” a physician’s diagnosis
and treatment plan can put pressure on physicians.
That could cause them to “discharge a patient
before [they] think [that patient] is ready and to
restrict access to testing [the reviewers] feel is inap-
propriate but that the practitioner feels is medically
necessary. They’re not doctors; they don’t have
the experience with patient contact that we do.
They go by written guidelines, but every patient
is different, and every case is different. Unfortu-
nately, managed care discourages individualism
and creativity and doesn’t reward experience.”

The good news from the survey is that not all
respondents said a continued decline in quality is
inevitable. They said that technology, especially
electronic record keeping, can serve to curtail a
significant number of errors.

“I would think that’s true,” says Lewis. “We
spend a lot of time documenting, and technology
would help. It also may cut down on errors; for
example, a lot of programs identify potential
drug interactions.”

“It’s a very legitimate claim,” adds Spencer.
“A tremendous number of things can be done to
increase the accuracy of reporting and to give
caregivers more access to data. Most of the errors
can be eliminated if we will use the information
and technology intelligently.”

Eilen says he has mixed feelings. “I’ve looked
into electronic prescription, and in its current
state, it’s more labor-intensive, at least in the
beginning. For me, it’s not a great timesaver.
Electronic record keeping will be good for a lot of
reasons, but only if records are centralized.”

[For more information, contact:
Steve Eilen, MD, Atlanta Cardiology Group,

33 Upper Riverdale Road, Riverdale, GA 30274.
Telephone: (770) 991-9166.

Dave Spencer, CEO, Safety-Centered Solutions
Inc., 7650 W. Courtney Campbell Causeway, Suite
400, Tampa, FL 33607. Telephone: (877) 739-6751.
Fax: (813) 623-1228. E-mail: Info@scCARE.com.

Richard A. Lewis, MD, FACC, Cardiology Associates
of Fredericksburg, 2500 Charles St., Fredericksburg, VA
22401. Telephone: (540) 374-3144.

Robert J. Blendon, ScD, Harvard School of Public
Health, 677 Huntington Ave., Boston, MA 02115.
Telephone: (617) 432-4502.] ■
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Study targets errors
in ambulatory setting

Seeking to close a cavernous information gap,
The Robert Graham Center for Policy Studies in

Family Practice and Primary Care in Washington,
DC, has launched a nationwide study of family
physicians to identify medical errors in an ambula-
tory setting. According to the organization, most
medical-error research to date has focused on
inpatient information.

“I arrived in the U.S. [from New Zealand] in
1999, at about the same time as the Institute of
Medicine’s To Err is Human1 study came out, and I
was assigned to the topic of medical errors,” recalls
Susan Dovey, MPH, a Graham Center analyst and
head investigator for the study. “I quickly became
aware that virtually all discussion of medical errors
is focused on hospital care. But our organization’s
focus is primary care.”

In fact, Dovey’s initial efforts involved a major
study of exactly where people encounter the
health care system in the United States, which
was when she discovered that 25 times as many
people in this country have experiences with
office-based providers than with hospital-based
providers. “This sort of crossed over into the
current study,” Dovey explains. “Everyone talks
about medical errors in terms of problems such
as wrong-sided surgery, but relatively very few
people have those sorts of problems.”

Dovey is clear that one of her goals is to fill an
information gap in the medical literature.

Linda C. Stone, MD, president of the Ohio
Academy of Family Physicians and a member
of the faculty at The Ohio State University in
Columbus, says Dovey’s on the right track.

“There’s currently a big push in family medi-
cine,” she says. “But if we’re really going to
advocate for our patients, we need to have
practice-based research. Most of our patients
don’t go to the hospital. We should be looking
at our outcomes. Are we proving over time that
the things we’re doing continue to work? At
Ohio State, our big push is practice-based
research, to in turn make sure our ongoing
family practices are evidenced-based.”

In all, 42 family physicians filled in Dovey’s
data form between May and August 2000. She is
adamant about the fact that the focus of her study
is errors.

“People often confuse terms,” she explains. “For

example, there are adverse events, which may or
may not be due to a mistake. A certain number of
people will always have an adverse reaction to the
‘right’ medication.

“Then there are critical incidents, or near-
misses, which are sometimes adverse events but
not always. Then you must distinguish between
mistakes and medical errors; there can be times
when the wrong thing clearly happened, but it
may or may not result in an adverse outcome. We
were very focused on medical errors,” Stone says.

She also makes it clear that all errors merit
attention. “Little errors sometimes progress and
kill people,” she notes. “Hospital protocols can
help prevent that kind of progression, but there are
no equivalents for primary care or for laboratory
tests. That’s why we needed to collect these data.”
(The progression of a little error can result in
what Dovey calls a “Toxic Cascade.” See related
story, p. 4.)

Whatever the survey turns up, Stone says all
errors will be divisible into what she calls “two
piles:” low-tech and high-tech errors. “To me, the
most important is low-tech. As family physicians,
the most important thing we establish with a
patient is a relationship. If we communicate
really well back and forth, that will be the first
big step to eliminating errors. If you go where the
patients are, you will serve them better.”

For example, she says, when you tell patients
the tests show they have cancer, you must be
aware they will hear nothing else you say, which
makes it that much more critical to write down
your discussion. “The patient will get home and
not remember what to tell family members.”

As for the high-tech role in eliminating errors,
Stone encourages her patients to explore the
Internet. “They will feel empowered to communi-
cate with you. Otherwise, they may miss pieces of
information and be sent down the wrong path.”

Dovey says her hopes for future studies reflect
a similar respect for the collaborative role between
patient and physician.

“Our current study is only from the doctor’s
world view,” she admits. “Studies also need to be
done from the patient’s world view and from the
clinician’s world view.”

[For more information, contact:
Susan Dovey, MPH, The Robert Graham Center

for Policy Studies in Family Practice and Primary
Care, 2023 Massachusetts Ave. N.W., Washington,
DC 20036. Telephone: (202) 986-5708. Fax: (202)
986-7034. E-mail: policy@aafp.org.
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Linda C. Stone, MD, The Ohio State University,
456 W. 10th Ave., Room 1114, Columbus, OH 43210.
Telephone: (614) 293-7099.]
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Survey leads to new model
for illustrating errors

Afunny thing happened to Susan Dovey,
MPH, as she was conducting a study for

The Robert Graham Center for Policy Studies in
Family Practice and Primary Care in Washington,
DC. She developed a new model for illustrating
and analyzing medical errors.

Dovey, an analyst with the center, was lead
investigator in a study examining medical errors
in an ambulatory setting. As the study progressed,
she created a model for illustrating what she calls
“Toxic Cascades” and “The Patient Safety Grid.”
(See box, below.)

“As the data started coming in, we became
immersed in them,” she says. “It soon became
clear that current models . . . were not appropriate
for us.”

The Toxic Cascade refers to four separate
categories of errors, each progressively serious:

1. trickles, e.g., misfiled records;
2. creeks, e.g., prescribing contraindicated

medications;
3. rivers, e.g., undiagnosed fractures;
4. torrents, e.g., amputating the wrong leg.
Errors in the less-serious categories progress

into the more serious categories in some cases,
while in others they do not. The Patient Safety
Grid, in turn, incorporates the Toxic Cascade
model into four different settings:

1. self-care;
2. clinicians’ offices;
3. institutional-based ambulatory care;
4. hospitals.
The purpose of the model is to help identify

problem areas and areas where appropriate inter-
vention can make a difference, Dovey explains.
“Perhaps these minor things in primary care can
build up to a torrent. We often lose opportunities
to stop those from moving much further up the
system. Take antihypertensive medications. Most
of the patients taking them would not have a heart

attack anyway, but some of them would
have and didn’t because they were on the
appropriate medication.”

A “trickle,” such as a filing error, is quite
common, but if that trickle involves a lab
result showing a breast lump to be malig-
nant, inaction could be fatal, she says.

“Having a misfile of an important
result that should have been acted upon
becomes a creek. If [it is] left without
being acted upon until it’s too late, it
becomes a river, and if the patient dies,
it’s a torrent,” Dovey explains.

The Patient Safety Grid was designed
to researchers to “take a real ‘macro’ look
at the whole scope of medical errors,”
she says. “What we currently know most
about is patient deaths. If a patient dies,
we say we can’t let that happen again;
we explore the reasons and increase our
knowledge. But if they were just harmed,
we don’t know as much. In addition, what
we currently know most about is what
happens in health centers because that’s
where most of the research has been
done.” ■
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Patient Safety Grid: Toxic Cascade

Source: The Robert Graham Center, Washington, DC.
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