
Does your organization provide
adequate training for new hires?
Experts say it takes six months or more to prepare CMs

Every case manager has a vested interest in the training of newly
hired case managers. Simply put, when new case managers are
inadequately prepared for their new roles, it reflects poorly on all

case managers and their organizations, say case management trainers.
“Many organizations erroneously believe that a health care profes-

sional has the knowledge and skills needed for case management prac-
tice from the education and clinical practice,” says Sandra L. Lowery,
RN, BSN, CRRN, CCM, president of CCMI Associates, a case manage-
ment consulting and training firm in Francestown, NH, and current
national president of the Case Management Society of America (CMSA)
in Little Rock, AR. “These organizations often do not understand the
specific areas of knowledge and skill that are unique to case manage-
ment practice. Or, they assume when they hire an experienced case
manager or a certified case manager the individual requires no addi-
tional training.”

While there may be some validity to that assumption, argues Lowery,
in many instances the case management experience gained while work-
ing for one employer may not be transferable to other practice settings.
“For example, if a case manager had experience in a health care plan
where the case manager’s role was primarily benefit management, the
case manager will not have the appropriate experience for a case man-
agement role in a hospital or workers’ compensation setting, even
though some of their knowledge and skill may apply,” she explains.

Lowery says this leaves the new employer with two challenges: Not
only does this new hire need to learn the principles of case management
practice and how to apply them in a different setting, the new hire must
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now “unlearn” certain concepts, which is some-
times more difficult than learning new ones.
“This is more common than one would think due
to the fact that the title ‘case manager’ does not
always correspond to the role as defined by the
CMSA standards of practice,” she adds.

Let’s talk about us

Perhaps that’s why, without fail, good case
management training programs begin with a gen-
eral organization overview.

Newly hired case managers at Boston-based
Liberty Mutual spend their first weeks on the job
working with their assigned manager in their
own branch office becoming familiar with their
work setting, configuring their work station and
receiving an organization orientation program
designed by the human resources department,
which provides background on the company.

They also receive passwords and user identifi-
cation codes for the computer system they will be
using, and even begin running through various
training applications on the computer system.
“All of that preliminary work must be done
before they come to the training center in Dover
for training in medical case management,” says
Judith L. Strate, BSN, CCM, regional director of
training for medical case management with
Liberty Mutual’s commercial professional ser-
vices-training department in Dover, NH.

New case managers at Owings Mills, MD-
based CareFirst BlueCross BlueShield also
receive a general organization orientation before
working with the case management trainer.
“Even after they reach me,” says Kimberly
Riesenfeld, RN, BSN, CCM, case manager for
CareFirst, “I spend time covering general infor-
mation on the company product lines from tra-
ditional insurance through to managed care and
government programs. We feel it’s important for
our case managers to understand all of our
products — even if they will only be working
with one product line — before moving on to
case management orientation.”

Similarly, new case managers at Blue Shield of

California’s PPO (preferred provider organiza-
tion) division in Folsom, CA, spend a day receiv-
ing organization orientation from the human
resources department and then spend three
weeks learning the organization’s computer sys-
tem, including how to fill in certain fields com-
monly used by the payer’s case managers, before
working with Marlene Underwood, RN, BSN,
CCM, and Sandra M. Blacet, RN, BSN, CCM, the
continuous quality improvement nurses who
provide Blue Shield of California’s case manage-
ment training program.

ING Employee Benefits, formerly ReliaStar
Employee Benefits in Minneapolis, provides new
case managers with a training manual that
includes information about insurance companies,
actuaries, and underwriting, as well as informa-
tion on the company’s policies. “We also discuss
claims procedures and various positions within
our department,” says Mary Kay Racette, MS,
CRC, CDMS, CCM, senior rehabilitation case
manager in the disability management services
department at ING Employee Benefits.

Case managers also sit down with profession-
als who perform those jobs within the depart-
ment. “It’s often more beneficial to observe how
the job is performed than to read about it,”
explains Racette. “Individuals learn in their own
way. Generally, I begin by verbally explaining.
Then, I give them materials to read. Finally, I give
them an opportunity to observe for themselves —
it often takes more than one approach before the
information is learned.”

CM basics

Some organizations also ask representatives of
other departments to come in and speak to new
case managers about their roles, or have case
managers go and observe other departments to
better understand how they interact. “We bring
in the managers of different departments to speak
to new case managers about their own roles and
how those roles support case management,” says
Strate. “For example, the director of POWER,
Liberty Mutual’s rehabilitation at work program
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comes in to discuss our program, and how case
managers can take advantage of it to help
employees return to work. The vice president of
the PPO network speaks to new case managers
about how to find an appropriate network
physician.”

Having department heads come to speak to
new case managers at the Dover training center
gives case managers an opportunity to ask ques-
tions of senior management they might not other-
wise meet, she adds.

After new case managers have been intro-
duced to the organization and the products they
will be working with, most training programs
move into an orientation to the case management
process. And many rely on the CMSA standards
of practice as their primary teaching tool. (See
box on p. 25 and related story on p. 28 for fur-
ther training resource suggestions.)

“After we’ve covered the structure of the busi-
ness unit the case manager will be working in,
and their role within that unit, we move into the
definition and actual job duties of a medical case
manager,” says Strate.

Liberty Mutual clearly delineates between
“medical case management” and “managed
care,” stresses Strate. “We take a look at the his-
tory of managed care and utilization manage-
ment. We go over how to walk that fine line
between patient advocacy and appropriate care.”

Liberty Mutual describes the role of the medi-
cal case manager within its organization, says
Strate, in terms of the following five primary
functions:

• coordinating medical and rehabilitation
services;

• monitoring and evaluating services and
outcomes;

• performing medical and disability case man-
agement in a timely manner with appropriate
follow-up and closure;

• identifying needs, making recommendations,
and arranging for durable medical equipment
and other necessary services and treatments;

• providing medical expertise to claims case
managers.

Liberty Mutual also takes new case managers
through the entire case management work pro-
cess — the continuum of evaluating and putting
together plans that produce positive return-to-
work outcomes. Strate presents the process for-
mally at the beginning of the five-day training
program and then asks case managers to incorpo-
rate what they’ve learned into case studies later

in the week. (See story on p. 27 for discussion of
best practices for workers’ comp case manage-
ment identified by Liberty Mutual.)

Case management trainers agree that case
studies, role playing, and hands-on exercises
must play a role in the training process.

“There’s simply too much information that
must be presented for an individual to absorb it
in one week,” says Strate. “It’s essential to bal-
ance hands-on learning with lecture — we’d lose
people if we tried to lecture the entire day.”

Spark their interest with variety

Underwood and Blacet agree. “We take lots of
breaks during the day,” says Blacet. “We start
each new topic by asking case managers to read
through some written material. After case man-
agers read through the materials, we discuss
them. And finally, we work through some exer-
cises covering those materials.”

Case studies are presented on-line, notes
Strate. “We start playing on the computer system
and working through exercises from the first day
of training. We have test cases built into the train-
ing applications which case managers can access.
The cases build from the basic to the complicated
as the week progresses.”

No matter what practice setting they are
preparing case managers for, case management
trainers cover many of the same areas of case
management work processes. Those include:

• Assessment. CareFirst BlueCross BlueShield
gives each case manager a copy of the CMSA
standards of practice and uses this document as a
model for its case management process. “That
means that case managers are taught to assess not
just medical status, but also psychosocial issues
— they’re taught to look at the entire picture,”
says Riesenfeld.

• Documentation. “I spend a great deal of
time on documentation,” stresses Riesenfeld. “We
work on keeping documentation objective and
being careful to avoid subjective assumptions,”
she says. “I stress repeatedly that their case notes
are legal documents which must be complete and
accurate. We practice gathering and documenting
as much information as possible — especially
when they’re doing telephonic case management.
Case managers are trained to gather as many
facts as possible.”

In addition, during their formal training pro-
gram, case managers are able to access the cur-
rent cases of other CareFirst case managers to see
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firsthand how seasoned case managers handle
assessment and documentation, notes Riesenfeld.

• Correspondence. Every case management
practice works with certain routine correspon-
dence that case managers must become familiar
with, say trainers. Blue Shield of California not
only familiarizes case managers with those pieces
of correspondence, but sets time frames for get-
ting those letters in the mail. “We talk not only
about the types of letters they are expected to
produce, but also when to get them out,” says
Underwood.

Of course, no discussion about correspondence
is complete without covering patient confiden-
tiality issues in great detail, say trainers. Liberty
Mutual and Blue Shield of California both devote
a substantial part of their training programs to
training case managers how best to protect
patient confidentiality.

“We discuss how to obtain consent for release
of information from the patient. If the patient is a
minor or incapacitated we discuss how to deter-
mine whether consent should be obtained from
the plan subscriber or another individual with
power of attorney for that patient,” says
Underwood.

Blue Shield of California places strong empha-
sis on confidentiality and at this point case man-
agers in the PPO division never use the Internet
to transfer patient information. “We do have clin-
ical notes accessible by Internet, but only by our
nurses,” says Underwood. “No one else at Blue
Shield has access to those notes.”

Faxed information is never sent without a
cover sheet that says “for medical use only,” adds
Blacet.

• Communication. Many training programs,
including those developed by Liberty Mutual
and Blue Shield of California’s PPO division, use
role playing games to help case managers
develop the communication skills they need to
work effectively with patients and providers.
“We stress that they must consider themselves
part of the treatment team and approach
providers from that perspective,” says Blacet,
adding that because Blue Shield of California case
managers do so much of their work telephoni-
cally, “it’s easy for that team focus to get lost.”

Role-playing games help new case managers
develop a proactive team approach, says
Underwood. “Many case managers come from
a clinical setting with a nonassertive back-
ground. We teach them ways to ‘sell’ their role
as case managers and demonstrate how different

communication approaches generate different
responses from providers.”

• Research. Perhaps the most important skill a
case manager must develop is how to find
answers to questions they don’t know. “We stress
that every case manager makes mistakes or
comes across questions they don’t know the
answer to — it’s part of the learning process,”
says Underwood.

Trainers can’t anticipate or provide all the
information case managers will need, but they
can provide them the tools and the skills to
research the answers to those questions that arise.
To help case managers in this task, Blue Shield of
California provides case managers with several
resources, including:

— a telephone list of company contacts case
managers may encounter or interact with as they
work a case;

— updated provider lists with listings of pre-
ferred home care agencies, home infusion compa-
nies, and other preferred service providers
throughout California;

— an intranet system with information on Blue
Shield’s products and services.

• Reporting outcomes. Each case management
department has different methods for reporting
its outcomes and generates different reports.

At Blue Shield, case managers produce cost
savings reports. “We take new case managers
through the process of identifying and calculat-
ing the cost savings generated by their case man-
agement interventions,” says Blacet. “We have a
database case managers are taught to access
which includes the average cost of certain ser-
vices and procedures. For example, if a provider
requests that a neonate be placed in the neonatal
intensive care unit, and the medical director and
case manager determine the child can be sent
home safely on a ventilator with home health
nursing — there are costs savings gained by
sending the child home rather than a prolonged
NICU stay.”

Supervision and mentoring

Liberty Mutual recently developed an on-line
pre- and post-assessment to measure the effec-
tiveness of its training program. “The pre- and
post-assessments ask the same 48 questions,”
says Strate, “However, we scramble the order in
the post-test.”

The 48-question assessment covers both organi-
zation-specific information from the human
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resources department and specific questions about
medical case management. “The assessment gives
us a sense of each case manager’s strengths and
weaknesses,” says Strate. “It also gives us instant
feedback on how we’re doing as trainers.”

In addition to the on-line assessment, case
managers are given a graded case study — 80% is
a passing grade for these exercises. For case man-
agers who fail to earn a grade of 80% on the on-
line assessment and graded case study, Liberty
Mutual trainers develop a formal action plan
with suggestions for the case manager and the
direct supervisor for additional work that should
be completed during the subsequent 30 to 60
days. “We work hand-in-hand with the supervi-
sor and the case manager during that period to
make sure the objectives on the action plan are
met,” says Strate, adding that Liberty Mutual’s
trainers have rarely had to develop action plans
for new hires. “Most case managers earn a pass-
ing grade of 80% by the end of their training pro-
gram. Yet, even for those with passing grades, we
talk with the direct supervisor about areas they
will want to continue working on with the case
manager to improve.”

Case managers must be aware of so many
issues, from legal concerns to understanding
insurance benefits, says Penny Burman, RN,
BSN, CCM, supervisor of case management for
Blue Cross/Blue Shield of North Dakota in Fargo,
that creating a training program that provides
case managers with all the knowledge they need
would be impossible. “Sometimes, the case man-
ager’s greatest skill is not knowing the answer
right away, but rather knowing where or who to
get the answer from,” says Burman.

Perhaps that’s why case management trainers
interviewed by Case Management Advisor stress
that an extended mentoring period is an absolute
necessity.

“In my 15 years of training case managers,”
says Lowery, “I find that it takes a minimum of
six months for an experienced health care profes-
sional to achieve the minimum competencies
needed for effective case management practice.
Even with specific education in case management
principles and workshops, mentoring is a process
that is a necessity for the learner to comprehend
the application of principles they have learned in
a classroom setting.”

Blue Shield of California’s PPO division
assigns all new case managers a seasoned case
manager to act as a preceptor, or mentor, for
at least one year. “It takes several years for a

professional to become a proficient case man-
ager,” says Blacet. “You must gain a variety of
experiences with different cases and situations
before you learn the necessary skills to quickly
prioritize the needs of a particular patient.”

New case managers at CareFirst BlueCross
BlueShield are given one case to work through
with an experienced case manager almost “side
by side” before taking on a case alone, says
Riesenfeld. “After that, we provide case man-
agers with a checklist which includes all of the
pieces that must be covered for every case and
their mentor remains available to them as a con-
tinuing resource. Mentoring goes on forever —
we’re all continuously learning something new.”
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Here are some helpful
training resources

Not sure where to turn for help developing
your case management training program,

or fine-tuning your current one? Sandra L.
Lowery, RN, BSN, CRRN, CCM, president of
CCMI Associates, a case management consult-
ing and training firm in Francestown, NH, and
current national president of the Case
Management Society of America in Little Rock,
AR, uses the following resources to design case
management training programs:

• the Case Management Society of America
Standards of Practice for Case Management;

• the Validation of the Essential Knowledge
Dimensions of Case Management from the
Commission for Case Manager Certification
(CCMC) in Rolling Meadows, IL;

• CCMC’s Code of Professional Conduct;
• specialty case management codes of con-

duct such as those developed by the National
Association of Social Workers in Washington,
DC;

• the CMSA Core Curriculum for Case
Management.

“I also gather resources for specific training
on issues such as mediation and negotiation
skills and creative problem solving from case
management publications, as well as presenta-
tions at case management conferences,” she
adds. (For more information on the recently
published CMSA Core Curriculum for Case
Management, see p. 28.) ■■



At ING Employee Benefits, the majority of the
training process comes through mentoring. This
is possible, says Racette, because ING only hires
case managers with master’s-level vocational
education. “We receive training in the case man-
agement process as part of our vocational train-
ing — new case managers come in with a basic
understanding of the case management concept.”

With that in mind, Racette orients new case
managers to ING’s philosophy, systems, and
work processes by working side by side with
them beginning with basic job functions and
becoming more specific as they gain competence.
“I may give case managers an assignment to look
something up for me on a current claim. I know
the answer, but they might not realize that I
know it.” (For further discussion of ING’s men-
toring process, see the story below.)

Case management trainers agree that new case
managers may benefit from observing different
case managers, but not too early in their training.
“It’s difficult for a new person coming in to be
exposed to too many different case management

styles at once,” notes Racette. “We all have differ-
ent styles and mine may not be comfortable for
them in the long run, but until I’m confident new
case managers have a good grasp of how to work
through a case, I do all the mentoring myself.”

In addition to ongoing mentoring, most train-
ers audit the work of new case managers for a
prolonged period of time. “When case managers
first complete their training, we audit 100% of
their cases,” says Blacet, adding that for most
new hires this 100% auditing period lasts about
one month. “Once we feel that they are consis-
tently doing a good job evaluating cases, plan-
ning, implementing, monitoring, and
documenting cases, we drop down to auditing
about 50% of their cases.”

Once case managers demonstrate adequate
competency, Blacet and Underwood drop to
auditing their cases quarterly. In addition, case
managers at Blue Shield of California’s PPO divi-
sion are audited by their peers monthly. Case
managers must maintain at least a 90% accuracy
rate, adds Underwood. ■
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Mentoring program is
bulk of CM training
Seasoned CMs keep careful watch

The training process requires a unique
approach when the professionals you hire

come with a master’s-level orientation that
includes the case management process, says
Mary Kay Racette, MS, CRC, CDMS, CCM,
senior rehabilitation case manager in the disabil-
ity management services department at ING
Employee Benefits, formerly ReliaStar Employee
Benefits in Minneapolis.

ING Employee Benefits provides disability
case management and hires only professionals
with a master’s-level vocational education. After
an overview of the organization and its products,
new case managers work side by side with
Racette in a mentoring-intensive training
program.

“I begin by giving them assignments to look
for certain pieces of information in an existing
file,” she notes. “This is simply to get them com-
fortable with our system and the research
process.”

The next step in the mentoring process is to

ask case managers to review several files and dis-
cuss the files with them. “We go over what was
done and why. When I get a new file on my desk,
I’ll look it over and ask them to review it, as well.
I’ll explain what I saw and the focus I plan to
take with the client during intake. Then, I have
them listen as I conduct an intake with the client
over the phone and we talk about the answers
and the whole thought process.”

As case managers are ready to take on their
own cases, Racette reviews the case with the new
case manager before the case manager makes the
intake call. When the call is completed, the case
manager comes back to Racette to review what
took place. “I ask them what happened and
whether the call went as they anticipated. I ask
them if they learned any valuable lessons and
what they plan to do next on the case.”

The mentoring process continues for at least a
year, says Racette. “It takes at least six months
before a case manager begins to get comfortable
and then a new situation will come up that takes
them by surprise. Even after several years, I still
run into situations that are new to me,” says
Racette. “The difference is that with years of expe-
rience and training behind me I know where to go
and what to do to respond to those situations.”

And, Racette reviews every file and every
piece of correspondence initiated by a new case



manager for at least a full year. “I look particularly
long at letters to disability claimants which explain
what they must do to avoid jeopardizing their
benefits,” she says. “Long after case managers are
comfortably conducting and documenting intakes
and developing case management plans, they will
remain uncomfortable discussing the long-term
disability benefits — the nuances of the claim and
what the client can expect from ING.” ■

Why not call in
an expert?
CMs benefit from fresh perspectives

Blue Shield of California’s PPO Division in
Folsom, CA, provides a comprehensive train-

ing program for its case managers. But the
payer’s training staff finds that calling in outside
experts benefits both newly hired case managers
and seasoned professionals.

“We used pharmaceutical company scholar-
ships to pay for some of the external resources
and the company also set money aside for this
purpose,” says Sandra M. Blacet, RN, BSN,
CCM, continuous quality improvement nurse for
Blue Shield of California’s PPO (preferred
provider organization) division.

Blue Shield asked Sacramento State University’s
School of Nursing to deliver its certificate in case
management program on-site. “We talked with
Sac State and worked with the education depart-
ment to develop a program that met our specific
needs,” says Blacet.

In addition, Blue Shield tapped into the Little
Rock, AR-based Case Management Society of
America’s speakers bureau to coordinate work-
shops presented by nationally recognized case
management professionals. “I really believe that
calling in outside experts is the only way for a
training program to grow,” says Blacet. “We can
go over certain concepts repeatedly in training
but sometimes it helps for case managers to hear
the information presented in a different way by
someone else. Each guest speaker provides a
fresh perspective that adds a new piece to the
case manager’s body of knowledge.”

Blue Shield gathers any literature or other
resources brought in by outside speakers into a
notebook for case managers to refer to as needed.

“This also benefits new nurses coming in who
didn’t have the opportunity to hear the guest
speakers during their time with us,” says
Marlene Underwood, RN, BSN, CCM, continu-
ous quality improvement nurse for Blue Shield of
California’s PPO division.

In addition to bringing guest speakers into its
Dover, NH, training center, Boston-based Liberty
Mutual also takes its new case managers on field
trips to enhance their training experience. “We’ve
asked several clients to allow us to bring in case
managers to observe workers performing various
work functions,” says Judith L. Strate, BSN, CCM,
regional director of training for medical case man-
agement. “We ask case managers to identify any
safety issues they notice to see if it would be bene-
ficial to bring in our loss prevention department to
work on an injury prevention program.”

If the employer has an occupational health
nurse, Liberty Mutual asks the nurse to meet with
case managers before and after the tour to explain
what they’ve seen and field any questions. “The
occupational health nurse gains an understanding
of our medical case managers’ thought process
from the questions they ask. And the case man-
agers learn that the occupational health nurse can
be an ally in their effort to return injured workers
to the workplace,” Strate explains.

Of course, trainers also encourage new case
managers to join professional organizations and
take advantage of local conferences and work-
shops. “Our local CMSA chapter holds quarterly
conferences that we strongly encourage case
managers to attend,” says Blacet.

(Editor’s note: The CMSA speaker’s bureau is avail-
able on-line at www.cmsa.org. Other suggested
resources can be found in the box on p. 25.) ■

Four critical steps
lead to best outcomes
500 files show valuable return-to-work initiatives

Instinctively, workers’ compensation case man-
agers at Liberty Mutual in Dover, NH, knew

that there were several case management inter-
ventions that resulted in positive outcomes. Three
years ago Liberty hired a consultant to review
more than 500 closed files to determine if their
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instincts were right.
The consultant worked with Liberty Mutual

case managers and regional directors to “delve
deeply” into more than 500 closed cases with posi-
tive return-to-work outcomes, explains Judith L.
Strate, BSN, CCM, regional director for training at
Liberty Mutual’s commercial professional services
training department. “We wanted to know what
the medical case manager did on those files that
produced positive return-to-work outcomes.”

What they found, says Strate, were four critical
interventions Liberty Mutual now refers to as
“Value Creation Levers.” Those levers are case
management interventions that positively impact
the outcome when they are put into place and fol-
lowed through with, she explains.

“Some case managers were critical of the pro-
cess,” she notes. “They argued that we paid a con-
sultant to tell us what we already knew. However,
what we had was anecdotal evidence — a general
concept that certain interventions were important
to creating good outcomes. What we have now is
verification that when case managers use those
interventions they achieve good outcomes.”

Leveraging good outcomes

The four essential Value Creation Levers iden-
tified by the Liberty Mutual study are:

• Initiate early discussion with the primary
provider to set appropriate return-to-work expec-
tations and a target return-to-work date.

• Obtain and implement modified-duty
opportunities.

• Initiate proactive discussion with the primary
provider to assess the medical treatment plan.

• Establish proactive and ongoing follow-up
with the primary provider.

The study team also identified other interven-
tions that seem to have a positive impact on out-
comes, but not to the same degree as the four
essential Value Creation Levers, adds Strate.

Those interventions include:
• Initiate early communication with the

injured worker to identify return-to-work
barriers.

• Send an on-site nurse to medical appoint-
ments with injured worker.

• Send an on-site nurse to evaluate the injured
worker.

“We have incorporated the Value Creation
Levers into our new hire training,” says Strate. “As
we take nurses through the case management
work process, we emphasize how to use the Value

Creation Levers as part of the continuum of evalu-
ating and putting together a case management plan
for return-to-work,” she notes, adding that case
managers are encouraged to use and document
those levers as they work through case studies in
training sessions. (For further discussion of case
management training, see the cover story.) ■■

Building better CMs with
new core curriculum
CMSA book serves as educational guide

It’s now just a little easier to develop a compre-
hensive training program for new case man-

agers, thanks to a recently released book
co-published by the Case Management Society of
America (CMSA) in Little Rock, AR, and
Lippincott, Williams and Wilkins in Baltimore.
The CMSA Core Curriculum for Case Management
provides the core body of knowledge for the
practice of case management as outlined by
CMSA.

The new core curriculum, like the CMSA
Standards of Practice, was developed by experi-
enced case managers who represent a variety of
professional disciplines and practice settings,
says CMSA president Sandra L. Lowery, RN,
BSN, CRRN, CCM, president of CCMI Associates
in Francestown, NH. “Both the core curriculum
and the CMSA Standards of Practice went through
an extensive, collaborative peer development and
review process by the field as well as by repre-
sentatives of CMSA’s board of directors. For these
reasons, they are accepted resources for the
development of case management models as well
as for training staff.” (For further discussion on
the training of case managers, see the cover
story.)

The 354-page soft-cover book contains 21 chap-
ters, each authored by an experienced profes-
sional. The issues are presented in a quick
reference/outline format with examples of case
management practices. Each chapter includes
learning objectives, terms and concepts, and
updated material for practicing case managers.

Topics covered include:
• case management process;
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Medicaid kids don’t cost more

The number of Medicaid-insured children
enrolled in managed care plans is on the rise

nationwide. Many commercial managed care
plans are discontinuing their participation in
Medicaid because of low reimbursement rates.
Yet, a newly published study finds that
Medicaid-insured and privately insured children
in the same HMO had similar medical expenses.

Researchers compared the health care use and
costs of children with Medicaid and children
with commercial insurance within the same large
California HMO between 1995 and 1997. Costs
were adjusted for age, sex, and whether the child
had joined the HMO within two months of birth.

Roughly 9% of Medicaid-insured children
were medically needy, and 4% of Medicaid chil-
dren were blind or disabled. Income-eligible
Medicaid-insured and commercially insured
groups of children had similar use of outpatient
services such as clinic and hospital outpatient
visits. However, Medicaid-insured medically
needy children had significantly more clinic vis-
its than their commercially insured counterparts,
with an average of 5.2 visits compared to 3.6.
Blind or disabled Medicaid children had signifi-
cantly more hospital outpatient visits with .09,
compared to .03, and clinic visits with an average
of 5.6, compared to 3.6 for similarly challenged
commercially insured children.

Other findings include:
• Overall, income-eligible Medicaid-insured

and commercially insured children had costs of

about $60 per month.
• The medically needy Medicaid-insured chil-

dren cost $81 per month compared to $61 for com-
mercially insured children who were medically
needy. The difference in cost is attributed to $12
more per month for outpatient clinic visits and $3
more per month for emergency department costs.

• The greatest cost difference was found in
Medicaid-insured blind and disabled children.
These children cost $277 per month compared to
$61 for their commercially insured counterparts.

[See: Ray GT, Lieu T, RM Weinick, et al.
Comparing the medical expenses of children
with Medicaid and commercial insurance in an
HMO. Am J of Man Care 2000; 6(7):753-760.] ▼

Specialty docs don’t always
impact cost or outcomes

Managed care organizations often face harsh
criticism for their use of primary care

physicians (PCPs) as gatekeepers to control
access to specialists as a mechanism to hold
down costs. However, a new study shows that
the rate at which PCPs refer patients to special-
ists has little impact on patient cost or outcomes
and efforts to constrain PCP referrals to special-
ists may be misguided and unnecessary.

Researchers analyzed 1995 claims data and
patient survey data to examine the relationships
between PCP referral rates and patient costs,
health status, risk of avoidable hospitalization,
and care satisfaction. The data set included 457
PCPs in an independent practice association and
217,606 adult patients. The survey included 50

Managed Care
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patients each from 100 PCPs in 1997.
Unlike similar studies that showed higher

costs related to referrals, this study adjusted for
differences in patient mix. After adjustment for
age, sex, and health status, researchers found no
significant relationship between PCP referral rate
and costs or patient risk of avoidable hospitaliza-
tion. The survey data revealed no relationship
between the PCP referral rate and patient self-
rated physical or mental health. However,
patients of physicians with higher referral rates
were slightly more satisfied with their care than
were patients of physicians with lower referral
rates. In addition, referral rate by itself was not
an important determinant of patient outcomes.

Researchers concluded that although these
results should not suggest that open access to
specialists would be cost-neutral, they do sup-
port efforts to reduce referrals to specialists by
PCPs. The researchers add that containment
strategies that restrict referrals to specialists set
the stage for competition among specialists and
PCPs that may have negative effects.

[See: Franks P, Mooney C, Sorbero M.
Physician referral rates: Style without much sub-
stance? Medical Care 2000; 38(8):836-846.] ▼

Interactive voice system
improves outcomes

Interactive voice response (IVR) systems mod-
erately improve the outcomes of patients with

chronic diseases such as diabetes and depression,
according to a review of studies conducted
between 1985 and 1999.

IVR assessment is often used to indicate when a
diabetes patient’s blood sugar levels are too high,
or when a person is struggling with depression.
Patients using IVR receive recorded messages and
report clinical information using their telephone
touch-tone keypad or voice recognition technol-
ogy. Patients are more likely to report sensitive
information accurately in their interactions with
IVR systems than they are during in-person inter-
views, according to the retrospective review. In
addition, patients can access IVR systems more
frequently and conveniently than their physi-
cian’s office or outpatient clinic, notes John D.
Piette, PhD, of the Palo Alto Veteran’s
Administration Center for Health Care Evaluation
and Stanford University in California.

The studies showed the benefit of IVR systems
on patient outcomes. For example, in one study
patients with diabetes who used an IVR system
to obtain health information, report changes in
blood glucose levels, and access a decision-sup-
port system for making insulin dose adjustments,
had a threefold decrease in diabetes crises and an
average glycosylated hemoglobin of 0.8%.
Another study showed that diabetes patients
who used an IVR system had improved self-care
and fewer symptoms of poor glycemic control
than similar patients who received usual care.

Piette also found that nurse educators used IVR
assessment information to identify patients need-
ing additional counseling, which was provided via
follow-up telephone calls. Patients using the IVR
system also reported fewer symptoms of depres-
sion and days in bed due to illness than patients
receiving usual care. Another study found that
hypertensive patients who received weekly IVR
monitoring with feedback of their assessment data
from physicians, when necessary, had improved
medication adherence and decreased diastolic
blood pressure compared with usual-care patients.

Piette says the studies suggest that IVR assess-
ments may be a useful adjunct to care for
patients with a variety of chronic physical and
mental illnesses. Patients who face barriers to
self-management, such as lack of social support,
poor English competence, poor health literacy, or
mental health problems, may benefit even more
from the additional oversight afforded by peri-
odic IVR assessments, he adds.

[See: Piette JD. Interactive voice response sys-
tems in the diagnosis and management of chronic
disease. Am J of Man Care 2000; 6(7):817-827.] ▼

How plans measure
performance counts

Performance on standardized measures used
by health plans to compute their scores

through the Health Plan Employer Data and
Information Set (HEDIS), developed by the
National Committee for Quality Assurance
(NCQA) in Washington, DC, is influenced by
factors such as enrollee schooling, income, and
ethnicity, according to a recent study. These find-
ings are particularly important because large
insurers and other health plan purchasers as well
as individual consumers make health insurance



Dedicated unit improves
care of seniors

Aspecial care unit dedicated to care of older
patients improves both outcomes and satis-

faction ratings, according to researchers at
Summa Health System in Akron, OH.

The study conducted at Summa tested a multi-
component intervention, called Acute Care for
Elders (ACE). The trial included 1,531 patients
age 70 or older currently living at home who
were admitted to the hospital for an acute med-
ical illness between November 1994 and May
1997. The ACE unit included a specially
designed environment with carpeting and a
home-like atmosphere. The unit team consists of
the patient’s nurse, a geriatric clinical nurse spe-
cialist, geriatrician, social worker, dietician,
physical therapist, occupational therapist, phar-
macist, and home care nurse. Features of the
multi-component ACE intervention include:

• nursing care plans for prevention of disabil-
ity and rehabilitation;

• early planning for patient discharge;
• review of medical care to prevent complica-

tions such as adverse drug reactions.
Patients were randomly assigned to admission

to either the ACE unit or a standard room.
Findings include:

• Self-reported measures of function did not
differ at discharge between the intervention
(ACE) group and the usual care group.

• The composite outcome of activities of daily
living decline from baseline to nursing home
placement was less frequent, at 34% in the ACE
group compared to 40% in the usual care group.

• There were no significant differences in
costs, hospital length of stay, home health visits,
or readmissions in the two groups.

• Physical therapy consults were obtained for
42% of the ACE group compared to 36% of the
usual care group.

• Restraints were applied to 2% of the ACE
patients compared to 6% of the usual care
patients.

• Satisfaction with care was higher for the
ACE group than for the usual care group. This
higher satisfaction rate was recorded in patients,
caregivers, providers, and nurses working with
the patients.

“It appears that the ACE model helps older
patients remain independent and avoid nursing
home placement during the year following hospi-
talization,” says lead author Steven R. Counsell,
MD, with Summa Health. “These improvements
were accomplished without increasing hospital
length of stay or costs.”

[See: Counsell SR, Holder CM, Liebenauer LL,
et al. Effects of a multicomponent intervention
on functional outcomes and process of care in
hospitalized older patients: A randomized
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contracting decisions based on how well a health
plan performs on HEDIS measures.

Researchers analyzed data from 112,397
enrollees of 10 managed care plans in different
regions of the United States. They examined how
the characteristics of health plan enrollee neigh-
borhoods were related to outcomes on the HEDIS
quality measures. Researchers found that within
each health plan, certain populations from areas
with relatively high percentages of residents on
welfare or who were black or Hispanic received
generally poorer quality of care, while enrollees in
urban areas and areas with higher educational
levels or more Asian-American residents received
consistently better care.

Although other studies have found that minor-
ity, low-income, and poorly educated patients
under-use essential medical services, the impor-
tant finding of this study is that it represents

differences among commercially insured patients
within the same health plans, notes lead author
Alan M. Zaslavsky, PhD, associate professor in
the department of health care policy at Harvard
University Medical School in Cambridge, MA. He
notes that the findings underscore the importance
of determining the appropriate role for case-mix
adjustment — a method used to make adjust-
ments for the composition of a plan’s enrollees to
permit a more accurate assessment of quality of
care provided by the plan. Further, Zaslavsky says
more detailed adjustments that go beyond geo-
graphic proxies for the characteristics of enrollees
are necessary to determine the underlying causes
of the variations in this study.

[See: Zaslavsky AM, Epstein AM, Cleary PD,
et al. Impact of sociodemographic case mix on
the HEDIS measures of health plan quality.
Medical Care 2000; 38(10):981-992.] ■

Geriatrics
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controlled trial of acute care for elders (ACE)
in a community hospital. J Am Ger Soc 2000;
48(12):1572-1581.] ▼

PIS scores pain best for
impaired adults

Providers often have difficulty assessing pain in
cognitively impaired adults. A comparison of

three commonly administered pain scales found
that the Philadelphia Pain Intensity Scale (PIS)
appears to be the most useful and is easily used
by nonprofessional caregivers in the community.

Standardized pain assessment instruments
were administered to 156 cognitively impaired
(CI) adults and their caregivers in the subjects’
home by trained research assistants between
June and October 1998. Subjects were assessed
with the following tools:

• Nonverbal Visual Analog Scale (“line” scale);
• Faces Pain Scale (“faces” scale);
• Philadelphia Pain Intensity Scale.
Research assistants observed pain behaviors in

the subjects using the Hospice Approach
Discomfort Scale. The subjects’ caregivers com-
pleted the “line,” “faces,” and PIS scales, as well
as the Cornell Scale for Depression in Dementia.
In addition, a baseline Mini-Mental State Exam,
Functional Assessment Stage Test, and Geriatric
Depression Scale were performed on all CI sub-
jects by medical, nursing, or social work staff of
Providence ElderPlace in Portland, OR, where
study subjects were enrolled in the Program of
All-inclusive Care for the Elderly (PACE).

Of the 104 subjects completing at least one pain
assessment tool, 12.5% reported no pain and
87.5% reported some pain.

Other findings include:
• Sixty-seven percent of the subjects able to

complete a pain assessment tool agreed with
their caregiver about the level of their pain.

• The number of pain assessment tools com-
pleted decreased with increased cognitive
impairment.

• The PIS was the tool most likely to be com-
pleted by both subjects and their caregivers.

• The Hospice Approach Discomfort Scale did
not correlate well with other pain assessment
tools used in the study.

[See: Krulewitch H, London MR, Skalel VJ, et
al. Assessment of pain in cognitively impaired

older adults: A comparison of pain assessment
tools and their use by nonprofessional caregivers.
J Am Ger Soc 2000; 48(12):1607-1611.] ■

Hospice must better
address depression

Arecent study suggests that palliative care
programs must adequately address depres-

sion and hopelessness in terminally ill patients in
order to reduce this desire for hastened death.
The desire for hastened death has taken on
added importance in palliative care as the debate
regarding legalization of assisted suicide contin-
ues to mount.

Researchers conducted a prospective study of
92 terminally ill patients in a 200-bed palliative
care hospital in New York City admitted between
June 1998 and January 1999 for end-of-life care.
Patients passed a cognitive screening test and pro-
vided sufficient data to permit analysis.

Patients completed the Scores on the Schedule
of Attitudes Toward Hastened Death (SAHD), a
self-report measure assessing desire for hastened
death among individuals with life-threatening
medical illness. Findings include:

• Seventeen percent of patients were classified
as having a high desire for hastened death based
on the SAHD and 16% of patients met criteria for
a current major depressive episode.

• Desire for hastened death was significantly
associated with a clinical diagnosis of depression
and hopelessness.

• In multivariate analyses, depression and
hopelessness provided independent and unique
contributions to the prediction of desire for has-
tened death.

• Social support and physical functioning
added significant but small contributions to pre-
dicting desire for hastened death.

Researchers suggest that interventions which
address depression, hopelessness, and social sup-
port be standard aspects of all palliative care, par-
ticularly as it relates to desire for hastened death.

[See: Breitbart W, Rosenfeld B, Pessin H, et al.
Depression, hopelessness, and desire for has-
tened death in terminally ill patients with cancer.
JAMA 2000; 284(22):2907-2911.] ■

Oncology



• outcomes management;
• leadership skills and concepts;
• geriatric case management and continuum of

care;
• pediatric case management;
• workers’ compensation case management;
• disability case management;
• occupational health management.
“Hopefully, this book will serve as a beginning

education tool for new case managers and a refer-
ence for seasoned case managers,” says core cur-
riculum reviewer Julie A. Rieve, RN, BSHCM,
CCM, CPHQ, FNAHQ, founder and president of
CQI, a health care management consulting ser-
vices company in San Diego. “The case manage-
ment profession needs a reference book which
ties the commonalties of the various practice set-
tings together in one document — in other
words, a reference tool which focuses on the tasks
rather than on the different practice settings or
employer preferences,” she notes. “The practice is
a profession separate from the organizations
which employ case managers.”

CMSA released the core curriculum, says
Lowery, as part of the association’s ongoing effort
to solidify the credibility of the case management
role within the health care industry. “The reputa-
tion of case management as a valuable service is
negatively impacted when case managers are in
positions where they are not given adequate
preparation to perform their role,” she notes.
“The standards of practice serve as the core con-
ceptual framework for the education and training
of case managers, and now we have the core cur-
riculum which serves as a guide for the content
of case management education and training.”

Other professionals agree that the timing was
right for the release of the core curriculum. “I
think it was important to have this book released,
because we, as case managers, have taken the
time to outline what we feel are the essentials for
case management — the basic core knowledge,”
says core curriculum reviewer Penny Burman,
RN, BSN, CCM, supervisor of case management
for Blue Cross/Blue Shield of North Dakota in
Fargo. “Some skills, like analytical skills, commu-
nication skills and research skills, which are
essential to case management, can’t be learned by
reading a book,” she notes, “but I hope this book
will become a standard for developing a body of
knowledge for case managers, and a must-have
reference/resource book.”

Edited by Suzanne K. Powell, RN, BSN, CCM,
CPHQ, director of case management and contin-
uous quality improvement for the Health
Services Advisory Group in Phoenix, and Donna
Ignatavicius, MS, RN, CM, president of DI
Associates in Hughesville, MD, the book costs
$39.95. CMSA members receive a 15% discount.
To order the CMSA Core Curriculum for Case
Management, visit the Lippincott Web site at
www.lww.com, or call (800) 638-3030. ■

Evidence points to future
nurse work force shortage
Texas study mirrors national trend

Evidence continues to mount that the
American health care delivery system is head-

ing towards a major nursing crunch that will
make it increasingly harder for you to coordinate
quality care for your case management clients.
The latest data come from Texas, where fewer
young adults enter the field of nursing each year.

Nearly 50% of nurses in Texas are between the
ages of 31 and 45, and another 30% are in the 46
to 55 age group. This dominance of nurses in
their 40s means that Texas, like the rest of the
nation, faces the potential for a deep, long-term
nursing shortage over the next 10 to 15 years. But
the news from Texas isn’t all bad: More than 60%
of nurses said they would enter nursing again
today if they “had it to do over.” Further, 57%
said they would encourage young people inter-
ested in the health care field to enter nursing.

“Nurses are concerned about the quality of
patient care they deliver,” says Nancy Ackley,
RN, director of the Texas Nurses Foundation.
“Specific workplace practices — more paper-
work, sicker patients, and fewer nurses to care for
more patients — are seen as negatively impacting
the quality of patient care.”

The big three

The Texas Nurses Foundation in Austin recently
released the results of a 453-respondent survey on
nursing job satisfaction that is part of the Texas
Nurse Workforce Data System project. The project
is a collaborative effort of the Texas Nurses
Foundation, the Texas Institute for Health Policy
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Research of the Texas Hospital Association, also in
Austin, and the Center for Health Economics and
Policy at the University of Texas Health Sciences
Center in San Antonio. Its goal is to identify barri-
ers to increasing the supply of nurses and to
develop a predictive model regarding nurse sup-
ply and demand to help policy makers allocate
resources for nursing education.

The study identified three key factors affecting
the retention of nurses in the active work force,
notes Ackley. Those factors are:

• Work environment practices that contribute
to work-related stress, burnout, and attrition.
“About 50% of nurses reported increases in
required overtime, floating between units
depending on patient volume, and the use of
temporary nurses,” says Ackley.

• The aging of the current RN work force,
combined with shrinking applicant pools for
schools of nursing and the concurrent aging of
nursing school faculty. To work beyond their
projected retirement age of 62, RNs surveyed
said that “improvements would be needed in
patient care — higher ratios of nurses to
patients, reduced paperwork, and generally bet-
ter working conditions.”

• Generational differences in women’s career
choices that make nursing less attractive. Only
14% of the 453 nurses surveyed were under age
31. In addition, of those surveyed not currently
employed as nurses, 18% had changed to
“another field,” and 11% had enrolled in “an edu-
cation program.”

Other national studies show troubling signs of
an impending nursing shortage. Data from the
U.S. Census Survey shows that the average age of
RNs increased substantially from 1983 to 1998.
This trend is expected to lead to a nursing supply
shortage that will affect the access to and quality
of health care in the United States as early as 2010
— the same year that large numbers of nurses
and the first of the nation’s 78 million baby
boomers begin retiring and enrolling in the
Medicare program.

The total number of full-time equivalent RNs
per capita is forecast to peak around the year
2007 and decline steadily thereafter as large
groups of RNs retire, according to a study in the
Journal of the American Medical Association. Within
the next 10 years, the average age of RNs is fore-
cast to be 45.4 years, an increase of 3.5 years over
the current age, with more than 40% of the RN
work force expected to be older than 50. (For
more on the study, see Case Management

Advisor, December 2000, p. 201.)
Copies of the report, In Their Own Words: Career

Fulfillment of Texas RNs, are available from the
Texas Nurses Foundation for $45 for members of
the foundation and members of the Texas
Hospital Association, and $65 for nonmembers,
plus $3.50 for tax, shipping, and handling. For
more information, call (512) 453-7015.

[See also: Buerhaus PI, Staiger DO, Auerbach
DI. Implications of an aging registered nurse
workforce. JAMA 2000; 283(22):2948-2954.] ■

Heads-up: URAC adopts
updated scoring system
New approach should reduce variability

If you’ve put off the accreditation process or are
up for renewal soon, read up, because the rules

are about to change. A new scoring system which
will begin later this year and be fully imple-
mented by mid-2002 should improve inter-rater
reliability and provide enhanced feedback to
organizations seeking accreditation for their case
management departments and other services
from the Washington, DC-based American
Accreditation HealthCare Commission, more
commonly known as URAC.

Gary Carneal, JD, MA, president and chief
executive officer of URAC, says the organization
is always exploring new ways to make the
accreditation process more efficient and effective.
“The new scoring methodology is one example of
URAC’s continuing development as an accredita-
tion organization.”

The current scoring methodology is based on
“shall” standards and “should” standards.
Applicants must comply with 100% of shall stan-
dards and 60% of should standards to achieve
accreditation. These standards are scored by URAC
raters on a pass/fail basis. (For more information
on accreditation of case management programs,
see Case Management Advisor, December 1998,
pp. 197-199, and December 1999, pp. 181-184.)

Beware the heavyweights

The new scoring system replaces shalls and
shoulds with numerical weights that indicate a
standard’s relative importance. Numerical ratings
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will replace the pass/fail methodology, and under
the new system, organizations will earn higher rat-
ings by demonstrating greater compliance with
the standards. The weights and an applicant’s rat-
ings will be combined to provide an overall score
upon which URAC’s Accreditation Committee
will base its accreditation decision.

The new scoring system provides some flexi-
bility yet it maintains the concept of mandatory
standards set in URAC’s current “shall” stan-
dards, notes Carneal. Under the new system,
standards with the highest numerical weights
will be “mandatory standards.” Organizations
that fail to meet all the mandatory standards will
not earn URAC accreditation, regardless of their
overall score.

“The purpose of the mandatory standards is to
ensure that all URAC-accredited organizations
provide fundamental protections for patients’
rights and safety,” says Carneal.

He notes that URAC will not apply the new
scoring system to the current versions of accredi-
tation standards. Instead, the new scoring rules
will be incorporated into each set of accreditation
standards as they are revised. The first set of stan-
dards scheduled for revision is URAC’s health
utilization management accreditation program.

For more information about the new scoring
methodology, or other URAC accreditation
issues, call (202) 216-9010, or visit URAC’s Web
site at www.urac.org. ■

Study says drug ads
deserve failing grade
Researchers suggest CMs ‘be prepared’

Prescription drug ads are hard to avoid. Some
supporters of drug ads claim they do more

than sell pills, they also help educate consumers
about medical conditions and their potential
treatments. Yet, a recent study by researchers at
the University of California at Davis and the
University of California at Los Angeles finds
drug ads fail to educate consumers at all.

“No English-speaking country other than the
United States permits direct-to-consumer pre-
scription drug advertising,” notes Richard L.
Kravitz, MD, director of the University of
California Davis Center for Health Services

Research in Primary Care. “A leading argument
in favor of allowing this advertising is that the
ads are educational; however, our research
shows that in practice this argument often falls
short.”

Researchers analyzed 320 print ads promoting
101 prescription drugs which appeared in 18 pop-
ular magazines between 1989 and 1998. On an 11-
point scale of educational content, the average ad
scored a low 3.2 points.

What’s that drug called?

In fact, most ads, says Kravitz, failed to pro-
vide information about how a drug works, its
success rate, how long it must be taken, alterna-
tive treatments, or helpful lifestyle changes.
Several ads didn’t even reveal the drug’s name,
he adds.

Specific study findings include:
• Only 9% of prescription drug ads report the

drug’s success rate.
• Only 9% of ads clarify misconceptions about

the medical conditions the drug is prescribed to
treat.

• Eleven percent of ads report how long the
drug must be taken.

• Twelve percent of ads state the prevalence of
the condition the drug treats.

• Twenty percent report how long it takes for
the drug to work.

• Less than 25% of ads describe lifestyle
changes patients make to improve the condition
the drug treats, either alone or in combination
with the drug.

• Only 27% of ads provide information on the
causes or risk factors for the condition the drug
treats.

• Less than 30% of ads acknowledge the exis-
tence of competing treatments.

• 35% of ads offer consumers a method for
obtaining more information about the drug or the
condition it treats.

• Less than 40% of ads report how the drug
works.

• Seventy-three percent of ads provide a toll-
free information number.

• Ninety-five percent of ads named the medi-
cal condition the drug treats.

The ads, says Kravitz, are designed to encour-
age patients to request the advertised drugs from
their physicians. He says this typically leads to
one of the following three outcomes:

• Best outcome: The patient requests the drug
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and the drug is appropriate for the patient.
• Poor outcome: The patient requests an

appropriate drug and the physician refuses to
prescribe it — locking the patient and physician
in an argument that threatens the doctor-patient
relationship.

• Worse outcome: The patient requests an
inappropriate drug and the physician agrees to
prescribe the drug anyway — possibly causing
the patient’s health to suffer.

Case managers can become the physician’s ally
in this struggle by gathering educational resources
produced by physician groups, such as the
American Medical Association in Chicago, and
specific medical condition-related groups, such as
the American Heart Association in Dallas. When a
patient asks questions about a specific drug, or
states a desire to request the drug from his physi-
cian, Kravitz suggests that case managers provide
a handout, saying, “This information is produced
by the best experts in the field, and provides a
more balanced view than those found in profit-
motivated advertisements.” ■

Fall protection program
hits financial grand slam
$3,000 investment nets $150,000 savings

Atwo-year independent study of frail seniors
at risk for hip fracture scored a risk reduc-

tion “grand slam” with no fractures recorded
during the two-year study, says George M.
Gross, PT, rehabilitation supervisor for the Elder
Service Plan at the East Boston Neighborhood
Health Center in Boston.

“We have a strong need for prevention and
place a very high emphasis on prevention —
that’s a must for us,” says Gross of the capitated
plan that provides comprehensive services for the
most frail elderly as part of a PACE — Program
of All-inclusive Care for the Elderly — demon-
stration site. “The nice thing about capitated pro-
grams is that you’re not restricted on how you
spend your money. Physical therapy to prevent
falls is not a covered service under Medicare, but
we do it routinely.”

The Elder Service Plan’s emphasis on primary
prevention efforts by all disciplines led the rehabil-
itation department to conduct a review of incident
reports related to falls. “We have fall prevention
programs in place,” notes Gross, “but even with
preventive efforts, such as home safety evaluations
and physical and occupational therapy evalua-
tions of all patients, it’s impossible to eliminate or
anticipate every fall. We decided that if some of
our patients were going to fall despite our best
efforts at primary prevention then we had to look
at a program of secondary compensation to reduce
the risk of injury when those falls occur.”

But do they work?

Gross says he’d been aware of hip protector
products for several years but had never been
able to find much information on them. “I
looked for studies in the literature and asked
around at conferences and conventions, but
there wasn’t much information available,” he
notes. “We decided to start using hip protectors
for our highest-risk patients and track our own
data — what we found was both compelling and
gratifying.”

The Elder Service Plan selected a product called
HipSaver, manufactured by HipSaver in Canton,
MA. The hip protector underwear has soft 1/2-inch
thick polymer pads sewn into wash-and-wear
poly-cotton briefs for both men and women. The
pads are hand-sized and sewn right over the hips.
They work by first absorbing the shock of the fall
and then dispersing its impact over a larger sur-
face area to reduce the damaging impact force of a
fall on a vulnerable hip.

“At the time we began our study, we pur-
chased six pairs of HipSaver for each of the 29
patients in the study group, at a cost of $100 per
patient,” says Gross. “Now, $3,000 sounds like a
lot of money to an administrator — we had to
justify it.”

To do that, Gross and his colleagues calculated
the first-year cost of a single hip fracture for an
Elder Service Plan member and found it was a
staggering $16,000 to $18,000 — not including
downstream costs such as eventual nursing home
placement or supportive home health services.
“That figure meant that if we prevented a single
hip fracture in the study group, we would come
out far ahead.”

Patients at highest risk for falls were enrolled
in the study group. “We develop profiles of our
fallers and have identified common risk factors
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for falls,” says Gross. “The average age of our
patients is 80 and their average number of co-
morbidities is 10, but the highest correlated find-
ing for risk of falling was prior falls.”

Other predictive factors for falls identified by
the Elder Service Plan include:

• dementia, which leads to poor safety
awareness;

• urinary incontinence;
• gait or balance disorders;
• acute medical changes.
“A common cold or a urinary tract infection

knocks our patients for loops,” he says.
Yet, none of the 199 falls experienced by the 29

patients in the study group resulted in a hip frac-
ture, compared to a 4.3% fracture rate in the less-
at-risk control group not wearing HipSaver. “The
control group had 350 falls and 16 hip fractures
for a fracture rate of 4.3%. In other words,”
explains Gross, “we would expect to have 4.3
fractures for every 100 falls. That means we
would have expected a minimum of eight frac-
tures in the study group with its 199 falls — but
we had none.”

Going back to that $16,000 to $18,000 up-front
cost for a single hip fracture, preventing eight or
nine hip fractures saved the Elder Service Plan
roughly $150,000 for its $3,000 investment.

“From a financial perspective — that’s a grand
slam,” says Gross. “From a preventive-practice
perspective, it’s also a grand slam.”

Yet, despite the success of the HipSaver study,
Gross cautions that the hip protector pads are not
a panacea. “Not every patient at risk for falls gets
HipSaver,” he says. “First, we try correcting as
many underlying risk factors as we can. Many
risk factors for falls are reversible — such as acute
medical changes or medication effects. So, we still
put primary prevention first.”

Compliance is an issue for some patients. “The
original HipSavers we used in our study were
bulky,” says Gross. “Some of our more body-
conscious patients were reluctant to wear them.”

The Elder Service Plan enlisted the help of the
patients’ families, physicians, nurse practition-
ers, and physical therapist to try to increase
compliance. “Yet, we still had patients who
said they weren’t ‘going to add more padding to
my hips.’”

HipSaver now has a “slim line” product avail-
able that’s not nearly as bulky as the original
product and the compliance rate has improved,
says Gross. “We don’t know yet whether or not
the new slimmer model is as effective as the

model we tested,” he notes.
For more information on HipSaver, contact the

company at 7 Hubbard St., Canton, MA 02021.
Telephone: (800) 358-4477. Or, visit the company’s
Web site at www.hipsaver.com. ■

Which hospitals deliver
best care for seniors?
Researchers say bigger is better

Orthopedic procedures are not only costly pro-
cedures, but poor orthopedic outcomes often

lead to nursing home admissions in the elderly. If
you want to avoid premature nursing home
admissions and achieve the best possible out-
comes for older clients undergoing orthopedic
procedures, send them to one of the 100 top
orthopedic benchmark hospitals or just about
any teaching hospital, suggests a new study
recently released by the HCIA-Sachs Institute,
the research and education division of the health
care consulting firm HCIA-Sachs, based in
Evanston, IL, and the Human Motion Institute
in Canonsburg, PA.

“The obvious goal of treatment,” notes study
director Jean Chenoweth, executive director of the
HCIA-Sachs Institute, “is to help patients return to
a normal life to the greatest extent possible. The
study shows that 100 top orthopedic hospitals are
enabling significantly more orthopedic patients to
return home rather than be institutionalized. These
hospitals also are demonstrating lower complica-
tion rates and lower overall costs.”

Researchers used a computerized review and
analysis of more than 700,000 Medicare orthope-
dic cases, using the following clinical and finan-
cial measures:

• risk-adjusted mortality rates;
• risk-adjusted complication rates;
• number of unique patients receiving ortho-

pedic services;
• average length of stay at hospital, adjusted

for illness acuity;
• cost per patient, adjusted for illness severity

and local wage differences;
• percentage of patients who came from and

were discharged to home.
The study identifies the 100 best performing

hospitals for orthopedic services in 2000 and
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finds that these 100, as well as teaching hospitals
overall, achieve better outcomes at lower cost
even though they treat more complex cases. The
study focuses on outcomes for four established
technical procedures: total knee replacement,
total hip replacement, partial hip replacement,
and intertrochanteric fracture.

Findings include:
• Benchmark teaching hospitals with orthope-

dic residency programs are most likely to release
orthopedic patients home after hospitalization,
rather than discharging them to a skilled nursing
or other short-term care facility.

• More than 65% of women compared to
roughly 50% of men treated for the procedures
studied remained institutionalized after hospital
stays. Women in the study were more likely to
be discharged to a skilled nursing facility or
other short-term care facility. Researchers sur-
mise that one possible reason for this finding is
that women are more likely to outlive men,
implying that more elderly men than elderly
women may have a spouse at home to provide
support and care.

• Hospitals with the largest orthopedic pro-
grams have the lowest death and complication
rates.

Study excerpts and a list of the top 100 ortho-
pedic hospitals listed in alphabetical order are
available on the Internet at www.100Top
Hospitals.com. ■

HCFA says ‘yes’
to cryotherapy

The Baltimore-based Health Care Financing
Administration (HCFA) extended new hope

to men who have failed radiation treatment for
prostate cancer with its recent decision to
approve Medicare reimbursement of cryotherapy
in these salvage patients.

“The HCFA decision further endorses
cryosurgery as a valid, enduring method for
treating men with prostate cancer,” says Jim
McGlone, president and chief executive officer of
Galil Medical USA in Woburn, MA, developers of

the SeedNet System, which delivers extremely
low freezing temperatures to ablate the diseased
prostate while avoiding damage to adjacent
healthy tissue.

Freezing the prostate is the most feasible
option if cancer recurs locally due to radiation
or other treatment failures, according to a recent
study in the journal Urology. An estimated 25%
of patients who receive radiation therapy for
prostate cancer will have local recurrence within
10 years. Cryosurgery is also an attractive option
for prostate patients who, because of age or
other health issues, cannot or do not wish to
undergo surgical removal of the diseased
prostate gland.

“We are very pleased by the HCFA action and
their concern for a group of patients with very
few treatment options,” says Paul Mikus, chair-
man and chief executive officer of Endocare in
Irvine, CA, which also manufactures cryosurgery
technology. “Now, these men have another
proven option after radiation therapy.”

Each year, 30% of the roughly 180,000 men
diagnosed with prostate cancer undergo radia-
tion therapy as a primary treatment. Roughly
40%, or nearly 22,000, of these men have recur-
rence of the disease. For these men, secondary
treatment with cryosurgery can stop the progres-
sion of the disease and improve long-term sur-
vival, according to the study published in
Urology. In that study of men who were unsuc-
cessfully treated with radiation therapy for
prostate cancer, researchers found that 97% of
men who received cryosurgery were disease-free
two years later.

“Cryosurgery — both as a primary treatment
and as a salvage treatment for men with recur-
ring prostate cancer — can result in long-term
cure rates and has very few complications,”
notes Aaron Katz, MD, assistant professor of
urology at Columbia Presbyterian Medical
Center of New York-Presbyterian Hospital in
New York City. “Also, unlike other procedures,
cryosurgery can be performed on older men or
those who may have pre-existing health
problems.”

Information on cryosurgery can be found on
the Galil Medical Web site at www.galilmedical.
com and on the Endocare Web site at www.
endocare.com.

[See also: de la Taille A, Hayek O, Benson MC,
et al. Salvage cryotherapy for recurrent prostate
cancer after radiation therapy: The Columbia
experience. Urology 2000; 55(1):79-84.] ■
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FDA approves blood thinner

Lovenox (enoxaparin sodium), was recently
approved as a blood-thinning agent for the

prevention of life-threatening blood clots in med-
ical patients who are at risk for thromboembolic
complications due to severely restricted mobility
during acute illnesses. Aventis Pharma in
Parsippany, NJ, makes the low-molecular-weight
heparin drug.
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Conference targets case
management quality

Experts will share their proven ideas for
successful case management at The

6th Annual Hospital Case Management
Conference: Blue-print for Case Management
Success: Information, Accountability and
Collaboration, to be held March 25-27, 2001
in Orlando, FL. The conference is sponsored
by American Health Consultants, publisher
of Hospital Case Management and Case
Management Advisor.

The timely topics offer something for every
hospital-based case manager or quality profes-
sional. A number of speakers will address
issues including:

• New avenues for community case
management;

• Knowledge-driven care coordination;
• Creating a heart service line report card
• What you can teach your CEO about man-

aged care;
• Values, ethics, and legal parameters in case

management;
• The ABCs of the Balanced Budget Act
• Reimbursement: An ever-changing

process;
• Key concepts in case management;
• An interdisciplinary practice model for

acute-care case management;
• Better case management through denial

management;
• Measuring the impact of case management

interventions.
Each session sets aside time for you and

your peers to ask the experts your most burn-
ing questions. Nineteen contact hours of con-
tinuing education will be offered.

The conference fee includes a cocktail party
to network with speakers and other regis-
trants, continental breakfasts, lunches, a
course manual, and a form exchange for
attendees.

For more information, contact American
Health Consultants, Customer Service, P.O.
Box 740056, Atlanta, GA 30374. Telephone:
(800) 688-2421 or (404) 262-7436. Fax: (800)
284-3291. E-mail: customerservice@ahcpub.
com. ■



“Now, with the FDA approval of enoxaparin
sodium, health care providers have an easy-to-
use, convenient clinical approach to prevent
blood clots that is highly effective and safe,” says
Alexander G. Turpie, MD, professor of medicine
at McMaster University in Hamilton, Ontario,
Canada, and a principal investigator of the
MEDENOX (Medical patients with Enoxaparin)
study, which evaluated the effectiveness of low-
molecular-weight heparin on reducing the risk of
venous thromboembolic events.

Full prescribing information for Lovenox is
available by calling (800) 477-9626. Also, for more
information, visit the Aventis web site at
www.aventispharma-us.com. ▼

Gastric ulcer proton pump OK’d

TAP Pharmaceutical Products in Lake Forest, IL,
recently received FDA approval for its proton

pump inhibitor Prevacid (lansoprazole), for healing
and risk reduction of gastric ulcers associated with
nonsteroidal anti-inflammatory drug (NSAID) use .

The FDA approval was based on three large,
multicenter, double-blind clinical trials. Two
studies indicate that Prevacid heals NSAID-
associated gastric ulcers. The third indicates that
Prevacid reduces the risk of gastric ulcers in
patients with a history of gastric ulcer who
require chronic use of NSAIDs.

TAP is a joint venture between Abbott
Laboratories in Abbott Park, IL, and Takeda
Chemical Industries in Osaka, Japan. For more
information and full prescribing information,
visit www.prevacid.com. ▼

Company ends heart drug trial

SmithKline Beecham in Philadelphia recently
announced it has ceased clinical investigation

of lotrafibran, an experimental cardiovascular
drug.

Lotrafibran was in a Phase III study to evaluate
its utility in preventing recurrent strokes and
heart attacks. The decision to terminate the
study was taken on the recommendation of an
independent data and safety monitoring board,
which found a lack of efficacy and raised safety
concerns.

For more information, visit www.sb.com. ■
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CE objectives

After reading this issue, continuing educa-
tion participants will be able to:

1. Identify clinical, legal, legislative, regula-
tory, financial, and social issues relevant to
case management.

2. Explain how those issues affect case
managers and clients.

3. Describe practical ways to solve prob-
lems that case managers encounter in their
daily case management activities. ■
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2001 resources help you
tap new markets

If you’re trying to reach new clients with your
case management, disease management, or pre-

ventive health services, Judy Diamond Associates
has several directories that may help you target
your marketing efforts more effectively.

The directories are available in book, diskette,
or CD form. To order any of the directories
described below, contact Judy Diamond
Associates, 1900 L St., Suite 400, Washington, DC
20036. Telephone: (202) 728-0840, or (800) 231-
0669. Fax: (202) 728-0845. Web site: www.judydi-
amond.com.

• 2001 National Directory of Small Employers
Cafeteria Plans. Directories are available for 130
geographical regions. Cost varies by region, but
ranges from a low of $80 for a directory of
Delaware with 510 entries to $395 for a directory
of Northern Colorado with more than 3,400
entries.

• 2001 American Directory of Group Insurance
Plans. Directories are available for 79 geographic
regions. Cost varies by region, but ranges from
$100 for Alaska with 153 entries to $495 for
Minnesota with more than 4,500 entries.

• 2001 American Directory of Self-funded Group
Plans. Directories are available for 64 geographic
regions. Cost varies by region, but ranges from
$100 for New Mexico with 262 entries to $495 for
Massachusetts with more than 4,700 entries.
These directories also identify companies with
self-funded workers’ compensation plans.

Telephone interviewers contacted each plan or
employer listed in the directories in the second or
third quarter of 2000 to obtain the most updated
marketing information possible, including:

• correct addresses;
• contact names and titles;
• telephone and fax numbers of decision

makers.
Internet versions of these directories are also

available by subscription. A free on-line demon-
stration of this service is available on the pub-
lisher’s Web site at www.judydiamond.com. ▼

Look up terms in updated
elder care dictionary

Have you ever been unsure whether a client
qualified for Medicaid? Do you know how

a reverse mortgage works? Do you know which
assets are exempt from Medicaid transfer
penalty rules?

National Information Services Corp. (NISC) in
Baltimore recently released an updated version
of the Dictionary of Eldercare Terminology, which
answers the questions above and many others
critical to geriatric care management.

The reference contains overviews of 12 critical
subjects in elder care, including Medicare,
Medicaid, home care, and Social Security.

In addition, it includes:
• definitions of more than 850 nonmedical

terms commonly encountered in legislation,
regulations, programs, and policies relating to
elder care;

• a glossary of acronyms and abbreviations
used in elder care vocabulary;

• a topical index providing quick reference to
specific areas of interest to elder care professionals.

The Dictionary of Eldercare Terminology, Second
Edition, costs $39.95 plus shipping and handling.
In addition, residents of Maryland must add 5%
sales tax. For more information or to order, con-
tact NISC, Wyman Towers, 3100 St. Paul St.,
Baltimore, MD 21218. Telephone: (410) 243-0797.
Fax: (410) 243-0982. E-mail: eldercare@nisc.com.
Information on this and other NISC resources is
also available on the publisher’s Web site at
www.nisc.com. ■

• March 19-21: “Care Management: A
Collaboration of Disease and Case Management
— the First National Conference of the Academy
of Certified Case Managers” in combination with
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the National Managed Health Care Congress
(NMHCC), held in the Georgia World Congress
Center in Atlanta. Sponsored by the Academy of
Certified Case Managers in Green’s Farm, CT.
Cost is $350 for ACCM members and $450 for
nonmembers. Participants receive access to
NMHCC keynote sessions and pre-conference
URAC sessions, as well as the NMHCC exhibit
hall. In addition, participants may receive access
to all NMHCC sessions for an additional $595.
To register, contact: ACCM, P.O. Box 210, Green’s
Farm, CT 06436-0210. Telephone: (203) 259-9333.
Fax: (203) 259-9311. To exercise the add-on
option for access to NMHCC sessions, contact
NMHCC directly at (888) 882-2500.

• March 28-30: “10th Anniversary Workers’
Compensation and Occupational Medicine
Seminar” held at the Wyndham Emerald Plaza
in San Diego. Sponsored by SEAK Legal and
Medical Information Systems in Falmouth, MA.
Cost is $595. In addition, two pre-conferences —
“Delayed Recovery: What Works” and “Law
School for Occupational Health Professionals”—
are available for $295 each on March 27. To regis-
ter, contact: SEAK, P.O. Box 729, Falmouth, MA
02541. Telephone: (508) 457-1111. Fax: (508) 540-
8304. Web site: www.seak.com. ■

Baxter offers free on-line
CE programs on IV nutrition

Baxter Healthcare in Deerfield, IL, recently
launched three Internet-based continuing

educational programs for clinicians on nutri-
tional issues. The programs are free to any clini-
cian with access to the Internet at www.baxter.
com/ce-program.

The programs are:
• “Initiation of Parenteral Nutrition in the

Adult;”
• “Peripheral Parenteral Nutrition;”
• “Introduction to Home Parenteral

Nutrition.”
The programs are designed to support profes-

sionals in reducing the risk of clinical error. They
provide immediate test results on-line and offer

1.2 contact hours for nurses and 1.0 contact
hours for pharmacists of continuing education
credit.

In addition, Baxter offers 10 other on-line edu-
cational programs for nurses, pharmacists, and
dieticians. Those include:

• “The Basics of IV Therapy;”
• “Preventing Medical Errors;”
• “Basics of Pain Management for Adults.”
The interactive programs provide health care

professionals with convenient post-testing,
immediate test results, and a completion certifi-
cate. Programs can be downloaded or printed for
future reference. ▼

Nonprofit site provides breast
cancer news and analysis

The Breast Cancer Care & Research Fund in
Torrance, CA, recently launched www.breast-

link.com, which provides reviews of medical
journal articles on breast cancer. Medical writers
review scientific articles published in peer-
reviewed journals and publish an analysis in lay-
man’s language. In addition, each review
contains a commentary from a medical expert.
Reviews are provided in both English and
Spanish.

“Our site provides reliable, in-depth, unbiased
analysis of leading-edge research and informa-
tion regarding innovations in breast cancer treat-
ment,” notes John Link, MD, chairman and
founder of the nonprofit organization.

Link notes that breastlink.com has no eco-
nomic interest, but rather is supported totally by
the nonprofit foundation. In addition, he says the
site collects no user information and requires no
registration to enter or navigate the site. ■
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Send us Resource Bank items

If you have a new resource, conference, or sem-
inar of interest to other case managers, send

items for publication to: Lauren Hoffmann, Editor,
Case Management Advisor, P.O. Box 740056,
Atlanta, GA 30374. Telephone: (770) 955-9252.
Information on conferences and seminars must
be received at least 12 weeks before the event to
meet publication deadlines. ■


