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The only thing certain:
Large changes lurk for 
case management’s future
More elderly, fewer nurses lead to interesting times

The question has never been whether health
care will change. Its evolution is continual,
and predictions about its future often are

about as accurate as 1930s science fiction. Even so,
several trends already have emerged that some
experts claim provide an interesting glimpse of
what’s to come — both in case management and in
the industry at large.

Two of the largest trends seem to be on a
collision course: The aging of the so-called

“baby-boom”
generation, and
the worsening
nursing short-
age. Aging
boomers very
well could
reverse the 
current trend 
of decreased
patient days at

a time when there are fewer nurses to care for
them.

“[There will be] more than 1 million [baby
boomers] turning 65 each year for the next 20
years, and they will be consumers with high
expectations. Patient satisfaction is going to be a
big deal,” predicts health care futurist Russell C.
Coile, MBA, vice president and national strategy
advisor for Superior Consultant Co. in Plano, TX.

In This Issue continued on next page

“Length of stay might
need to increase, 
and your job is to 

moderate the rate of
increase, rather than

[ask] ‘how much lower 
can we go?’”



Coile’s recent book, Futurescan 2001: A Millen-
nium Forecast of Healthcare Trends 2001-2005, 
published in cooperation with the Society for
Healthcare Strategy and Market Development
(SHSMD) in Chicago, makes several specific 
predictions for the health care landscape over 
the next five years. 

He and his team surveyed the 4,000-plus mem-
bership of SHSMD, as well as the 30,000 members
of the American College of Healthcare Executives,
also in Chicago, to create a panel of about 500
respondents.

The book covers seven themes: the health care
consumer, technology, cost and clinical perfor-
mance, managed care, health policy, human
resources, and integration. Many of these indica-
tors will have a great impact on hospital case
management, Coile notes.

Managing the ‘older and sicker’ patient

“[One] thing is a predicted increase in patient
days, which is counter to the trends, or at least 
the past trends. There’s a message here for case
managers about older and sicker patients: They’re
going to need more time, and they’re going to cost
more money,” he explains. 

“Length of stay [LOS] might need to increase,
and your job is to moderate the rate of increase,
rather than [ask] ‘how much lower can we go?’”
Coile points out.

On the other hand, Judy Homa-Lowry, RN,
MS, CPHQ, president of Homa-Lowry Healthcare
Consulting in Canton, MI, is optimistic that the
future might hold fewer inpatient days. 

“I guess you can look at it both ways,” she
says. “With the advances in technology, and
depending on the direction health care plans
and reimbursement will take, we might see
more of a link between prevention and services.
. . . I think health plans may try to incentivize
people to get prevention in place and identify
issues early so that they may be managed more
effectively and so that there won’t be as big a
need for [inpatient] services down the road.”

Homa-Lowry points out some present-day
examples that suggest preventive action will be
stressed more in the future. 

“You’re starting to see higher premiums if
you’re a smoker,” for instance. And there was a
surge in colonoscopies after recent national pub-
licity efforts created new awareness of the pre-
ventive action’s effectiveness. Encouraging these
measures is especially appropriate for the aging
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baby-boom population, she adds.
One of the goals for acute care case managers

can be to help usher in that era of preventive care
through the establishment of community case man-
agement programs. (For more information about
community case management, see Hospital 
Case Management, March 2001, pp. 33-36, and
December 2000, pp. 177-180.)

Coile’s prediction is that, one way or another,
LOS is going to be an important indicator. His
survey shows that in the future, hospital rankings
are going to be watched carefully both by con-
sumers and providers. 

“The data are going to be public, and compet-
ing on these rankings is going to be a big deal.
Case managers, your indicators, particularly
LOS, will be among the important national rat-
ings that will be compared among the best of the
best,” he says. “The numbers matter.”

The numbers also will matter in the areas of
cost and clinical performance, Coile and his col-
leagues predict. “The good news is that hospital
finances will improve, not so much based on cost
performance as on revenues,” due to the easing
of Medicare payment cuts in the Balanced Budget
Act, better fee schedules from managed care
plans, and increases in volume, Coile explains. 

“The challenge, of course, will be to keep costs
down while you’ve got these increases, so you
can actually make money off operations,” he
points out. “There certainly will be pressure to
improve operational profits.” 

One way to do that is with intensive, on-site,
integrated care management. “The focus is clini-
cal. The . . . first priority in care management has
to be error reduction. I think every hospital is
going to be doing this. It’s not going to be just a
case management system; it’s really a care man-
agement system,” Coile says.

Case management’s contributions

Case managers, of course, play a big role in
that initiative as the communicative link among
the different segments of health care. “I agree
with the prediction and believe this is great
news,” says Jackie Birmingham, RN, MS, vice
president of clinical design for CuraSpan, in
Needham, MA, and a consulting associate for 
the Center for Case Management in South Natick,
MA. 

“Refocusing on [clinical needs], particularly
as the variety of treatment modalities grows
daily, will strengthen the contribution of case

management in the delivery of health care. The
very need for case management services in hos-
pitals occurs when the clinical resources need to
be directed to the patient,” she explains. 

Homa-Lowry also hopes for a front-end piece
of the care management puzzle to come into play.
“Case managers need to have a bigger role in
physician offices. With all the requirements and
what payers are paying for visits, it would be
nice to have someone really coordinate the care
so that the patient understands [his or her]
responsibility, how to move into the continuum,
and maybe prevent that visit to the emergency
room,” she says. “It’s no secret that in certain
types of capitated environments, physicians don’t
have time to do the teaching and follow-up.”

There are several other components to Coile’s
health care prediction for 2005. Among them:

• Electronic medical records will become
universal. “We won’t be paperless, and it may
not happen tomorrow afternoon, but within the
next five years is the theory,” Coile says. The
survey also found that the era of telemedicine
finally may be arriving. The increasing use of
the Internet by physicians and other health care
professionals indicates that in the near future,
health plans as well as federal programs will
have to consider ways to pay for telemedicine
visits.

• Congress will remain divided. “A closely
divided Congress is likely to spend more time
arguing than legislating in the next two years,”
Coile says. The panel of survey respondents, he
explains, “is sure this will be a food fight right
out of ‘Animal House,’ and very little will get
done.” 

Coile says he is only moderately more opti-
mistic but hopeful that things like the Patient’s
Bill of Rights and more money in the children’s
health program will be accomplished. “The other
big set of regulations is HIPAA [the Health
Insurance Portability and Accountability Act],”
Coile says. “And case managers are very active
users of the medical record, so [HIPAA] might
make their lives modestly more complicated.” 

Birmingham adds that although the HIPAA
regulations are back on the drawing board as of
press time, with the privacy section on hold and
sent to a committee for review at the request of
Health and Human Services Secretary Tommy
Thompson, the privacy standard should survive
in some format. “It will complicate the lives of
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IOM’s wish list: Sweeping
changes in health care quality
IOM: Congress should devote $1 billion to fix

In a new report, “Crossing the Quality
Chasm: A New Health System for the 21st

Century,” the Institute of Medicine’s (IOM)
Committee on the Quality of Health Care in
America issued an urgent call for major over-
haul of the health care delivery system in this
country: “American health care is beset by seri-
ous problems, but they are not intractable.”

Thirteen recommendations, including a pro-
posal that Congress create a $1 billion “innova-
tion fund” for health care’s revision process,
make up the crux of the committee’s forward-
looking report, which was unveiled with much
fanfare, including a news conference and pub-
lic webcast on www.nationalacademies.org.

‘Control should reside with the patient’

“Today we cannot guarantee that patients
will receive state-of-the-art care,” says Donald
Berwick, MD, MPP, president and CEO of the
Institute for Healthcare Improvement and one
of the study’s authors. “We need to develop a
system where we can guarantee patients will
receive the best care that exists.”

The committee calls upon not only the leg-
islative community but health care institutions,
practitioners, purchasers, and regulators,
“indeed, the entire health care enterprise to
make significant improvement” in the health
care system. Specifically, it says:
✔ Control should reside with the patient.

Patients should be given the necessary
information and the opportunity to exercise
the degree of control they choose over
health care decisions that affect them.

✔ Patients should have unfettered access to
their own medical information and to clini-
cal knowledge. 

✔ The health system should anticipate patient
needs rather than simply reacting to events.

✔ The Agency for Healthcare Research and
Quality should identify a list of “Priority
Conditions” to use as a starting point for
improvement. That is to say, only 15 to 25

conditions, most of them chronic, account
for a sizeable portion of the nation’s health
burden and expenditures. The committee
believes that the health care system must
focus greater attention to care for those
common conditions.

✔ Congress should establish a Health Care
Quality Innovation Fund to support pro-
jects that contribute to the overall improve-
ment of the system. 

“Americans now annually invest $1.1 tril-
lion in the health care sector,” noted William
Richardson, chair of the committee, in his
opening remarks. 

“The committee believes a sizeable commit-
ment, on the order of $1 billion over three to
five years, is needed to strongly communicate
the need for rapid and significant change in
the health care system and to help initiate the
transition,” he added.
✔ The secretary of the Department of Health

and Human Services should establish and
maintain a process “aimed at making sci-
entific evidence more useful and accessible
to clinicians and patients.” Currently, the
authors explain, scientific knowledge
about best care is not applied systemati-
cally or effectively to clinical practice.

✔ Information technology must play a central
role in the redesign of the health care system,
with the support of leaders in Congress, the
White House, public and private health care
purchasers, and health informatics associa-
tions and vendors. The hope is the coopera-
tive effort will lead to the elimination of
most handwritten clinical data by the end 
of the decade.

✔ Private and public purchasers should exam-
ine their current payment methods to remove
barriers, which currently impede quality
improvement, and build in stronger incen-
tives for quality enhancement.

The IOM’s Committee on the Quality of
Health Care in America was formed in June
1998 to advise the government on the quality
of U.S. health care, with an eye for improve-
ment, over the next 10 years. 

The quality report is available in a down-
loadable format at the National Academies’
web site: www.national academies.org.  ■



case managers on a daily basis since they will
need to use a method of transferring information
that is considered secure. The use of the Internet
for secure transmission will become the standard
of communication, and faxes and e-mail will be
used simply for notification of information and
not for transmission of personal health informa-
tion,” she predicts.

• The trend toward integrated health systems
soon may be over. Futurescan reports that some
of the largest integrated delivery systems are
downsizing. “The prediction is that larger sys-
tems will get smaller, and some will break up
altogether,” Coile says, explaining that in the last
10 years, the larger health systems haven’t neces-
sarily proven that being large is the best way to
manage patients.

[Editor’s note: Copies of Futurescan 2001 are avail-
able for purchase, at $25 for members of the Society for
Healthcare Strategy and Market Development or the
AHA; $50 for nonmembers. To order, call (800) AHA-
2626, fax your order to (312) 422-4505, or order on-
line at www.ahaonlinestore.org.

For more information, contact:
• Russell C. Coile, MBA, Vice President and

National Strategy Advisor, Superior Consultant Co.,
101 E. Park Blvd., Suite 413, Plano, TX 75074.
Telephone: (972) 403-1945.

• Judy Homa-Lowry, RN, MS, CPHQ, President,
Homa-Lowry Consulting, Canton, MI. Telephone:
(734) 459-9333.

• Jackie Birmingham, RN, MS, Vice President for
Clinical Design, CuraSpan Inc., 368 Hillside Ave.,
Needham, MA 02494. Telephone: (860) 668-7575.] ■

CMs respond to national
caseload survey
Acute care yields largest number of participants

Caseloads are a primary factor in the quality of
case management outcomes. Setting appro-

priate case management caseloads always has
been a hotly debated issue. 

In December 2000, Atlanta-based American
Health Consultants, publisher of Hospital Case
Management, and the Case Management Society
of America (CMSA) in Little Rock, AR, conducted
a national survey of case managers to help clarify

some of the issues surrounding the caseload
debate.

More than 500 case managers, representing all
practice settings, responded to the survey and
revealed important information regarding this
topic. 

When it comes to setting case management
caseloads, there is no magic number. Average
caseloads vary widely, with most falling some-
where between 16 and 75 active cases each
month, according to the 2000 Case Management
Caseload Survey. 

Specific findings include:
• 12.3% reported managing one to 15 active

cases each month.
• 23.9% reported managing 16 to 30 active

cases each month.
• 14.8% reported managing 31 to 50 active

cases each month.
• 21.6% reported managing 51 to 75 active

cases each month.
• 10.5% reported managing 76 to 100 active

cases each month.
• 16.9% reported managing more than 100

active cases each month.
Naturally, how many cases a case manager can

manage comfortably also depends largely on
how the case manager interacts with patients and
providers, our experts say. It’s simply common
sense that a telephonic case manager will manage
a larger monthly caseload than an on-site case
manager.

Finding that perfect caseload for case man-
agers in your own organization depends on your
definition of case management, as well as your
case management goals, industry leaders say. 

“In addition to being a primary factor in the
outcomes of case management, caseloads also are
a measure of workload and productivity. They can
negatively impact outcomes if they are set too high
and the cost of case management services if set too
low,” notes Sandra L. Lowery, RN, BSN, CRRN,
CCM, president of CCMI Associates (formerly
Consultants in Case Management Intervention) in
Francestown, NH, and president of CMSA.

Historically, Lowery explains, finding the appro-
priate caseload that optimizes both case manager
productivity and case management outcomes
depends on several factors, including:

• level of preparation for the case management
role;

• the need for case managers to perform multi-
ple roles within their organizations;

• the work environment;
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• the use of tools for case management;
• the availability of resources.
“We also intuitively know that the acuity of 

the population served will have an impact on the
number of cases a case manager can effectively
manage,” says Lowery. 

“The relationship between the variables and
the outcome is truly the only reliable way to
demonstrate what functions are necessary for
effective case management, which can the set the
standard for an organization’s caseload determi-
nations,” she explains.

How we did it

The Caseload Survey was distributed in the
December 2000 issues of several American Health
Consultants newsletters, including Hospital Case
Management. In addition, the survey tool was
available on-line at www.ahcpub.com and
www.cmsa.org through mid-January 2001.

A total of 522 case managers, representing a
wide range of practice settings, responded either
on-line or by fax. The largest response rate came
from acute care case managers, who composed
36.5% of the total respondents, compared to
home health case managers, who composed less
than 2% of the total.

Among the other case managers represented in
the data set:

• Roughly 3% were corporation- or employer-
based case managers.

• Nearly 13% of respondents were employed
by independent case management companies.

• Just less than 2% were Medicaid or Medicare
case managers.

• Roughly 22% were health plan or health
insurance case managers.

• Just less than 2% were disability or long-term
care case managers.

• Roughly 13% of those responding were
workers’ comp case managers.

• Nearly 5% were skilled nursing facility or
rehabilitation facility case managers.

• Roughly 3% were community- or physician-
based case managers.

An executive summary of the entire data set
will be available on-line at the end of March. 

[To find the executive summary, visit www. ahcpub.
com (click on the “Hot Topics in Healthcare” section) 
or www.cmsa.org. In addition, a white paper analyzing
the data set by practice setting will be released in June
2001.] ■

Need help sorting out
observation status?
HCFA, private insurance differ in definitions

If you’ve been frustrated with the many facets
of the term “observation,” you’re not alone.

Hospital case managers and utilization managers
report spending hours chasing paperwork for
this complicated reimbursement issue.

The Health Care Financing Administration
(HCFA) defines observation status as “those ser-
vices furnished by a hospital on the hospital’s
premises, including use of a bed and periodic
monitoring by a hospital’s nursing or other staff,
which are reasonable and necessary to evaluate
an outpatient’s condition or determine the need
for a possible admission to the hospital as an
inpatient. 

Such services are covered only when provided
by the order of a physician or another individual
authorized by state licensure law and hospital
staff bylaws to admit patients to the hospital or to
order outpatient tests. Most observation services
do not exceed one day.”1

Examining the definitions

The problem is, HCFA’s definition doesn’t nec-
essarily match the definitions of other insurance
and managed care companies, says Onnie Davis,
RN, utilization specialist at St. Vincent Hospital in
Santa Fe, NM. In cases where the patient develops
complications after an outpatient surgery and
needs to stay longer than 24 hours, you can run
into problems. 

“We can possibly do patients a disservice if we
don’t consider the various rules set up by insur-
ance companies,” she points out. “If we change
them to inpatient, it really changes the patient’s
benefit. Their inpatient benefit might have a dif-
ferent copayment, for instance.”

Davis sees confusion on the part of the physi-
cians, as well, she says. The doctor’s office calls
ahead to say, “This patient will come in tomorrow
and will be observation status,” she explains, “but
according to HCFA, it’s not appropriate to order
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Patients go home on day two

Imagine nephrectomy patients having surgery
one day and going home the next. It can and is

being done at Vanderbilt University Medical
Center in Nashville, TN, thanks to the work of
Elspeth McDougall, MD. 

McDougall joined the urology faculty at
Vanderbilt, bringing with her eight years of
experience
working with
one of the 
well-known
pioneers in
laparoscopic
urology and,
therefore, new
clinical path-
ways for uro-
logic surgeries
including
nephrectomy,
cyst decortica-
tion (polycystic
kidney disease
or other cysts that need treatment), pyeloplasty,
and pelvic lymph node dissections.

Bringing this kind of surgery into common
practice is very cutting-edge, says clinical coordi-
nator Sonya Moore, RN, BSN, CDE. “People
refer to us from all across the Southeast because
there aren’t many urologists who perform
surgery laparoscopically,” she says.

With the nephrectomy pathway, Vanderbilt has
seen a distinct improvement in patient outcomes,
Moore says. 

“We can just see from [McDougall’s] 18 months
here that there’s no doubt these patients are much

different; they get back to activity quicker, return
to their normal diet, and go home faster than our
open patients.” Average length of stay (LOS) with
the open nephrectomy was four days, she adds.
(See home care instructions, p. 72.)

The pathway calls for preoperative work,
including lab work, EKGs, and chest X-rays if
they are indicated, and of course, take-home
patient education about the minimally invasive
procedure. 

Its postoperative goals include ambulation and
fluids by mouth within 24 hours, and oral anal-
gesic immediately following surgery. (For further
detail, see pathway, p. 73.)

Although aggregate data are not yet available
for the new pathway (the department’s data 
collection systems are in the process of being
revised), individual patient data show specific
improvements in ambulation, Moore says. 

“We like to get them up walking the evening
of the surgery, which is a big difference from 
the open procedure. Probably at least 90% [of
laparoscopy patients] are ambulating by break-
fast the next morning, if not the evening of
surgery,” she explains.

Back to normal in a jiffy

Diet is not as negatively affected by the
laparoscopy as by the open procedure, because
the bowels aren’t manipulated during surgery. 

“Even though they’ve had general anesthesia,
which can cause some nausea, the bowels return
to work faster,” Moore notes. 

That means a speedy return to a regular diet:
clear liquids by the evening of surgery, and 

Laparoscopic nephrectomy pathway sees great outcomes

(Continued on page 74)

“We can just see from
[McDougall’s] 18
months here that
there’s no doubt

these patients are
much different; they
get back to activity

quicker, return to their
normal diet, and go
home faster than 

our open patients.”
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usually a regular breakfast by next day, she
says. 

In fact, Moore notes, “It can be even better,
depending on the approach. For example, if the
laparoscope goes in retroperitoneally, rather
than from the abdomen, and the patients have
the surgery first thing in the morning, they’re
eating Big Macs for dinner and ready to go
home. Of course, we don’t let them go until the
next morning.” 

The laparoscopic nephrectomy pathway typi-
cally improves patient pain, as well, Moore
explains. 

“Most open patients come out of surgery with
a patient-controlled analgesic (PCA) pump, and
they may have it up to 24 hours before they 
get put on oral pain relief. Our [laparoscopy]
patients do
not have a
PCA pump
and usually
are relieved
with oral pain
pills,” she
says. 

“Of course,
intravenous
pain medica-
tion is ordered
if they need it,
but usually by post-op day one, they’re on pain
pills, which means that a minimum of 90% of our
laparoscopic patients go home on or before day
two, and at least a good 75% of them go home on
post-op day one, Moore adds. “They truly can
have a kidney out today and go home tomor-
row,” she says.

Improving patients’ quality of life

The only length of time that is increased with
the laparoscopy pathway can be actual surgery
time, which probably causes a higher operating
cost, she notes.

The technology involved also plays a part in
the cost to the hospital, but Vanderbilt “made a
commitment to being a leader in the field of mini-
mally invasive surgery,” Moore says, and so cost
wasn’t really an issue when this program was
implemented. 

“It’s more about patient quality of life. I’m sure
eventually, because length of stay is shortened

and the need for IV antibiotics reduced, it will
save money,” she points out.

Meanwhile, “We’re doing continuous quality
improvement and data collection on every single
patient so we can continue to fine-tune the path-
way and make changes as we identify them,”
Moore stresses. 

Ongoing education

And staff education is an ongoing process. “We
have periodic inservices with the floor nurses,
with respect to ‘what to expect with the pathway,’
the necessary radiology procedures, expected dis-
charge, and that type of thing. We want to make
sure people keep apprised of what the different
procedures call for,” she says.

“The goal of any pathway is to increase effi-
ciency while maintaining quality,” Moore adds. 

With this procedure, Vanderbilt has shortened
LOS, and therefore lowered costs and resource
utilization. Most important, patients achieve
faster pain control, return to work, and quality of
life, she says.

[For more information, contact: 
• Sonya Moore, RN, BSN, CDE, Clinical

Coordinator, Department of Urologic Surgery,
Vanderbilt University Medical Center, Nashville,
TN 37232. Telephone: (615) 923-8788.] ■

“It’s more about patient
quality of life. I’m sure
eventually, because

length of stay is short-
ened and the need for 
IV antibiotics reduced, 

it will save money.”

(Continued from page 71)

Share your hospital’s 
pathway successes 

Hospital Case Management welcomes
guest columns about clinical path

development and use. 
Articles should include any results

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

Send your article submissions to: 

Lee Reinauer, Editor
Hospital Case Management
P.O. Box 740056
Atlanta, GA 30374. 
Telephone: (404) 262-5460. 
Fax: (404) 262-5447.  ■
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Elusive cancer-related
fatigue is easy to conquer  

Awareness of cancer-related fatigue is the first
step to managing its symptoms, according to

experts. Medical staff, cancer patients, and the
general public need to know that it might impact
from between 75% to 90% of the cancer popula-
tion and should be assessed, says Marnie McHale,
RN, MS, AOCN, manager of community relations
at the Robert H. Lurie Comprehensive Cancer
Center at Northwestern University in Chicago.

“It is almost a universal side effect when
[patients are] on active cancer treatment such as
chemo-therapy or radiation. It is a rarity when
they don’t experience fatigue,” she says. 

Most people think of fatigue from a physical
standpoint not realizing that symptoms can be
cognitive, emotional, and social as well; therefore,
they fail to recognize it and seek help, says
McHale. Patients and health care workers need to
learn the different areas where symptoms might
be identified. Physically, people often report a
total body tiredness with lack of strength in their
arms and legs. For example, they may not have
the strength to lift a toothbrush.

Cognitively, they may experience difficulty in
retaining information, making decisions, or solv-
ing problems. “They feel like their brain is fogged
up by the cancer treatment they are receiving,”
explains McHale. At an emotional level, fatigue
can result in irritability, impatience, sadness, anxi-
ety, and depression. Fatigue also can impact peo-
ple socially, causing them to withdraw or pull
back from their relationships because they don’t
have the energy to enjoy the company of others.

It’s important to help patients address the
symptoms of fatigue caused by cancer and its
treatment because it affects the whole person and
can greatly impact quality of life. It can impede
the healing process in many ways, says Susan
Scritchfield, MA, MSW, LISW, coordinator of
consumer health education at the James Cancer

Hospital and Solove Research Institute in
Columbus, OH.

Although fatigue has a high impact on the
functional well-being of an individual and leads
to emotional distress, it is very underreported.
“Often, fatigue can be mistakenly diagnosed as
one of its outcomes — depression — unless it is
carefully explored,” says Scritchfield.

The best tool to combat fatigue is education of
health care providers and their patients, says
Andrea M. Barsevick, DNSc, RN, AOCN, direc-
tor of nursing research and education at Fox
Chase Cancer Center in Philadelphia. “One of the
things our patients tell us when we interview
them is they don’t want to tell their health care
providers they are fatigued because they are wor-
ried they will cut back on their treatment,” she
says. Also, patients worry that the fatigue is a
sign their cancer is progressing, and they don’t
want to face that possibility, or they may decide
that the fatigue isn’t really that important.

In an effort to allay some of the fears, it might be
best to educate patients about what to expect, espe-
cially when the fatigue is treatment-related, says
Barsevick. Let them know when they might experi-
ence the fatigue and what the pattern is likely to be.
“We know that patients adapt much better if they
can get information upfront in a preparatory kind
of way instead of having to discover it themselves
through trial and error,” she explains.

To help educate patients about cancer fatigue
and how to identify it, an interdisciplinary group
at the James Cancer Hospital and Solove Research
Institute created a pamphlet, which provides
ideas for self-assessment. In addition, it gives
many different interventions patients experienc-
ing cancer-related fatigue might try to improve
their quality of life, says Molly Moran, MS, RN,
CS, a hematology/medical oncology clinical
nurse specialist at the hospital. For example, have
patients keep a log to determine what activities
might sap their strength or identify the time of
day they have the least energy so they can plan
accordingly. (For steps to help cancer patients
address their fatigue, see article, p. 76.)
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While many interventions currently are being
used, research has not yet proven whether they 
are effective. Barsevick is conducting a study on
energy conservation and activity management to
determine if there is any reduction in fatigue or
improvement of quality of life as a result. To help
patients best plan the use of their energy resources
to minimize the effect of fatigue on their life, they
are asked to keep a diary for one week, noting
when they are the most and the least fatigued and
symptoms they are having. “At the end of the
week, we help them plan a schedule that makes
sense based on their energy levels,” she says. They
are taught to prioritize activities, delegate to oth-
ers, and how to be the most active at the times they
have peak energy. Often, physicians and nurses tell
patients who complain of fatigue to cut back on
activities and prioritize tasks. “We have no clue if it
is helpful to patients; so that is one reason why we
are evaluating it in this research,” she adds.

Anna Schwartz, PhD, ARNP, an associate pro-
fessor at Oregon Health Sciences University School
of Nursing in Portland, says low-intensity to mod-
erate exercise can help manage cancer-related
fatigue. 

“Exercise is kind of counterintuitive; [patients]
think that if they are tired, they shouldn’t exercise
because it will make them more tired. “What we
found consistently, not only in my research but
research by others in this country and in Europe, 
is that exercise actually did give them more energy
and reduces their fatigue.” 

The research also determined that cancer
patients who don’t exercise have a chaotic
fatigue pattern, making it difficult to manage.
Those who exercise have a much more orderly
pattern to their fatigue. Schwartz helps patients
create an exercise program according to their fit-
ness level, making adjustments to the intensity at
the times they will be receiving chemotherapy.  ■

Use pain as model 
to assess fatigue

There is no formula for treating cancer-related
fatigue because there are multiple causes for the

symptoms. These include the cancer itself; treat-
ments such as chemotherapy, radiation therapy, and
surgery; quality of sleep or nutrition; prescribed med-
ications; and pre-existing conditions such as heart
disease or diabetes.

It is important for health care professionals to
assess each patient experiencing fatigue to determine
a strategy to help combat it and improve the patient’s
quality of life. “We have learned a lot about how to
manage pain, and we could use pain as the model for
tackling this symptom,” says Grace Dean, RN, MSN, 
a research specialist at City of Hope National Medical
Center in Duarte, CA. With pain management, patients
are asked to rate their pain on a scale of one to 10,
and this same method can be used to rate cancer
fatigue. If patients are experiencing mild fatigue of
three or less, they might be given some energy con-
servation tips, such as delegating tasks to save
energy, and information on balancing rest and activity.
If the fatigue were rated at four or higher, patients
would receive a complete physical along with a
focused history to uncover possible causes.

The history would include such questions as,
“When did your fatigue start? Patients might learn
that they are fatigued right after chemotherapy, and
a week later, they are feeling better and can do more
so they can plan for those variances,” says Dean.

There are factors that are a direct cause and effect
of fatigue, such as anemia. When there is a medical

problem, it could be managed properly to increase 
a patient’s stamina. For emotional distress, patients
might be referred to a social worker or counselor.

At the James Cancer Hospital and Solove
Research Institute in Columbus, OH, an interdisci-
plinary group decided to use “PQRST” to assess
patients for fatigue, says Molly Moran, MS, RN, CS,
a hematology/medical oncology clinical nurse spe-
cialist at the medical facility. (See editor’s note,
below, regarding the PQRST technique.)

“PQRST” involves asking patients: 
• P (provoke). What provokes the symptoms, or

makes them better or worse?
• Q (quality). What is the quality or level of the

symptoms that you are experiencing?
• R (regional). Is the fatigue regional, general, or

mental?
• S (severity). On a scale of zero to 10, how do

you rate the fatigue?
• T (timing). When did you first notice the fatigue,

and how long have you experienced it?
A good assessment will help health care profes-

sionals at the facility determine appropriate interven-
tions, says Moran. These might include a consult with
a dietitian; suggested complementary therapies such
as guided imagery, biofeedback, or aromatherapy; 
or restorative activities that revive a person, such as
bird-watching or reading books.

[Editor’s note: The PQRST assessment tool
selected by the team was adapted from Health
Assessment & Physical Examination by Mary Ellen
Zator Estes, Delmar Publishers, New York City, which
was published in 1998. The publication costs $72.95,
and can be ordered by calling: (800) 347-7707.] ■



observation status before the patient has the pro-
cedure.” On the other hand, some private insur-
ance companies will approve them, she adds.

Davis’ goal is to know the variations among all
the managed care companies. 

“Every insurance company has its own take on
it — its own policy. Some even call and say, ‘We
don’t recognize observation.’ It’s rare, but it hap-
pens.” Most frustrating to Davis is that even repre-
sentatives from the companies sometimes don’t
know their own policies. “I’ve not found it very
simple to ask insurance companies; they don’t
have a sense of . . . what the benefits are,” she says.

Quick fix: Don’t use it

According to Betty Goularte, RN, BSN, CPHQ,
director of inpatient and outpatient case manage-
ment at University Health System in San Antonio,
you can make it very simple. 

“For the most part, I discourage using observa-
tion status after traditional outpatient procedures,”
she says. 

“Built into your payment on those, for most peo-
ple, is a recovery time. So if I’ve got regular recov-
ery, regardless of whether the doctor decides it’s
three hours or 10 hours, it’s part and parcel of the
procedure.

“On the other hand, we do tell our physicians
[that] post-surgery, when you feel the patient is
really not stable, then yes, place them in observa-
tion status,” Goularte says. “For that I will bill the
payer, but I’ve got medical necessity backing it
up. If you’re going to keep them over that 24-
hour period, you’re going to have to justify it to
our case managers.”

At Wellstar Health System in Marietta, GA,
“Basically we have to individualize each case,”
explains Claire Housholder, RN, utilization 
management manager. “In some instances, [the
Medicare HMO payer] will go ahead and approve
48 hours, and in other cases, you’ll get a medical
necessity denial, and you pursue an appeal if you
feel it’s appropriate,” she explains. 

Housholder points out, of course, that launch-
ing an appeal process creates extra work and
sometimes frustration for the case manager or uti-
lization manager. “It’s very difficult because the
other side of the coin is based on what your con-
tract reads. If you have a capitated contract —
part of ours is, because we have physicians in a
network, so we accept a flat rate per member, per

month, rather than being paid per diem or per
procedure performed — so it’s all very complex
and tedious,” she says. 

At Wellstar, case managers determine whether
the claim falls under capitation or not, and if not,
they weigh the options: to appeal or not to appeal,
Housholder says.

Physician reviewers play a role

Housholder says running the appeals process
is easier when on-site medical reviewers are
available. “We have stressed to our on-site
reviewers that they’re to speak with the nurse
responsible for the unit where the patient is, and
also if there’s a denial, to talk to the coordinator
at the facility.

Of course, other managed care plans don’t
have an on-site reviewer. “That’s a source where
you leave a voice mail message, and at their dis-
cretion, they’ll get back to you,” Housholder
says. “It’s even harder when you deal with com-
panies that don’t even have a voice mail option.
Then you have to repeatedly call back and try to
get the information.”

Davis’ department is working on a policy that
will help staff understand the different observa-
tion status programs and rules. “It’s a mess; I am
really concerned about coming up with a solid
policy until we really understand what every-
body is looking at and what it will mean in the
long run, financially.” But establishing a policy is
what she would like to do, she says, “because it
just leaves room for so much more error if you
don’t have one.”

[For more information, contact:
• Onnie Davis, RN, Utilization Specialist, St.

Vincent Hospital, 455 St. Michael’s Drive, Santa Fe,
NM 87505. Telephone: (505) 995-4889.

• Betty Goularte, RN, BSN, CPHQ, Director of
Case Management, University Health System, 4502
Medical Drive, Suite 105, San Antonio, TX 78229.
Telephone: (210) 358-2095.

• Claire Housholder, RN, Utilization Manage-
ment Manager, Wellstar Health System, 805 Sandy
Plains Road, Marietta, GA 30066. Telephone: (770)
792-5484.]
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For safety’s sake, bill aims
to eliminate overtime
RN staffing solution also a retention strategy

Ohio nurses could get relief from some of their
work force woes, if a recently introduced bill

passes through the state’s legislative branch.
Ohio House Bill 78, sponsored by Rep. Ann

Womer Benjamin (R-District 75), would accom-
plish two much-needed goals, according to the
Ohio Nurses’ Association (ONA): 

1. require a health care facility to meet mini-
mum staffing requirements based on a system
that assesses patient health needs;

2. prohibit health care facilities from mandating
that a nurse work overtime.

“This is not the first attempt to address staffing
by any means, but it is the first comprehensive
bill,” says Peggy Noble, RN, government affairs
specialist for the ONA. Other states, like California,
have passed staffing laws to try to reduce the
patient-nurse ratio. “We don’t think that’s so smart,
really, because five patients may be all very criti-
cally ill and require constant nursing attention, or
they may be all ready to go home and self-suffi-
cient. Each day you need a different level of nurs-
ing, so a ratio is not the best approach,” she says.

“We want to make sure the staffing systems are
valid and reliable, and they’re out there accord-
ing to industry standards. And we want to have
the hospital check every six months to make sure
it works for them,” she explains.

HB 78 has several components, including:
• A health care facility shall require each

patient care unit in the facility to meet or exceed
minimum staffing requirements established for
each work shift by an assessment of patient
health care needs conducted by an RN using the
patient classification system. The staffing require-
ments shall be implemented through a staffing
plan that is developed for each patient care unit.

• The staffing plan developed for each patient
care unit for each work shift must be consistent
with acceptable and prevailing standards of safe
nursing care and with the American Nurses
Association’s principles for nurse staffing.

• When comparing staffing requirements to
other staffing requirements established under
another provision of the Revised Code or an
administrative rule, the facility shall comply 
with the more stringent staffing requirement.

• Each health care facility shall establish a
committee, at least one-half comprised by RNs
who provide direct care to patients, for the pur-
pose of selecting the patient classification system
to be used in establishing staffing requirements.

• Each health care facility’s patient classification
committee shall develop an internal review mech-
anism. Not later than six months after the effective
date of this section, each committee shall complete
its development of the internal review mechanism
and conduct an internal review of the patient clas-
sification system it has selected. Thereafter, the
committee shall conduct an internal review of the
system at least once each year.

• Notwithstanding any provision of state or
federal law to the contrary, a health care facility
shall not require an RN to work overtime.

In a report from the ONA, the nurse staffing
situation was compared to the requirements for
airline pilots and flight attendants, who are given
a maximum amount of time each day they can
work. 

Pilots are responsible for the safety of those
under their watch, just as hospital patients are
under the watch of hospital nurses. When they
are overworked or overtired, safety is compro-
mised. Noble notes, “A nurse in her 19th hour on
the job may make a mistake in giving medication
— and that mistake could be deadly.”

Will case management feel the effects of this
much talked about nursing shortage? Russell C.
Coile Jr., MBA, a well-known health care futurist
and author of the new book, Futurescan 2001: A
Millennium Forecast of Healthcare Trends 2001-2005,
says it’s a possibility. “There’s a shortage of every-
body,” he says. 

“If staffing shortages continue to get worse,
eventually even the more attractive nursing posi-
tions [like case management] would feel some
pinch, but I think they would out-compete many
other nursing opportunities. Everyone is going to
try to work toward retention strategies,” he adds.

Noble agrees. “This bill [HB 78] is also a bill for
retention, so that the nurses we have can count
on a day soon when there’s no mandatory over-
time and no unsafe staffing levels . . . so that they
will stay the course. California’s retention is
going up due to its bill, and I assume that ours
would, too,” she says. “You’ve got to retain; that’s
the highest initiative.”

[For more information, contact:
• Peggy Noble, RN, JD, Government Affairs

Specialist, Ohio Nurses Association, 4000 E. Main St.,
Columbus, OH 43213. Telephone: (614) 237-5414.]  ■
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Upper-level hiring in
health care looks strong

People looking for executive and professional
positions in the health care field should have

little trouble finding a job, according to a recent
hiring survey conducted by search and recruit-
ment firm Management Recruiters International
Inc. (MRI) of Cleveland. 

The survey reported that 54.3% of the health
care executives with responsibility for hiring said
they plan to increase their staffs in the first half of
this year, up 8.5 percentage points from the 45.8%
level of the second half of 2000.

Another 42.5% of those surveyed said they
plan to maintain current staff size, up 10.3 points
from second-half 2000, while only 3.2% plan staff
decreases, which is a decline of 18.8 points from
last year’s second half. 

Across all industries, 58.8% of hiring executives
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projected new hires during the current half, 35.2%
plan to maintain current levels, and 5.9% plan
decreases.

For more information, see MRI’s web site:
www.BrilliantPeople.com.  ▼

Cancer patients survive
longer with home care

Astudy in the December Journal of the American
Geriatrics Society found that elderly cancer

patients who received home care from advanced
practice nurses lived an average of seven months
longer than patients who received standard care.

The four-year study was conducted at the
University of Pennsylvania School of Nursing
from 1992 to 1996 and followed 375 elderly
patients newly discharged from the hospital
after cancer surgery. 

Some patients received standard care while an
experimental group received three home visits
and five telephone contacts with an advanced
practice nurse, who also educated family mem-
bers about caregiving. 

Advanced practice nurses are specially trained
registered nurses, usually holding master’s
degrees, who can provide such highly skilled
care as medication prescription and physical
examinations. 

Nurse averted complications

The study focused on elderly patients, who are
more likely to experience postoperative complica-
tions. This problem is exacerbated by a trend to
discharge patients rapidly after surgery. The
interventions of the advanced practice nurse
served to avert or address complications rapidly.
In contrast, some patients in the standard care
group died prematurely from surgical complica-
tions, such as infections. 

The authors speculate that survival may also
have been enhanced in the experimental group
by the psychosocial support that nurses gave
patients and families. 

The findings were especially significant
because the patients in the group who received
the special nursing care tended to be in later
stages of their cancer than the group that received
standard care. 

The assumption made by the researchers
would be that these later-stage patients would
die sooner, but the reverse happened. ■
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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.  ■
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