
Six years later, CMSA Standards of
Practice still ‘gold,’ experts say
CM industry may change, but core components of process remain true

Six years full of rapid changes in the health care delivery system
have passed since the Case Management Society of America (CMSA) in
Little Rock, AR, introduced the Case Management Standards of Practice
in 1995. Six years ago, case managers weren’t monitoring chronic illness
via the Internet. Six years ago, many hospital case managers were busy
with discharge planning or utilization management in facilities that
didn’t have a case management department. And six years ago, the
CMSA Standards of Practice Committee identified six core components
of the case management process that, even today, some case managers
simply ignore.

The six core components first identified and defined in 1995 are:
assessment, planning, implementation, coordination, monitoring, and
evaluation. Industry insiders almost universally agree that the time 
an individual case manager spends on each of these functions varies 
by practice setting and even by the type of case. But coming as a 
surprising twist to many of the professionals interviewed by Case
Management Advisor, the 2000 American Health Consultants/CMSA
Case Management Caseload Survey reveals that some case managers
are completely leaving out one or more core components of the process.

Specific findings include:
• Roughly 3% of case managers reported spending none of their time

on assessment.
• Nearly 4% reported spending none of their time on planning.
• Nearly 5% reported spending none of their time on implementing.
• Roughly 4% reported spending none of their time on coordinating.
• Roughly 6% reported spending none of their time on monitoring.
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• More than 7% of case managers reported
spending none of their time on evaluation.

The question then becomes: If a case manager
leaves out one or more of the six core compo-
nents of the case management process, is it still
case management?

Many experts say that it’s not. 

All or nothing

“It amazes me,” says Carrie Engen Marion,
RN, BSN, CCM, president of Advocare/Triage in
Naperville, IL, “that 3% of case managers spend
no time on assessment whatsoever. The core
components of the case management process are
the foundation of the field of case management.
They are absolutely essential, and there is not
one of them that can be left out in any case man-
agement program, practice setting, and/or disci-
pline. If case managers are not spending any
time on one or more of these core process com-
ponents, then they are doing something besides
case management.”

Anne Llewellyn, RN-C, BPSHA, CCM, CRRN,
CEAC, owner and independent case manager
with Professional Resources in Management
Education in Miramar, FL, prefers the word “cru-
cial” to “essential,” but the sentiment remains
unchanged. “How can you manage a case if you
don’t do an assessment? How can a patient
progress if there is no plan? How is the case kept
on track if no one monitors it? How do we know
we are doing a good job if we never evaluate?”
she asks. “These are simple and crucial functions
of case management. I am distressed to see the
stats [from the Case Management Caseload
Survey] because I think they indicate that the peo-
ple who answered the survey don’t understand
the practice of case management as very simply
stated in the CMSA Standards of Practice.”

No matter how much the industry changes, the
process is static, she argues. “Case management
is a fluid practice, but the basics don’t change.”

“How can one best meet the needs of a client
without determining the client’s needs?” asks
Peter Moran, BSN, MS, RN, Cm, CCM, nurse

case manager with Harvard Pilgrim Health Care
in Wellesley, MA. “I believe this is an example of
so many professionals calling themselves case
managers when they are actually performing
utilization review or discharge planning. Case
management requires all the steps in the process
to occur.”
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COMING IN FUTURE MONTHS

Case managers respond
to national survey

The first annual American Health
Consultants (AHC)/Case Management

Society of America Case Management
Caseload Survey was distributed in the
December 2000 issues of seven AHC newslet-
ters, including Case Management Advisor. 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 
on-line or by fax. The largest response rate
came from acute-care case managers, who
accounted for 36.5% of the total respondents.

Other case managers represented in the
data set include:

• Nearly 13% were employed by indepen-
dent case management companies.

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

• Roughly 13% were workers’ compensa-
tion case managers.

An executive summary of the entire 
data set has been available on-line at
www.ahcpub.com and www.cmsa.org since
late March. In addition, Case Management
Caseload Data: Results of a National Survey, a
white paper analyzing the data set by prac-
tice setting, is available for $49 from AHC.
For ordering information, call customer ser-
vice at (800) 688-2421. ■



Although each of the six steps of the case man-
agement process should be applied to every case
a case manager works, the time spent on each
step will vary, experts say. The demands of each
patient and his or her family, as well as the diag-
nosis and other circumstances dictate how much
time the case manager devotes to each step.

“It is not acceptable to leave out any steps in
the process,” notes Jacqueline J. Birmingham,
BSN, MS, RN, CMAC, executive director of
Continuum Care Services in Suffield, CT, “but it
is acceptable to move back and forth. Case man-
agement is a dynamic process, meaning that there
is movement across all the steps at a variety of
pace and intensity. Time devoted to each step
depends on what the client/patient needs or
what resources are available or changing.”

Variety adds spice

Each case brings new challenges, Moran adds.
“In some situations, the assessment is clear-cut,
but a great deal more time must be spent on plan-
ning and implementation due to issues such as
lack of payment source, lack of social support
systems to assist in the post-discharge phase, or
problems with adherence,” he explains. “Still
other times, you may find a client who continues
to fail at home for unknown reasons, and the
assessment and evaluation phases then become
prolonged until a workable plan is defined and
implemented.”

Similarly, just as it’s natural for the time spent
on each step of the case management process to
vary from case to case, it’s also natural to see
variance by practice setting, experts agree.
Practice setting analysis of the 2000 Case
Management Caseload Survey reveals the follow-
ing practice setting variances:

• 34% of acute-care case managers reported
spending between 16% and 30% of their time
“planning,” compared to 40% of health plan 
case managers and 52% of independent case
managers.

• 34% of acute-care case managers reported
spending between 16% and 30% of their time
“coordinating,” compared to 44% of health plan
case managers and 54% of case managers work-
ing in skilled-nursing or rehabilitation facilities.

• 17% of acute-care case managers reported
spending between 16% and 30% of their time
“evaluating,” compared to 25% of skilled-nursing
or rehabilitation facility case managers and 34%
of independent case managers.

“It’s to be expected that the distribution of
time for each step of the case management 
process varies by practice,” says Birmingham.
“Not all practice settings pose the same chal-
lenges. That’s why the case management process
is so alive and well — it guides case manage-
ment in whatever setting the case management
happens.”

Many factors determine the time devoted to
each of the six components of the case manage-
ment process, explains Jeanne Boling, MSN,
CRRN, CDMS, CCM, executive director of
CMSA. “This is where the information system
resource available to the case manager and the
individual case manager’s judgment and experi-
ence become crucial. What time is spent is a pro-
fessional judgment. When the CMSA Standards
of Practice were written, they were never meant
to dictate an even distribution of time and effort
be spent on each of the six components of the
process.”

Time to update the standards?

Further, rapid changes in the industry have led
a push for updated Standards of Practice. “The
process of case management is critical and cannot
be changed,” says Boling. “However, it may be
important to look at whether each individual case
manager must perform each function in the pro-
cess, or whether working together in teams, if
many can share the process without disintegrat-
ing the outcomes. As we learn more about the
various ways in which various health systems
implement case management successfully, it will
be important to update the CMSA Standards of
Practice.”

Moran agrees that it may be possible to apply a
team approach to the standards. “It may be that
in certain systems different people do individual
steps in the total process,” he notes. “However,
for the process to work, all six steps must be
addressed.” 

Yet another example may be case managers
working in concert with other professionals 
outside their own organization, Llewellyn sug-
gests. “If you, as an independent or payer case
manager, are working with a very strong dis-
charge planner in the hospital who takes respon-
sibility for implementing the plan of care in
total, you would need to follow through to make
sure that everything was done and everyone
knew what was the plan, and all reimbursement
issues were in place, but you may not have 
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to do the actual work of implementing the plan
yourself.”

Case managers should retain oversight on all
their cases, urges Sandra L. Lowery, RN, BSN,
CRRN, CCM, president of CCMI Associates, an
independent case management company in
Francestown, NH, and immediate past national
president of the CMSA. 

“While a case manager can utilize and access
others to assist them in the process, the very
essence of case management disallows delegation
of the core functions,” she stresses. “To be more
specific, a case manager can request that an assis-
tant gather medical records, locate resources, and
send records from one party to another to pro-
mote coordinated care. However, the interview-
ing skills of the case manager are necessary to
obtain a comprehensive assessment, and the com-
munication skills of the case manager to advocate
for a change in treatment plan are such that these
functions cannot be delegated. Moreover, as the
relationship with the client is essential and fore-
most per the standards of practice, this relation-
ship cannot be delegated to others.”

Winds of change

Still, practice standards must keep pace with
the industry they serve, notes Lowery. “CMSA’s
Standards of Practice for Case Management are
considered a dynamic document and, as such,
are subject to revision as the practice of case
management evolves,” she says. “Published in
1995, the standards are due for review and
updating. Much has changed since their initial
development, and these changes may indicate a
need for revision.”

CMSA continually has solicited feedback from
its more than 7,000 members regarding the stan-
dards. “Specific feedback to date has related to
the application of the standards with the request
that they provide more guidance for actual appli-
cation of the case management process,” says
Lowery. “Other issues that may be addressed are
the standard that case managers have a minimum
of a baccalaureate degree. The standard for advo-
cacy for policy changes has raised questions as
well.”

CMSA has formed a multidisciplinary national
task force to lead an effort to review and update
the standards this year. “We felt that, after five
years, a concerted effort to solicit feedback and
incorporate it into an updated document was
needed,” explains Lowery.  ■

CM hybrids might 
mean poor quality
How many hats do you wear?

Case management, disease management,
demand management, discharge planning,

utilization review — at times these functions are
so interwoven that it is difficult to know where
one ends and the other begins. To add to the con-
fusion, in many cases a single professional per-
forms these varied functions, according to the
American Health Consultants/Case Management
Society of America 2000 Case Management
Caseload Survey.

Specifically, the survey found:
• Roughly 42% of case managers reported

spending between 1% and 25% of their time on
utilization review.

• Roughly 41% of case managers reported
spending between 1% and 25% of their time on
discharge planning.

• Roughly 43% of case managers reported
spending between 1% and 25% of their time on
disease management.

• Nearly 15% reported spending between 1%
and 25% of their time on demand management.
(See chart, p. 101.)

“This is not at all surprising,” notes Sandra L.
Lowery, RN, BSN, CRRN, CCM, president 
of CCMI Associates, an independent case man-
agement company in Francestown, NH, and
immediate past national president of the Case
Management Society of America (CMSA) in Little
Rock, AR. “Various practice settings combine or
include case manager roles with other roles such
as demand management, disease management, or
utilization review.”

In many cases, the case management role grew
out of other existing roles within organizations,
explains Carrie Engen Marion, RN, BSN, CCM,
president of Advocare/Triage in Naperville, IL. 

“Many programs started in utilization review
and branched into case management because they
believe it is an extension of utilization review,”
she notes. “This has proved to be a problem,
because case management is completely different
than utilization review. In those organizations, the
case management being done is typically of poor
quality.

“Many organizations are using a hybrid of
case management and utilization review called
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utilization management. It varies from organiza-
tion to organization how much actual case man-
agement is involved,” adds Marion. “Many
times there is no case management whatsoever;
there may be some discharge planning but it is
very short-term.”

Case Management Advisor polled national case
management leaders and synthesized their
responses to develop definitions for these roles in
order to clarify what is and what is not case man-
agement. Those definitions are:

• Case management. Our experts agree that
the CMSA’s definition of case management
remains the most comprehensive and concise
description of the case management role. It reads:
“Case management is a collaborative process
which assesses, plans, implements, coordinates,
monitors, and evaluates options and services to
meet an individual’s health needs through com-
munication and available resources to promote
quality cost-effective outcomes.”

• Disease management. Disease management
identifies an at-risk population and emphasizes
prevention of exacerbations and complications
using cost-effective practice guidelines and
patient empowerment strategies. Such strategies
include self-management in a collaborative prac-
tice model that includes physicians and support-
service providers. Disease management also
encompasses patient self-management education,
process and outcomes measurement, evaluation,
and management. It continually evaluates clinical
and economic outcomes with the goal of improv-
ing overall health. 

• Demand management. Demand management
is an information center that people telephone and
receive screening; referrals to appropriate health
care services, including case management; assis-
tance; education; and monitoring.

“Demand management can, and often 
does, provide screening and
referrals for case management
programs,” says Lowery.
“Alternately, demand manage-
ment actually can be a less
intense model of case manage-
ment, following the six steps of
the case management process.”

Marion worked with an
organization to follow up on its
demand management pro-
grams. “Few, if any, demand
management programs provide
follow-up, when, for example,

an individual is directed to go to the emergency
room, or call 911. We had a case manager follow
up on those calls to identify potential patients
who may require some form of management. In
this manner, demand management serves as an
identification vehicle for individuals who may
need case management or disease management.”

• Utilization review. Utilization review is the
review of health care resources in order to ensure
that resources are used appropriately and in a
cost-effective manner.

“There are inherent conflicting principles
involved in performing both utilization review
and case management,” cautions Lowery. 

“This should be recognized by anyone develop-
ing a dual model. There is a different skill set
required for utilization review and case manage-
ment, and the practitioner and their manager will
find that an individual rarely can perform well in
both roles,” she notes. “This sets up a lose-lose
scenario for the practitioner and the organization.”

“Utilization review is very guidelines-oriented
without a lot of judgment required,” adds
Marion. “Case management requires both cre-
ativity and judgment. In my experience, a nurse
who likes utilization review will hate case man-
agement, and vice-versa.”

A rose by any other name

Historically, many hospitals have incorporated
case management into other staff job titles, but
kept those staff’s tasks the same, notes Marion.

“Case managers incorporate aspects of dis-
charge planning, disease management, utilization
review, and maybe even demand management
into their everyday practices,” she explains. “The
reverse is not true.”

In an efficient case management program, “the
case manager will do the utilization review and
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the discharge planning in collaboration with the
treatment team and the physician and the
patient,” she continues. “Case managers will also
incorporate elements of disease management into
the program, because case managers should be
providing education and compliance monitoring
as part of the case management process.”

In some systems, “case managers are called
upon to do many other jobs,” explains Marion.
“The problem comes when these other strategies
are used in place of case management or when
the case manager is not adequately trained as a
case manager. A nurse trained in utilization
review makes a poor case manager.”

Case management is not interchangeable with
other resource management strategies such as
utilization review, cautions Marion. “Sometimes,
there is a negative impact because the organiza-
tion requires the health care professional to man-
age many cases, which can lead to problems with
time management and the inability to serve the
case management needs of the patients. At other
times, the case manager is so tied up with autho-
rizations and the need to satisfy other system
requirements that the patient’s needs get lost.  ■

First, develop a solid
company philosophy
Correct caseload mix will follow 

The American Health Consultants/Case
Management Society of America 2000 Case

Management Caseload Survey included
responses from 62 case managers working for
independent case management consulting com-
panies. In this exclusive interview, Catherine M.
Mullahy, RN, BS, CRRN, CCM, president of
Options Unlimited, an independent case manage-
ment company in Huntington, NY; 2001 national
president of the Case Management Society of
America (CMSA) in Little Rock, AR; and author
of several popular books on case management,
shares her own successful formula for managing
case management caseloads.

Question: Practice setting analysis of data
from the 2000 Case Management Caseload
Survey found wide variation in caseloads based
both on organizational structure and patient 
populations served. How would you describe
Options Unlimited and its patient population?

Answer: We would be categorized as an inde-
pendent health care and disability management
company, with our core business being medical
case management services. We provide these ser-
vices on a national basis to client groups including
employers, third-party administrators (TPAs),
counties and municipalities, unions, the state in a
Medicaid Model Waiver Program, managed care
organizations, insurance companies and reinsur-
ers, attorneys, and private individuals. At this
time, our largest line of business is group medical.

In terms of demographics, because we work
for the most part with employer-sponsored
health plans, the populations we serve include all
those individuals making up the employee
group, as well as the dependents on their plan.
This would incorporate everyone from infants
through geriatric groups. 

Further, the cases we work involve people
cross-country, who live in metro areas, rural set-
tings, and inner cities — locales that vary from
densely populated areas with diverse resources
to remote towns with minimal resources. The
populations are culturally and economically
diverse. We have managed cases for patients who
spoke only Mandarin, Vietnamese, Korean,
Spanish, and a host of other languages.

We work on behalf of individuals with private
insurance and public insurance, via the Medicaid
program, with plans that have very generous allo-
cation of benefits, or within the same employer
group, plans that have levels of benefits keyed to
a range of employee-contribution levels. The
Medicaid Model Waiver portion of our business is
all pediatrics. Just like every other case manage-
ment group, we often see high evidence of an
unhealthy lifestyle after 45, with diabetes, cardio-
vascular disease, pulmonary problems, respira-
tory problems from smoking, and hypertension. 

We’re seeing more people remaining in the work
force beyond the age of 65, and the working “sand-
wich generation” with parents as dependents, so
we’re seeing geriatric population groups, as well.

Question: The number of cases a case manager
can manage appropriately is tied closely to the
organization’s case management philosophy.
How would you describe Options Unlimited’s
case management philosophy?
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Answer: Options Unlimited seeks to promote
the best outcomes while ensuring cost-effective
care: empowering and advocating for patients
and their families, and facilitating services, seek-
ing the best balance between optimum outcomes
and use of care dollars in a collaborative effort
with providers and payers, with the patient at the
center of what we do. We help coordinate care in
complex medical cases, and offer alternatives for
high-quality care that often reduce costs and risk.
Evaluating care options, we give families the
information needed to make medical decisions,
negotiate rates and discounts for services, and
coordinate payment and claims filing. Options
Unlimited monitors and facilitates care; the com-
pany never authorizes or certifies treatment or
procedures. We are a resource for patients, physi-
cians, providers, and payers.

Question: As part of its case management stan-
dards, URAC/The American Accreditation
HealthCare Commission in Washington, DC,
requires that case management organizations have
a written policy regarding the setting of case man-
agement caseloads. What is Options Unlimited’s
policy for setting caseloads for its case managers?

Answer: Each case manager will have a
caseload that allows the cases to be worked to the
extent of the need identified by the case manager.
The needs and diagnoses of the cases, the case
mix, the work style of the case manager, and the
experience of the case manager together dictate
how many cases each case manager can oversee.
For example, a highly experienced case manager
with strong expertise in oncology may have a
lesser caseload because these cases are sometimes
so intense. They often include organ transplants
and chemotherapy and require a great deal of
involvement by the case manager. On the other
hand, a case manager may be able to carry a
larger caseload of elder care cases. Elderly
patients may have problems and needs, but the
patients may be more stable over longer periods
of time, are often less medically volatile, and
treatment tends to be less aggressive.

What are the patient’s needs?

The patient also is taken into consideration
when setting caseloads. What is the extent of the
patient’s needs and resources? A patient with no
family resources may place greater time demands
on a case manager because now he is involved in
setting up social support systems such as Meals
on Wheels.

Our mission policy is to accept each case indi-
vidually. Needs are determined, and a case man-
ager is assigned to satisfy those needs. We watch
caseloads to ensure that cases are worked appro-
priately — aggressively enough — so that we’re
able to prevent problems and promote better
outcomes.

Case management is a business, and case man-
agers obviously have to be able to generate bill-
able hours that reflect the hours they are being
paid. We tell our professional staff they must be
able to bill 36 hours a week. I give them room for
professional development, conferences with their
supervisors, etc. Further, not everything they do
translates into a billable hour, or can be passed
along to the client.

As a benchmark, we use as a frame of reference
25 to 30 cases per case manager. When I hear that
some case managers carry 75 to 100 cases, I
become concerned. What we call case manage-
ment, and what the industry has defined as case
management, no one can possibly do well with
75 to 100 cases.

I think each company, each department, each
line of business sets its own definition for case
management. What I have set as the standard for
our company, and what I expect a case manager to
do, may be very different from other companies.

Question: Nearly 30% of independent case
managers responding to the 2000 Case
Management Caseload Survey reported that new
cases were assigned to case managers in their
organizations based on the expertise of individ-
ual case managers, and 27% reported that cases
were assigned based on geographic location.
How are new cases assigned to case managers at
Options Unlimited? 

Answer: While we certainly do consider case
manager expertise and geographic location, there
is no hard-and-fast rule for assigning caseloads in
our office. Perhaps one case manager has just
been given two “heavy” cases (an organ trans-
plant plus a high-risk pregnancy, or a stroke vic-
tim, or someone going home with deep wounds
that need IV antibiotic, dressing supplies, and
many ancillary services, etc.). Those two cases
alone may occupy her for a full day. It doesn’t
mean that every day those same two cases are
going to need that same level of intervention. I
keep in mind the needs of the cases. Every case
manager has some that are fairly stable and some
that are service-intensive.

With some acuity matters, the level of involve-
ment required of the case manager has less to do

June 2001 / CASE MANAGEMENT ADVISOR ™ 103



with the clinical issues and more to do with the
insurance and eligibility issues, the provisions in
the plan that need to be addressed, the presence
of a re-insurer, or a difficult, dysfunctional family
situation. Without these circumstances, the patient
may not be a problem to manage at all, but the
extraneous matters can be obstacles that have an
impact on the case manager’s ability to do her job.

Of the mix of 25 to 30 cases a case manager
might have in our office, I would say that each
case manager has three levels of cases. These are
by no means split so that each measures one-third
of her workload. She has very involved cases, sta-
ble but problematic cases, and cases where things
are going along well, but need to be monitored
over time to see the outcome, as experience has
shown that this is the kind of case that needs con-
tinuing involvement. The smallest percentage of
the caseload would be the very acute cases, with
the larger portion being stable but problematic,
and a small number needing little involvement,
such as a stroke patient in rehab. The rehab is
going to take some time, but that doesn’t mean
the case manager should close the case. Rather, it
means the case is less intense right now; it will
increase again as the patient goes to the next level
of care, such as bringing him home from the
rehab facility. 

When the patient was inpatient for four weeks,
the case manager perhaps placed a weekly call to
get reports, or to conduct a teleconference with
the care team. Now, as the patient is ready to go
home, the case manager’s involvement increases
again. As a patient transitions from a place where
all care is being provided to a community-based
program, many questions arise: Do they need
individual PT or OT? Can it be offered under one
roof? Do people need to come to the home? Does
the patient need transportation?

Maintain the balance

I feel it is vital that the caseload balance is
right, or our case managers become over-
whelmed and burn out. That would be disheart-
ening for the case manager, and a loss to the
patients and to my company.

Question: The 2000 Case Management
Caseload Survey also found wide variation on
how much time case managers in different prac-
tice settings spend on the six core components 
of the case management process identified in 
the CMSA Standards of Practice. How would 
you describe the components of your case 

management process and how much time is
spent on each component? 

Answer: It depends completely on the case the
manager is working at the time. Sometimes,
because of the complexity of the case, the greater
portion of the time is spent assessing the patient’s
needs to identify all the problems that must be
addressed in the case management plan. In that
case, a manager might not implement anything,
but instead bring all the elements of the case into
better focus. 

When we look at the core components of case
management, assessing, planning, implementing,
and coordinating would be the top activities,
occupying the greater portion of a case man-
ager’s time. Evaluating and monitoring require
less time.

Again, this all depends on one’s philosophy of
case management. If you just monitor things, it
means someone else is “doing” and you’re not.
Ours is a very action-oriented, front-line, make-it-
happen, be-involved, uncover-the-problem case
management. Assessing, planning, coordinating,
and implementing, in some combination, take 75%
of our case management time, with the remaining
25% occupied by monitoring and evaluating.

Many people use the term “monitoring” seem-
ingly endlessly on reports. My feeling is, if
you’ve been “monitoring” for the past six weeks
and there’s been no change, you’re doing too
much monitoring and not concerning yourself
enough about “what’s happening, why isn’t it
changing?” (Please see the cover story for further dis-
cussion on how case managers apply the case manage-
ment process in daily practice.)

Question: More than 80% of independent 
case managers responding to the 2000 Case
Management Caseload survey indicated that
they reported “monthly” on the cases in their
caseloads. How would you describe your report-
ing practices/policies? 

Answer: Some case managers prepare reports
for internal use only. If you’re a company whose
services are being contracted for by a reinsurance
carrier or a TPA, that entity wants to see what’s
going on and what it costs.

As an independent case management com-
pany, we are often sending invoices with our
reports, so not only do we need to document our
services, but also keep our reports timely so that
we are not burdening the payer with an overly
lengthy report, with the accompanying large bill
for service. If a case has occupied 10 hours,
regardless of what our report says we have done,
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the fee attached to those hours will attract more
attention than the patient’s progress, or savings
on behalf of the client. I prefer to report (and bill)
in smaller increments.

With our clients, we provide formal reports
monthly, more often if the case warrants. In
group medical, things move very quickly, or
should be moving very quickly. For those group
medical clients, progress reports on a monthly
basis are advisable. If things are changing dra-
matically, we add an addendum after one or two
weeks. If we wait too long, the news is old news,
erasing or diminishing the opportunity to collab-
orate with the reader, whether it’s a reinsurance
carrier or a client.

The reports are addressed to whoever is
requesting the service. On cases that I believe will
hit the individual specific limit of $50,000 or
$100,000, I like to let reinsurers know there is a
big case in the making, and that it is being man-
aged. It helps them run their business and line of
insurance better. It also establishes us as an entity
unto ourselves and helps to bring new business
to us.

We have case management initial evaluation
and progress reports that provide the overview of
the case findings, the clinical status, the course of
treatment, the case management intervention, the
problems identified, and the recommendations. 

When a case closes, or every quarter, we pre-
pare a cost-benefit analysis report. This is a
financial business management report that pro-
vides the proof statement for case management
— the “sell” for case management that answers
the question, what did case management do on
this case? What were the outcomes and savings?
We define the outcomes — the clinical, behav-
ioral, functional (personal, as well as job-related,
function), emotional, and financial outcomes —
and reports go to whoever is paying for our 
services and needs to know, at the end, what 
we did for them. All cost-benefit analysis reports
are anonymous, with only a number and a 
diagnosis.

Question: How case managers work their
caseload often is influenced by how their organi-
zations measure the productivity of their case
managers. How do you evaluate your own case
managers?

Answer: In terms of productivity, we look at
the results of the case manager’s intervention.
Are people getting better? Are we reducing hos-
pital admissions, length of stay, and complica-
tions? How many hours are they spending doing

the work, and is it documented? Our supervisors
meet with staff on a weekly basis, both one-on-
one and in team meetings. A particularly difficult
case might be staffed with several case managers
and a supervisor to get a broader perspective on
the case. 

There is ongoing, documented feedback from
supervisors to case managers. Written evalua-
tions are given on an annual basis. Periodically, a
supervisor will pull files and examine them for
documentation. Each supervisor keeps track of
her supervisory notes and whether suggested
courses of action were pursued. We monitor our
written patient satisfaction surveys. When a case
closes, a supervisor now and then might call the
family to ask them if all was handled to their sat-
isfaction. We do not have an outside audit but do
have several levels of quality assurance review,
especially for new or off-site case managers, or if
we have any reason to question or be concerned
about the level of service.

Question: The technology and other resources
available to case managers to help them perform
their daily tasks greatly impact the number of
cases they can handle efficiently. What resources
do you provide to help your case managers man-
age their caseloads?

Answer: We have electronic documentation,
and we require that our case managers be able to
key in information and be on-line in the office.
Some of our staff were hired before the advent of
Windows and the Internet, and several have been
brought kicking and screaming to the electronic
horizon. At the same time, I am most interested
in their case management skills. I need their nurs-
ing acumen; I don’t want to pay professionals to
be typists. We provide our nurses with adminis-
trative staff for their lengthy reports and to help
with correspondence, etc. We also have a clinical
resource person who provides Internet-based
research assistance to our case managers as
needed.

[Editor’s note: As part of our ongoing commitment
to help you increase your productivity and improve
your outcomes, we would like to make the Best Practice
Profile a regular feature of the newsletter. If you or
your organization would like to share your caseload,
staffing, or other case management administrative
experiences with your peers, please contact Russ
Underwood, managing editor, Case Management
Advisor, at russ.underwood@ahcpub.com, or tele-
phone (404) 262-5521. Please address correspondence
for the author to cmullahy@optionsunlimited.org.]  ■
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Nursing shortage worsens
Pennsylvania finds shaky economy hurts

Pennsylvania’s nursing shortage will get 
worse before it gets better, according to a

report recently released by the Hospital and
Healthsystem Association of Pennsylvania (HAP)
in Harrisburg. Pennsylvania Nurses: Meeting the
Demand for Nursing Care in the 21st Century sum-
marizes data from a number of sources into a
bleak, comprehensive look at the demand for,
and supply of, registered nurses in that state over
the next two decades.

“This report clearly delineates the dilemma
facing not just health care providers, but all peo-
ple who use the health care system,” says
Carolyn F. Scanlan, president and chief execu-
tive officer of HAP. “All of the demographic
trends are going in the wrong direction, and
these trends now appear to be long-term rather
than cyclical.”

She continues, “The nursing shortage is a
result of many factors, including declining enroll-
ments in and graduations from nursing schools
… and an older, sicker population. The shortage
is complicated by a shaky financial condition in
Pennsylvania’s hospitals and a broader range of
job opportunities for all workers.”

HAP has developed several resources to gener-
ate interest in nursing careers. The brochure,
Nursing Opportunities Unlimited, promotes health
care careers in nursing to a diverse population.

The You Can Be a Nurse, too activity book, and the
PaHealthCareers.org web site also were developed
to encourage young people to consider careers in
nursing. An Adobe PDF version of the report can
be downloaded from www.haponline.org/hhap/.
Click on workforce to access the report.  ■

Software identifies 
high-risk patients

MEDecision in Wayne, PA, recently released
CaseAlert, a software system that enables

managed care organizations to analyze provider,
facility, and pharmacy data to identify high-risk
and high-cost patients.

The predictive software identifies both patients
already at risk and those likely to be at risk. It
also stratifies members for purposes of referring
them to appropriate care management services.
The software processes information from Oracle
data repositories and is compatible with other
MEDecision products including its claims and
care management software solutions.

For information on CaseAlert, telephone (610)
254-0202. Or e-mail marketing@MEDecision.com.
Product information also is available on the com-
pany web site at www.MEDecision.com.  ▼

Drug improves life span 
of diabetics with CAD

Patients with coronary artery disease (CAD)
and type 2 diabetes who received metformin
therapy at the time of hospital discharge had an
improved long-term survival rate compared to
patients taking other oral diabetes pills or insulin.

Researchers at the LDS Hospital in Salt Lake
City followed 1,428 patients with type 2 diabetes
and documented severe CAD prospectively for
an average of 2.5 years. They found that patients
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Send us your Resource
Bank items

If you have a new resource, conference, 
or seminar of interest to other case man-

agers, send items for publication to Russ
Underwood, managing editor, Case
Management Advisor, PO Box 740056, 
Atlanta, GA 30374. Phone: (404) 262-5521.
Fax: (404) 262-5447. E-mail: russ.
underwood@ahcpub.com.

Information on conferences and seminars
should be received at least 12 weeks before
the event to meet publication deadlines.  ■



with type 2 diabetes and CAD who were pre-
scribed metformin at the time of hospital dis-
charge had a 13.5% death rate compared to a
15.7% death rate in patients placed on other oral
diabetes pills, and a 28.2% death rate for patients
placed on insulin. Researchers found no signifi-
cant differences in the rate of heart attacks experi-
enced in all three patient groups.  ▼

Oral drug improves heart
health in diabetics 

It’s no longer necessary to avoid using an oral
prescription treatment to improve lipid profiles
in patients with diabetes, according to researchers
from the University of Texas Southwestern
Medical Center in Dallas.

Researchers found that six weeks of treatment
with extended-release niacin helped patients with
type 2 diabetes improve readings on two primary
cholesterol-related endpoints, high-density
lipoprotein cholesterol (HDL-C) and triglycerides
(TG). Researchers also found that lipid improve-
ments were achieved without triggering major
adverse effects in their blood sugar levels, as
measured by changes in hemoglobin A1C levels,
the study’s other primary endpoint.

Treatment with Niaspan, a once-daily formula-
tion of niacin, resulted in an average increase of
24% in HDL-C for patients with diabetes receiv-
ing 1,500 mg, compared to a 20% increase in
HDL-C in patients receiving 1,000 mg over the
same time period. Patients receiving placebo
increased HDL-C levels by 4% compared to base-
line. In addition, patients receiving 1,000 mg
reduced their TG by 15% compared to a 29%
reduction in the 1,500 mg group. Patients in the
placebo group reduced their TG by 5%.

A total of 148 patients with dyslipidemia or
abnormal lipid levels primarily characterized by
low HDL-C and elevated TG were enrolled in 
the double-blind study at 20 treatment sites and
randomized to receive either 1,500 mg of
Niaspan, 1,000 mg of Niaspan, or placebo.
Enrollment was limited to patients with type 2
diabetes with HDL-C less than 40 mg/dL or, for
patients already on a statin, LDL-C levels of less
than or equal to 130 mg/dL.

“This study convincingly demonstrates that
not only is extended-release niacin a relatively
safe drug for use in patients with diabetes at

these doses, but such patients who have lower
than average HDL levels should be considered
candidates for this treatment,” notes study pre-
senter, Gloria Vega, PhD, director of the
Nutrition and Metabolism Laboratory at the
Veteran’s Administration Medical Center and
professor of clinical nutrition at the University of
Texas Southwestern Medical Center.

Patient HgbA1c levels were largely unchanged,
researchers noted. Hemoglobin levels for patients
receiving 1,000 mg of niacin were measured at
7.21% at baseline and 7.33% after six weeks of
therapy. Hemoglobin levels for patients receiving
1,500 mg were measured at 7.21% at baseline com-
pared to 7.48% after six weeks of therapy. Further,
only four patients were discontinued from the
study because of inability to control glucose.  ▼
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Drug cuts CRP levels
Researchers from Brigham and Women s

Hospital in Cambridge, MA, found that the
cholesterol-lowering drug pravastatin lowers lev-
els of C-reactive protein (CRP) in people with
heart disease and people at risk for heart disease.

The PRINCE (Pravastatin Inflammation CRP
Evaluation) study included 2,400 participants
with no prior history of heart disease. Researchers
used a new high-sensitivity CRP test to measure
CRP levels. CRP, a marker for arterial inflamma-
tion, recently has been shown to add significantly
to cholesterol screening in determining a patient’s
risk of developing heart disease.

Patients were selected randomly to receive
either 40 mg of pravastatin or placebo. Patients
were followed for 24 weeks. Researchers found
that patients who took pravastatin reduced their
median levels of CRP by more than 13%, while
those who took placebo saw no reduction in their
median CRP levels.  ■

• Oct. 22 -24. The Sixth Annual Disease
Management Congress and Exposition. Hynes
Convention Center, Boston. Sponsored by the
National Managed Health Care Congress. Topics
include: policy implications of e-health and find-
ing ways to pay for disease management.
Continuing education approved for CRC, CCM,
CPHQ, CDMSC, and others. Cost is $1,795. A dis-
count is available for government employees and
students. Contact: NMHCC, PO Box 414521,
Boston, MA 02241-4521. Telephone: (888) 882-2500.
Fax: (941) 365-0157. Web site: www.nmhcc.org.

• Nov. 3-7. HIAA 2001 Forum: Serving
Customers/Creating Success. Renaissance
Orlando (FL) Resort. Sponsored by the Health
Insurance Association of America in Washington,
DC. Tracts include: medical issues, government
relations, and operations and finance. Cost is
$595 for HIAA members and $745 for nonmem-
bers. Contact: HIAA, 1202 F St. NW, Suite 500,
Washington, DC 20004-1204. Telephone: (703)
968-8863. Fax: (202) 824-1720. Web site:
www.hiaa.org.  ■
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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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News from the American
College of Cardiology

The following studies were presented at the
recent 50th Annual Scientific Sessions of the

American College of Cardiology in Orlando.

Drug lowers death rate for women

A follow-up analysis of the landmark Long-
term Intervention With Pravastatin in Ischemic
Disease (LIPID) study provides new evidence
regarding the benefits of cholesterol-lowering
treatment with pravastatin for women with a
prior history of coronary heart disease (CHD).

Researchers found that women with a prior
history of CHD and average cholesterol levels
who were placed on pravastatin had a 31%
reduction in CHD deaths compared to women in
the study who initially received a placebo. In
absolute terms, CHD deaths were reduced from
9.9% in women on placebo to 6.7% for those
given pravastatin.

The LIPID study originally was designed as a
six-year, double-blind, controlled study, consisting
of 9,014 men and women with a history of either
heart attack or unstable angina. Half of these
patients were placed on pravastatin and half
received placebo. At the conclusion of the study,
researchers conducted an additional two-year fol-
low-up analysis of patients in the original study.

In the follow-up study, 85% of patients in each
of the original groups were placed on pravastatin

therapy. Researchers found that in addition to
reductions in coronary heart disease deaths,
women who had been assigned initial pravastatin
also had a 29% reduction in deaths from cardio-
vascular disease.  ▼

COX-2 inhibitors battle head-to-head

A head-to-head safety comparison of elderly
hypertensive osteoarthritis patients taking
either of the COX-2 specific inhibitors, Vioxx or
Celebrex, found that patients taking Vioxx expe-
rienced a statistically significant increase in
mean systolic blood pressure compared with
those taking Celebrex, who experienced no
increase in mean systolic blood pressure.

“This study helps us gain a better assessment
of some of the potential differences between
Celebrex and Vioxx at the most commonly used
doses in clinical practice,” observes William B.
White, MD, professor of medicine and chief, sec-
tion of hypertension and clinical pharmacology,
at the University of Connecticut School of
Medicine in Farmington. “The data also show a
higher proportion of patients, 17% compared to
11%, lost their hypertension control on Vioxx
[vs.] Celebrex.”

The six-week, multi-center, randomized, dou-
ble-blind, parallel trial included more than 800
hypertensive osteoarthritis patients — all of
whom were being treated with anti-hypertensive
medication. Patient assessments were conducted
at baseline and then at weeks one, two, and six to
examine key measures of cardiorenal safety such
as edema and systolic blood pressure.

In addition to loss of hypertension control, 9.5%
of Vioxx-treated patients experienced clinically

Cardiology Research
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significant increases in edema compared to 4.9%
of Celebrex-treated patients.  ▼

Low-weight heparin continues to outshine
older drug

An analysis of more than 6,000 patients
treated for acute coronary syndromes indicates
that those who received the low-weight heparin
blood thinner Lovenox (enoxaparin sodium)
Injection prior to undergoing percutaneous coro-
nary intervention (PCI) fared better than patients
given unfractionated heparin. 

Researchers analyzed 6,068 patients from the
ESSENCE (Efficacy and Safety of Subcutaneous
Enoxaparin in Non-Q-Wave Coronary Events)
and TIMI 11B (Thrombolysis In Myocardial
Infarction) trials for death and heart attack at 43
days. Findings include:

* 7.1% of patients treated with unfractionated
heparin experienced death or heart attack fol-
lowing the procedure, compared to 4.3% of
enoxaparin-treated patients.

* There was a 17% risk reduction in all death
and heart attack for enoxaparin-treated patients
who did not undergo PCI.  ▼

Beta blocker reduces risk of second heart
attack

Long-term treatment with the beta-blocking
agent carvedilol following a heart attack reduces
the risk of patients having a second heart attack
by 41% and their risk of dying by 23%, according
to Scottish researchers.

The study enrolled more than 1,900 patients
and was conducted in more than 160 sites in 17
countries. Patients were randomized to receive
either long-term treatment with carvedilol or
placebo following a proven acute myocardial
infarction (MI) and a left ventricular ejection
fraction of less than or equal to 40%. All
patients in the trial were receiving ACE
inhibitors. Patients were followed for a mean 
of 15 months.

Treatment with carvedilol was shown 
to reduce the risk of death for any reason 
from 15% to 12%. This represents a 23% 
relative reduction in mortality and was associ-
ated with a 41% reduction in risk of recurrent
nonfatal heart attack, and a 29% reduction 
in the risk of all-cause mortality or nonfatal
heart attack.  ▼

News from the American Heart
Association
Asthma increases heart disease risk

Having asthma increases a person’s risk of
heart disease by a third, according to a

study presented at the American Heart
Association’s 41st Annual Conference on
Cardiovascular Disease Epidemiology and
Prevention in San Antonio.

Researchers found that nonsmoking patients
with asthma were 33% more likely to develop —
or die of — heart disease than nonsmoking
patients without asthma. “This means that asth-
matic patients and their doctors should be partic-
ularly careful,” says Carols Iribarren, MD, MPH,
PhD, a researcher with Kaiser Permanente in
Oakland, CA, and one of the study’s lead investi-
gators, “Not only about managing their asthma,
but also about managing cardiovascular risk fac-
tors such as blood cholesterol, blood pressure,
and blood sugar.”

Iribarren’s research used data collected over
the last 20 years among members of the Northern
California Kaiser Permanente Medical Care pro-
gram. “The reason to study nonsmokers is to 
rule out the strong influence of smoking on both
asthma and heart disease,” he notes. “This is an
important question because asthma affects about
6% of the general population, and heart disease
continues to be the leading cause of death in the
United States.”  ■

GOLD standard for COPD released

The National Heart, Lung and Blood Institute
(NHLBI) in Bethesda, MD, and the World

Health Organization (WHO) in Geneva recently
released new international guidelines for the
diagnosis, management, and prevention of
chronic obstructive pulmonary disease (COPD).

The guidelines were a cooperative effort called
the Global Initiative for Chronic Obstructive Lung
Disease (GOLD), commonly referred to as the
GOLD Guidelines. Among other recommenda-
tions, the guidelines emphasize the use of bron-
chodilators for symptom management in COPD.

More information on the guidelines is avail-
able on www.goldcopd.com.  ■

Pulmonology


